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DEPARTMENT OF HEALTH & HUMAN SERVICES o
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, Maryland 21244-1850

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

DEC 0 2 2019

John McCarthy, Medicaid Director
Office of Ohio Health Plans

Ohio Department of Medicaid
P.O. Box 182709

50 West Town Street, Suite 400
Columbus, Ohio 43218

RE: Ohio State Plan Amendment (SPA) 13-022

Dear Mr. McCarthy:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 13-022. Effective January 1, 2014, custom
wheelchairs, non-emergency oxygen and medically necessary resident transportation by
ambulance and ambulette are being excluded from direct care and ancillary/support cost
reimbursable through the nursing facility per diem rate.

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 regulations
at 42 CFR 447 Subpart C. We hereby inform you that Medicaid State plan amendment 13-022 is
approved effective January 1, 2014. We are enclosing the Form CMS-179 and the amended plan
pages.

If you have any questions, please call Fred Sebree at (217) 492-4122.
Sincerely,

Kristin Fan
Director

Enclosure



TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: CENTERS FOR MEDICARE AND MEDICAID SERVICES

1. TRANSMITTAL NUMBER: 2. STATE
13-022 Revised OHIO

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR
CENTERS FOR MEDICARE & MEDICAID SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4, PROPOSED EFFECTIVE DATE
01/01/2014

5. TYPE OF PLAN MATERIAL (Check One):

[ NEW STATE PLAN

] AMENDMENT TO BE CONSIDERED AS NEW PLAN

AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS 1S AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:
Section 1902(a)(30)(A) of the Social Security Act
Section 1902(a)(30)(A) of the Social Security Act

42 C.F.R. Part 447

7. FEDERAL BUDGET IMPACT:
a. FFY 14 ($18,906) thousands
b. FFY 15 ($25,208) thousands

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Section 001.4, pages 1-2 of 2

Section 001.6, page 1 0of 2

Section 001.6 page 2 of 2 (New)

Section 001.9, page 1 of 2

Section 001.9 page 2 of 2 (New)

Section 5111.26.002, pages 1-2 of 2

Section 5111.26.002 Appendix A, pages 1-51 of 51
Section 5111.26.003, page 1 of |

Section 5111.26.003 Appendix A, pages 1-61 of 61

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
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Section 001.4, pages 1-2 of 2 (TN 11-022)

Section 001.6, page 1 of 1 (TN 11-022)

Section 001.9, page 1 of 1 (TN 11-022)

Section 5111.26.002, pages 1-2 of 2 (TN 09-028)

Section 5111.26.002 Appendix A, pages 1-51 of 51 (TN 12-001)
Section 5111.26.003, page 1 of | (TN 09-028)

Section 5111.26.003 Appendix A, pages 1-61 of 61 (TN 12-001)

10. SUBJECT OF AMENDMENT: Nursing Facility Services: Payment for Services — Unbundling

11. GOVERNOR'S REVIEW (Check One):
] GOVERNOR'S OFFICE REPORTED NO COMMENT
1 COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
] NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

OTHER, AS SPECIFIED:
The State Medicaid Director is the Governor's designee

12, SIGNATUREOF

13. TYPED NAME: OHN B, McCARTHY

16. RETURN TO:

Carolyn Brewer
Ohio Department of Medicaid

14, TITLE: STATE MEDICAID DIRECTOR

P.O. BOX 182709
Columbus, Ohlo 43218

15. DATE SUBMITTED: 10/23/13

FOR REGIONAL OFFICE USE ONLY

17. DATE RECEIVED:

18. DATE APPROVED:

DEC © 2 2013

PLAN APPROVED - ONE COPY ATTACHED

19. EFFECTIVE DATE OF APPROVED MA'
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22. TITLE~
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001.4 Attachment 4.19-D
Supplement 1
Page 1 of 2

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;

10) 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) Covered dental services provided by licensed dentists;
2} Laboratory and x-ray procedures covered under the Medicaid program;
3) Ventilators;
4) Prostheses and othoses;
5) 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;
TN 13-022 Approval DatéD EC 0 2 2015

Supersedes
TN 11-022 Effective Date 01/01/14
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6)
7)

8)

9)

10)
11)
12)

TN 13-022
Supersedes
TN 11-022

Attachment 4.19-D
Supplement 1
Page 2 of 2
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;

Psychologist services provided by a community mental health center;
Physician services, including all covered diagnostic and treatment services,
all medically necessary physician visits, and required physician visits;
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;

Vision care services;

Custom wheelchairs;

Non-emergency oxygen;

Medically necessary resident transportation by ambulance or wheelchair
van. ‘

Approval Date DEC @E 2 2015

Effective Date 01/01/14
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Direct Care

Attachment 4,19-D
Supplement 1
Page 1 of 2

Costs Included in Divect Care

For dates of service before January 1, 2014, direct care costs are reasonable costs incurred for the

following;
1)

2}

3)
4)
)
6)
7)
8)
9)
10)
11)
12)

13)

14)

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

Direct care staff, administrative nursing staff, medical directors, respiratory
therapists, and other persons holding degrees qualifying them to provide
therapy;

Purchased nursing services;

Quality assurance;

Consulting and management fees related to direct care;

Allocated direct care home office costs;

Habilitation stalf, other than habilitation supervisors;

Medical Supplies, habilitation supplies and universal precaution supplies;
Oxygen;

Over the counter pharmacy products;

Behavioral and mental health services;

Physical therapists, physical therapy assistants, occupational therapists,
occupational therapy assistants, speech therapists, and audiologists
Training aud staff development, employee benefits, payroll taxes, workers’
compensation premiums, and costs for self-insurance claims for individuals
whose wages are included in direct care;

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)
2)

3)
4)
5)
6)
7)
8)
9)
10)
11)
12)

TN 13-022
Supersedes
TN 11-022

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

Direct care staff, administrative nursing staff medical directors, respiratorv
therapists, and other persous holding degrees qualifying them to provide
therapy;

Purchased nursing services,

Quality assurance;

Consulting and management fees related to direct care:

Allocated direct care home office costs;

Habilitation staff, cther than habilitation supervisors;

Medical Supplies, habilitation supplies and universal precaution supplies;
Emergency oxygen;

Over the counter pharmacy products;

Behavioral and mental health services;

Physical therapists, physical therapy assistants, occupational therapists,
occupational therapy assistants, speech therapists, and audiologists

approval patBEC 0 2 2015

Effective Date 01/01/14
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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.

TN 13-022  Approval Date DEC 0 2 2015

Supersedes
TN NEW Effective Date 01/01/14
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Ancillary and Support

s Included In Ancillayy and Suppor:
For dates of service before January 1, 2014, ancillary and suppor-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 directors.

3) Program and incontinence supplies;

6) Food, enterals, dietary supplies, and dietary personnel;

7) Laundry and housekeeping;

8) Security;

9) Administration, bookkeeping, 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 f the 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 :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 professionals, and
program directors.
5) Program and incontinence supplies;
6) Food, enterals, dietary supplies, and dietary personnel;
TN 13022  Approval DateDEC (.2 2015
Supersedes

TN 11-022 Effective Date 01/01/14
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7)
8

10)

11)
12)
13)
14)
15)
16)
17)

18)

19)
20)
21)
22)

TN 13-022
Supersedes
TN NEW
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Laundry and housekeeping;
Security;
Administration, bookkeeping, purchasing department, human resources,
and communication;
Medical equipment, minor equipment, and wheelchairs other than custom
wheelchairs;
Utilities;
Liability and property insurance;
Travel;
Dues, license fees, and subscriptions;
Home office costs not otherwise allocated;
Legal and accounting services;
Resident transportation other than medically necessary transportation by
ambulance or wheelchair van; '
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 f the asset two years or more. Maintenance and
repairs include, but are not limited to ordinary repairs such as painting and
wallpapering.
Help wanted and informational advertising;
Start-up costs and organizational expenses;
Other interest;
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.

Approval DateDEC 0 2 2015

Effective Date 01/01/14
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Attachment 4.19-D
Supplement 1
Page 1 0f 2

5160-3-42 Nursing facilities (NFs): chart of accounts.

(A) The Oluo department of medicaid (OIDM)_requires that all facilities file cost reports aunually to comply
with section 5165.10 of the Revised Code.

(1) The chart of'accounts in table | 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 the chart of accounts in appendix A is not used by the provider, it is the responsibility of the
provider to relate its chart of accouns direetly to the cost report.

(3) Where a chart of accounts number has sub-accounts that relate direclly to a cost report line item, the

provider shall capture the information requested so that the information will be broken out for cost
reporting purposes.

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

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

(1} The chart of accounts in appendix A allows for a range ot account numbers for a specified account.

(2) For example, account 1001 is listed for petty cash, with the next account, cash, beginning at account
1010. Therefore. a provider could delineate sub-accounts 1010-1. 1010-2, 1010-3, 10104, to 1010-9
as separate cash accounts. Providers need only use the sud-accounts apphcdblu for their facility.

(C) Within the expense section (tables 5, 6. and 7). accounts identified as “salary" accounts are only to be used
to report wages for facility employees.

(1) Wages are to include wages for sick pay. vacation pay and other paid time off, as well as any other
compensation lo be paid to the employee.

(2) Expense accownts identified as "contract” accounts are only to be used for reporting the costs incurred
for services performed by contracled personnel enployed by the facility o do u service that would
otherwise be performed by personnel on the facility's pavroll.

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

TN#13022  Approval DaeDEC 0 2 2015
Supersades
TN # 09-038 Effective Date 01°01/14
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Attachmens 4.19-D
Suppiement 1
Page 2 of 2
(4) Expense accounts designated as "other" can be used for reporting any appropriate nonwage expenses,
including contract services and supplies.

(D) Completion of the cost report as required by section 5111.26 of the Revised Code will require that the
number of hours paid be reported (depending on facility type of eontrol. on an accrual or cash basis) for
all salary expense accounts. Providers' record keeping should include accumulating hours paid consistent
with the salary accounts included within the chart of accounts in appendix A.

TN#13-022  Approval DaxeD_EC @_?;3015
Supersedes
TN#06-028 Effective Date (1/01/14
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Appendix A
Attachment 4.19-D
Supplement |
Page | of 51
5160-3-42 _
CHAR'T OF ACCOUNTS
Rev. 12/2013
TABLE 1
BALANCE SHEET ACCOUNTS - ASSETS
CURRENT ASSETS

1001 Petty Cash

1010 Cash in Bank

1010.1  General Account
1010.2  Payroll account
1010.3 Savings aceout
1010.4  Ilmprest cash funds
1010.5 Certificates of deposit
1010.6 Money market

1010.7 Resident funds

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

1030  Accounts Receivable

1030.1 Private
1030.2 Medicare
1030.3 Medicaid
10304  Other Payers

The balances in these accounts represent the amounts due the nursing
facility for services delivered and/or supplies sold.
10-0  Allowance for Uncollectible Accounts Receivable

This account represents the estimated amount of uncollectible receivables.

TN # 13-022  Approval paecDEC 0 2 2015
Supersedes
TN #12-001  Effective Daic 01/01/14
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Appendix A
Attachment 4.19-D
Supplement ]
Page 2 of 51
5160-3-42
CHART OF ACCOUNTS
Rev. 12/2013
1050 Notes Receivable

1060

1070

1080

1090

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

Allowance for Uncollectible Notes Receivable

This account represents the estimated amount of uncollectible notes
receivables.

Other Receivables

1070.1 Employees

1070.2  Sundry

Cost Setilements

1080.1 Medicare
1080.2 Medicaid

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

Inventories

1090.1 Medical and program supplies
1090.2 Dictary

1090.3  Gift shop

10904 Housekeeping supplies

1090.5 Laundry and linen

1090.6 Maintenance

These accounts represent the cost of unused nursing facility supplies.

TN # 13022 Approval Date DEC.0.2 2015

Supersedes

TN # 12-001

Effective Date 01/01/14
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Appendix A
Attachment 4.19-D
Supplement |
Page 3 of 51
5160-3-42
CHART OF ACCOUNTS
Rev. 12/2013
1100 Prepaid Expenses

1110

1120

TN # 13-022
Supersedes
TN = 12-001

1100.1 Insurance
1100.2 Interest

1100.3 Rent

1100.4  Pension plan
1100.5  Service contract
1100.6 Taxes

1100.7 Other

These accounts represent payments for costs that will be charged to future
accounting periods.
Short ~ Term Investments

1110.1 U.S. Government securities
1110.2  Marketable securities
1110.3 Other

Special Expenses -
1120.1 Telephone systemis
1120.2  Prior authorized medical equipment

Unamortized cost of telephone systems and prior authorized medical
equipment. Amortized cost of telephone systems acquired before 12/1/92.
if the costs were reported as administrative and general on the facility’s
cost report for the period ending 12/31/92, should be reported in account
7620.

Approval Date DE,C_O 2 2015

Effective Date 01/01/14
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Attachment 4.19-D
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CHART OF ACCOUNTS
Rev. 12/2013

1200 Property, Plant and Equipment

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

(A)  1200.1
1200.2
1200.3
1200.4
1200.5
1200.6
1200.7

Land

Land improvements

Building and building improvements

Equipment

Transportation equipment

Leasehold improvements

Financing cost - cost of issuing bonds, underwrit.ng
fees, 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 operator on or after

7/01/93.
1200.8

1200.9

1200.10

Land acquired on or after 7/01/93 through a change of
operator

Building and building improvements acquired on or
after 7/01/93 through a chamge of operator

Equipment acquired on or after 7:01/93 through a
change of operator

(C)  (Assets under capital lease)

1200.18
1200.19

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

TN #13-022  spproval Date DECWQ 2 2015

Supersedes

IN#12-00] Effeetive Date 01/01/14
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5160-3-42

Artachment 4.19-D
© Supplement |
Page 5 of 51

CHART OF ACCOUNTS
Rev. 12/2013

1250 Accumulated Depreciation and Amortization — Prop.. Plant and Equip.

Nursing facilities that did 1ot change operator on or after 7/01/93 need
only use group (A). Nursing facilities that did change operator on or after
7/01/93 use groups (A) and (B).

(A) 1250.1
1250.2
1250.3
1250.4
1250.5
1250.6

Land improvements

Building and building improvements

Fquipment

Transportation equipment

Leasehold improvements

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

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

7/01/93.

1250.7

1250.8

Building and building improvements acquired on or after
7/01/93 through a change of operator

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

(C) (Assets under capital lease)

1250.18  Assets under capital lease — prior to 5/27/92
1250.19  Assets under capital lease — on or after 5/27.92

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

(A) 1300.1
1300.2
1300.3
1300.4

Building and building improvements

Equipment

Leasehold improvements

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

(B) (Assets under capital lease)

1300.9

Assets under capital lease ~ prior to 5/27/92

1300.10  Asscts under eapital lease — on or after 5/27/92

TN #13-022  Approval Date NEC 0 2 2015

Supersedes

TN#12-001  Effective Date ¢1/01/14
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Appendix A
Autachment 4.19-D
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5160-3-42

CHART OF ACCOUNTS
Rev. 12/2013

1350 Aecumulated Depreciation and Amortization — Nonextensive Renovations

(A) 1350.1 Building and building improvements
1350.2  Equipment
1350.3 Leaschold improvements
13504 Financing cost — cost of issuing bonds. underwriting fees,
closing costs. mortgage points. etc.

(B) (Assets under capital lcase)

1330.9  Assets under capital lease — prior to 5/27/92
1350.10  Assets under capital lease ~ on or after 5/27/92

TN # 13-022  Approval Date DEC 0 2 2015
Supersedes
T # 12-001 Effective Date 01/01/14
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Appendix A
Attachment 4.19-D
Supplement |
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5160-3-42
CHART OF ACCOUNTS
Rev. 12/2013
OTHER ASSETS
1400  Non-Current Investments

1410

1420

1430

1440 -

1400.1  Certificates of deposit

1400.2  -U.S. Government securities
1400.3  Bank savings account

1400.4 Marketable securities

1400.5 Cash surrender value of insurance
1400.6  Replacement reserve

1400.7  Funded depreciation

Deposits

1410.1 Workers' compensation
1410.2 Leases
1410.3 Other

Due From Owners/Officers

1420.1 Officers
1420,2 Owners

Deferred Charges and Other Assets

1430.1 Escrow accounts

1430.2  Deferred loan costs and finance charges except property,
plant and equipment

1430.3  Organization expenses

14304 Goodwill

1430.5 Start-up costs

Notes Receivable ~ Long Term

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

TN #13-022  Approval Date DEC § 2 2015

Supersedes
IN# 12-001
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5160-3-42
CHART OF ACCOUNTS
Rev. 12/2013
TABLE 2
BALANCE SHEET ACCOUNTS - LIABILITIES

CURRENT LIABILITIES
2010 Accounts Payable

2020

2030

TN # 13-022
Supersedes

2010.1 Trade
2010.2  Resident deposits — private
2010.3 Resident funds

These accounts represent amounts due to vendors, creditors, and residents
for services and supplies purchased, which are payable within one (1) vear
of the balance sheet date.

Cost Settlements

2020.1  Medicare
2020.2 Medicaid

These accounts represent amounts due to Medicare or Medicaid from
cuwirent or prior unsettled cost reporting periods.

Notes Payable

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

These accounts represent amounts due vendors and banks. evidencad by
promissory notes, payable on demand. or due within one year of the
balance sheet date.

Approval Date

Effective Date 01/01/14
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3160-3-42
CHART OF ACCOUNTS
Rev. 12/2013

2040  Current Portion of Long Lerm Debt

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

2050 Accrued Compensation

2050.1 Salaries and wages

2050.2 Vacations

2050.3 Sick leave

2050.4 Bonuses

~050.5 Pensions ~ retirements plans
2050.6  Profit sharing plans

2060 Payroll Related Withholding and Liabilities

2060.1 Federal income

2060.2  FICA

2060.3  State

2060.4 Local income

2060.5 Employer's portion of FICA/Medicare taxes or OPERS
2060.6  Group insurance premium

2060.7  State unempioyment taxes

2060.8 Federal unemployment taxes

2060.9 Worker's compensation

2060.10  Union dues

TN # 13-022  Approval Date DECM@ 2 2015
Supersedes
IN#12:00.  Effective Date g1/01/14
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3160-3-42
CHART OF ACCOUNTS
Rev. 12/2013

2080 Taxes Payable

2080.1 Real estate

2080.2  Personal property

2080.3 Federal income tax

2080.4  State income tax/franchise tax
2080.3 Local income tax

2080.6 Sales taxes

2080.7 Other taxes

2090  Other Liabilities

2090.1 Accrued interest
2090.2  Dividends payable
2090.3  Other

2090.4  Franchise permit fee

TN #13-022  Approval Datp EC 0 22015
Supersedes
TN# [2-001  Effective Date §1/01/14



5111.26.002
Appendix A

5160-3-42

Attachment 4.19-D
Supplement |
Page 11 of 51

CHART OF ACCQUNTS
Rev. 1272013

LONG TERM LIABILITIES

2410 Long Term Debt

2410.1
2410.2
24103
2410.4
2410.5
2410.6

Mortgages

Bonds

Notes payable
Construction loans
Capital lease obligations
Life insurance policy loan

These accounts reflect liabilities that have maturity dates extending
beyvond one (1) year after the balance sheet date.

2420 Related Party Loans
Interest allowable under Medicare guidelines.

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

2440 Non-Intcrest Bearing Loans from Owners
Sce the Centers for Medicare and Medicaid Services (CMS) Publication
15-1. section 1210

2450 Deferred Liabilities

2450.1
2450.2
24503
2450.4

TN #13-022  Approval Date

Supersedes

Revenue

Federal income taxes
State income taxes
Local income taxes

TN #12-001  Effective Date 01/01/14
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TABLE 3
BALANCE SHEET ACCOUNT-CAPITAL

This account represents the difference between total assets and total liabilities for
the reporting entity. This aceount includes capital of for-profit entities and not-for-
profit entities (fund balance). It also represents the net effect of all the
transactions within account balances. including but not limited to contributions,
distributions. transfers between funds and current year profit or loss. 1n addition,
it represents capital stock and associated accounts.

3000 Capital

TN# 13-022  Approval Date __EEC 02 2013
Supersedes
TN# 12001 Effective Date 01/01/14
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TABLE 4
REVENUE ACCOUNTS

ROUTINE SERVICE REVENUES

5010 Room and Board ~ Private
5011  Roout and Board - Medicare
5012 Room and Board ~ Medicaid
3013 Room and Board - Veterans
5014 Room and Board — Other

ANCILLARY SERVICE REVENUES

5020  Physical Therapy
5030 Occupational Therapy
5040 Speech Therapy
5050 Audiology Therapy
5060 Respiratory Therapy
53070  Medical Supplies — Medicare ,
ltems that are billable to Medicare regardless of payer tyvpe.

5070.1 Medicare B ~ Medicaid
5070.2 Medicare B ~ Other
5070.3  Private

5070.4  Medicare A

5070.5 Veterans

5070.6 Other

5070.7 Medicaid

5080  Medical Supplies - Routine
Medicaid allowable supplies that are not billable to Medicare regardliess of
payer type.

3085 Habilitation Supplies

TN E13-022  Approval Date DEC;@__? st
Supersedes
TN #12-001 Effective Date 1/01/14
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5090 Medical Minor Equipment - Medicare

5100

5110

5120

5140
5150
5160

TN # 13-022
Supersedes
TN# 12-001

ltems that are billable to Medicare regardless of paver type.

5090.1 Medicue B - Medicaid
5090.2 Medicare B — Other
5090.3  Prvate

5090.4 Medicare A

5090.5 Veterans

5090.6 Other

5090.7 Medicaid

Medical Minor Equipment ~ Routine
Medicaid allowable equipment that are not billable to Medicare regardless
of payer typc.

Enteral Nutrition Therapy ~ Medicare
ltems that arc billable to Medicare regardless of payer type.

£110.1  Medicare B ~ Medicuid
5110.2  Medicare B ~ Other
5110.3  Private

5110.4 Medicare A

5110.5 Veterans

5110.6 Other

5110.7  Medicaid

Enteral Nutrition Therapy — Routine

Medicaid allowable enterals that are not billable to Medicare regardless of
payer type,

Incontinence Supply

Personal Care
I.aundry Service ~ Routine

Approval Date E_Egﬂ 2015
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OTHER SERVICE REVENUES

These accounts represent other charges for services as well as for certain services
not covered by the Medicaid program.

5310  Dry Cleaning Senvice

5320 Communications

5330 Meals

5340 Barber and Beauty

3350 Personal Purchases ~ Residents
5360 Radiology
5

5
6
70 Laboratory
80 Onxygen

90 Legend Drugs

5
5400 Other, Specity

NON-OPERATING REVENUES

5510 Management Services

520 Cash Discounts

530 Rebates and Refunds

5540  Gift Shop

5550  Vending Machine Revenues

5535 Vending Machine Commissions

5560 Rental-Space

5570 Rental-Equipment

5580 Rental-Other

3590 Interest Income ~ Working Capital
5600  Interest Income — Restrieted Funds
5610 Interest Income ~ Funded Depreciation
5620 Interest Income ~ Related Party Revenue
5625 Interest Income ~ Contributions

5650 Lndowments

5640 Gain/Loss on Disposul of Assets

3650 Gain/Loss on Sale of Investments
3660 Nurse Aide Iraining Program Reyvenue
3670  Unrestricted Contributions

™ #13:022 Approval Date  DEC 0.2 2015

TN #1200  Effective Date’ ¢1.01/14
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DEDUCTIONS FROM REVENUES

5710 Contractual Allowance ~ Medicare
5720 Contractual Allowance ~ Medicaid

5730 Contractual Allowance ~ Other
A single account that is the sum of 5710. 5720 and 5730 can be
maintained by those nursing facilities that do not record contractual
allowances by payment source. Detail supporting this single account must
be available.

5740  Charity Allowance

TN# 13-022  Approval Date DEC 9_2 2015
Supersedes
T # 12-001  Effective Date 01/01/14
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TABLE S
TAX COST

TAXES

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

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

6080  Franchise Tax
Allowable portion of franchise tax as defined in section 2122.4 of CMS
Publication 15-1.

6085 Commercial Activity Tax (CAT)
Annual business privilege tax: begun July 1. 2005.

TN # 13-022  Approval Date DE(;0 2 2015
Supersedes
IN#12-001  Bffective Date 01,0114



$5111.26.002
Appendix A

Attachment 4.19-D
Supplement 1
Page 18 of 51
5160-3-42
CHART QF ACCOUNTS
Rev. 12/2013

TABLE 6
DIRECT CARE COSTS

These accounts include costs that are specified and represent expenses related to the
delivery of nursing and habilitation/rehabilitation services. The term "licensed”
refers to state of Ohio licensure,

NURSING AND HABILITATION/REHABILITATION

6100 Medical Director
A physician licensed under state law to practice medicine who is responsible
for the implementation of resident care policies and the coordination of
medical care in the facility.

6100.1 Medical director ~ salary
6100.2 Medical director - contract

6105 Director of Nursing
A full time registered nurse who has, in writing. administrative authority.
responsibility, and accountabifity for the functions. activities and training of’
the nursing services staff. and serves only one nursing facility in this capacity.
(NFs that receive a waiver from the state of Ohio are not required to have a
fuil-time director of nursing.)

6105.1 Director of nursing ~ salary
6105.2  Director ot nursing — contract

6110 RN Charge Nurse
A registered nurse (RN) designated by the director of nursing who is
responsible for the supervision of the nursing activities in the facility.
6110.1 RN charge nurse ~ salary
6110.2 RN charge nurse — contract

TN #13-022  Approval Date DEC 0 2 2015
Supersedes
TN #[2-001  Effective Date 01/01/14
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6115 LPN Charge Nurse
A licensed 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
61152  LPN charge nurse — contract

6120 Registered Nurse
Salary of registered nurses providing direct nursing care to residents. This
account does not include registered nurses from a nursing pool agency
(purchased nursing).

6120.1 Registered nurse ~ salary
6120.2  Rewstered nurse — contract

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

6125.1 Licensed practical nurse — salary
6125.2  Licensed practical nurse ~ contract

6130 Nuwrse Aides

Salary of individuals, other than licensed health professionals, directly
providing nursing or nursing-related services to residents in a faeility and
non-technical personnel providing support for direct nursing care to residents.
Their responsibilities may include. but are a0t limited to. bathing, dressing.
and personal hygiene of the residents. as well as activities of daily living.
Lhis account does not include nurse aides from a nursing pool agency
(purchased nursing). (kxcludes housekeeping and laundry duties.)

TN #13-022  Approval Date DFEC 0.2 2015
Supersedes
TN# 12-001  Effective Date 01/01/14
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6170 Habilitation Staff
Personnel trained in habilitation who provide habilitation services.

6170.1 Habilitation staft ~ salary
6170.2 Habilitation staff - contract

6185 Respiratory Therapist
A professional licensed under state law to render respiratory care,

6185.1 Respiratory therapist - salary
6185.2 Respiratory therapist - contract

62053  Quality Assurance
Individuals providing the quality assurance functions in the facility, as
overseen by the comniittee established under 42 CFR. Section 483.75 (O).
(Supplics are included in prograni supplies.) This account includes costs
previously reported as utilization review persomiel.

6205.1 Quality assurance — salary
6203.2  Quality assurance - contract

6207 Behayioral and Mental Health Services

6207.1 Behavioral and Mental Health Services - salary
6207.2 Bchavioral and Mental Health Services ~ contract

6210 Consulting and Management Fees'
Direct care consulting fees that are paid to a non-related entity pursuant to the
OAC. are necessary pursuant to CMS Publication 13-1, section 2133, and that
do not duplicate services or lunctions provided by the facility's staff or other
provider contractual services. ‘
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6220  Other Divect Care Medical Services
Direct care medical services not previously listed.

6220.1  Other direct care — salary
6220.2  Other direct care — contract

6230  Home Office Costs/Direct Care

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 liniited to home office personuel functioning in place of
the facility personnel in the nursing and habilitation/rehabilitation costs as
specified in the direct care cost center, and are allocated to the facility in
accordance with CMS Publication 15-1. sections 2150 through 2150.3,
"Home Office Costs."

6230.1  Home office/direct care - salary
6230.2  Home office/direct care - other

TN#13-022  Approval Date DEC 0 2 2015
Supersedes :
TN & [2-001 Effective Date 01/01/14
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MEDICAL SUPPLIES

Medical supplies — ltems that are disposable, or have a limited life expectancy,
mcluding but not Hmited to: atomizers and nebulizers, catheters, adhesive backed
foam pads, eye shields, hypodermic syringes and needies. Routine nursing supplies
such as: isopropyl alcohol. analgesic rubs, antiseptics, cotton balls and applicators,
elastic support stockings, dressings (adhesive pads, abdominal pads, gauze pads and
rolls. eye pads, stockinette), enema adniinistration apparatus and enemas, hydrogen
peroxide, glycerin swabs, lubricating jellies (Vaseline, KY Jelly, ete.). plastic or
adhesive bandages (c.z. Band-Aids), medical tape. tongue depressors, tracheotonty
care scts and suction catheters. tube feeding sets and component supplies, some over
the counter drugs, ete. (excludes incontinence supplies, enterals, and all items that are
directly billed by supplier to Medicare and Medicaid.)

For those facilities participating in Medicaid and not in Medicare. all medicat
supplies are to be classified in account 6311. For those facilities participating in both
the Medicare and Medicaid programs. medical supplies must be categorized and
classified as follows:

6301 Medical Supplies Billabie to Medicare
Medical supplies for facilities participating in Medicare that are billable to
Medicare regardless of payer type.

6311  Medical Supplies Non-Billable to Medicare
Medical supplies for facilities not participating in Medicare. as well as
medical supplies for facilities that are not billable to Medicare regardiess of
paver type.

6321  Oxygen - Emergency stand-by ouly

6322 Oxygen (only through 12/31/13)
Report ail oxygen other than energencey stand-by oxygen in this account.
This includes contents of oxygen cylinders or tanks, including tiquid oxygen.
- axygen producing machines (concentrators) for specific use by an individual
recipient. and costs of equipment associated with oxygen administration, such
as carts, regulators/humidifiers, cannulas. masks, and deniurrage. pursuant to
rule 5160:3-19 of the Admiinistrative Code.

Supersedes
TN #12-001  Effective Date 01/01/14
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6330 Habilitation Supplies ‘
Supplies used to provide services measured by the current version of the
minimumn data set (MDS). which assist the resident to cope with daily living.
the aging process, and performance of tasks normally performed at his/her
chronological stage of development. Does not include cost of meals for out-
of-facility functions.

6340 Universal Precaution Supplies
Supplies required for the protection of residents and facility staff while
perforniing procedures which involve the handling of bodily tluids. Supplies
inciude masks, gloves, gowns, goggles, boots. and eye wash. (Excludes trash
bags aud paper towels.)

PURCHASED NURSING SERVICES

Expenses incurred by the facility to a nursing pool agency for temporary direct care
persounet,

6401 Registered Nurse Purchased Nursing
Registered nurses providing direct nursing care to residents.

6411 Licensed Practical Nurse Purchased Nursing
Licensed practical nurses providing direct nursing care to residets.

6421 Nurse Aides Purchased Nursing
individuals, other than licensed heaith professionals. directly providing
nursing or nursing-refated services to residents in a facility and non-technical
personuel providing support for direct nursing care to residents. Their
responsibilities may include, but are not limited to. bathing. dressing, and
personal hygiene of the residents, as well as activities of daily living.
(Excludes housekeeping and laundry duties.)

Supersedes
TN #12:001  Effective Date 01/01/14
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NURSE AIDE TRAINING
6300 In-House Trainer Wages

6511

TN # 13-022
Supersedes
TN & 12.001

This account includes, and is limited to, train the trainer salary or wages
while attending a state approved prograni, guest speaker fees, and salaries and
wage expense for the primary instructor and program coordinator providing
facility-based nurse aide training programs m order to comply with the ORC.

Classroom Wages: Nurse Aides

This account is Himited to wages paid to nurse aides during the classroont
portion of the state approved training and competency evaluation prograins.
wages paid for continuing education pursuant to the ORC, and wages paid
during the state approved conmipetency test inciuding travel time. include only
those wages paid for your own facility staff,

Clinical Wages: Nurse Aides

This account is limited to wages paid to nurse aides during the clinical
portion of the state approved training and competency evaluation progranis
and wages paid for continuing education pursuant to the ORC. Include only
those wages paid for your own facility stattf.

Books and Supplies

This account is limited to books and supplies expense incurred by the facility
for nurse aide training. i.e.. textbooks and reference material used for class
preparation. This account does not include costs that may be used in niore
than one cost center. i.e.. office supplies, expense of operating a copier,
linens. computers, ete. (Maunequins wili only be considered in their entirety
and are subject to the capitalization policy stated in the capital cost center.
paragraph A.)

Approval Date)EC 0 3 2015

Effective Date 01/01/14
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6541 Transportation
This account is liniited to the mileage allowance paid to nurse aides from
your facility to attend either a classroom or clinical training session at a state
approved nwse aide training program and/or mileage allowance paid to nurse
aides to attend state approved competency tests, e.g., using the individual's
own vehicle. This account does not include expense incurred for the use of a
facility's own vehicle.

6351 Tuition Payments
This account is limited to tuition payments to other entities that provide state
approved nurse aide training for your nurse aides in order to comply with the
ORC. excluding payments to other nursing facilities.

6560 Tuition Reimbursement

This account is fimited to the reimbursement of costs incurred by the facility
to reimburse an individual who is not eniployed, or does not have an offer to
be eniployed. as a nurse aide but becomes employed by, or received an offer
for employment from. the facility not later than twelve months after
conipleting a nurse aide training and cowmpetency evaluation program.
Reimbursemnent to the nurse aide shall be made on a pro-rata basis during thx
period inn which the individual is emploved as a nurse aide.

6570 Contractual Payments to Other Nursiny Facilities
The account 1s linrited to paynients to other nursing facilities that provide
- state approved nurse aide training for your nurse aides in order to comply
with the ORC.

6580 Reuistration Fees and Application Fees
'This account is limited to all registration tees and application fees necessary
to comply with the ORC. i.e., train the trainer fees in order to comply with the
ORC and state approved competency exain fees for nurse aides.

6390 Eniployee Friuge Benefits
Nurse aide training (series # 6500) — This account is Hmited to fringe benetits
for employees providing and/or attending state approved npurse aide
traiming/testing programs pursuant to the ORC. includes self insurance funds.
(This account excludes vacation and sick pay salary.)

DEC 0 2 2015

TN #13-022  Approval Date
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DIRECT CARE THERAPIES

6600

6605

6610

6613

6620

6630

TN # 13-022
Supersedes
TN # 12001

Physical Therapist

A qualified professional licensed under Ohio taw as physical therapist.
6600.1 Physical therapist - salary

6600.2 Physical therapist - contract

Physical Therapy Assistant

An individual licensed under Ohio law as a physical therapy assistant,
6605.1 Physical therapy assistaut  salary

6605.2  Physical therapy assistant - contract

Occupational Therapist -

A qualified professional licensed under Ohio law as an occupational
therapist.

6610.1 Occupational therapist  salary

6610.2  Occupational therapist - contract

Occupational Therapy Assistant

An individual licensed under Ohio law as an occupational therapy assistant,
6615.1  Occupational therapy assistant - salary

6613.2 Occupational therapy assistant — coutract

Speech Therapist

A qualified professional licensed under Ohio law as a specch therapist.
6620.1 Speech therapist — salary

6620.2  Speech therapist -- contract

Audiologist

A qualified protfessional ficensed under Oliio law as an audioiogist.
6630.1  Audiologist - salary

6630.2 Audiologist - contract

Approval Date DEC 0 2 2015

Effective Date 01701714
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DIRECT CARE THERAPIES PAYROLL TAXES, FRINGE BENEFITS, STAFF
DEVELOPMENT

6640

6650

6660

6665

TN # 13-022
Supersedes
TN # 12.001

Payrolt Taxes — Therapy

Direct care therapies payroll related expenses incurred which are: employer's
portion of FICA taxes or Ohio Public Employees Retirement System
(OPERS); state unemployment taxes or self insurance finds for
wieniployment conipensation as stated in CMS Publication 15-1. section
2122.6; and federal unemployvment taxes (excludes purchased nursing).

Workers' Compensation — Therapy

Direct care therapies 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 2122.6 (excludes purchased nursing).
Enmiployee Fringe Bencfits — Therapy

Direct care therapies fringe benefits such as: medical and life insurance
premiums or seif insurance fimds: employee stock option prograni: pension
and profit sharing: personal use of autos: employee inoculations. employee
assistance prograni, and emiployee meals, as defined in CMS Publication 15-
L. section 2144, If fringe benetits are discriminatory to owners and related
parties. they are considered part of compensation. This account does not
include beuefits for nursing facility persommel in account 6590. employee
fringe benefits for nurse aide traiming. ( This account excludes purchased
nursing as well as vacation and sich pay safary.)

Employee Assistance Program Admimisirator - Therapy
An individual who performs tiie duties of the ewsployee assistance program
administrator for direct carc therapies personnel.

6665.1 EAP administrator therapy - salary
6665.2 EAP administrator therapy - contract

" DEC 022015
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6670  Self Funded Progranm Aduninistrator — Therapy
An individual who performs the administrative {unctions of the seif insured
progranis. {Report ouly the portion related to direct care therapics.)

6670.1  Self-funded administrator therapy — salary
6670.2 Self-funded adnunistrator therapy — contract

6680  Staff Development ~ Therapy

Continuing training that enables the employcee to perform his or her dutics
effectively, efficiently. and competently. Includes travel costs for individual's
own veliicle, associated with direct care therapies personuel for attending
training. This account does not include expenses incurred for the use of a
facility's own vehicle. or dues, subscriptions and ticenses. "Salary" includes
only the trainer wages. "Other" costs include registration fees, travel and per
dienm expeuses, training supplies and contract trainer fees.

6680.1 Staft development therapy — salary

6680.2 Staff development therapy — other

DIRECT PAYROLL TAXES, FRINGE BENEFITS, STAFF DEVELOPMENT

This series represents payroll taxes, workers' conipensation, fringe beunefits, EAP
administrator, scif funded progranis administrator and staft’ developinent. These
accounts shouid not be used to report payroll taxes, workers conipensation, and

- Iringe benefits for Direct Care Therapies, which should be reported inaccounts 6640
through 6643.2.

6700 Pavroil Taxes
Direct care payroll related expenses incurred such as: employer's portion ot
FICA taxes or Ohio Public Employees Retirenent System (OPLIRS); state
wienmployment taxes or self insurance funds for unemployment compensation
as stated in CMS Publication 13-1, section 2122.6: and federal
unemploynient taxes (excludes purchased nwrsing).

6710  Workers' Compensation
Direct care premiunis incurred by the facility for state of Ohio Bureau of
Workers' Conipensation or self insurance program as stated in CMS
Publication 13-1, section 2122.6 (excludes purchased nursing).

TN#13-022 Approval Date DEC 0 2 2019
Supersedes
TN # 12-001  Effective Date 01/01/14
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6720 Employee Fringe Benefits

6730

6740

6750

TN#13-022
Supersedes
TN # 12-001

Direct care fringe benefits such as: medical and life insurance premiums or
self’ insurance funds; employee stock option prograni; pension and profit
sharing: personal use of autos: employee inoculations. employee assistance
program. and employee meals, as delined in CMS Publication 13-1, section
2144. If fringe benetits are discrintinatory to owners and related parties, they
are considered part of compensation. This account does not include benefits
tor nursing facility personnel in account 6590, employee ringe benefits for
nurse aide training. (This account excludes purchased nursing as well as
vacation and sick pay salarv.)

Employee Assistance Programi Administrator - Direct Care
Au individual who perforns the duties of the employec assistance prograni
admiinistrator for dircet care personnel.

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

Self Funded Programis Adniinistrator - Direct Care
An individual who performs the adniinistrative functions of the self insured
programis. (Report ouly the portion related to direct care.)

6740.1 Seif-funded administrator direct care  salary
6740.2  Self-funded adnunistrator direct care - contract

Staff Developnient - Direct Care

Continuing trainimg that ¢uubles the employee o perform his or her duties
eftectively, efficiently. and competently. includes travel costs for individual's
own vehicle, associated with direct care personnel for attending training.
This account does not include expenses incurred for the use of a facility's own
vehicle. or dues. subseriptions and Hicenses. "Salary" incindes only the trainer
wages. "Other" costs include registration fees, travel and per diem expenses,
training supplies and contract trainer fees,

6750.1  Staft developmeat direct care — salary
6750.2  Staff development direct care — contract

Approval Date DECO 2 2015

Effective Date 01/01/14
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ANCILLARY/SUPPORT COSTS

Ancillary/Support costs includes costs other than direct care costs, tax costs, oy
capital costs.

7000

7005

7015

7025

7030

TN #13-022
Supersedes
I'N# 12-001

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

7000.1 Dietitian - salary
7000.2  Dietitian — contract

Food Service Supervisor
An individual supervising the dietary procedures and/or personnel.

7005.1 Food service supervisor — salary
7005.2  Food service supervisor — contract

Dietary Personnel

Personnel providing dictary services. (Excludes dietitian. food service
supervisor, and personnel reported in account 7050, contract meals
personnel.)

7015.1 Dietary personnel  salary
70152 Dietary personnel  contract

Phetary Supplies and kxpenses

Dictary items such as dishes, dish-washing liquid. plastic wrap. cooking
utensils. silverware and dietary supplies. (Excludes equipment or repairs as
well as housekeeping items such as paper towels, trash bags. cic.)

Dietary Minor Equipment

Dictary equipment that does not meet the facility's capitalization criteria
specified in the Ohio Administrative Code (OAC).

Approval Date DEC 02 2015

Effective Date 1 01/14
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Fuis Dietarv Maintenance and Repair
Maintenance supplies, purchased services and maintenance contracts for the
dietary department.

7940 Food In-Facility
Food required to prepare meals in the facility.

7045 Employvee Meals
Employee meals that do not qualify under CMS Publication 15-1. section
2}44 "Fringe Benefits”.

TS0 Conmract Meals and Coniract Meals Personnel
Expenses associated with contracting for the food service function in the
facility. (Includes food services delivered to the facility from an outside
vendor.)

For those facilities participating in Medicaid and not in Medicare, all enteral
nutritional therapy and additives (food facilitators). whether administered orally or
tube fed. are to be classitied in account 7036. Tor those facilities participating in
both the Medicare and Medicaid programs, entcrals must be categorized and
classified as follows:

7055 Enterals: Medicare Billable
Enteral nutritional therapy and additive (food facilitators). whether
administered orally or tube fed. for facilities participating in Medicare which
are billable to Medicare regardless of paver type.

7056  Enterals: Medicare Non-Billable
Enteral nutritional therapy and additives (food facilitators). whether
administered orally or tube fed. for facilities not participating in Medicare, as
well as enterals for facilities which are not billable to Medicare regardless of
paver tvpe.

TN # 13-022  Approval Date DEC Q 2 2015
Supersedes
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DIETARY PAYROLL TAXES, FRINGE BENEFITS, STAFF DEVELOPMENT

7060

7065

7070

7075

7080

TN # [3-022
Supersedes
TN # 12-001

Payroll Taxes — Dietary

(series #7000) Payroll-related expenses incurred, which are employer's
portion of FICA taxes or Ohio public employees’ retirement system (OPERS).
state unemployment taxes or sell insurance funds for uncmployment
compensation as stated in CMS Publication 13-1, section 2122.6, and federal
unemployment taxes.

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 2122.6.

Employee Fringe Benetits — Dietary

(series #7000) Fringe benefits such as medical and life insurance premiums or
self insurance funds, employec stock option program. pension and profit
sharing. personal use of autos. employee inoculations. emplovee assistance
program. and employee meals, as defined in CMS Publication 15-1. section
2144, If fringe benefits are discriminatory to owners and related parties. they
are considered part of compensation. (This account excludes vacation and
sick pay salary.)

Employee Assistance Program Administrator  Dietary

(series #7000) An individual who performs the duties of the employec
assistance program administrator for dietary personnel.

7075.1 EAP administrator dietary - salary

7075.2  EAP administrator dietary - contract

Self-Funded Programs Administrator - Dietary
(series #7000) An individual who performs the adininistrative functions of
the self insured programs. (Report only the portion related 1o dietary.)

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

Approval Date M 2015

Effective Date 01,01/14
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7090  Staff Development ~ Dietary

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

7090.1 Staff development dietary — salary
7090.2  Staff development dictary — other

TN #13-022  Approval Date QEC_Q 3 2015
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MEDICAL/HABILITATION, PHARMACEUTICAL AND INCONTINENCE
SUPPLIES

7105

7110

7115

TN# 13-022
Supersedes
TN A [2-001

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

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

Pharmaceutical Consultant

The services of a licensed pharmacist who provides consultation on all
aspects of the provision of pharmacy services in the facility as stated in 42
CFR, Section 483.60(b).

7110.1 Pharmaceutical consultant — salary
7110.2 Pharmaceutical consultant - contract

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.

Personal Care

Supplies required for maintenance of routtne personal hygiene of the body,
hair, and pails of the hands and feet. Includes body lotion, body powder.
toothbrush and toothpaste. disposable razors and shaving supplies, hair cuts.
shampoo. and routine hair care supplies provided by facility. (Excludes
contract beautician who performs non-routine services.)

Program Supplies
Supplies used to provide activity. social services and religious programs

available to all residents. Does not include cost of meals for out of facility
functions.

Approval DateDEC 0_22015

Effective Date 01/01/14
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ACTIVITY AND HABILITATION/REHABILITATION

7201

7211

7241

™ #13-022
Supersedes
IN#12-001

Activity Director
A professional, as required by the Code of Federal Regulations, who oversees
and is responsible for the activity program.

7201.1  Activity director — salary

7201.2  Activity director — contract

Activity Staff

Personnel providing services related to the activity program.

7211.1  Activity personne] — salary
7211.2  Activity personne] - contract

Recreational Therapist
A professional. as required by the Code of Federal Regulations. who oversees
and is responsible for the recreational program.

7221.1 Recreational therapist - salary

7221.2 Recreational therapist ~ contract

Psychologist

A professional licensed under state law to practice psychology.
7231.1 Psychologist - salary

7231.2  Psychologist - contract

Psychology Assistant

An individual trained in psychology to assist the psychologist.
7241.1 Psychology assistant - salary

7241.2  Psychology assistant - contract

Social Work/Counseling '

A professional licensed under state law to practice social work or counseling.

7231.1  Social work 'counseling - salary
72531.2  Social work/counseling -- contract

Approval Date DEC (.9 2018
Effective Datc 01/01/14
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7261 Social Services/Pastoral Care
Personnel providing social services and/or pastoral services.

7261.1 Social services/pastoral care - salary
7261.2 Social services/pastoral care - contract

7271 Habilitation Supervisor
Supervisor responsible for the delivery of services to residents with mental
retardation or developmental disabilities in a nursing facility to allow them to
attain or maintain their highest practicable level of functioning.

7271.1  Habilitation supervisor — salary
7271.2 Habilitation supervisor — contract

7281 Program Director
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 treaument or specialized
service program defined by cach resident’s individual program plan. Works
directly with residents and with paraprofessional. nonprofessional. and other
professional program staff who work with residents.

7281.1 Program director — salary
7281.2  Program director — contract

TN # 13-022  Approval Date _DEC02 2015

Supersedes
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MEDICAL MINOR EQUIPMENT

Medical minor equipment limited to enteral pumps, bed cradles, headgear. heat
cradles, hernial appliances, splints, traction equipment, hypothermia or hyperthermia
blankets, egg crate maturesses. and gel cushions. Medical equipment that does not
qualify for the facility asset capitalization policy and is not included in this group
should be reported in minor equipment, account 7730.

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

7301  Medical Minor Equipment Billable to Medicare

Medical minor equipment for facilities participating in Mecdicare that are
billable to Medicare regardless of payer type.

7302 Medical Minor Equipment Non-Billable to Medicare

Med:ical minor equipment for facilities not participating in Medicare, as well
as medical niinor equipment for facilities that are not billable to Medicare
regardless of payer type.

TN # 13-022  Approval Date DEC 02 2015

Supersedes
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UTILITY EXPENSES

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

7511  Water and Sewage

Services provided to furnish water and sewage treatment for facilities without
on-site water and sewage plants. For facilities which have on-sitc water and
sewer plants, this account includes the costs associated with the maintenance
and repair of such operations, including the EPA test. The supplies are
limited to expendable water and sewage treatment and water softener supplies
that are used on the water and sewer system. Payroll taxes and fringe benefits
should be reported under accounts 7800 and 7820, respectively.

7511.1 Water and sewage — salary
7511.2  Water and sewage — other

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

7531  Hazardous Mcdical Waste Collection
Contract services provided to furnish hazardous waste collection bags.
containers and removal service.

TN # 13-022 Approval DatDEC 0 2__2015

Supersedes T
IN#12-000 Effective Date 01/01/14
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ADMINISTRATIVE AND GENERAL SERVICES

7600

7605

7610

7613

7620

Administrator

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

7600.1  Administraior -~ salary
7600.2  Admimstator — contract

Other Administrative Personnel
Administrator in training, assistant administrator. business manager.
purchasing agent, human resources, receptionist, secretarial and clerical staff.

7605.1  Other administrative — salary
7605.2 Other administrative — contract

Consulting and Management Fees

Ancillary/Support consulting fees that are paid to a non-related entty
pursuant to the OAC, are necessary pursuant to CMS Publication 15-1.
Section 2135, and that do not duplicate services or functions provided by the
facility’s staff or other provider contractunal services.

Oftice and Administrative Supplies
Supplics such as copicr supplics, printing, postage, office supplics,
rursing/habilitation and medical records forms. and data service supplies.

Communications

Service charges for telephone services.

TN #13-022  Approval Date DEC 0 2 2015

Supersedes
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7625 Security Services

7630

7631

7640

TN # 13:022
Supersedes
TN # 12-001

Salaries. purchased services. or supplies to protect property and residents.

7625.1 Security services — salary
76253.2  Security services — other

Travel and Entertainment

Expenses such as mileage allowance. gas, and oil for vehicles owned or
leased by the facility. meals, lodging. and comimercial transportation expense
incurred in the normal course of business. Includes all purchased commercial
transpoitation 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.

Resident Transportation

Report all resident transportation in this account. Note that ambulance and
ambulette transportation provided on or after January 1, 2014 can be billed
directly to Medicaid by the transportation provider.

7631.1 Resident transportation — salary
7631.2 Resident transportation — other

Laundrv/Housekeeping Supervisor

An individual who supervises the laundry/housekeeping lunctions and/ov
personnel.

7635.1  Laundry/Housekeeping supervisor — salary

7633.2  Laundry/Housekeeping supervisor — contract

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

7640.1 Housekeeping — salary
7640.2  Housekeeping — other

Approval Date DEC 0 2 2015

Effective Date 41/01/14



5111.26.002

Appendix A
Atachment 4.19-D

Supplement |

Page 4] of 51
5160-3-42

CHART OF ACCOUNTS
Rev, 1272013

7645  Laundry and Linen

7650

7655

7660

7665

7670

1675

7680

TN #13-622
Supersedes
TN # 12-001

Laundry services, including supplies, wages. and purchased services. as well
as linens for all areas. Excluding incontinence supplies specified in account
7115,

7645.1  Laundry/linen ~ salary
7645.2 Laundry/linen — other

Legal Services
Legal services except as excluded in the OAC.

Accounting
Accounting, Bookkeeping Fees and Salaries.

7635.1 Accounting - salary
7655.2  Accounting - contract

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

Interest — Other
Expense of short term credit and working capital interest incurred. (This
account does not include late fees. tmes or penaltics.)

Insurance
Expense of insurance such as general business, liability. malpractice. velicle,
and property insurance.

Data Services
Data serviees personnel and purchased services.

7675.1 Data services —~ salary
7675.2  Data services ~ contract

Help Wanted/Intormational Advertising

Help wanted ads. vellow pages. and other advertising media that are
informational as opposed to promotional in nature as stated in CMS
Publication 15-1. section 2136.1.

Approval Date DEC_§ 2 2019
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7685

7686

7690

CHART OF ACCOUNTS
Rev. 12/2013

Amortization of Start-Up Costs

Amortization of costs included in account 1430.5, not otherwise allocated to
other cost centers. in accordance with CMS Publication 13-1, section 2132.
which were incurred by a facility.

Amortization of Organizational Caosts
Amortization of cost included in account [430.3, as described in CMS
Publication 15-1. section 2134,

Other Ancillary/Support Administrative Services - Specity below
Ancillary/Support administrative services not previously listed.

7690.1 Other Ancillary/Support - salary
7690.2  Other Ancillary/Support - conmract

HOME OFFICE COSTS

7695

TN # 13-022
Supersedes
TN #12:001

Home Office Costs/Ancillary/Support

Ancillary/Support expenses of a separate division ar entity that owns. leases
or manages more than one facility (home office). Thesc costs must be related
to administrative and management services atlocated to the facility in
accordance with CMS Publication 13-1_ section 2150 through 2150.3, "Honme
Olfice Costs."

7695.1 Home oftice/Ancillary/Support - salary
7693.2 Home office/Ancillary/Suppat - other

Approval Date DEC 02 2015

Effective Date 01/01/14
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MAINTENANCE AND MINOR EQUIPMENT

7700  Plant Operations and Maintenance Supervisor
An individual who supervises the plant operations and maintenance
procedures and/or maintenance personnel.

7770.1  Operations/maintenance supervisor — salary
7770.2  Operations/maintenance supervisor — contract

7710  Plant Operations aud Maintenance
Salaries for all maintenance personnel employed by the facility.

7720  Repair and Maintenance
Supplies, purchased services and maintenance contracts tor all departiments.
(Excludes dietary maintenance account 7035 and on-site water and sewage
account 7511)

7730 Minor Equipment
Equipment that does not meet the facility's capitalization criteria specitied
under the OAC. The general characteristics are: comparatively small in size
and unit cost; subject to inventory control; fairly large quantity is used: and
generally. a useful life of approsimately three years or less. (Exclude account
7030 —dietary minor equipment. and items listed in accounts 7301 and 7302
-~ medical minor equipment.)

7735  Custom Wheelchairs (only through 12/31/13)
This account includes the cost ot all custom wheelchairs and related repairs.

FQUIPMENT ACQUIRED BY OPERATING LEASE

7740 Leased kquipment
Ihis account includes the cost of equipment, including vehicles, acquired by
opcrating lease executed hefore December 1. 1992, if the costs are reported as
administrative and general costs on the lacility's cost report for the cost
reporting period ending December 310 1992, (All leascs eftective after
120192, should be reported in account 8065 for assets sequired prior to
7/01/93).

TN # 13-022  Approval Date _"DEC__Q_? 2015
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ANCILLARY/SUPPORT PAYROLL TAXES. FRINGE BENEFITS. AND STAFF
DEVELOPMENT

7800 Payroll Taxes
Ancillary/Support payroll-related expenses incurred, such as: employer's
portion of FICA taxes or Ohio public employees retirement system (OPERSY;
state unemployment taxes or self insurance funds for unemployment
compensation according to CMS Publication 15-1. section 2122.6: and
federal unemployment taxes.

784G Workers' Compensation
Ancillary/Support premiums incurred by the facility for state of Ohio Burean
of Workers' Compensation or self insurance program as stated in CMS
Publication 13-1, section 2122.6.

7820 Employce Fringe Benefits

Ancillary/Support ftinge benefits such as medical and life insurance
premiums or self insurance funds, employee stock option program, pension
and profit sharing, personal use of autos, employee inoculations. employee
assistance program, and employee meals, as defined in CMS Publication 15-
I. section 2144, If fringe benefits are discriminatory to owners and related
parties, they are considered part of compensation. (This account excludes
vacation and sick pay salary.)

7830 Employee Assistance Program Administrator — Ancillary/Support
An individual who performs the duties of the employee assistance program
administrator for Ancillary/Support personnel.

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

TN # 13-022  Approval Date DEQ@_? 2015
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7840  Self Fumded Programs Administrator — Ancillary/Support

7850

TN # 13-022
Supersedes
TN # 12-001

An individual who performs 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

Staff Development ~ Ancillary/Support

Continuing training that enables the employee to perform his or her duties
effectively. efficiently, and competently. Includes travel costs for individual's
own vehicle. associated with Ancillary/Support personnel for attending
training. This account does not include expenses incurred for the use of a
facility's own vehicle. or dues, subscriptions and licenses. “Salary" includes
only the trainei wages. "Other” costs include registration fees, travel and per
diem expenses, training supplies and contract trainer fees.

7850.1  Staff development Ancillary/Support —~ salary
7820.2  Staft developiment Ancdlary/Support — other

Approval DdchEC022015
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NON-REIMBURSABLE EXPENSES

8705
9710
9715
9720

9725

TN # 13-022
Supersedes

These costs are described in rules regarding therapy under Chapter 5160-3 of
the OAC. and are billable either to Medicare, directly to Medicaid by NFs, or
to other third-party payers.

Legend Drugs

Radiology

Laboratory

Non-Emergency Oxygen

On or after January 1, 2014, report costs for non-emergency oxygen in this
account, '

Other Non-Reimbursable — Specity Below. On or after lanuary 1, 2014,
report costs for wheelchairs in this account.

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

Approval DateJEC 0 9 2015

Effective Date 01/01/14
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9730

9735
9740
9745

9750

9753

9760

9765

9770
89776

TN # 13-022
Supersedes
TN # 12001

CHART OF ACCOUNTS
Rev. 12/2013

Late Fees. Fines or Penalties
Includes those fees. fines, or penalties as stated in CMS Publication 15-1 and
audit fines assessed pursuant to section 5165.1010 of the Ohio Revised Code.

Federal Income Tax
State Income Tax
Local Incomne Tax

Insurance — Officer's Life
This is non-reimbursable expense when the facility is the beneficiary. except
as referenced in CMS Publication 15-1, section 2130.

Promotional Advertising and Marketing

9755.1 Promotional advertising/marketing —~ salary
9755.2 Promotional advertising/marketing — other

Contributions and Donations
See CMS Publication 15-1. section 608

Bad Debt

Parenteral Nutrition Therapy

Franchise Permit Fee

Franchise permit fee incurred by the provider. This is the franchise permit fee
assessed by the Ohio Department Medicaid to nwsing facilitics. The
provider shall report one hundred per cent of the franchise permit fee in
account 9776. Franchise taxes are to be reported in account 6080, Franchise
Tax.

Approval Date QEC 02 206
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CAPITAL COSTS

Capital costs means the actual expense incurred for all of the following:

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

(1) Buildings;

(2) Building improvements:
(3) Equipment:

(4) Extensive renovations;
(5) Transportation equipment:

(B) Amortization and interest on land improvements and leaschold improvenients;

(C) Amortization of financing costs;

(D) Lease and rent of land. building, and equipment that does not qualify for
account 7740 Leased Equipment.

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

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

GROUP (A) ASSETS ACQUIRED

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

8020 Amortization - Land Improvements
Amortization expense for land improvements.

8030 Amortization ~ Leasehold Improvements
Leasehold improvements are amortized over the remaining life of the lease or
the useful life of the improvement, but no less than five years. However, if
the useful life of the improvement is less than five years, it may be amortized
over its useful life. Options on leases will not be considered in the
computation for amortization of leasehold improveinents.

TN#13:022  Approval Date_pre a9 9015
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Depreciation ~ Equipment
Depreciation expense for equipment.

Depreciation ~ Transportation equipment
Depreciation expense for transportation equipment.

Lease and Rent — Building

Expense incurred for lease and rental expenses relating to buildings.
Capitalized assets as a result of lease obligations should be depreciated and
included in the proper depreciation accounts.

Lease and Rent ~ Equipment

Expense incurred for lease and rental expenscs relating to equipment.
Capitalized assets as a result of lease obligations should he depreciated and
included in the proper depreciation account. This account includes all leases
etfective after 12/01/92 for assets acquired prior to 7/01/93. (Cost of
equipment, including vehicles. acquired by operating lease executed before
12/01/92 and the costs reported as administrative and general on the facility's
cost report for period ending 12/31/92 are to be reported in accoumt 7740.)

Interest Expense — Property, Plant und Equipment
Interest expense incurred on mortgage notes, capitalized lease obligations,
and other borrowing for the acquisition of land. buildings and equipment.

Amortization of Iinancing Cost
Amortization expense of long term financing cost such as cost of issuing
bonds. underwriting fees, closing costs, mortgage points. ete.

Approval Date _QEC_0 2 2015

Effective Date 01/01/14



5111.26.002

Appendix A
Attachment 4.19-D
Supplement 1
Page 50 of 51
5160-3-42

CHART OF ACCOUNTS
Rev. 1272013

NONEXTENSIVE RENOVATIONS

Expenses for nonextensive removations including depreciation, interest and
amortization of financing cost completed prior to July 1. 2005.

8085 Depreciation/Amortization
Depreciation and amortization expenses for nonextensive renosations.

8086 Interest — Renovations
Interest expense incurred on mortgage notes. capitalized lease obligations,
and other borrowing for nonextensive renovation purposes.

8087 Amortization of Financing Cost — Renovations
Amortization expense for cost of issuing bonds, underwriting fees. closing
costs, mottgage poinis. etc. incurred for nonextensive renovations.
Amortization expense of long term financing costs such as cost of issuing
bonds, underwriting fees. closing costs, moitgage points, etc.. acquired
through a change of operator on or after 7/1/93.

8090 Home Office Costs/Capital Cost

Capital expenses of a separate division or entity that owns. leases or manages
more than one facility (home office). These costs must be related to capital
cost as specified in the capital cost center, and are allocated to the facility in
accordance with CMS Publication 13-1, sections 2130 through 2150.3.
"Home Office Costs." (All home office costs for group (A) are to be entered
in this account. They are not to be distributed to any other account in this
group.)

TN # 13-022  Approval Date DEC Q & 2015
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GROUP (B) ASSETS ACQUIRED THROUGH A CHANGE OF OPERATOR

Nursing facilities. other than leased facilities, that changed operator on or after 7/1/93
use this group to report expenses incurred through a change of operator on or after
7/1/93. Leased nursing facilitics that changed operator on or after 5/27/92 use this
group to report expenses incurred through a change of operator on or after 3/27/92.

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

8140 Depreciation — Equipment
Depreciation expense for equipment acquired through a change of operator
on or after 7/1/93.

8170 Interest bExpense - Property, Plant and Equipment
Interest expense incurred on mortgage notes. capitalized lease obligations,
and other borrowing for the acquisition of land, buildings and equipment
acquired through a change ot operator on or after 7/1/93.

8180  Amortization of Financing Cost
Amortization expense of long term financing costs such as cost of issuing
bonds. underwriting fees. closing costs. morigage points. etc., acquired
through a change of operator on or after 7/1/93.

8195  Lease Expense
Lease expenses incurred through a change of operator on or after 5/27/92,

TN#13:022  Approval Date DEC § 2 2015
Supersedes
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3160-3-12.1 Nursing facilities (NFs): medicaid cost report.

The NF medicaid cost report must be filed in accordance with the requirements set forth in rules 5160-3-20
and 5160-3-42 of the Administrative Code (OAQC) using software that is available on the Ohio department of

medicaid (ODM) website at least sixty days before the due date of the cost report for each cost reporting
period.
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Instructions for cewpleting the Ohio Departnient of Medicaid annual Medicaid coss report for
nursing facilitics (NFs)

GENERAL INSTRUCTIONS
OVERVIEW

As a condition of participation in the Title XIX Medicaid progrian. cach NF shall file a cost veport with
the Department. The cost report. including its supplernents 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 caledar year, then
the cost report shall cover the portion of a calendar year during which the NF participated in the
Mcdicaid program

If a provider begins operations on or afier October 2. the cost report shall be filed in accordance with
“ule 5160-3-20 of the Ohio Administiative Code (OAQ).

cor cost reporting purposes. NFs, other than state-operited facilitics, shall use the Chart of Accounts as
set forth in rule 5160-3-42 of the OAC, or relate its chart of accounts dircetly to the cost report.
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ELECTRONIC SUBMISSION OF THE MEDICAID COST REPORT

In accordance with the OAC, all providers arc required 1o use the electronic cost report submission
process.  Providers should use the Department-sponsorcd computer soltware for clectronic 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 ninery days afier the end of cach facility's reporting period.  Pursuant to Ohio Revised Code
(ORC) section 5165.10. a provider whose cost report is filed or postmarked afler this date, is subject o a
reduction of their per diem rate in the amoum of two dollars ($2.00) per resident day. adjusied for
inflation.  The late file period will begin at 1he start of the thirty day termination period and continue
antil the complete and adequate cost report is reecived 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 requesis must
be made in writing, mcluding an explanation of the reason the extension is being reguested, and mnst
demonstrate good cause in order to be granted.  Requests should be made to the Rate Setting and Cost
Scttling Unit. Departiment of Medicaid.

In the absence of 2 timely filed complete and adequate cost report, or request for filing exiension, a
provider will be notified by the Department of its failure to file o 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. 11 a provider fails (o submit a
complete and adequate cost report within this 1ime period, its Medicaid provider agreement will be
terminated according to scetiolt 5163.106 of the ORC.

REASOMNABLE COST

Please read all insfructions carefully before completing the cost report.

Reasonable cost takes into account direet. ancillary 'support, capital and tax costs of providers of
serviees. incliding normal standby costs. Departimental regnlations regarding the reasonable and
allowable costs are contained in Chapter 5160-3 of the OAC. In addition, the tollowing additional
provisions establish guidelines and procedures to be used in deterinining reasonable costs for sen ices
rendered by NFs:

¢ Ohia Revised Cede and uncodified state law,

« Regulations (OAC) promulgated by the Department and codified in accordanee with state law.

*  Principles of reimburseinent for provider costs with related policies described in the Ceniers for
Medicare and Medicaid Services (CMS) Publication 15-1.

«  Principles of reimbursement for provider costs with related policies deseribed in the Code of Federal
Regulations (CFR). Title 42, Part 413.
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ROUTINE SERVICES

The OAC lists covered services for all providers who serve NF residents. The OAC delincates scrvices
reimbursed throtigh the cosi reporting mechanism of NFs, and the costs dircetly billed to Medicaid by
scrvice providers other than NFs.

ACCOUNTING BASIS

Exeept for county-operated facilitics that operate on a cash method of accounting, all providers are
reqtiired to submit cost daia on an aceruial basis of accotnting. County-operated facilitics that utifize the
ciash method of accounting may submit cost data on a cash basis.

OHIO MEDICAID COST REPORT FORMS

Thic Ohio Mcedicaid nursing facility cost report is designed to provide statistical data, financial data. and
disclosure statcments as required by federal and state riles. Eshibits to the cost report are part ol the
documents that may be required to file a complete cost report. Each cxhibit to the cost report nuist be
identified and cross-referenced to the appropriaic schedule(s).  Please refer to Auachment 3 for
instruetion on the use of exhibits.

Supersedes
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Tlie provider munst complete the information requested on cach cost report schedule. Except for the cost
report schediles and attachments listed below. responses such as “Not Applicable," "N/A " “Same as
Above," “Available upon request. or “Available at the time of Aundir," will resnit in the cost report
being deemed incompleic or inadequate.  Pursuant 10 sections 5165.10 and 5165.106 of the ORC, an
incomplete or an inadequate cost report is subject to a rate reduetion of $2.00 per resident per day.

adjusted tor inflation, as well as proposed termination of the provider agreement.

TABLE OF COST REPORT SCHEDULES

Cost
Report Schedules

Schedule A, Page

!
Schedule A, Page 2

Schedule A-1
Schednle A-2
Schedule A-3
Sehedule B-1
Schedule B-2
Schedule €

Schedute C-1
Schedule ¢-2
Schedute C-3
Schedule D

Schedule D-1
Schedile D-2
Schedule E

Schedule £-1
Attachment |
Atachmem 2
Attachment 3
Attachment 6
Attachme; ¢ 7
Attachment S

Title

ldentitication and Statisiical Data

Chain Home Office/Certification by Officer of Provider

Summary of Inpaticnt Days
Deternination of Medicare Part B Costs 1o Offset
Stunmary ol Costs
ax Cosls
Dircet Care Costs
Ancillary'Stpport Costs
Administrators' Compensation
Owners' Relatives' Compensatior:
Cosi ot Services from Related Parties
Capntal Costs
Analysis ol Property. Plant ¢nd Equipment
Capital Additions und/or Deletions
Balanee Sheet
Equity Capital of Proprictary Providers
Revenue Trial Balance
Adjustmeat to Trial Balance
Medicaid Cost Report Supplemental Information
Wage and Hours Surcy
Addendum tor Disprited Costs
Employce Retention Rate

Page

~Sumber

Page |

Page 2

Page 3

Page 4

Paye 5

Pauc 6
Yages 7-8
Pages -1
Page 12
Pages 153-14
Pages 15417
Page 18
Page 19
Page 20
Page 21
Puge 22
Pages 23-23
Page 26
Page 27
Pages 28-29
Page 30

-
age 31

)
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COST REPORT INSTRUCTIONS

The following cost report instructions are in the order of schedule complction sequence.
All expenses are 1o be rounded to the nearest dollar.
¢ Al dates should contain cight digits and be formatied as follows: Month-Day-Ycar
(MM-DD-YYYY).
¢ All date ficlds are denoted as Fron/Throngh or Beginning/Ending.

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

Cost Report

Seguence and Procedures for Completing Cost Report Page Nunber

. Schedule A. Page | of 2. Identification |
2. Schedule A-1 3
3. Schedule A, Page | of 2. siuistical data line | through line 8 !
4. Auachment | 23-23
3. Schedule A-2 4
6. Schedule B-1 (columins | through 3) 6
7. Schedule B-2 (columns | throngh 3) 7-8
8. Scltedule C (columns | through 3) 9-11
9. Schedule D-1 19
10, Schedule D-2 20
Pl Schedule D (column 3) 18
12, Auachment 2 26
13, Schedules B-1, B-2, C and D (colimns 4-7) 6-11,18
14, Schedule C-1 ' 12
15.  Schedule C-2 13-14
16, Schedule C-3 15-17
17.  Schedule E 21
18, Schedule E-1 22
19.  Schedule A-3 3
20.  Attachment 6 2829
21, Anachment 7 30
22, Auachnent & 3
23, Anachment 3 27
21 Schedile AL Page 2of' 2 2
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I Schedule A. Page 1 of 2 - Ideutification and Statistical Data

INTRODUCTION:

The various cost report types are explained below. Except for 4.1, Yeur End cost report, alt cost repor
types must be accompanied with a cover letter explaiing the reason for iling the cost report
information. An explanation ot the cost report types is as follows:

4.1 - Ycar End Cost reports by providers with continued Medieaid participation haviny
ending dates of December 31, purstiant 10 Ohio Administrative Code.

4.2 . New Facility For facilitics new to the Medicaid program. where the actnal cost of
operations are reported lor the first three (3) fuil calendar months, which
inclides the date of ecrtitication, pursuant to QAC.

4.3 ~ Final For the final cost report of a provider wio has expericneed a change of
operitor purstiant 1o QAC.

4.6 - Amended For cost reports that are liled afier the fiscal year rate setting and correet
crrors of the cost report nsed to establish the fiscal year rate, ptrsuant to OAC,
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Facility Identification

Provider Nanie (DBA) - Enicr the “doing business as" (DBA) name of the facility as it is regisicred
with the Ohio Scerctary of State.

Natioual Provider Identifier (NPI) ~ Enter the NPJ,

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

CMS Certification Number (CCN), fornierly the Medicare Provider Nuntber ~ Enter the six-digit
CCN furnished by the Ohio Department of Health (ODH) or CMS. CTNs arc assigned to cach Tacility
regardless of the facility's Medicare ceniitication status. The CCN also appecars on the Medicaid
provider agrecment.

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

Federal IDD Numiber — Enter the Federal Tax Identification Number as it is reported to the United States
Internal Reventie Service.,

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

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

Period Covercd by the Cost Report

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

Provider Lewal Entity Identification

e

Name and address of provider of NF services. Enter the legal business name for the provider of dliis
facifity as reported to the IRS for tax purposes, and as ir appears on the Medicaid provider agreement.
Furnish the address of this legal cntity.

TN 13-022  Approval Date
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Tvpe of Control of Provider

Check the category that deseribes the torm of business. nonprofit entity, or government orguanization
tinder which the lacility is operated. For non-govemment organizations this corresponds with 1he way
the operator legal entity is registered with the Ohio Secretary of State. It item 1.4, 2.6 or 3.6 “Other
(speeify)” iy checked. the provider nuist identify that speeific type ol control. Descriptiens for the
control types are fumished below:,

For Profit

Sole Proprietor — Exclusively owned; Private: Owned by a private individual or corporation under a
trademark or patent; Ownership ~ for profit. In a sole proprictorship, the individual proprictor is subject
to full liability (personal assets and business assets) resulting from business acts.

Partuership — An association of two or more persons or entitics that conducts a business Tor profit as
co-owners. A pantnership cannot exist beyond the lives of the partners.  The partners are tuxed as
individuals and arc personally liable for torts and contractnal obligations. Active partners are stibjeet to
selt-cinployment iax.  Each partner is viewed as the other's agent and traditionally is Jointly and
severally liable for 1he tortuous acts of'any one ol the partners. A contract entered into by two or more
persons i which cach agrees to furnish a part of the capital and labor for a business enterprise and by

which each shares in somwe fixed proportion in profits and losses

General Partiership - A partnership in which cach partner is liable for all parmership debts and
obligations in full, regardless of the amount of the individual pariner's capiial contribution.

f.imited Partnership - A partiiership in which the business is managed by one or more general partners
and is provided with capital by limited parincrs who do not participate in management. but who share in
profits and whose individual liability is limited to the amount o thcir regpective capital contributions. A
limited partnership is 1ased like a partmership, but has many of the liability protcetion aspects ol a
corporation.  To form ¢ limited partnership, a certificate of limited partnership must be execented and
filed with the Sceretary of State {Sceretury of State preseribes the form required). The name of a limited
partnership must include the words “Li:vited Partnership,” “L.P. “Limited.” or *Lid."

Limited Liability Partucrship - A partnership tormed under sppiicable state statite in - which the
partaership is hable us an entity for debis and obligations and 1he partners are not liable personally. This
type of parnership must regisier with the Secretary of State as a limited liability partnership.

Corporation - An inisible, intangible. artiric’al cremtion of the law existing as a voluntary chartered
association ol individuals that has most of the rights and dutics of natural persons but with perpetial
existenee and limited liability. Any person. singly or jointly with others, and without regard o
residence. domicile or staie of incorporation mey form a corporation. A “person” includes aay
corporatiot. partnership. tnincorporated socicty or associztion and two or more persons liaving a joint
OF COmIMon nterest.
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Publicly Traded Comipany ~ A company issung stocks thet are traded .n the open market, cither on a
stock exchange or on the over-the-counter market. Individual and institutional sharcholders constitute
the owners of a publicly traded company in proportion to the amount of stock they own as a pereentage
of all outstanding stock.

Limited Liability Conipauy ~ An unincorporated company “ormed under applicable staic siattite whose
members cannot be held liable for the acts, debts, or obligations of the company and that may eleet to be
faxcd as a partnership. A limited liability company may be formed in Ohio by any person without
regrd to residence, domicile or siale or ocganization, The entity is formed when one or more persons ot
their atithorized representatives signs and liles articles of organization with the Sceretary of State. The
name of the limited liability company must include the words “limited liability company," “LLC.,"
“L.L.C," “Lid.," "Lil.™ or “Limited." A “person® includes any nattiral person, corporation, partnership.
limited partnership. trust, estate, assoeiation, limited liability company. custodian, nomince, frustec,
executor, adinistrator, or other fiduciary.

Business Trust -~ A business trust is creaicd by 2 trust agreement and can only be created for specific
purposes: To hold, manage, administer, control, invest. reimvest. and opcerate  property; 10 operate
busincss activitics: to operate professional activities; 10 engage in any lawful act or activity for which
business trusts may be formed under Chapter 1746. of the ORC.

Locatiou of Entitv, Qreanizatiou or Incorporation

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

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

It the legal entity that serves as the facility's provider/operator was formed, oryanized, or incorporated
owside the state of Ohio. cheek the Forelgn line.

Foreign refers 1o a business cntity doing business in Ohio that was lormed. incorporated, or organized
tinder the laws of another state or of a forcign country. Forcign corporations must be licensed to do
business in Ohio. Forcign limited liability compimics. foreign limited partnerships, and foreign limited
liability partnerships must be registered to transaet business in Ohio.

IT the Foreign line is cheehed, list the siate or country where the legal entity was formed, organized. or
incorporited on the Lecation line.
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Nonprofit

Nonprolit Corporation — A domestic or foreign cnrporatinn organized otherwise 1han for pecimiary
gain or prafii. A nonproti corporation cam be cither a "muimal beneri corporation” or a "public bencii
corporation.” A "public benefit corporation” is a corporation 1hat is reengnized ss excipt from federal
inconic 1axarion nnder 26 U.S.C. 1, Sec. 5011¢)(3). or is organized lor a public or chariable purposc and
that, npon dissoluion. must distribuic its assets 10 a public benefir corporarion, the United Sates, a s1ane
or any political snbdivision of a starc. or a person recognized as exempt fimm federal income taxation
under 26 U.S.C. 1. Sce. 301(c)i 3).

Nounprolit Limited Liability Company — (Scc description of lor profin Limited Liability
Conipuny) Nanprol limited liabilivy companics may be formed in Ohio. and forcign nonprefii lintied
liabiliry companics may be regisicred in Olio. Scction 1705.02 of the Ohin Reviscd Code siates tha "A
lmited Hability company wmay be formed for any purpose or purposcs for which individnals law flly
may associaic themselves. including lor any profit or nonprolit purpnse...."  Scerion 5701.14 siates
thar. “In prder to deterniine a limited lability company's nonprolit statiis, an cmity is operating with a
nonprofit purpuse under section 1705.02 of the Revised Code if thar entity is organized oiher thay for
the peenniary gain or profit of, and iis net camings pr any pan of i1s nct carings are it disiribntable 10,
s menibers, s direetors, its officers. or other privaic pursons, exeept that the paymien of reasonable
cohmpensation lor services rendered, paymems and distributions in furtheranee of irs nunnprotit purpose,
and the distribuiion ol asse1s on dissolntinn permiited by section 1702.49 of 1he Revised Cnde are niot
pecuniary sain or profit or disiribution of net carnings.”

Ifvhe legal eniity than serves as the faciliny's provider/operalor was formed. orgunizud, or incorporiied in
the sate ol Ohin. check the Dmuesiie fine.

Domestic refers w a business cmity doing business in Ohip that was formed. incnrppraicd. or prganized
in Ohin.

I the fegal emity that serves as the faciliny's provider/operator was fonned, orzanized. nr incorporiied
omiside e stare o1"Ohio, cheek the Foreign line.

Foreign relers to a business cmity doing business in Ohin thar was lonmed. incnrporarc.d, or organized
under 1he laws of another swate or foreign country. Foreign corporations nmsi be heensat 1o do
bnsiness in Ohio. Forcign limited liability companics, foreign limied partnerships, and forcign lmired
lability pannerships nmsi be regisiered to transact business in Ohio.

IT"the Forcign line is checked. list the staie or cammury where the legal emity was fornied. prganized. nr
incorporaicd ou the Location linc.

Nonlederal Government

State — Entiry nperared under ihe awhority of he siaic.
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County — Emity operared imder 1he authonity ol the connty as a Comny Hone. County Nursing Fonmie.
or Disiricr Home in accordance with ihe ORC.

City — Eminy operaied nnder the amhority ofvhe ciy.
City/Conuty ~ Eniity vperated nnder 1he anthority ot ihe city and county.
Practice Tvpe

Indicate the praciice rype of 1he faciliy, in accordzmee winn licensure standards filed with ODIH when
applicable. Pleasc chieek all iha apply.

Delinitions

Physical Rehab Hospital Based — A hospital engaged primarily in providing specialized core o0
mpanicms with imensive. multi-disciplinary 2hysical restoranve service needs.

General/Acute Hospital Based A hospiial that nmerions primarily t vinmish 1he array ol diagnnstic
and therapewric services needed to provide care lor a variety o medical conditions, including diagnostic
x-ray, clinical laboratory. and operating room services.

Loug Term Acute Care Hospital (LTACH) Based — A hospital that is classificd as 4 long-1crm care
hospiial under 42 C.F.R. 412.231c), thar is engaged primarily in providing incdically necessary
specialized acuie hospital care for medically complex paicnts who are critically ill or have ulii-sysiem
~omplicativns or lailures. and thay has an average length of stay of Torty-five days or less.

Continuing Care Retircnient Center (CCRQ) or Life Care Canmmunity — A living sening tha
clicompasses a comimimm of care ranging from an aparmmen or Indging wneals. and maintenance
services to 10tal nursing home care. All services are provided on the premises of the comimnng care
revirement commumiy or life care commnunity. and are provided based on 1he contract signed by ahe
ndividual residem. The residems may or may not gqualily 1or Medicaid for nursing homie care, based on
1he serviees covered by cach resident's ndividually signed comract.

Otlier Assistcd Living/Nursing Home combination — A facility 1het does not fit the deseripiion of a
CCRC or life care community, hut has a nursing honie as well as some otaer combination of assisicd
fiving or residemial care cility services on the sae cumpns.

Religious Nonniedical Health Carc Institution (RNHCI) -~ An institwiion in which health care is
furnished under csiablished religious weners 1tha prohibii conventionai or unconvemional medical care

for the iremmeny of a beneficiary, and 1he sole reliance nn 1hese religious encis or care and healing. as
sct forth in Code of Federal Regulations (CFR). Tirle 42, Part 403, Snbpant G.

Frec Standing -~ A {acility 1hat stands independent or attachiem or supporl.
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Combined with ICF-MR, other recognized Medicaid NF and/or Medicaid Outlier Unit — A distinel
part nt'a facility 1har is in 1he sanie building and/vr shares the same license witl a certified ICF-MR. pr
is in same building as a recognized separaie provider ol Medicaid. such as a provider ol owlier services
(e.g, for pediatric residents or residents with raumatic brain injury), or lor the pntier unit. is housed
with a NF providing non-outlier scrvices. (Notc: A provider ol' NF omlier services holds an Ohio
Medicaid provider agrecment addendnm anthorizing 1he provision of outlicr services 10 a special
populatipu, e.g.. pediairic snbacuie. )

Nuine and Address of Owner of Real Estate — Bnler the name and address of the vwner of the real
estate where the facilivy is located. 11 1he provider of NF services is the idemical fegal cntity that owns
the real eswate, re-cnier the provider's fegal entity idemificmion here.

Z. Schedule A-1. Snminiary of Inpatient Days

Cplumn 11 Record the number of ODH-certified beds, by month. 1l the number of beds certivied as
: nursing facility beds by ODH changed during e niddie of any given momnh. then
caleniae a weighted average for 1ha particular month mumded 10 1he nearest whole

numbcr.,

For example:
March |, 20CY 100 certified beds
March 16, 20CY 120 certified beds

Caleularion: (15 days x 100 beds) + (16 days x 120 baeils)
divided by 31 days in momh of March = 110.3226

Avernge medicanl cenifial beds for March 20CY = | {0
o

Cohnin 2: Record e numiber of awthorized skilled. mtermediate, and pending medicaid patient
days. by monil.

The day of admission. b not the day ovdischarge, is an inpatient day. When a residem
i> cthmned ami discharged on he samic day. this is comnted as one inparicns day.
parient dayvs inctude 1hnse leave days that are reimbursable mider the Ohio ncdicaid
prograim.,  Private feave 1lays are not included as inpaticnt davs. Corry the wtal on line
13, eoiumn 9 forward 10 Sehednle A, Tine 4, enftumn 1.

o . , TN 13-022  Approval Date DEC 0 9 2015
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Record the wial mowhly reimbursable leave davs for medicaid residents [see 1he QAC -
corerage ol medically necessary days and limited absences).

NFs repomt cach medically neeessary day and Iinnied abscnee as S0% ol an inparien day.
Report days ar 50% oCinpatiens dayvs in colimms 3 and 4.

For Example:
January 20CY 106 cenificd beds

January 20CY 3100 baid davs available

(100 certified beds x 31 days in Januzey)
Acmal namiber of days residents are in faciliny -+ 3000
Acmal number of days vesidents it ol lacility on medical leave - 60
Actual number o1 day s residems are owt of facility on therapentic leave = 40

Report as toltnws il paid m 50% ol an inpatient day:

Cobiim 3 Hospial Leave Days 30 {60 duys ~ 50°.)
Colnim 4 Thevapeutic Leave Days 20 (40 days x 507

Note that the caleulation of inpariem days should mund 10 twn decimal places.

Towal ol enlumns 2. 3, and 4. Carry the toral on line 13, eolumn 3 lorward to Schiedule A.
hne 7.

Record the nimnher of Medieaid managed care days.

Record the number of inpaiam days for non-medicid cligible weidenis, by monil.
Leave days shonld ymm be inclided inthese colimus.

Record 1he number of inpaient days for all vesidents. by mosth, This column is the sum
of colunms 5 1hrongh 9.

Sclicdule A, Pagce 1 of 2. Statistical Data

Lincs 1 and 2

IS U2R2dNT eRev, {20200 3 Instructions
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Ewmer ihe ol nimber ol aeds licensed by ODH in eplumn 2. Emer 1he toral number of beds licensed
by ODH and cenified by medicainl in cobmnn . Temporary changes because of ahcrations, paiming.
cie. do nov afieet bed capacity.

Linc 3: Towual Bed Davs:

Forcolumn 1. this amomit is derermined by nmitiplying the nunber o days a the reponing period by
the number of beds licensed by ODIT and cenificd by Medicaid during the repprting perind. Take into
acepnit increases or decrcases in the mumber o1 beds licensed and centilied and 1he immber of days
clapsed since he incrcase or decrease in licensed and certificd berls.

For column 2, 1his aimomnt is desemiined by nmhiplying the mnmber of days in the reporting puriod by
the number vl beds licensed by ODI during 1he reporiing period.  Take imo accoum incrcases or
decreases in the number ol beds licensed and the number of days clapsed sinee the ‘nereascs or
decreases.

Linc 4 Total lnpinicin Days:

For colmmn 1, obtain the answer from Sciicdnle A-1. column 10. line 13. For columin 2, crier tic 1ol
naniber of inpatient day s for the facility for all ODH licensed beds.

Line 5: Percentage of Occupancy:

This amount is 1he proportion o1 total inpaticnt/residem days 1o 101l bed davs dnring vhe veporing
period. Obtain the answer by dividing Tine 4 by e 3.

Line 6: Ancillary/Support Allowable Days:

For comipiming Ancillary/Suppon cosis. the Department will not recognize an occupancy rate of less
than 90%:, I1 percentage of oceupancy is Y)% or more, euter the number of inparient days stated on line
4. I percentage nf ocenpancy is less than 90%q. cuter 90% of the mmber of bed days stwed on line 3

(See e OAC). For providers on ihe Medicaid progran fess than 12 months, also cpusult the GAC.

"% Nmnber of beds involved in the change” reters only 10 those beds that were added. eplaced, or
remtoved.

Attnchmicnt | — Revenue Trial Balance

Colnmn 20 Ewmer total revenne for cach line iem.
Colunm 3:  Enter any adjusnments, Deiail the adjustmeni(s) on your exhibi and submi with the cost report.

TN 13.022  Approval DatdEC_§ 9 2015
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. Schedule A-2, Determiination of Mcedicare Part B Costs to (Offsct:

This schedule is designed w deterntine the mmonm ol Medicare Part B revenue 10 olfser on the cost
repon by cost conter 10 comply with the OAC,

Section A: Revennes

Lincs ia,

2a.and 3a List gross charges for all vesidenis by payer wype. Gross charges must be reponied from g
uniform charge structire that is applicable to all residenis. Revenuce reporied under Chart
or Acepnm numbers 3080 (Medicat Supplics-Rontine). 3100 Medical Minor Equipment.
Rounine), and 5110 (Emeral Nurritional Therupy) must be disaibuied among all non-
Medicare caicgorics.

Lines b,

2b.and 3b: For colunms 2 through 7. these lines represent the pereentages oi' the individnal revenne
reported by payer type dividerl by the toral revenue reported o colunm 8. Report the
pereentages by paver type and himit the precision to four places w the right ol the decunal.
The toral ol all percemages must equal 100%.

Lie 4 Toial all reverme repornied on fines la. 2a, and 3a.

Section B: Costs

Line & Enter ihie ratio ol Medicare Part B charges where the primary payer is Medicaid 1rom
column 2 line Ib, 2b. and 3b. These ranios nmsi be einered in the corresponding cohnn,

c.z.. medical supplics pereemage frpm colmim 2 line 1h must be cwiered on line 5. colunin
2 medical supplics.

Line 6: Enicr the eprresponding costs from Schedules B-2 and C, column 3 in the appropriate
colunin.
Linc 7: Muhiply line 5 and linc 6. The result is the costs 1o oflset on e appropriate line on

Schedule B-2 and C, colnmn 4.
Scetion C: Ancillary/Support Cost-Dffset

NOTE: Failure to complete Schedule A-2 will result in all Medicare Part B revenue being offser
against direct ciue expenses on Schednle B-2, linc 16.

TN 13-022 Approval DateDEC 0 3 2015
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Sclicdule B-1, Tax Costs (Colunins 1-9)

Antounts paid to vendors Tor parchase of services nst not be shown in columns designared “salary ™
Such amoums shonld be shown in the "nther® enlumn for the appropriate linc itein(s).

Colnmm I: - This colmim does 110t pertain to any account in this schednle,
Colunim 2: Report any appropriaic NON-WALC CXPLISCS,

Column 4. Report any increascs or decreases pi cach line icin. Any cntrics in this colmnn that are not
fromi Attachmem 2 should be fuily explained in accordunce with 1the insimictions on
Atachment 3.

Schedule B-2, Dircet Carc Costs (Columis ]-3)

Amounts paid w vendors vor prrchase o1 services nmst not be shown in colunms designared "salary
Sueh amomnts shiould be shown in 1he "Other/Contract Wages" enlumn 12} for the appropriaie line
iiem(s). I'no speeilic line iiem exists. charge the emnulative expensc 10 *Oiher Dircet Care® line 13 and
speetfy ihie detwil in the spaces provided atihe bonom of Schedule B-2, page 1 o 2. Provide suppining
docnmemarion as exhibits with cross references to applicable accoun munber(s).

Column 1: Repon wages for lacility employees. Wages are 10 inchnde wages for sick pay. vacanon
pay, other paid rime nff. as well as any other epmpensation paid 1o tic emplpyce.

Colimm 2: - Repon costs incurred lor services periormied by conmracied personnel cinployed by 1he
faciliy 10 do a service thar would otherwise be performed by persomnet on the facility's
payroll. Also. report any appropriate non-wage expenses. wclnding conmract services and
supplies,

Coln 3:0 Towal ol ephnuns | and 2.

TN 13-022  Approval Datf)
Supersedes 2015
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Schednle €. Aucillarv/Support Costs (Columns -3

Amonnts paid 1o vendors for purchase o services must not be shown in colnms designated "salary.©
Such amounts shonld be shown in e "Owher/Coniract Wages® colunm (2) for the appropriaie ling
neni(s). I no specific fine irem cxisis. charge the  cunmilarive cxpense o the “Oiher
Ancillary/Snpport” line 63 and specity ihe detail in 1he spaces provided ar the botiont nt Schednle C.
Page 2 of 3. Provide supporting documentation as exhibits with cross referoiiees 10 applicable accoum
munberts). Nowe that amibnlance and ambuletic ransporiaiinn provided on or aficr January 1. 2014 can
be billed direetly 10 Medicaid by the wansportation provider.

Cotmm 2 Report wages for facility ciuplovecs. Wages are 10 include wages for sick pay. vacarion
pay. other paid wime 11 as well as any nthier conmpensation paid 1o 1he cmployce.

Colunin 21 Repon cosis incurred for serviees performed by comracied personnet employed by the
tacility 10 do a service thar would otherwise be performed by personnel on the taciliny's
payroll. Also. repom any appropriaie noR-wage expenses. including contract services and
supplics.

Colniim 3: - Tial nf cofumus 1 and 2.

Schedule D-1, Analvsis of Property, Plant and Equipinent

Comiplere per insiruciions on thie form. This schednle should 1ie 10 Scheduic E. (halance sheet)
“Property. Plam and Equipnicit™ scoiion.

Schedule D-2. Capital Additions and/vr Deletions

Complere per nsinctions on the Tornt.  Cowpletion ol his schedule is optinnal il e detailed
depreciation schednle is submiuned, which includes all eriieria noted pn Schedule D-2 CXCCpE tor
colunms 8 and 11. Columns 12 and |3 are mandaory pnly in the event of an assat deletion.

Schedule D (Colmnn 3), Capital Cost Center

Complete per insmictions on ihe form. NFs ihat did wot change operator pnoor arter July 1, 1993,

shonld nse group (A). NFs that did change operator on or afier July 1. 1993, should use uroups {A)
and (B).

TN 13022 Approvai DateDEC 0 3 2015
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Attachment 2, Adjustmient to Trial Bajance

Columns 2 and 3. lines | throush 20:

Emer the appropriate adjnstmenms as neeessary 10 comply with CMS Publication 13-1, rederal
regnlmions. siaie laws. and Ohip Medicaid prmgram regularions. ltemis included mn Attachimeny 2 must
have attached supponive deail.  Cost adjusimemts Jor relaed pany ransactions umsi oifset ihe
appropriaic expense account in colunm 4 of Schedules B-1. B-2. ¢ and D.

Colinm 8. lines 1 hrongh 20

In colnmm 3, cross-reference adjusunenis 10 the appropriaic cxpense acenant number,  Camy the
adinsnmen in cohunm 4 to 1he approprime expense account on Schedules B-1, B-2, C and D, colmmn 4.

‘Note: Al adjusimenis to expense accounts should be made 10 1he appropriate line of Schedules B-1,

B-2. C and D and ihe appropriate expense accoum number cniered on Anachmem 2, eplumn 3.
Colunm 6. lines 1--20, finc refurence fror Anachnient | (T applicable).

Afier completing Anachment 2 and cniering adjusinens 1o cxpense Schieduies B-1, B-2. ¢ and D,
column 4, 1lie adinsied 101al expenses (Schedules B-1, B-2. € and D. column 5Y can be compuied.

Schedules B-1, B-2, C and D (Columis 47

Column 4:  Report any increases or deercases in cach line irem. Any entries in this cohmnn hat are
not from Anachient 2 should be fully explained in acenrdance with the mnsiructinns on
Atlachment 3.

I no allocarions arc used. enlumns 6 and 7 need wnt be complewed. |1 sllocations are used, the
allocation vario shonld be calenlaied o four places 1o the right o1 the decimal.

TN 13-022  Approval DatDEC 0 2 2015
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Schednle C-1. Administrators Compensation

A scparaie schedule nmst be compleied lor cach person claiming reimburseniem as an adniinisirator in
this facility.

Section A:
Linc 2:  Work Expericnce

For this adwinisirator. reppri ihe nunmiber of years of wirk experienee in the heahih care
ficld. Ten years expericnce is ihe maximum atlowance. Thus, for this categnry, it he
adminisirator has ien or more years expericnee in the health care field. then reeord 1en
vears in this boa.

Line 3: Formal Educarion

For this administrator, report the munber ot years of formal education beyond aigh school.
Six years formal edieation is the maximumi sHowance lor this catcgory  Thus. it the
administrator has sia or more years o1 wmial education, then reenrd six years in 1his box.

eine 3.1: Bacenlaureaic Degree

For ahis administrator. record "Yes" il the administrator has pblained a bzecalaurcate
degree. If the administramr has nor obtained 2 bacealaurcate degree, then record *Np.”

Line 4; Other Duiies:

Reenrd ihe wtal number ol orher duties no normally performied by an adniinisirator. This
administrator may claim up 1o four additional dutics. 1 this admimstraior performet four
or mvre exiva duties, then report the maxinunm of four.

ticlude the tollowing other duties in vour count: accounming, mamicnance  and
honsckeeping. Iihe adminisirator perforimed any nther duies, plcase compicte the "Other,
speeify™ lines.

For example, if the adminisiraor perionied lanndry dunes, then record as follows: ¢ nlher.
specily laundry:, '

TN 13022 Approvai p=tDEC 8 & 2015
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Do not include any of the direet care dutics listed below. 1t the administrator performed
any ol the cight tlntics listet] below, complete page | of Schecule C-2. If the administrator
is an owner or relative of the owner, complete page 2 also.

(@) Medical direcinr

(b) Dircctor ol musing

(¢)  Registered nurse (RN) -

(d) Licensed practical nurse (LPN)
(c)  Respiratory therapist

() Charge nursc: registered

(2} Charge nurse; licensed practical

Scctinn B:
For cach administratye complete the fbllowing:

Beginning and ending dates of emplovment during the reporting period should be confined 1 periads
of cmployment in 20CY only. For cxample, if the adminisiralor was employed by the provider from
March 1, 20CY through March 31, 20CY. then for the 20CY reporting perind the record of
cmployment dates is as follows: 03/01/20CY--03/31/20CY.

Hmirs and percentage vt time worked weekly pn site o1 the Tacility.

Use account number 7640 or ceentint qumber 7695, as appropriate.  All adminstraiors compensated
through the home office use account 7695, All other administrators wuse aceotnt 7600,

Awotnt ol” compensation:  Except for county lacilitics that operate on a4 cash basis, list all
compensation actually acerued to employees who perform diies as the administrator, County
facilitics that operate vn a cash basis should list all compensation actually paid o emplovees who
perform dntics as the administrater.

IT the adininistrator is an owner or relative of an owner, then complute Schedule C-2, page 2 ol 2. Do
not complete Schedule C-20 page 2 of 2 for a non-owaer administetor. Report the cost of all
ancillary support-refatall duties performed by administrator on Schedule C. line 44, acenunt nnmber
7600 or Schedule C. line 63, account number 7693, whiclover is applicabic.

The applicable Direct Care dutics are:

(@) Mcedical Director; (I} Charge Nurse; Rogistered: and,
(b} Dircctor of Nussing: tg)  Chasge Nurse: Licensed Practical

{cy  Registered Nurse (RN):

(dy Licensed Practic:! Nuese (1 PN):
(¢)  Respirutory Therapist:

TN 13-022 Approval DateDEC @ 2 2075
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Example: An owner/administrator (or relutive ol twner) ¢amed $635.000 compensation serforming
dutics as thllows:

RN §15.000; Admmistrator S45.000: Lariadry S5.000: Timal = $635.2:00

Compensation may be reported us follows:
Schedule C-1 = 550000 Administrator pous lanndry compensation
Schedule B-2 = S15,000 RN crapensation

Please note the reporting procedures are the same regardless of whether the administraior is an
owndr/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 applics, Schedule B-2 (direet care wages, as stipulated in the direet care dutics list above).
Wages for non-owner/administrators are never reporied on Schedufe C-2.

TN 13-022  Approval DateﬂEC @ 2 2015
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(¢}

)
138
[R%)

Schedule C-2
Page | of 2

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

Speeify the name of person(s) claiming compensation. position number (see below). relationship to
owner(s), years of experience in this ficld, dales of employment in this reporting periotl. number of
howrs worked in lacility during the weck. as well as the corresponding perecntage of time worked at
this facility. acconnt number, and amount claimed Tor cuch person lisied on the cost report. Social
Seenrity numbers are nvt required for nbn-prolit or governmenial facilitics.

For purpuses of completing Schedule C-2. the following relationships are considered related to the
OWRCH:

(1} Husband and wilc:

t2)  Natural pareni, child, and sibling:

(3)  Adopled child and adoptive pareni:

(4)  Stepparent. siepehild, stepbrother. siepsister;

() Father-in-Lw, mother-in-law, son-in-law, daughter-in-law. sister-in-law. and brother-in-law:
(6)  Grandparent and grandchili: and,

t7)  Foster parent. foster child. foster brother, of foster sister.,

Page 2 of 2:

Except for non-owner administrators. for cach individual identilied above. list al] the compensation
recetved Trom other facilities participating in the Medicaid program (in Ohio and other states). Also.
list any individual pwning a 5% or more interest in this provider. Compensatibn claimed must be lor
neeessary services and related to resident care. Serviees rendered and compensation ¢laimed must be
reaspnable based upon the lime spent in performing the duiy, wnl reasonable for the duty being
perlvemed.

IF Sehedule C-2, page | is completed tor 2 non-owner administrator, then do not complete this page
for the non-owner administrator.  All other pwners, relatives bft ow ners, or oW ner/administrators
identified on page | must alsh be reported on page 2 of Schedule C-2. Social Sceurity nnmbers wre not
regired for nbpprolit or governmemal tacilitics.

TN 13-022 Approval OatQEC @ 2 st
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Pesition Numbers for Corporate Officers

Scleet the forn=digit position nimber that appropriaicly identifics the job duty of the corporate officer.

Example: Where there is a corporate president of a 30-bed facility, the fone-digit position nunber is:
CPut (C. P. zero, one).

I. Corporate President Scries (CP)
CPOI - Corporate President | (1 - 99 beds)
CPO2 - Corporate President 2 (100 - 199)
CPO3 - Corporaie President 3 (200 - 299)
CPO4 - Comporate President 4 1300 - 599)
CPO5 - Corporate President 5 (600 - 1199)
CP66 - Corporate President 6 (1200 +)

2. Corporate Vice - President Series (CV)
CVO1 - Corporate Vice-President 111 - 99 beds)
CY02 - Corporate Viee-President 2 (100 - 199)
CVO3 - Corporate Vice-President 3 (200 - 299)
CV04 - Corporate Vice-President 4 (300 - 599)
C¥O3 - Corporate Vice-President 3 (600 - 1199)
CYO6 - Corporate Viee-President 611200 +)

3. Corporate Treasurer Series (CT)

CTO1 - Corporate Treasirer | (1 - Y9 beds)
CT02 - Corporaie Treasurer 2 (100 - 199)
CTO3 - Corporate Treastrer 3 (200 - 299)
CTO4 - Corporale Treastrer 4 (300 - 599)
CTO5 - Corporate Treasurer 5 (600 - 1199)
CTO6 - Corporne Treasurer 6 (1200 +)

4. Board Secretary Series (BS)

BS01 - Comporate Board Sceretary 1 (1 - 99 beds)
BS02 - Corporate Board Seeretary 2 (100 - 199)
BS03 - Corporate Board Seeretary 3 (200 - 209)
B504 - Corporate Board Sceretary 4 (300 - 599)
BS05 - Corporate Board Seerctary 5 1600 - 1199)
BSOG - Corporate Bnard Scerctary 6 (1200 +)

Th 13-022 Approval Qaéd E(
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Position Number for QOwners/Relatives of Owner
Scleet the five-digit positipn number, which appropriately ideniifies the job duty of the owner and/or
relative of the owner. Please note that WH references the Wage and Honr Survey - Attachment 6 of

the enst report.

Example: Where the owner served as medical director o the facility, the Nive-digit position number
is: WHO002 (W, H, zem., zero, twn).

WH Code Title Account Schedule/ Line
WHO002  Medical Dircector 6100 Schedule B-2, Line |
WHO03  Dircetor of Nursing 6103 Schedule B-2, Line 2
WHO004 RN Charge Nurse 6110 Schedule B-2, Line 3
WHO05  LPN Charge Nurse 6115 Schedule B-2. Line 4
WHO006  Registered Nurse 6120 Schedule B-2, Linc §
WHO007  Licensed Practical Nurse 6125 Schedule B-2, Line 6
WHO08  Nurse Aides 6130 Schedule B-2, Line 7
WHOIG6  Habilitation Staff 6170 Schedule B-2, line 8
WHO19  Respiratory Therupist 6185 Schedule B-2. line 9
WHO023  Quality Assurance 6205  Schedule B-2. line 10
WH066  Behavioral and Mental Health Services 6207  Schiednle B-2. line 11
WH024  Other Direet Care Salarics - Specily 6220 Scheditle B-2, line 13
WHO25  Home Office Costs/Direcl Care - Saloary 6230 Schedule B-2, line 14
WHO026 DO NOT USE THIS POSITION CODI: '
WHU27  In-House Trainer Wages 6500 Schedule B-2. line 27
WHO28  Classroom Wages: Nurse Aides 6511 Schedule B-2. tine 28
WHO29  Clinical Wages: Nurse Alides 6321 Schedule B-2, line 29
WHO030  Physical Therapist 6600 Schedule B-2, line 38
WHU31  Physical Therapy Assistant 6605 Schedule B-2, line 39
WIHO032  Occupativnal Therapist 0610 Schedule B-2. line 40
WHU33  Occupational Therapy Assisuant 6615 Schedule B-2. fine 41
WHO034  Speech Therapise 6620 Schedule B-2, line 42
WHO35  Audiologist ' 6630 Schedule B-2, line 43
WHO63  EAP Administeator - Therapy 6643 Schedule B-2. line 47
WHO64  Selr Funded Program Arlmin.-Therapy 6644 Schedule B-2, line 4%
WHO65  Statf Development - Therapy 66435 Schednle B-2. line 49
WHO036  EAP Administrator - Direet Care 6730 Schedule B-2, line 34
WHO037  Self Funded Programs Admin. - Direet Care 6740 Schedule B-2, line 33
WHO38 ST Development - Direet Care 6750 Schedule B-2. line 36
WHO039  Dictitian 7000 Schedule C. line 1
WHO40  Food Service Supervisor 7003 Schedule C, line 2
WHO41  Dictary Personnel 7013 Schedule C, line 3
WHO42  EAP Administraior - Dictary 7075 Schedule C, ine 13
WHO43  Self-Funded Programs Administrator: Dictary 7080 Schedule C. line 16

AFS 02324N1 (Rev. 12/20153) Instractions TN 13-022 Approval DateDEC_ﬁ_? Zma
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WH Code Title
WHU44 Staff Development - Diciary
WHO43 Medical/Habilitation Records
WH046 Pharmaccutical Consultant
WH009 Activity Director
WHB10 Activity Staff
WH | Recreational Therapist
WHOL7 Psycholngist
WHOLS Psychology Assistant
WHO020 Social Work/Coimseling
WHO21 Sneial Serviees/Pasipral Care
WHUI4 Habilitation Supervisor
WHOH 3 Program Direcinr
WHOOI Waiter and Scwage
WHO47 DO NOT USE THIS POSITION CODE
WHBE Other Administrative Personnel
WH049 Seenrity Serviees tSalary Only)
WII050 Laundry/Housckeeping Supervisor
WHO051 Housckeeping
WHO0352 Laundry and Linen
WHDS3 Accounting
WHOS4 Dara Scrvices (Salary Only)
WHO53 Other Ancillary/Support - Specify: (Salary)
WH(G56 Home Office Costs/Ancillary/Support (Salary)
WH)S7 DO NOT USE THIS POSITION CODE
WHU5E Plant Operatinns/Maintenanee Supervisor
WHOS9 Plant Opertions and Mainienance
WHO60 EAP Adwminisirator - Ancillarv/Snpport
WHO06 I Sclf-Funded Programs Admin. - Ancillary/Support
WHOG2 Staff Development - Ancillary/Support

S 02324NT (Rev. 12/2013) fnstructons
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Schedule / Line

7090
71035
7110
7201
7211
722

7231
7241
7251
7201
7271
7281
7511

7605
7625
7635
7640
7645
7685
7675
7690
7695

7700
7710
7830
7840
7850

Schedule C. line 17
Scheduie C, line 19
Schedule C, tine 20
Schedule C, line 23
Schedule C. line 26
Schedule C, line 27
Schedule C, line 28
Schedule C, line 29
Schedule C, line 30
Schedule C. line 31
Schedide C. line 32
Schedule C, line 3

Scheditle C, tine 39

o

Schedule C. tine 44
Schedule €, line 4%
Schedule C, line 31
Schedude C, line 32
Schedule €. line 3;
Schedule C. line 56
Schedule C, line 39
Schedule C, tine 63
Schedule C, Tine 64

n W
P B

Schedule C. line 66
Schedule C, line 67
Schedule C, line 70
Schedule C, line 77
Schedule C, line 78
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Sehedule €-3. Cost of Services from Related Organizations

Compleie per instructions on the form. Social Sceurity numbers zre sot required for non-profit or
governmental facilitics.

Relafed Party ~ An imif’vidual or nrganization that. to a signilicant extent, has common nwneyship
with. is associated vr affiliaied with, has control of, bris controlled by, the provider, as detailed below:

(11 An individual who is a relative of in owner is a related porty.

(a)  “Relative ol owner” means an inlividual who is refater] 1o an pwner of a facility by onc of
the Tollow ing relatinnships:

H Spouse:

(2) Natural parent. child. or sibling;

&3 Adopted parent. child, or sibling:

4) Stepparent, stepehild, stepbrother, br siepsister:

3) Father-in-law. mother-in-law, son-in-law, daughter-in-law.
brother-in-kaw, or sister-in-law;

(6) Grandparent or grandchild;

(71 Foster caregiver, foster child, Toster brother, or foster sister.

(2y  Common ownership exists when an individnal or individuals possess significant ownership or
equity in both the provider and the other organiation. Significant pwnership or equity cxists
when an individual ov idividuals possess five per cent ownership or equity in both the provider
and a supplicr. Signilicant pwnership or equity is prestmed to exist when an indivitlual or
wdividuals possess ten per cent pw nership or equity in both the provider and another
organization from which the provider purchases or leases real properly.

(3 Control exists when an individual or organization has the power, diveetly or indireetly, 10
signilicamly influence or direet the actions or policics of un nrganization.

Partiership — An association of two or more persons or entities that conduct a business Tor profit as
co-bwners. A partnership cannot exist beyond the lives ol the partners.  The pariners are taaed as
individuals and are personally liable for torts and contractual obligations. Active partners arc subject to
self=employment tax.  Each partner is viewed as the other's agent and traditionally is jointly and
severally liable fir the tortuons acts of any one ot the pariners. A contract entered inip by nwo vr more
persons in which cach agrees 1o furnish o part of the capital wnd labor for a business enterprise and by
which cach shaves in sbme fined proportin in protits and losses.

Corporation — An invisible. intangihle. artificial creation of the law existing as a voluntary. chartered
association of indiviuals that has most of the rights and duties of natural persons but with perpetial
existence and limited liability.  Any person, singly pr jpintly with ovthers. and withbut regard to
residenee. domicile or state of mncorphration may form a corporation. A “person® includes any
corporation. partnership. unincorporated socicty of association and two or more persons having a joint
or common interest. in the ORC, unless a corperation is specified as nonprofit. i1 is assumed 1o be for-
profit,

TN 13-022 Approval Date)
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Limited Liability Company ~ An unincorporated company formed under applicable state satuie
whose members cannot be held liuble for the acts, debts, or obligations ol the company und that may
cleet to be taxed as a parinership. A limited liability company may be formed in Ohio by anv person
without regard 1o residence, domicile or state pr organization. The entify is formed when one or more
persons bf their anthorized representatives signs and files articles ol organization with the Seerctary of
State. The name of the limired liability company 1must include the words “limited liability company,”

LS "LLCL" “Lid.® "Lad” or “Limited.* A “person® includes any nawiral person, corporation,

17.

partnership. limited partnership. trust, esiate, assoeiation, limited liabiliry company. any custodian,
nomince. trustee, executor, administrator, or other fiduciary.

Schedule E. Balance Sheet

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

Sehedule E-1. (Optional) Equity Capital of Praprietarv Providers
Schedule E-1 (Optional) is provided for computing equity.
Lines | through 2i ~ Calculate cquity.

NOTE: Lines 8 through 21 — Must specifically idemify any amounts ¢ntered. An example ol amounts
that mzy be incliuded on these lines is inter-chmpany accounts,

JFS G2324NT (Rev 12/2003} Instrugtions Supersedes
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19, Attachment 6, Wage and Hour Survev

Complete Attachment 6 per instructions 10 provide necessary mformation on the wage and hour
supplement. There must be enrresponding hours listed if wages arc indicaied.

NOTE:  Wages are to inchule wages for sick pay, vacation pay, and other paid time off as well as any
other compensation paid o the employec. Please do not include contract Wwages or negative
wages on this Torm. Except as noted below. the amounts reported in column (C) must agree
to the corresponding acennnt numbers on Schedules B-2 and C, columi 1.

In circumstances involving relited party transactions or adjustments due v home olTice
wages, the amoums reported in column (C) may not agree to the enrresponding account
numbers on Schedules B-2 and C, column 1. If the amounts reported do not agree, please
explain the reason for the difterence bn Attachment 3. Exhibit 3 (or greater [ie.. Exhibig 6,
Exhibit 7. ete.}).

TN13-022 Approval Dat)EC_§ & 2015
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UC
¢
{\)

Attachment 7. Addendum for Disputed Cost

This atachment is for the reporting of costs as specitied in the ORC that the provider belicves should

be classified dilterently than as reporied on the cost report.  Enter mn the "Reelassilication From”

enlumn the specific account titde and chant number as entered b the cost repoit, as well as costs
R

applicable to columns | through 3. Emier in the “Reclassilication To" cohunn the schedule. line
ammber, and reason you believe these costs should be reclassified.

Attachment 8, Emplovee Retention Rage

« 1 FTE is cqual to 80 hours worked per pay period andfor 2080 hours worked per year,

¢ Howrs worked includes use of vacation. personal. sick. bereavement. disability. and FMLA lcave
time.

¢ Linc | FTEs are caleulated as hours worked on the payroll divided by 80.
e Line 2 FTEs are calculated as hours worked nn the payroll divided by R0.
¢ Line 3 should be rounded to 4 decimal places.

Employces included in the calcukmion are alf thase ciployed by the facility as well as al!oa ted home
office stalll contracter staff other than purchased aursing. and leased staltl

Adtachment 3, Supplemental Inforniation

Attich requested documentation as instricted.

Schedule A, Page 2 of 2, Cortification hyv Officer of Provider

Chain organizations arc generally defined as multiple providers owned. lcased, of through any other
device. controlled by 2 single organization.  For Medicure andior Medicaid pposes, a chain
organization cnnsisis of a group of kv or more health care Tacilities pr at least one health care
facility and any other business or entity owned. leased. or. throngh any other device, controfled by
bue organizarion.  Chain prganicatins include, but are noi limited . chains operated by for-
profit proprictary  proanizations and  chains operated by various  religious. chariiable. and
gor ermmental organizations. A chain organization may also include business organizations engiged
in other activities not direetly velated w health care.

The controlling praanization is knpwn as the chain “home ollice.” Typically, the chain “home ottice”:

e Mumtains uniform procediwes in each facility for handling admissions. utilization review.
preparation and processing admissinn nntices and bills, and

e Maintains and cenirally controls individual provider ¢nst veports and fiscal records.
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* Inaddition, a major portich of the Medicare audit for cach provider 1 the chain can be performed
ceatrally at the chain "home office.”

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

A Check Box — If this section dous not apply to this provider, cheek the box provided and skip 1o
the certification seetion.

B Chain Home Office Information  If there hus been a change tn the home olfice information
since the previous cost reporting period, cheek “Change,” and provide the effective date of the
changg.

Complete the appropriate lelds in this section:

e Furnish the legal business name and tax identification number of the chain home oltice as
reported (o the IRS.

® Furnish the street address of tae home offiee corporate headquarters, Do not give a P.O.
Box or Drop Box address.

€. Provider's Affilintion to the Chain Home Office - If this section is beiny completed 1o report a
chanye 1o the information previously reported about the provider's alfiliation to the chain home
office since the last cost reporting period. check “Change." and provide the cffective date of the
change.

Checek all that apply 1o indicate how this provider is afftliated with the home ofTice.

All cost reports submitled by the provider must contain a completed certification signed by an
administrator, owaer, or responsible officer. The original stgnature awst be notarized.
If the cost report preparer is a company. compleic the "Report Prepared by (Company)' line

only. I the cost report is completed by an individual, complete the "Report Prepared by
(Individual" linc only.
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Page |
Schedule A
1512

r
{

Typo of Cost Repon Fling.  {Ploase chock one of the following!
LAt Year-Bnd 4.5 Finat
4.2 New Facilily . 4.6 Amended

?

INSTRUCTIONS: This cosl repont inust bd posiniarked puisuant to Ofo Adninisliative Code. Eaitue to file tirvaety il result in reduction ol the
curient prospeciive rate by tivo doltars {$2.00t per palient per day  This 18le reduclion shali be adjusted lot inflalion in accordance with Ohio
Revised Code. Read instructions before completing the form. PLEASE ROUND TO THE NEAREST DOLLAR FOR ALL BN TRIES WMADE ON
THIS COST REPORT. When completed. submil 2 diskette or compac! dise o Ohio Depariment of Modicaid. Depuly

Dlieclors Office. Cost Repailing Unit, P.O. Box 182708, Columbus, Chio 43218-7700

Piovider Name (DBA}

Natiottal Provider identifior

Modicaid Provider Number CMS Cerufication Number

HE . g

Zi

Complele Facility Address:
Address {11

Address (2t

City

State ot Obio
P Code

Fadetal Tax (D umber Penod Cotered by Cosi Reporl

ODH 1D Numbes From

County Througie

TYPE OF CONTROL OF PROVIDER (check one of ibe following:{

PROVIDER LEGAL ENTITY IDENTIFICATION

For Profit
Sale Propilelorsfp (1.1

Partnership (1.2t
1. Geneirat
. 2. Limdew
e 3. Limiled Liability Partnership
... Corporation (1.3t
_ Publicly Traded Company (1.1
Limitad Liabitly Company {1.5(

- Buslness Trust {1.61

Dther tSpeafyn 114;

Location of Entity, Organization, or Incorporation:
If facifity has a For Profit type ot conlrol, check one belojy.

Domestic {1.8)

Foreign ¢1.9) Location

Name ot tegal Eniity
Address (1t
Address {21

City
Zip Codo Siato

NAME AND ADDRESS OF OWRER QOF KEAL E&TATE
Name
Addinss {1y
Address {24
Cay
Zip Code X Siate

PRACTICE TYPE

Non-Profil

Donmstic Non-Profit Corpotalion (2,41

Domestic Non-Profit L.C (2 7t

Foreign Non-Profit Corparation: Localion:
Eoroign Mon-Profit LLC: Location. R
Other {not yg! dolmed “non-profit” anlityy Specaly:

Mon-Fedoral Government

Slate {3.11

County 3.2

Ciy 13.3¢

. Gty - Counly {3.44

. Other (Specibvr,

Choeck all that apply:

Q.

Physlcat Rehab Hospital Baseg

. GeneralAcute Hospalal Based

¢ Ltong Term Acirie Care Mospltal {L. TACH) Based

d. Continuing Care Retitemont Center {CCRC o
Cife Care Communiy

. Other Assisted Livily/Nursing Honie Combmation
Refigious Non-iMedical Healh Care tnstitshion (RNHCH
Free Standing

. Combined with ICF-MR andior Quitier Unit

Cther 1Spocify):

o

ALL PATIENTS

Q

“IF LINE 2 IS DIFFERENT FROLS COL. 1, UINE 1, NOTE DATE OF CHANGE ___
“IF LINE 2tS DIFFERENT FROWM COL. 1, LINE 1, NOTE DATE OF CHANGE
CUF LINE 21S DIFFERENT FROM COL. 1, LINE 1 NOTE DATE OF CHANGE

1. Licensed lieds al beginning of pessod

2. Lreensed bads at end of pernod

3. Tolal bog days availaste

4 Total Inpahent days

5. Peiceatage of accupancy (hne 4 divided &y tine 3 X 1601

6. Anciltary/Support stiotvable days (greale: of tine 4 or 9 X 'ne 3t
HIO MEDICAL ASSISTANCE PROGRAL PATIENTS

7 Telat patient days (from Schedule A-1, bne 12 coluirn 51
8. Ulitization Rale (tine 7 dwided by line 4, col. 1 X 100t

SFS 02524 (REV, 12/2013)

bladicaid Certified Beds Only | Tolal Facility Licensaed Bods
(11 X 12)

|

__ AND NUMBER OF BEDS INVOLVED IN CHANGE

AND NUMBER OF BEDS INVOLVED 1N CHANGE
ARND NUIMBER OF BEDS INVOLVED IN CHANGE

TN 13-022 Approval DataDEc ®2 zma
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Paye 2

CHAIN HOME OF FICEICERTIFICATION BY OFFICER OF PROVIDER Schedute A

2of2

Provider Name [ Medicard Prowider Numbor Reporting Penoit }

From’ Through: i

CHAIN HOME OFFICE INFORMATION

Thrs sechion 15 o be compleled with informaton aboul the "HOME OFEICE® for
ifiwse providers thal are menbers of, or arc jornng, a chan organization,

A thes seclion does not applv check here

B. Chain Home Office information Change Effective Dale -
1. Nante of Home Offee as Reported 1o the IRS iFederal Tax ID Number
2 Home Office Business Strect Adelress Line |
Home Office Business Stieet Addrass Line 2
Cily Slale [ZIP Coda
C. Provider's Afidiation to the Chain Home Offiey Change Effective Date -
Chack the appropaate box: .
oo domit Venlure { Partnership 3. . Managed / Relaled 5 Leased
2. . Operated / Related 4. . Wholty Owned 8. Other {Speafyy

In sceordance with ihe Lledicaid Agency Fraud Detection anid tnveshigation Program iule 42 CFR 455,18
all cost reports submitled 1o the Ohio Department of Medicaid will be certified as {ottows:

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT, OR CONCEALMENT OF
A MATERIAL FACT, MAY 8E PROSECUTED UNDER FEDERAL AND STATE LAWS AND PUNISHED BY FINE AND/OR IMPRISONMENT.

! hereby certify that t have (ead the above slalement and lhat | have examined e accompnriying cost report and supporting schedules and
atiachments propared for (hanic of piovider; . Medicaig Provider Number

for the costseport penod beginning _ e _andenoing . and thigt 10 the hest of sy knowlerlge and beliet,
1is & ue. accwale, and complele slalement prepared from the books and records of the provider(si in accordance with applicable instructions.
excopi as noled,

Signature of Owner, Officer, or Aythionyed Represenlative of Piovider Date of Signature

Penl of Type Nanre of Owrer, Otficer, of Authon=ed Represenlalive of Provider

{Lasit {Fusiy (RN
Tille fTelephone Number Email Address
) |Area code { )

Report Prepared by (Company!

Report Prepared by {Individual Title
{.asit {Fiisty [EURE]

Addrass

City, Slate, Zip Code

Telephone Number of Person Prepanng Cost Repori Ernad Address
Area Code ( )
Location of Records or Probable Audil Sile Tetephone Number for Audil Contact Person
Area Code | i
Address Couty
13
City State Zip Code
NOTARIZED
Subscnbed and duly sivorn befare me according o law., by the above named officer or agmmistratos this day of . -
20 at . county of . and state of _ .

[Signature of Nolary ;
{

!

i

IFS 025248 {REV. 12120131 TN 13822 Approval Uatgm 2015
' Supersedes
TH 12-001 Effective Date 01/01/14
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SUMMARY OF INBATIENT DAYS

Attachment 4.15-0
Bu gplement 1

Hage 33 ol 61
Page 3

Schodule A1

. [Provider Name

i

wMedrald Provider Number l
]

H

Reporting Penod
From:

Through.

IMETRUCTIONS: All data must be staled on a service dale (acerual) basis. For exarnule. Jannary data ivordd inctude only the
days ang bitngs for services rendered duiing Jammary, Nuising Facilities must fepori each medically necessary leave day
absence as eithet 50% o 18% of an wpalient day. Pleass refer to the Ohio Adminmstiat.ve Code for delails.

of hiedicaid Patients 1 Non-Medicaid Patients otal
gMedxcaid d " Hospilat | Therapeulic ~Total Medicaid  Managed| Private  Medicare  Veterans and npatient
" Cortified ¢ Days Leave Leave Days ¢ Care Days Days Other Days Days
i ! Bods Days Days  : {(sumcols. 2417 Days ssum cols, 50
! W 50%; (@ 50%:1 ‘
) 11 [ G ey 5 161 (71 (LI 193 (10 i
TR : '
i .
+ e H . . o -
}:‘ Fatr i ;
i ’ - ? , | —
0 Mar : ! . : :
: ! i ,
W Rpr : ! ! " T
I i ; | - : + . Ji
1 May | K i ! T ! '
; X 1 i i :
B, dun T i ¥ ; ! K
; d i i ; ! i ; i
ol i : j 1 ! !
! ; . ! i i ‘ j
8 Aug . H i : )
IS SISO SEPS - - J— i
£ 5
i om I — N 1
4 S 4 ! | _ -
1 Nov . f . :
7 Dec | o - 1 ’ ; ’_ :
e ! i § : ;
g:} TOTHL . ; i
sun ol ' . ]
tings 1 . §
throughi ! ! i
o . :

i

Schoaule A

ecule A

i

page 1. bne 7

b Columir2

Mok Al RAve days shoud soun

1 wo gecmal Hacns

JEG (Z524N (REV. 12.2013)
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Page 4

Schedute A2

5Ptovide: Nanie

L

!

Wedleaid Provider Number

Reporting Periog i
From: Thiouph 2

INSTRUCTIONS: Enles gross charges for sesident days soporied m Schedule A-1 and Atachment 4. These G1oss charges nwst be

unilorm charge sunciure applicable o alt restdents

roported tom a

§ Medicgre Part B Prvate  Medicars | Veteran  Lledicaig ' Tolal Revenuo \
§ Pomary Paver is: P PanA o and tsurn of columns
BECTION A: REVENUES Mudcaid 1 Other | j Serdizes ' Olher 2through 7y
L {1t NS SO 1 SOOI DO U {1 NS PR - WL 1 8
} . i
1. Medicd! Suzlies Revedue . ; ; } —t
Y - .
f}y Peicent of Mecical Supglics Revenue Hv Paver Source ! L | AR |
A : ? {
: i
F‘Z;‘; fedical Mmor Eawimmernt Reverne ; i R | i ¢
v T ’ o !
H ' . £ H . s !
12b. Percent of Medicat Minos E-u sinent Reveaue by Paver Source i : i i <L,
bl | ;
3a. Enlerst Feeding Rovenua i ][_ i | ‘
. Al
3b. Petcent of Enteral Foeding Revenue by Paver Source ‘ | , i i 100%
! =t
{ H

Total Revenue hy Payer Source

MEDICARE PART B OF FSE

LCULATIONS

.00 the sehiodyles and linos -denlifiv m tine G abuve

'SECTION C: ANCILLARY/S UPPORT COSTS - OFFSET

8. Adcillary/Support costs IScheduln C ine 80. cotunm 316 31
L. Scludule C inos 18 24 51 52 53 and 72 column 31

8. Tolal costs (lolal of Schmdule B-1 te 5. Scliedufe B.5 Tre B
} .Schedule € ine 80, Schedule D tine; 12 and 18 column 3

0. Anciltany /Suppost costs os a perca 11 of rotal cosls

T Costs offset { ot tine 7 colunin 5 above |

i floe B divd=d b une

427 ancillaryTSUPROT Cosis [0 be offset fime 103+ Twe 171
i offsel osts o Schodule €n- 6 columi 4

JFE 0282400 (REV,

1212613

1

i

1.
j Medical | Medical | Entorals | Total
SECTION B: COSTS * Supplies | Mitor Oliset
i . ¢ Equp, | !
) NE - . LTS S WO ) SR .\ (5)
§. Peicentage of Medicare Pant B charges vhere primary paver 7 i
is Modicaid (fiom Schedule A2 calumn 2. apphicablo ine by i ; N
6 Cosls fronn Schedule B-2, me 16 coluinn 3, and Schedule G ! !
| lnes 10 and 35 column 3, !
7. Cosls to be offsel (line & tines ling 61. OHse! Costs 1t colunin 4

TN 13-022 Approval DateDEC @ 2 2015
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Page &
SUMMARY OF COSTS Scfigtnie A-3

Provide: Name Medicaid Provider Number Reporting Period
: Frons Tliough:
h i ’ Schedule Sub ‘; P » T‘oAlal l
REIMBURSABLE COSTS . Reference . Tolal Cest
: Cine
J— } {2}

TAX COST CENTER
1. Tax Cos! i B-1kne5Col 7

DIRECT CARE COST CENTER
2. Duect Care Cost " B20ine 5B Cal 7

ANCILLARY/SUPPORT COST CENTER , .
3. Anciltary/Support Cos! : ing 80 Col 7

_ CAPITAL COST CENTER _

L4, Assels Acauired Group A Dine 12Col7 _j
5. Assets thiu Cliange of Opeiator Group B D line 14 Col 7
6. TOTAL CAPITAL COST (Sum of lines 4 and S5tCol 2

7. TOTAL REIMBURSABLE COSTS
! Isum oflines 1.2, 3 and 6¢Cot 3

RECONCILIATION OF COSTS

.8

Schiedute / Totat : Adwsiments Adssiea Toial (Ot (Allocales ‘
Ling & Increases (Decrensesy Adwsten Totat
: . N 2 ) () J
\8_____BIS oo I col 4 e ] S O
g B2/58 col 3 col 4 icol 7
10, Cio6 cot3 rotd ol ¥ j
1Y, 0¢12 cat 3 ol 4 ol 7 4
112, D118 col 3 col & col 7
; 13, Yolals K] (ApS 3
4. Less Non-rembursable iom Schedule €. page 3, tine 95 ... ... : ol 7 3
16 Tolat Reimbursable ... ... . 5 (G

1AL Agrees o Total Expenses per Working Trial Balance.
B4 Ngiees o Altachment 2, ine 21, colunin 4, ang Schedule /-2, lines 7 and 12, column 5
G Agrees o Scheduie AS e 7. colurmic 3.

NOTE Al ecst dala should be founded o (b acares! whole doflar

T 13-022 Approval Dat 2015
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Page 6
TAX COSTS Schedute 8-1
Provider Name i Medicard Provider Number Reporting Peitod
From: Thiough:
- TChart  Satary ° Other! m Total TAdusiments ~ Adusted | Aloc | Allocaied h:
TAX COSTS ;o of Facilily Contract " Increases ¢ Yolat Tt | Adwst. Tolal |
Acct Employed| Wages | [Col 1+Col 2] | (Decreasesy . [Col 3+Col ﬂé {Col 5xCot 6]
i (11 (2 ' (3¢ N 4) 5¢ [T i
1. RealEstate Taxes T . 80RO , X {
2. _Peisonal Progerty Taxes ' ' 1 ! . ) . i
3. Franchise Tax (atiach FT 11201 ~ : ! i ‘ )
4, _Commerclal Activity TaxiCATL ™ ; i M
‘5. TOTAL Tax Costs '

tsum of lines 1 thiough 4

i H

if atlocation is used, kit the precisian o fourplaces 1o the nght of the decmal.

Note: All cost data should be rounded 1o the neares? whole doltar,

TH 13-022 Apoprovai Date
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Puge 7

DIRECT CARE COSTS Schedule B2

Tof 2

IProvider Nama { fvethcaid Provider Nomber lReuon—mg Poriod |
[ S L Frome . Twowge ]
- " Cnar{| Satary Olherd’ *  Tolal t Adwstments . Adisted  Allee.  Eiocated
OIRECT CARE COSTS of | Facitity Contrac] Increasas fotat T Adwsl. Totat

Acct  Emploved  Wages R Cot 1*&0! ?h 1Dowzedsest « (Co 3+ Col ) + {Cot 5xCol §)

121 1% &' 7

MURSING AND
HABILITATION/REHABILITATION

T, _Maedical Duector - o
2. Buector of Nursing
2. BN Charge Nurse o e
4. LPN Charge Nurse
5. Retislered Nurse -
5. Lunsed Braclical Wurse
7. _Nursc Aides - P
B vahiiilalion Stalf .
19, Resawalory Theranis]

10, Qually Assurance
AN 1. Behavioial and Mentat Heallh Scn es
12 EEN _Gonsulling ond Maliadeneni Eecs - Direcl
13 ij_cg _Qgpc:t Cme Specityvpatow
14 Homp Offico Gosls/Direcl Gare **
15 TOTAL Rursing and HablliaTlon/Refabtfiafion
tsum of knes 1 through 14
MEDICAL HABILITATION, ARD
UNNER&EAILERE_C UTION SUPPLIES
‘b . Medicat Supplies - .ue}!rl!a
7. Meaicat SupplleR : Medicare Non-Siltable
B Oreyiyen - Emergencv stand-Dy
18 Oxvgon - other than Emergoncy stand-by foniv thyouyh 231131

207 Havilildlion Suppties

21 Univarsal Precau‘(mn Supglios ™
22 TOVAL Medlcal, Hablitalion, and Unive:sal

Precaution Supplies Isum of lites 161 thiouen 291
PURLHASEB' ﬁﬁ”ﬁ‘sme SERVICES

k! Ragsiores ver Nurse - Purchased fagrsinn e
24 Lwensed Practical Nurse - Puichased | Nursmf‘ i
25 Hurse ‘Aides ~ Puichased MUrsm
26 TOTAL Purchased Morsing

fsum of hnos 23 througl) 251

Ling 1.3 Qthar Drect Care - Specify below

Salary I Other |

Adecount Tille Coturan 1 Colunn 2 ;
i i

{ 1
| !

1
ITDTAL Imust tie o lme 14, Cotumns 1 ang 29 !

Home ofilcs ©osle are Lo be onlered on ling 14 only. The v are ol o be distibuled o any olher ing on this schodule

tf atlocatinn s used. e allocation sativ should be eatculated to fore places 1o the tight of the decsimal.

Note. Al cost data sioutd be ioundes to e naaiest 1whole dollar,

JFG 026240 (REV 1272015)

TN 13-022 Approval Datemz zms

Supersedes
TN 12-001 Effective Date 01/01/14
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Appendix A pp Page 38 of &1

Fage b

OIRECT CARE CDSTS Sclwdule 8.2

2002

iPioviser Name ’ ! Medicald Provider Number {Reporing Perioo |
I Froj: Tlaougl |
T oo " i - “Chait | Satary Other/ Yol Adpisimenis  Adpisied  Allon ] »\nocatgd—"!
DIRECTY CARE CDSTS of Factily | Contract licrenses Yottt Aoust Tol |

Aot . Employed Wagos  {Ccl 1*00!.’:(E {Decrenses| * {Col 3+Col *1 Col 5xCo 6} i

4] 51 16 i7) :

NURSE AlDE mAmst: o
£

. pet Nurse Aidos

i ‘9 Clvmc;(\:“aqcs MJISEAIGES .
aO Books and Supgiies
JI Transponalion
32 Tunilon Pagonts
.33 Tetiot] Reinibursement

31 Ccnuaclual Pavmenls o Oxhe: N s

37 TOTAL | Murse Alde - mlnlnq
isum of fines 27 throeqh 36)

DIRECT CARE THERAPIES
. 28 _Phwsicat Therapist T

59 Phvsical Thaiapy Assstant
40 Owuunllonnl T!lﬂldmlﬁ!

echi T The: ap!st
AudiOlomial
Pavrolt Taxes « Tﬂmtﬂw

Workers Compensalion - Tweragy
Emplovee Fuirzo Benafils - 1harnpy

EAP Admirist ol - jhgra

Self Fusided Pragiant Admin, - Therapy

Statf Dovptopmont - terdgy

TOTAL Dircet Care Ynemptes

{sum of laes 38 thiough 491 —

PAYROLL TAXES, FRINGE BENEFITS, AND

... STAFF DEVE(OPMENT T (Mo Puichesey Nursings

- Direc) Care

t Powroll Tags .
52 Worker's Con-gnsplion - Dot Cpits

{ 83 Eniptoves Fringa Banalis - Duect Core
L53_EAP Adminishialos - Dired] Care

5580l Furided Prograns A, - Duoct (,am
" 50_ Siaff Devslopiant - Diect Care

57 TOTAL Payioll Taxes, Fiinge Bonﬂ -fifs. and

58 TOTAL REMBURSABLE DLRFCT I‘ARE
COST 3T psom of lines 15 22 76 3,50 ant 57

B U VO N

if allocaton 15 used. the allocanca ratio shoidd te caiculated lo fowr places 1o the nant of he decimal.

Hole: All cost data stiowd b2 sounded 10 the neares! whole dollar

JES CZEDNG (REV 11700173

TN 13-022  Approval DateDEC 0 9 2015

Supersedes
TH 12-001  Effective Date 01/01/14
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Page 39 of 614
Page 9
ANCILLARY/SUPPORT COSTS Schedule €
fefl
Evider Name i’ Medicard Provider Numher lReporfmg Period i
i Fiom: Througlt’ |
T "TChart| Balary | Ottrer/ | Yolal ‘Adwstnienls. Adjusled T Alfioe. | Allocaisg
ANCILLARY/SUPPORT . of | Facitity ; Contract : I Increases ¢ Toal Tt Adjust. Totat .
! Acct . Employed + Wages {Cot 1+Cot 2]§ 1Decreasest JCol 3+Col 4}, {Col 5xCol 6] *
o 111 12) 3 sy 5] 69 17}
DIETARY COST
1 Deelitmn 7000 i ! ; e
l}:"-'_-w _Food Service Supervisor 7005 i i N . :
3. _Dmlary Personnel L 7015 ) ! ‘
'3 Dielary Supplies and Exoenses N Y7025 : ) ! A
5 Dielarv Minor Eguipment 1 7030 : i ; ;
18, Dretary Mainlenance anid Repan ; 7038 o ; ! i
L. Food In-Faciily 7040 [ )
8. Employee Meals X {7045 : i
2. . Contiact Mea'siConilipet Meals Personnel | 7050 i '
10, Enterals: Medicare Bilable . 1055 : F
11, Enlerals; Medare Non-Billable 17056 :
12 Payroll Taxes - Dibtar 7060 : . .
13, Workers' Compensation - Dietary 7068 i i ot
14, Employee Fringe Benefils - Dielary 7070 ! : )
115, EAP Administiator ~ Dielary 7075 !
116, Self unded Programs Admin. - Dielary
17, 8laif Developmont - Dietary
118, TOTAL Diclary {sum of tines 1 thiough 171

THEDICAL RECORDS, PHARMACY, AND

__SUPPLIES _ e
118, MedicatiHabititalion Records |
.20, Phartiaceulical Consultant 7110 | !
‘21, lncontinence Supplies 7115 :
22 Parsonal Care - Sypplies 7120
23. Program Supptics N 7125 ;
24, TOTAL Medical Records, Pharmacy, and ! ! K

Sugplies {(sum of lings 19 througl 231 i | ‘
ACTIVITIES, HABILITATION, AND
| SOCIAL SERVICES

25, Activity Direclor . ) 7201 : 1 '
126, Actwity Staf 1721 ; !

i27. Recreational Therapist v 22 !

28, Psycliolugist s 7231 j i :

128, Psycholomy Assistam | 7241 ! . i o
130._Socrl WorldCounseling b 7om1 ) )
‘31, Social ServieesPaslorat Care | 1261 f -
32, Habilitation Sugenisor 7271

133, Peogram Dieclor - 7281 ! ] T

347 TOTAL Activilies, Habiliation, ang
Social Services {sum of lines 25 toush 33)
MEDICAL MINOR EQUIPHMENT
135, Medical Minos Equip. - Medicare Biltable B
36, M edical Minor Equp. - Medicare Non-Bilable
'37. TOTAL Medical Minor Equipmeny
(sum of lines 351hiough 36
UTILITY COSTS
38, Heat Liuhl. Power
38, Water and Sevarc L
40. Trash and Refuse Reynoval
41, Hazardous Medical Wasle Collection
42. TOTAL Ulitily Cosls
{sum of lines 38 throuah 41,

-

Jas

if allocation 15 used, the altocation ratio should be calcutaled _lo four places to the right of the decimat.
Note: All cost dala should be rounded 1o tle nearest whole doltar.

TH 13-022 Approval UateDwEE_ioiz 2015

Supersedes
Th 12-00% Effective Date 01/01/14

JES 02524N (REV 12/2013)
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Page 10

ANCILLARY/ISUPPORT COSTS Schadute C

2ot3

{Provider Name Medicaid Provider Numper IReporting Penod —!
From. Thraunt. .

e - "Chan T Satary . Other! Toral  Adiusiments  Adiusted + Afoc. | Aceated
ANCILLARY/ISUPPORT of Faciity  Contract | - Increases . Total "' Adjust Yotat|
Acet Employed Wanes 1Col t+Cot ”Pmecreasesf {Cot J*Catdel HCat 5xCot &}

ADMINISTRATIVE AND GENERAL SERVICES

4% Adminesirator

5t (70

Qther Administrative Bersonnet

Canstiting and WManagement Fegs - Ancntlar,/Suppoﬂ .

— SRR P e m.._{
Otfice and Adnunistrative Sucohes : : s
._Communicanons - : ; ;
48 Secunty Services T ! : ! N
49, fravel and Enlertainment o ) } :
350 Resident Transporaton (onty throunn a3 3] i : ! :
51 Loundryltousekeeping Superisor - ! | :
'52 Housckeeping ' 1
53 {aundry and Linen : | N
B4 Legat Services . i .
B8 "Accouiting : B
!56 Dues. SubScnations and Licenses 7660 : '
87 "inforest - Other 7685 1 .
{58 nsurance ] 764 : o
59 Datn Services. 7675 X : §
60 Help Wantedllntormauona! Advertising N 17680 ! | H
61 Amortization of Start-Ug CosLs © 7665 |
62 Amortization of Organizationat Costs . 7686 : | . |
{B3__Other Anciitan /Sugport - Spetity befow 7650 e .
84 “Home Office Costs - Anciilary/Gusoon - 7695 | ' i :
{68 TOTAL Admintstatlve and General SGrvices : )
1sum of hnes 43 throtigh §41 ! i
T MAINTENANCE AND MINOR EGUIPMENT -
66 __Plant OperalionsiMaintenance Supernsor 7700 : ; |
57 __Plant Overaons and Mantenaiico 7716 | !
{68 _Repei and Maintenance N i »n I S N
5% Mmor Exdipment o 7730
L0 _Custom Wheetchairs ‘only througn 127347131 ) 7735
il Leased E yummant ¢ 7730
i72 "TOTAL Wointenance and Minor Equipment i '
sym ot dnes 68 fough 71 R
PAYROLL TAXES, FRINGE BENEFITS, ARD
. STAFF DEVELOPMENY e
73 Payroll Taxes Anrmnw/%tspnor‘n 7EB0 : | :
74 Workers Compensation - AncifaeyStenert 7T Ty ) ] .
i75 Entploves Fringe Benelits - Ancilla lary/Supg ort 1820 N o |
76 AP Administator - Ancifiary/Sur sor 7839 . B k
il “Sell Funded Prog. Admin_ - AncitaryiSuoport” 7840 | T - ; N i
78Sl Development -~ An_ftary/Suypon 7850 1 : !
79 TOTAL Payrelt Taxes, Fringe Benefils, and Staff

Devetopment 1sum ot tnes 73 throush 79

80 TOTAL Retmbursable Ancitlary/Support Cost
tsumstlines 18, 24,34, 37 42, 55, 72 and 79)

Line-63 Oihier Ancittary/Sunport

AT

PR S NGR J

Ageotnt Vile

Satary
Cotunin 1

Other
Cotumn 2

]

olymns and 2;

TOTAL (must e tg tine 63

Note' Att cost data should he rounded 10 the nearest vittote dottar.

JEG Q25240 (REV 1202000

Home office costs are 1o be enfered on bne 85 only. They are not 1o se distnbuled © any other tne on this s v

1t altocation 15 used, the aflocaton rwo shoutd oo calcutated to lous ptaces 1o the nght of the cecmat.

TN 13-022 Approval DatDEC 0 2 2015

Supersedes

TN 12-001 Effective Date 01/01/14
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Brovidar Name'

AMCILLARY/SUPPORY

ANCILLARYISUPPORT COSTS

Attachment 4.15-D
Supplement 1

Page 41 o1 61
Paao 1y

Scheduts

L NONREWBURSABTE EXPENSES

8! Legend Diu-s

82 Radology

B3 Lanomaigy

84 _ Non-Emetgency Oxygen {GH or giter

sat 2
- fedicaid Frovider Ntimper Revoring Poncd ) B
— - - . .. Fiom: e e
TTTTTTTTTTT A T saay ] Cihor ¢ [om T T Adustments T TAGused T Alse T Alacaied
ot Faciity [ Contract | tncreases © Tout Tt | Adust Totat s
. Acct | Enployed | Wages l(C:o' 1+Cat 2 {Orcreases) {Cot 3+Col 1) ot SxCat &3}

151

B5 | Ofner Non-Reimbinsable - 8¢ ecty datow

A6 Late Fews, Fines or Penaliies

Federat ncame Tax
Siate Income Tax

“ogil incoing Yax

L ~~~~~ B e O—

‘ingurarice - Otfcers Lie

17 Promotioniit Adverisiny And Marketng
92 Contnbauons and Bonatigns

°3 gadDew_ . -
94 Pareniem! Mutrihon Theragy

95 “Franchise Permit Fees

‘86 TOTAL Non-Retmbursable EXpenses,
SUIT of bries 84

TOTAL ancittary/Support Cost

.. sum ol nes 80 and 96:

Retmbursable and Non-Reimbursabte

Line 85 Othes NonsRembursaty o

Account Title

Saary
Column t

" Other
Colurnn 2

Noter A Cost data shoutd b rounded 0 the nearsst whok dottar

e

SEZ ORI REY 120030

atioanton 5 used. Ihe aiocatiun ralo Showd be coloutated 1o iow places 16 he aaht ot ing gecimat,

TN 13-022  Approvai DateEC § 8 2015

Supersedes
TH 12061 Effective Date 01/01/14
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Page 42 o1 671

Page 12
ADMINISTRATORS' COMPENSATION Schedute -4
’Provider Name hedicaid Provider Number Reporing Period -l
From: Through: ;
SECTIGN A
First Name ot Administrator Last Name ol Admimstrator Administrator License Number® Sotiat Security Number
Retationship o Provider
Is the gemmistiator an owner or a retative? - Yes e
L. Base perceniane atlowance [ 100%
2. Years ol work experience in retated work area, it admintstiative, must be in !
heatth caze field {not 10 exceed 10 years ). — Times4= | R
3. Years oliormat education beyond righ schoot {not 16 exceed six yoars it
baccalaureate degree is obtaned or tour years it bacealaureate in not olitained } Times 5= | %
3.7 Was baccataureate degree oblained? e Yes i Ne
4. Duties other than those nermatly performed by this position where a satiry is not dectared {nol o ezceed
four exira duties; ’
a. Accountng
b. Maintenance
. Housekeeping
¢ (Hher - specity
e Other - specify
Totat Dutles Times 4 = { Y
5. County Adjusiment | %
6. Ownership Pornrs | oz
7. Subtatstotlines 1 trough 6 ! %
8 Attowance Percenlage {enter tine 7. not 1o exceed 150%). | %
SECTION 8:
- This Administrator's Dates of Employmenf ‘ ! Faid Weekly - Compensation )
During This Reporting Penod | Hrs ; e ¢ Account | Cotuinn ¢ Arrouni f
i . . L o Number | Number !
¥ Beginring Dats ' Endiny Date 1 ; A ‘ :
' {(MMDDYY) MIMDDYY) ! ) .
‘ i1 _ 121 (3 [ I 181 B! !
f T =
‘ ! ¥ 2 |
; ; . ) -
B : ; - ot e i, ‘
" YOTAL COMPENSATION -

" Adminisuators of hospitat based nurstng lacities report Soaist Secunty number.

© Report the number ol hours cons stent wih the amount of coinpensation reporfed 1 the amount in cotumn 17}15 attocated. hours patd
must be atiocated using the same ratio

>t This'schedute must be completed for alt adminisrater s regardiess ol whether the administrator's satary is feported in account number
7800 or account number 7695, {Use onty account number 7600 or 76595, whichever & apprognate.
)

TN 13-022  Approval DateDEC ) 2 2015

JFS 02524N (PEV, 1212017 Supersedes
e R AR TN 12-001 Effective Date 01/01/14
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Page 13

OWNERS' / RELATIVES' COMPENSATION Schedule C-2

OTHER THAN COMPENSATION FOR FAGILITY ADMINISTRATOR DUTIES tof2
Provider Mame Redicaid Provider Numbes Reporting Period o !
Fiom, Thiough: o _

INSTRUCTIONS: I no compensalion s repastad do nol comglele This fonn. ofherwise all dems within this schedule musi be comnpleled.
However, Social Securily numbers are nol requured for aon pialit or govemmentat iaclities. Detad cwners' andior relalives’
compensalion included on Schedules B-2 and € nal of applicable Column 4 adwsiments

Indwiduat’s Socral Secunly | Poston | Relationship Years Dates of Employment | PaidWeekly | ___ Compensaton
Name Number Number io of Dunng this Reporting Hours o Accoun] { Cal. Antaunt
. Owner Exper. ____Penod : Nunber | No.
Beginning Ending
- {1 {7} {3} (& {5} {6) (5} (8 1) {10} {11} {12y
!

* Repuft the number of howrs cousistent with the amouni of compensalion reported. If the amoun| m columin 12 is allocaled. howrs paid must be aliocatod iho same way.

-

mslruciions: pages 23, 24. and 25 jor position numbers.

TN 13-022  Approval DateJEC 0 2 2015

! 1ar013 Supersedes
JFS 02524N (REV 1212013) TN 12-001 Effective Date 01/01/14



Attachment 4.19-D
Supplement §

Paguado

5111.26.003
Appendix A
Page 14

Schedula C-2

OWRERSRELATIVES COMPENSATION
Zof2

er Number Reporting Period

From:

Thiotgh

5. List all compensalion

However. Bocial Secunly nuinbers are nolequired for nor-profit or governmeniat iac
2. page 1 of 2, andfor owning 2 5% or moie injerest in Hus {a

ems within this scheduie mus! be comnpleted,

INSTRUCTIONS: A
ved from other long-lern care actilies i the Medicald program (in Ohio or other slales by persons listed on Scheduie C
P e — . P i e —
H Individual's Nanie Social Security Naine Number Fedicald Pa'd Weekl Arnouni of
Number of Beds Prsvider Nuinber Houwrs v Compensall
{13 o {3} o 4} 2 (G6) il) )
¢ Hopoil the nuniber of how! lent with the amount of compensalion reporied. i ke anounl in column & is altocaled, hours pand must be allorsted the same way.

TN 13-022 Approval Um&mn % w 2015

JFS 02524N (REV 12/2013) D ;
, upersedes
TN 12-001 Effective Date 01/01/14
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Appendix A

COST OF SERVICES FROM RELATED PARTIES

Attachment 4.48.D
Supplement |

Payw 15 of 61

Schodule C42
foll
wvided Name dieaid Provider Numbor Repor
e+ e e £ S Thiough U
t Inthe amount of cosls lo be rembursed by the Olwo Madic 1SQEGIN, Qr¢ ity Cosis
Yios B ) Mo tyes, compiele tem 2
2 Doos ihis cost report indlude payenents o relaled parlies in oxgess of the cost ad narly? \
Yes NO i yas, complete the jable below
Name of Ownsy Fed Percent Account Actuat Cost Cosllo
i) Ownershy Mumbis Clanned on this Reialed Party
Mg, Cost Ropoit
thy i {5) 6 . (73 I @
?
i . -
© For mation see Qhie &dminisirative Code.

s Sotal Securly numbers are not royur
¥ §

JFS 02524N (REV 12.2013)

5 or non profil or governmania fac tlies

13022 Approval pateDEC 02 2018

Supersedes
TN 12-001 Efiective Date 81/01/14
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Appendix & m%wmmmﬁmww 1 ,
Page 4t of 3

Page 10

5
i

Schogule £-3
2ot 2

Reporiing Penod
Frons Theough,

of Nasenio L _

d comporation. of related LEC
13, andon greal
n-profil and governnenliat |

Wividusls owning great
Mole Sensl Securly numbers are nol ¢

e MName SSN or Fed 1D # Addrass |\ i Stale Zipy Code )
i .- - R S O - [, -
[ I U e e e SR SO
i SN
A— - S - IO
i
4 iig porsons pesforming the dulles of officer, director of eq ence (Preswen], VP, Ssoreiary
Note. Socal Security nunbers are nol iequrad for non-prefil and governmenial fac
Name B o Social .
; [ [ U _—

5. Listalla ¢s Ihal have related o

as sof forih n Seciion 511120 of lhe ORO

. Provider Name Provider Nummber | Muinber of Beds T Proviger Mane T ) her ol Beds
]

o explanabon see Ohio Admmsiative Cotde

TN 13-022 Approval Date @mm @M No_m

- 19 Supersedes
JFS 0252 REV 12/2013
SEAN (REV 12/2013) TN 12-001 Effective Date 01/01/14
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Page 47 of 61

Page 17

COST OF GOODS OR SERVICES FROM RELATED PARTIES

.] .
{Provider Name

Providor Number Reporiing Period !
| o
i R From. Througly

5. Has any direclor, olficer, manager employes. mdnidual or organizalion having a drrect of indract ownership mlerest of 5% or more. been convicied of & uniinal or civil offense relaled to ther
mvolvement in programs esiablished by Title XVUL (Medicare). Tille XIX (Modicaud), or Tile XX of the Socat Security Act as amanded?

Yes . Ne ) if yes. bist names below: Note® Sowmal Securily numbers are nol required for non-profil and governmoenlal facil 1o,
- . R e - -
Mame ¢ _Socl Secunty Number Name Soctal Securily Number ]
.. : . A

7. Hus any mndividuat Surtently under contract with the provider o rolated parly organizalion boen eniployed in a managenal accountmg, audiing, legal or simdar capacty by the Ohio Department of
Medicard, the Ohro Department of Job and Famdy Services, the Ohio Dapartment of Health, Office of the Altlornuy General the Ohso Depaniment of Agng, the Ohio Departinent of Commerce.
of the Ohto industnal Commigsion wihin lhe piovious twalve moning?

Yes No If yes, bisi naines below: Mole” Secial Sccurtty numbers are nof required for non-profit and govemmental factilics

Namg Soctal Securly Number Mame Social Security Nutnber

8 List all contracts i effect during ihe cost roport period for which the impuled value or cost of Qoods of services from any idividuat or orgamizalion s lon thousand dollars of more in a fwelve
month poned

ARALES R =L b GEOUBC Amount o . . - .. -

I — . _ CeamactorNa
}
;
i
i
H
_
i
{

TN 13022 Approval pate DEC 0 2 2015

Supersedes
JFS 025241 (REV. 1212013} TN 12-004 Effective Date 01/01/14
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FPage 48 of B3

Page 13

CAPITAL COSTS Schedute D

1Prowder Name Medicad Prowider Number  iReporting Period
i

| 1 {From: Through' i

INSTRUCTIONS Factiiies that did not changs operator on or atler 710 /93 need only use group A
Factitics that di change operator on or after 770493 use groups A ang B

GROUP A ASSETS ACQUIRED
Chart ot Totat Adjustment Adusted Atloe. Altocated
CAPITAL COSTS Account increase Totat Adjusted Totat
{Decrease} fCot 3 » Cot 44 [Cot § x Cot 8]
11t 124 (1)) 14} 15} 18) i73
1. Bopreciation - Buitding 8010
2, Amortization - Lang Unpioverients 8020 | !
3__Amortirabon ~ Leasehotd tmprove. 6030 |
=, Depreciation - Equipment 2040
5. Depraciation - Transportalion Ecuip. 8050
6. Lecase and Rent - Buitding - . 8060 [ R =
7. Lease and Rent - Equipmetil 8085
8 _Interest £xp - Prop., Plant & Equip. : 8070 R
9. _Amortization of Financing Costs 8080 T
Nonextensive Renavations - Depree ation/Amont zation 8085, 3086. ; | S
10, and tnterest 8087 : | :
17 _Home office costs - ¢apial -~ 8090 |
12, TOTAL Capital Costs Group A i

" Home Office Costs are to be entored on tine 13 onty. They are not to be distributed o any other tine in Group A.

GROUP B ASSETS ACQUIRED THROUGH A CHANGE OF OPERATOR

INSTRUCTIONS. Facilities. other thant (eased tacdities. it cianged opemtor og or aller 710703 use his group e report Lxpenses incurred througtt
a change ol operator on or alter 701,63

Leased lachiies thal changed aperator on or atler 5/27/92 uss this oup to report expenses incurred through a change of opevator on or atles S2TI02.
{Use cotutnn 14} to adjust reported costs to the affowable cosls as defined in Ohio Administrative Code |

Chart ol Total Adtusttnent Adiusted Altoc Altocaled
CAPITAL COSTS i Accout tncrease Tutat e Adiusted Totat
{Decrease) {Cat 3 + Cot i} Cot & x Cot 6}
e L. 12 SRR SN S 1 N N L B A ) W R e
3. Demreciation - Building 11
34, Depreciation - Equipment 8140
15, Uiterast Exp - Prop.. Plant & Equip, 83170
t6._Amedization ot Fmancing Cosls gi80
17, Lease Expensc ] 8195
8. TOTAL Capitul Costs Group B
H

e

" attoration is used, the allocation ratio should be cateulated 1o tous places to the nght of the decimat,

Mofe Al cost daia shoutd be rounded © the nearost whole doltar

JFS GEERAN (REV 12/2012) TN 13-022 Approva! DateDEC @ 2 2015
Supersedes

TN 12-001 Effective Date 01/01/114



5111.26.003

Attachment 4.1%-0
Appendix A

Supplement 1

Page 39 01 61

Page ;9

ANALYSIS OF PROPERTY, PLANT AND EQUIPMENT

Sehudulo D-t

|Provicer Name
{

Wecicard Provider Number JTRepom'ng Pariod
—

1 From: Theough:

INSTRUCTIONS  Facitimes that oid not change operator on o atter 7,01/93 need anty use group A
Facities that did change operator on or after 7:04/23 use groups A and B.

GROUP A ASSETS ACQUIRED
i " Date ' Costat Additions Cost at End Accumutated | Net Boox Vatue Depreciation

ACCOUNT i Accuired | Beginning ¢ of ot Pariod ' Depreciation End of Posiod this

. ot Period  eductions tCat2+ Col 3} . Endot Penod {Cata. Cot 5 Period .

— U VR R v A at o t5) NI 171
i Land ' . —
12, Buildings . |
‘3. Land improvements N : o i ; e
M. Leasehod Improvements i - . X
5. Enuiment - ; :
£, Trans_oration i B . ]
{7. _Financing Costs . i
B, TOTAL B

HOMNEXTENSIVE RENOVATIONS

IHETRUCTIONS : Camprete tor noncexiensive renovations in use during cost feport pencd and completed pror to 70905

T Cost at Additions Project Cost | Accunutated | Net Book vate | Depreciston? § wntercst }'“'“f}gm“ ‘
ACCOUNT Beginning or End ot Peniod | Depreciation | End ot Penod Amortizalion this | Colimns
ol Penod | Reductions | {Cal 1+ Cot 2} | End ot Penod | (Cal 3 - Cot 41 ttus Penog Penod i (€73
(1) %9} {31 (4t 5] 654 i oo 1@ ¢
9. __DepreciaionvAmonization and interest i ! {
10, TOTAL j i ; L i
GROUP B ASSETS ACQUIRED THROUGH A CHANGE OF OPERATOR
INSTRUCTIONS Faclties, other than teased laciilies. that changasd aperator on of atler 770193 use this group 1o 7epar expenses INcurad trrough
a changr ot operator on or after 7:0t/07.
i Dote ;  Costut I Addiions T at End T Aceunionieg . NetBook Vawe  Deogreciation
BCCOUNT L Acaured i Beginning o I ot Period Deprecition End of Penod this
R i otPenod ; Reduclions ; tCot2 + Cat 3}, End ot Periad Cot2-Cot 5y Period
N iy 2. 31 tad 1 g 15]
gt tad o ;
{t2. Buldinus ", . i
13 Egtirment .
3. Financing Costs }
| SRR -yl brtvion. Mbeioadsb S — o
15, TQTAL .

Mas here besn any change n e cogimal hatoncst cost of capitat assats?

YES [N

Hyes. susmad complnie deta.

JFS 025241 {(REV. 1272013}

TN 13-022  Approval Date |

Supersedes
TN 12-001 Effective Date 01/01F14

2 2015
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e 1 Daprecabon for Ending Accuns ooy
Dnprec CiR Paticd | Deprecialion
51 (£} 17} 18 )] eyl 112} L L) D
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TH 12-001 Effective Date 01/01/14
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Attachment 4,19.-D

Appendix A Suppiement ¢

Page 51 o161

Page 2t

BALANCE SHEET Scliedule E

Provider Name Medicaid Provider Number Reporting Period ]

From: Through: ,’

v o ) T Chan ci BALANCE PER BOOKS !
|___CURRENT ASSETS

I Peliv Cash

2. Casliin Banks - General Accouitt

{
£cel No. T Beginning ot Period  End of Penod
H
010§

? 1001

3. Accounts Receivable 1030 -
4. Allowance 1or Uncollectilile Accounts T 1040

15, Noles Receivable 1650 :

8. Allowance tor Uncolleclible Notes Recewable 060 [ ?
7. Other Recevables 1070 ! ;
{8. _Cos! Settlernent 1080 | !
8. _lnvenlories 1080 . ;
10, Pregaid Expenses - | 1100 v i B
11, Short-Term Invesiments g1 . 4
12, Special Expenses i

13, Total Current Assels fsum ol lines 1 through {2}

PROPER1Y, PLANT AND EQUIPMENT

4. Progerty. Planl and Equipment

15, Accumulated Depreciation and Amorization 1250 ;
6. Noiextensive Renovations 1300 :
'7_Accuniulated Depreciation and Amortizalion - Nonextensive Renovalions 1

18. Tolal Property, Planl and Equigmenl {summ of ines. 14 through 171

i OTHER ASSETS

18, Non-Current jnvesiments

'20. Dewosits

E’L Due tront Owners/Otficers |to Scit. E-1. lie 23

22, Delered Gliarges and Olitor Assels

v;a. Noles Receivable - Long-Temt

2%, VolaT UANGr Assets {surh of ines 15 Birough 4.3}

25, Tolal Assals (sum of lines 13, 18 and 24

CURRENT LIABILITIES (RoBoH cradit halances 55 posiive smsontay

26. Accounts Payable

2010 |
27. Cos| Settlements - ) 2020 :
128. Noles Payable 2030
29. Current Portion of Lona Term Deobt 2040 '
30. Accrued Compertsation . 2080 ;
31, Payroll Related Withholding and Liabilities . 2060 : K
32 Taxes Payable e e - 2080
(34, Otlier Linbilities - Specity below ) ) oo - 2080 ! |
24 Total Gurrenl Liabllitles {sunt of lives 26 fhrongh 33y~~~ " T o - }
__LONG TERM LIABILITIES (Reror credil batances as posmve amouills) ’
135, Long-Term Debt _ ~ L2310 i !
-36, Related Party Loans - Interest Allowable - 2420 :
37. Related Party Loans - Interest Non-Aflowable ‘1o Sch, E- 1. jule 3 {2430 ; '

138, Non-Interest Bearinn Loaits tont Owners 1o Sclt, E-1. Jiie 4}

35 Delerred Liabiiities :

40. Folal Long-TeTm Liahiiies 5Um of inés JHTArGugh ¥4} -

j4t. Yolal Liabllllics 1sum of fines 34 and 40)

2. Capital {lire 25 less lite 41) o Sci, E<1, ite 13

143, TOTAL LIABILITIES AND GAPITAL {must exual line 25)

tine 33 Otlter Liabllilles

Accoun! Titie

Beginning ot Period End of Penod

TOTALS (must tie 1o line 33}

CFS 02824 1REV. 1212013

TN 13-022 Approval DateDEC 9 2 zma

Bupersedes
TN 12-001 Effective Date 01/041/14
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Page 22
EQUITY CAPITAL OF PROPRIETARY PROVIDERS Scliecule E-t
Titis Schedule 15 Qptional
Proviter Name: Medicaid Provider Nuntber | Reporting Peniort ]
: From: Through: |
SECTION A: TOTAL EQUITY
} BALANCE PER BOOKS
TOTAL EQUITY Beginning ol Penod End ol Period
{11 121
1.__Capital (trom Sclt, E. line 42)
2. __Due trom Owners/Otficers (lrom Sch. E. lise 21) N j
3. Related Party Loans - Interes! Non-Allowable (irom Sch, E, line 37)
4.__Non-tnieres] Beanng L.oans lrom Owiters (trom Sch. E. ling 38
S__Equily in Assels Leased tromt Relaled Pady | tatiach detail
8. __Home Ollice Equily  (attach delail}
7. Cash Surrender Value ot Lite Insurance Policy yt )
8.  Other, Specily:
8. Other, Specily:
10. Olner, Specity:

11, Other, Specily:

. Olher, Specitv;

. Other, Specity;

. Otlter. Specity:

._(ther, Specity:

._Other, Specily:

. Qlher, Specily:

._Other, Specity:

. Ohther, Specity:

. _Qther, Specilv:

. Other, Specily:

. TOTAL Equily

JFS 02524N (REV 12/2013)

TN 13-022 Approval [)ateDEC 0 2 2015

Supersedes

TH 12-001 Effective Date 01/01/14
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Appendix 5 Supplement 1
Page 53 of 81

Page 23
REVENUE TRIAL BALANCE Altaclimen] 1
ol 3
Provider Name Medicaid Provider Number Reporting Period |
’ iFrom: Through
- - ¢ Chartot | Total " Adjusiments Adjusted
REVENUE ACCOUNT NAME i Accowft crease ! Total :
. 1Decrense;) . {Col. 2+ Cot. 3y |
: 13) | oF :
; ROUTINE SERVIGE - ROOM ANO BOARD
;.‘.w Privale
2. Medicare
3. Medicaid
4. Veterans
B Sther
6. TOTAL Rouline Service » Room and Board ‘lines ! throunh 5
T BEDUCTIONS FROM REVENUES
L. Conlractyal Allowance-Medicare
8. Conlractual Allowance-Medicaid
9. Contraclual Allowance-Olher

10 Crarnly Allowance

Tﬁ TOTAL De duclions trom Revenues jlines 7 through t0}
i THERAPY SERVICES
127 Physical Therape

13, Occupanonal Therepy . N

4. Speech Therapy N
15, Audiolcav Therapy - R
i16. Respir.atory 1 noragy ] .

17 TOTAL (lines 12 throush 16} .

MEDICAL SUPPLIES : 1
18, Medicare B - Medicaid ...To8ch. A-2, :ine ta Col 2 5070-1
118, Medicare B - Qiher To Sch. A-2, Line ta, Coi. 3 5070-2 .
20, Privale To Sch. A-2, Line 1a Col. 4 5070-3 i
21, Medicare A To Sch, A-2, Line 1a, Col. § 5070-4 |
122 Velerans 1o 'Sch. Az, Line ta, Col. 6 55705 - o T
33 Other Yo Sch. A-2 Linte 1a, Col. 6 5070-6 i
&1_, Medicaid To Sch. A-2 Line ta. Col. 7 5070-7 ! [ S
25. Medical Supplies - Routine . 5080 i |
126, Habilitation Suppiies ) 5085 !
’57- TOTAL Medical Supolies tlines 18 throuch 26) . $ '
MEDICAL MINOR EQUIPMENT -

?8; Medicare B - Medicaid Yo Sch, A-2. Line 24, Gol. 2 - 50¢- 1 i
28, Medicare 8- Other ToSch. A2 Line 23, Col. 3 5050-2 i

30. Prnvate ___ToS8ch.A-2 Line2a, Col 4 5000-3 o i
31 Medicare A ToSch. A2, Line 2a Col. 5 50804 ; '
2. Veterans ) To Sch. A-2. Line 23, Col. & .| 5650-5 ' .

33. Otner ToSch A2 Line 2a Col. § 150808 . U SO ST, e merad
34, Medicaid To Scit. A-2 Line 2a, Gol. 7 1750907 .
35, Medical Winor Equipment - Rout ne B ' _ B0 i |
36. TOTAL Medical Minor Equipmen] ilines 28 throualt 3B . i X R R

JEE 02524N (REV. 122043

TN 13-022 Approval Datqu_c_f(_’iz 2015

Supersedes
TN 12-001 Effective Date 01/01/14
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Appendix A ) Supplement %
Pp l e Page 54 gt 61

Page 24
REVENUE TRIAL BALANCE Altaclitinent !
2al3

Provider Name Hedicaid Provider Number Reporting Penod |

From: Through; f

o i Chartol ! Tolal U Adjustrmenis | Adjusted
REVENUE ACCOUNT NAME Account | ; Incrense Total
| (Decrease) . (Col.2+Col. 3)
iy ! t2) (3 &

ENTERAL NUTRITION THERAPY

. Medicare B - Medlcaid To Sch. A2, Line 3a, Col. 2 . ! : ;
. Medicare B - Other 7o Sch, A-2, Line 3a, Gol. 3 " 5110.2 H —
Private To Sch. A-2, Line 3a, Col. 4 5110-3 i '
. Medicare A To Sch. A2, Line 3a, Col. 5 51104 i )
. Velerans . ToSch. A Line 3a, Cal. & - [ 5110.5 : |
. Diher To Seh. A-2 Line 3a Col. & 5110-6
. Medicald To Sclt. A-2, Line 3a, Col, 7 5110-7 i
. Enteral Nurillon Therapy - Rouline B 15120
.. JOTAL Enieral Nulrition Therapy (lings 37 through 43} o
OTHER ANCILLARY SERVIGE »
6. Incontinence Supply o 5140 ! i
Personal Care - ) 5150 : ]
48 Lauitdey Servnce Rouline 5160 : i
A9 TOTAL Cliter Ancillary Service fines 46 through 48, ‘ ! ; ;
I OTHER SERVICES
50, D#y Cleaning Service . o . . 5310 .
51, Communications L I L5320 ;
52. Meals o i 5330
:53_Barber and Beauly o L 5330 , i
I54. Personal Purchases - Regdants o " 5350 K
T a——— ‘ %50 — i
58. Laboralory o o 15370 f“ ’ j
57 Oxugen o o L5380 . ,
58. Lapend Drugs R : L E360 :
158, Sier - Specity balow 5400

60. TOTAL Olher Services tlines 50 through 59

Line 58 Olher

Accoun! Title Amoun]

TOTAL (must ie 1o IIne 38, Colurmuy 2)

TN 13-022 Approval DateD_EE_ioig 20'5

Supersedes
TN 12-001 Effective Date 01/01/14



5111.26.003 Attachment 4.19-0
Appendix A Supnlement 4

Page 85 ot 61

Page 25
REVENUE TRIAL BALANCE Altaciiment §
3ot 3
|Provider Nante i hledicaid Provider Number Reporting Period
1 Front:  Through;
- Chartot ! Tolal Adjusimenls Adjusied
REVENUE ACCOUNT NAME Account . Increase Total
! iDecrease) | (Col2+Col3) ,

 NON-OFERATING ) -

81 _Manaemen] Services L _ g : i

162" Cash Discotinls ) ] I | H i
63 Rebates and Rewnds T T ey | T

64, Gill Shop N - 5540

m “Vending Machine Revenues . o T mas0p ! : B
6i. _Verding Machine Commissions T ) 5EBA - { '
:67. Rental - Space - <RG0 | ’

88, Renlal - Eguipmeni - ' 8B70 I | i
68, Renlal - Other ) ' o L B5a0 T .
70, Inlerestinconte - Warking, Gamlal ) L..5890 . i ]
71._interes] income - Resincled Funds 5600 J :
72, Inlerest income - Funded Degpreciation 5610 | ]

173, Inlerest Income - Related Pary; Revenue 8620 ! ,
/4, Inlerest Inconte - Corribulions 5625 | i :
175, Endowments - T T D R T
76. Gain /Loss on Disposal of Assels ! 5edo i — i

'77_ Gain/Loss on Sale of Investments SESN : ' ) !
178. Nurse Aide Training Program Revenue " 39660 :

79, Contnbutlons o ) 5670 :
B80. TOTAL Non-operating {lines G through 79) !

81. TOTAL 1Sum ot tines 8, 11, 17, 27, 36. 45, 49, 60 and 80

&

JFSQUB2AN (REV. 1212013

TN 13022 Approvat DateDEC § 2 2015

Supersedes
TN 12-001 Effective Date 01/01/14
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Page 66 of 81

Page 26

ADJUSTHMENT TO TRIAL BALANCE Attactment 2
Provider Name Medicaid Provider Number Repoerting Period
—. — From, Turougit: J
Cmm T " Rovenue Salary - § Qthee ” Total - Expense f !ievenue i
Charot | Ingrease i nerease A Increase ; Chartol i Relerence E
DESCRIPTION © Auccount tDecrease) | (iDecruesst {Decrease) Acconnl 1 Atfachitient
Number ! (Col. 2+ Col. 3) Nunther { Line !
(1} 23 ) 14! )

1, ;
2 - : ; |
i3 . ;
i i 1
¥ T — i T t
. . e E i
e R — ; : !
. — H : ;
70 ’ o : -+ E
11 - - v e - et e !
12, R e ) !
13, : H
= - — : —— ‘ , o ‘
& 15 - WAL 1 smamnaban e et s b rons : : - :
16, . . P R . i
w7 ! ! *
| 18, [ ( y
T e i e S | E e .
20. e : i

21. TOTAL

SEH D2E24N (REV 12/2013)

TN 13-022 Approval DateDEC 0 2 2015

Supersedes
TN 12-001 Effective Date 01/01/114
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FPage 27
MEDICAID COST REPORT SUPPLEMENTAL INFORMATIDN Atlactetient 3
[Provider Name: Medicaid Provider Wumber [Reporung Perod ) i

i iFront: Throuah:

As per the cost report instructions, any documentation {fequired Ly the Departinent or needed 1
clanty individual fine lems or groupings) must be submilted as hard copy and tabeled as an
exhibit. To lacililate the reporting and review process ol the submilled cost report {including
axiubits), the Department requires that exhibils t through 4 shall be slandardized according lo the
tollowing cnteria. Exhilnis | and 2 are reqturer and shall be labejed accordingly. Extibils 3 s 4
: it aeeded. siall also be abeled accordingly. In cerain siluations, It exhibits 3 and 4 are not
applicable, the coresponding extibit number shall 1ot be used. Any other additional exhibit
atlached will be iabeled by number (beginring with 5). Exhibits 1 througlt 4 are reserved tor fhe
specific s as livied below,

Please allach one copy of the fellowing:
Extumt 1 Facility triai balance that details the general ledger account nantas as ot December 31, 20CY.

IF THE CHART OF ACCQUNTS IN APPENDIX A OF ORIO ADMINISTRATIVE CODE

RULE 51G0-3-42 18 NOT USED, IT |18 THE RESPONSIBILITY OF THE PROVIDER TO RELATE ITS CHART
OF ACCOUNTS DIRECTLY TO THE COST REPORT

(Onte copy with caci! nost report is required. )

Extupt 2. Complate and detaded depreciaiion schodules in @ tormat as delined on schedule -2
ot itus cost report, {One copy with eaclt cosi report is retqired.

Exhibit 3, Home otfice [nnl batances and Hie allocation work sheels that show how the home olice
triai baiatice s ailocatey 1o eacll indwidual 1acility's cost report,
Inchide tte account grotipings tor each home office account. The allocaton procedures
ars pursuant lo CMS Publication 15-1. (It applicable - one copy witlt each cosi report is rerjuired 3

Exhibt 4 Copies ol the Franchive Tax lorms 10 support any Franciise Taxes reported.
tt apphcable - one cogy with gach cosl report s required

Exlitit 5 Any oliter documestiation witicl is necassary 1o expln cosis
idently extubils with cross reterences to applicable schedule and line number or term.
example. Exhibi § reterences Schedule C. ine 8, col. 4

Failurg 1o cross-reference exlilits, to the applicable cost report senecule, line, and coluntn
quiatty this report as being ntcompiete. Incompleie tilings can result i} penalugs applier pursuant
1o Ohio Admimistralive Code.

JFS02824N (REV. 1222043y

TN 43022 Approval Date DEC 02 2015
Supersedes
TN 12-001 Effective Date 01/01/14
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Page 28
WAGE AND HOURS SURVEY Atachorent §
Fotz
Provider Hame Medicald Provider Number Reportutg Period 3
From. _ Throcah
INSTRUCTIONS: Repon the number of hours cansistent with the amount ot compensation reported
Column(C)  Enler wages {net o adgustmenis paid to tactity personnel (This must agree with the sum ot cotumn 1 on
Schiedules 8-2. € and Aliachment 2, column 2.

Column (D} Ertter tolal wages pad o an owner ot ite tacility as revorled an C-2 (This 1nust agree vatit Scliedute C-2)
Colunit (E).  Coluntn {C) minus colunin (D1
CalumntF).  Euter tolal ours tiat correspond witly e total wages reported in colontn (C)
Colunin (G):  Enter total hours thal correspond with the total wages reported in colurnn (D).
Column {H):  Cotumin {F} minus column 1G).

o o i Chant Total . Qwners ~  Towl ' Jotal . Owmers i toial
l WAGE COST CENTERS poof | Wages | Wages Non-owner . Hours | Hours . Mon-owner]
| Acct Paid Paid  {WagesPaid! Paid | Pald  Hours Rad!
X ‘ 1A) — «C [ 1 T ¢Fy 1G) g
| DIRECT CARE NURSING AN HABILITATION

REHABILITATION

Medicat Diraclor
Direclor ol Nursing
RN Charse Nurse
LPN Charge Nurse
Reoistered Nurse
Licensed Practical Nurse
Nirse Aides
Htbiltation Statt
18, Respiratory Therars!
10, Quallv Assurance
{11, Benavioral and Meninl Heallh Seryices
J12._Consuling and Managemettl Feus-Drodl

13. _Other Direct Care - Sgecity below

11, Home Otfice Costs/Duroc! Care tsatary]
§ 15 TTOTAL Nursing and Hablitaton / Renabiiaton

isum ot lines ! throush 1.4

] NURSE AIDE TRANING
18 n-House Trainer Wa, cs

i~ BT LI

17 Classroom Wages Nurse Aides W 6511 _ . !
"18. Clinical Wanes. Nurse Aides 6521 ; |

18,7 TOTAL Nurse Alde Tralning (sum of_ ries T8 Throfigh 18]~ ' . i

F DRECTEARE THERAFIES
5

Physical Therap.st ) 5600 { : { !
a1 Poysical Therany Assistant . T aR0s ! ! ] ;
2, Occupalional Therar si B 6510 i . : ; |
123 Occusaronal Therary Ass stant o 6315 i ! { 1
2. SpeechTheramst ~ T 6620 : . !
125 " Audiologist _ - G630 : ] . 1
26 EAP Admipistraior - Therapy | 6864 ! : ] !
27 Seli-Funced Prooram Adntin - Therary ..667C * ; X
28 Sialt Oevelopment- Therapy "7 B -0 ! ; ’ '
128, TOTAL Direct Care Therapics : H ' )
i asum ol bnes 20 throngh 28 ‘ ; ' ; . j
I T PAYROLL TAXES. FRINGE BENEFITS
! AND STAFF DEVELOPMENT - DIRECT CARE .

EAP Adminusiralor - Direct Care . 18730 | i J

Sel-unded Programs Adminisirator - Direct Cae 8730 N ; [

Stalt Developinentt - Direct Lare | 5750 : : 1 i

TOTAL Payroll Tax, Fringe Bonelits, and - : ! ;

Slalt Developmen! (sum ot Ines 30 through 32; i N ; | i

TOTAL Page trumottines 15,18, 25ang 33) e l | . o o

5 saa (REY 1201 TN 13-022 Approval Date[JEC_§ 2 2018

Supersedes
TN 12-001 Effective Date 01/01/14
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Page 249

WAGE AND HOURS SURVEY Altachmen! 5

Qo1

|Provider Name wedicaid Provider Mumber Reportng Perod ]
| ! ) From. Throuot] !
‘ N T Swres TUTew T Toal T Gwners Tl

WAGE COST CENTERS ;oo © Wlages - Nonowner Hours Hours i Naon-owner

Acct | . Paw ; YWages Paid Paid Pad . Heours Paid!

10 tEy 1t )

Al
ANC!LLARYJSUPPORT DIETARY COST.

P25 Diclfian - : :

| 36 Food Service Supervior 7045 . | t .

I"37 Diolary Porsonnet = s 78 J X 3 |
.. 38_FEAP Adminisirator - Dietarv I TN ;

39 _Selt Funded Progrants Admun - Dietary i T80 | !
40 _Statt Develpyment - Dietary :

41 TOVAL Dlelary {sum of lines 35 tirough 40y

;

HABILITATION AND PHARMACEUT]CAL
a3 tuiedlcnlfﬁgplgtanon Records
43 Pharmaceutical Consuliart

(34 TOTAL Habitilation and Pharmacautical
1sum ol lines 42 and 43) .
H ACTIVITIES. HABILITATION, AND SOCIAL SERVICES

! 45 " Activity Direclor H ! : .
46 _Activity Statt T 7211 ! ' X i i
: 37 Recreational theragist o 7221 ! : : '
. 48 Psycholoais] 7431 ! ) ;
{49 "Psycholony Assxsxam N 7241 i J
50 Social Work/CqusgiLn«_, . 7751 | , ]
51, Social Services/Pastoral Care - (7261 | : i
52 _Habilitation Sup orvisar T i _ . ! 1
53 Program Director R | 7261 . : }
; 54 TOTAL Acuivitles, Habililatlon, and Soclal Services i i
L tsum of ines 45 [rouah 53) . ‘ ) !
T OTILIES T
- 55 _Waer and Sewage jsalary onlyt § 7511 | i . !
[ ADMINISTRATIVE AND GENERAL SERVICES ™™
56_ Adminisirator - 7600 i i
{ 57 _ Other Adininislrabive Personnel 7605 ) - ;
1,58 Security Services - 1satary oifly; - 7625 | 1 : : | i
. 58_ Resident Transporialion joniy through 12/3 113 7631 | ! ; N ' '
{60 _LaundryiHousekenring Sup- 1sor - 7835 i ; o .
.51 Housekeeping 7636 , ; , :
.62 Laundry and Linen - e LTBAS e | .
_ 63 Actounting _ ) 7BES N : e
_64 Data Services isalary oviv] ) 7RIS ! 1 i |
65_Olher Ancillarv/Supeon sa arv onty, ) | 7698 ; . '
1,86 Home Otfice Ancitar, Care ¢ alvrv I H ) { X
67 TOTAL Administratlve and General Services ‘ ] ; . r !
: tsunt ol ines 58 fhrouqh 66; o | i i
MAINTENANCE PERSONNEL -
88_ Plant Or-erations Manteran-e Supervisar 7700 ;
! 69 _Prant Overations and W nlenance o AT
.78 TOTAL Maintenance Personnel (sum ot ines 68 and 691

PAYROLL TAKES, FRINGE BENEFITS
' .. AND STAFF DEVELOPMENT - ANCILLARY/SUPPORY
71 EAP Adminisirator - Anciltary/Su; port D R e
| 73 6ol Funded Pros. Admn - Ancltary/Susror . L4 R !
73 Slaff Deve!o' rns'm-Ancﬂaran nort 850 : : ;
74 TOTAL Payroll Taxes, Fringe Senefits, and Staff ' i
Dovelopmen| - Ancitiary/Support 'surm of lines 71 thru 731 . { ;
75 TOTAL Page 2 X . K
m ol tin 44 54,55, 67. 70 and 75) ;

76 TOTAL ATTACHMENT & Pages ! and 2
isimot bnes 34 and 751

S C2024N (REV

TN 13-022  Approval Da@eQEC 02 2015

Supersedes
TN 12-001 Effective Date 01/01/14
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Pane 30

ADDENDUM FOR DISPUTED COSTS Aliacnmem 7

{Pcr;-.vlm';.' Name ; Meticats Provide: Numoes iRepociing Penod !
H |From: Theough: |

IMSTRUCTIONS  This altzchaent 1s 101 the reporing of costs as specified 1« the Ohie Revises Code thal the peovider believes shoula he
classied adlecently than ceqinced on the cost raport

1. Enlecin Ihe "Rectassification F:om” colurmns the specific account tille and charl number as enteced on the cost report. as well as costs applicable
o columns 1 theougly 3.

2. Enter in the "Redlassificalion To" columns the schedule, ling number, and ceason vou believe these costs should be reclasadied

r - Reciassificalion Faom. - - T T Redasaiication Tor 1
T Chan Salacy © Gihet Acfusted ! i ™
of , Facility Contcact | Allosated Schedule | Line - Reason
' CURRENT COST CENTERS Acct T Employed . Wages Telal !
S PIRE WN - (4) (& (5}

! TAX COSTS

[,

i ' f
E) ,
!Zﬁ e s s b S s a2 o m s e N O, S i e, o _w..i et ame [,
8. TOTAL Tax Costs f i
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