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d.9Note: This schedule is utilized to calculate the statewide average annualcompensation 
cost limit for owners and relatives of owners. Wages are to include wages for 
sick pay, vacation pay, and other paid time off as well as any other 
compensation to be paid to theemployee. Please do not include contract wages 
or negative wages on this form. Except as noted below, the amounts reported 
in column (C) must agree to the correspondingaccount numbers on Schedule 
B-1, B-2, and C, column 1. 

In circumstances involving related party transactions, or adjustments due 
to home office wages,the amounts reportedin column (C) may not agree 
to the corresponding account numbers on Schedule B-1,B-2, and C, 
column 1. If theamountsreported do not agree, please explain the 
reason for the difference on Attachment 3, Exhibit 5 [or greater (i.e. 
Exhibit 6, Exhibit 7, etc.)]. 

23. Attachment 7. Addendum for disputed Cost 

This Attachment is for the reportingof costs as specified in section 5111.26 
of the ORC, that the provider believes should be classified differently than 
as reportedon the cost report. Enter in the "Reclassification From" column, 
the specific account title and chart numberas entered on the cost report, as 
well as costs applicable to columns 1 through 3. Enter in the 
"Reclassification To" column, the schedule, line number and reason you 
believe these costs should be reclassified. 

24. ODHS 2524. Attachment 3. Summary of Cost 

Attach requested documentation as instructed. 

25. ODHS 2524. Schedule A? page 2 of 2. Certification by Officer of Provider 

All cost reports submitted by theProvider must contain a completed 

certification signed by an administrator, owner, or responsible officer. The 

original signature must be notarized. Any reimbursement methodology for 

NFs or ICFs-MR which is not addressed in the cost report instructions is 

located in Chapter 5101:3-3 of the OAC. 

If the cost report prepareris a company, complete the "Report Prepared by 

(Company)" line only. If the cost report is completed by an individual,

complete the "Report Prepared by (Individual)" line only. . .  

- i;\-% 
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or 
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Schedule A 
MEDICAID COST REPORT 1 of2 

Nursing Facilities and Intermediate Care Facilitiesfor the Mentally Retarded 

Type of Cost Report Filing pursuant to OAC Rule 5101:3-3-20 and 5101:3-3-24 (Please check oneof the following) 
4.1 Year-End 4.3 Change of Provider Agreement -4.5 Closed Facility 
4.2 New Facility 4.4 Rate Reconsideration 4.6 Amended-

,
This cost report mustbe received or postmarked pursuant to OAC Rule 5101:3-3-20 except for state operated ICFs-MR. Failureto file timely 
will result in reduction of the current prospective ratetwo dollars ($2.00)per patient per day. This rate reduction shall be adjusted for 
Inflation In accordance with ORC Section 51 11.26 (2). Read instructions before completing the form. PLEASE ROUND TO THE 
NEAREST DOLLAR FOR ALL ENTRIES MADEON THIS COST REPORT. When completed. submitto Ohio Department of HumanServices, 
Bureau of Long Term Care administration Audits and reimbursement Section, 30 East Broad Street,33rd Floor. Columbus. Ohio 43266-0423 

Provider Name Medicaid Provider Number Medicare Provider Number 

Complete Address: Federal ID Number Period Covered by Cost Report 

Address (1) -

Address (2) ID Number From: ODH 


State City 

Name 

zip Code - - - - - - Through: County 
I 

TYPE OF CONTROL (Please check one of the following) 
Corp.Proprietaryfor Profit 1 NonprofitVoluntary I 

Address (1) 
Individual (2) 2.1 Church...........................................1.1 Address 

1.2PartnershipCity State 2.2 Other: specify control..................... 
........................1.3 CorporationZipCode - - - - - - - - - - 2.3 Church Corporation. 

1.4 Other:specifycontrol 
nonfederal Government Name and Addressof Owner of Real Estate 

3.3County3.2 State 3.1 -. 
3.4 city-county - I  

1-3.6 Other:specifycontrol 
zip Code - - - - - -

TYPE OF FACILITY 

I - - ~< -3.5 hospital 

Is Facility a Unitof a: Name and Address of Owner (Operator) of Business 
1.NursingFacility -a. Hospital 
2.ICF-MRFacility -b. Rehabilitation Center 

I 	 -c. Other:. specify 
I I, - , 

Zip Code 
ALL PATIENTS 

(1) (2)MedicaidCertified c to ta l  FacilityLicensed beds - - ­
1 Licensedbedsatbeginning of period 
2.Licensedbedsatendofperiod 
3.Totalbeddaysavailable 
4.Totalinpattentdays 
5 .  Percentage of occupancy (line 4 divided by line 3X 100) 
6 1 indirect allowable days (greater of line or .85 X line 3) 
62 capital allowable days (greater of line 4 .95 X line 3) 1 I 
OHIO MEDICAL ASSISTANCE PROGRAM PATIENTS 
7 Totalpatientdays(from Schedule A-I, line13,column 5) 
8. Utilization (line 7 dividedbyline4, col. 1 X 100) t--------l 

EXCEPT AS PROVIDEDIN OAC RULE 5101:3-3-53 (for Nursingfacilities 
EXCEPT AS PROVIDED IN OAC RULE 5101:3-3-86 (for ICFdMR) 
IF LINE IS DIFFERENT COL. DATE BEDS1. CHANGE NUMBER2 FROM LINE 1. NOTE OF AND OF INVOLVED-

ODHS 2524 (REV. 8/97) 
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period  
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CERTIFICATION BY OFFICER OF PROVIDER 
Certification 
Schedule A 
Page 2 of 2 

Provider Name Medicaid Provider Number Reporting Period 
From: Through: 

MISREPRESENTATION OR FALSIFICATIONOF ANY INFORMATION CONTAINED INTHIS COST REPORT, 
OR CONCEALMENT OF A MATERIAL FACT, MAY STATE LAWSBE PROSECUTED UNDER FEDERAL AND 
AND PUNISHED BY FINE AND/OR IMPRISONMENT. 

Ihereby certify that I have read the above statement andthat I have examinedthe accompanying cost report and supporting schedules 
and prepared for (name of provider) , number 

andthe 	 for cost report beginning and ending that to the best of my knowledge 
and belief. it is a true, accurate, and complete statement prepared fromthe books and recordsof the provider@) in accordance with 
applicable instructions, exceptas noted. 

Signature of Owner, Officer, or Authorized Representative of Provider(s) Date of Signature 

Print or Type Name of Owner, Officer, or Authorized Representative of Provider(s) 

(Last) (First) (MI.) 


Title Fax Number Telephone 

code ( ) Code ( ) 

IReport Preparedby (Company) 

Report Preparedby (Individual) Title 
(Last) (First) (M.I.) 

-
~ 

Address 

City, State, Zip Code 

Telephone Numberfor Person Preparing Cost Report Fax Number 

Area code ( ) Area co ( ) 


I Location of Records or Site ContactNumber forPerson I 
CodeArea ( 1 

County 

~ ~~ 

Address 

Zip State Code I 

NOTARIZED 

Subscribed and dulyswornbeforemeaccording to law, bytheabovenamedofficer or administratorthis day of 

19-- at , county of state , and of 

Signature of Notary 

ODHS 2524 (REV. 8/97) 



Medicaid  
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SUMMARY OF INPATIENT DAYS 

Provider Name Reporting Period Medicaid Provider Number 
Through: From: 

3 2  .L 

Page 3 

ODHS 2524 
Schedule A-1 

I 
Note: All data must be statedon a service date (accrual) basis. For example, January data would includeonly the applicable 

days and billings for services rendered during January. NFs must report each medically necessary leaveday and limited 
absence as 50% of an inpatient day. Please referto rule 5101:3-3-59 of the OAC for details. 

Number of Patient Days (Per for PatientsNon-Medicaid Patients Inpatient Days 
Authorized Hospital Therapeutic Total Medicaid Private Medicare for Patients Veterans and 

Month Certified Days Leave Days' Leave Days' DaysDays DaysOther Days (sum of co1.5-8) 
Beds @50% @50% (sum of col. 2-4) 

Census)Medicaid Only Eligible 

(1) (2) (4) (3) (5) (6) (7) (8) (9) 
1. January 

2.' February 

~ ~~~~~ 

3. March 

4. April 

5. May 

A. 


'e 

7. July 

8. August 

9. September 

10. October 

11. November 

12. December 

13. TOTAL 
(sum of lines 
1 through 12) 

ODHS to 2524 	 to ODHS 2524 
Schedule A 
line 4, col. 1 

CONSULT THE OHIO ADMINISTRATIVE CODE RULE510113-3-59 (NFS) AND 51011-3-3-92(ICF-MRs) FOR AN EXPLANATIONOF THE DIFFERENCE 
BETWEEN HOSPITAL AND THERAPEUTIC LEAVEDAYS. 

C - ' G  2524 (REV. 8/97) 
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(line  to  times  
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DETERMINATION OF MEDICARE PART B COSTS TO OFFSET 

Provider Name Medicaid Provider Number Reporting Period 
From: Through: 

Instructions:ListGROSS c h a r g e s  forresidentsdaysshown in ScheduleA-1andAttachment 4. GROSS CHARGES mustbe 
reported from the uniform charge structure thatis applicable to all residents. 

Description 

SECTION A 
(11 

l a  MedicalSuppliesRevenue 

1b Percentage (line l a  col. x dividedbytotal on line l a  COI.8) 

2a MedicalMinorEquipment 

2b Percentage (line 2acol. x dividedbytotalonline 2acol.8) 

3a EnteralFeedingRevenue 

Q1- Percentage (line 3acol. x dividedbytotal on line 3a col.8)-
4 TOTAL (Sum of l a  through 3a) 

SECTION Bf COSTS 

(1) 
5 Percent. of Medicare Part B Charges whereprimary payer 

is Medicaid (fromSchA-2,col. 2, applicableline b) 
6 Costs (from B-1,Schedulecolumn 3, lines 1 and 4 and 

Schedule C column 3 line 11) 
7 Costs to be offset (line 5 times line 6). Offset costs in cot. 4 on 

applicable cost report lines identifiedin line 6of this section. 

SECTION C: INDIRECT COST - OFFSET 

8 Indirect Costs (Schedule C line63column3less 
Sch. C lines, 18, 25, 34.35,36 and 55 col. 3) 

9 Totalcosts (total of Sch. B-1 line19,B-2line 56, 
C line 63, D lines 11, 13, 19. 30, and 44.) 

10 Line 8 divided by line 9 

11 Costs Offset (fromline 7column 5 above) 

-
1' indirect becostoffset 10line 11) 

offset costs on Schedule C line47 column 4 

ODHS2524(REV. 8/97) 



Period Reporting  Number  Provider  Medicaid  
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Schedule A-3 
SUMMARY OF COSTS 

Name Provider 

Through: From: 

Reference Sub Total Allowable Filed CostREIMBURSABLE COSTS Schedule Total cost Patient Per Diem
Line D a w  [C013 / 41 

RECONCILIATION OF COSTS 
Schedule/ Total Adjustments: Adjusted Total (Opt.) AllocatedLine # Adjusted (Decreases)Increases 

\ - - -
Total 

~ ~ 

12. B-1 /19 c01 3 
(1) 

c01 4 
(2) 

c01 5 
(3) 

c01 7 
(4) 

13. 8-2/56 c 0 1  3 c0 1  4 c01 5 c01 7
14. C193 c01 3 c01 4 c01 5 c01 7
15. D '  c01 3 c01 4 c 0 1  5 c 0 1  7
16. Totals $ (A) $ 
17. -Less. - from Schedule C Page 3 line 92 

(B) $ $ 
.............................................. col5 (

Total Reimbursable....................................................................................................... U8 
-

C ) 
). . .c017 ( ) CJl $ 

Summary of Schedule D lines 11, 13,19, 

Agrees to Total Expenses per WorkingTrial Balance. 

Agrees to Attachment 2, line 40, Column 4. 

Agrees to Schedule A-3, line I O ,  Column 3. 

NOTE: All cost data should be rounded to the nearest wholedollar. 
ODHS 2524 (Rev. 8/97) 
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OTHER PROTECTED COSTS 
Schedule B-1 

name of Facility Medicaid Provider Number 	 Reporting Period 
From: Through: 

Chart Salary Other/ Total Adjustments Adjusted alloc. Allocated 
OTHER PROTECTED COSTS Of Facility Contract Increases Total Ratio ... Adjust. Total 

acct Employed Wages [Col 1+C01 21 decreases (Col3+Co14] IC01 5xCol 61 

** 	HOME OFFICE COSTS INSTRUCTIONS: ** 

Home office costs are to be entered on line 18 only. They are not to be distributed to any other line on this schedule. 

P - office costs are only to be entered on the "Home Office" line on all schedules. They are not to be distributed to any other lines.-
*' ,, ratios of allocation are used, limit the precision to four places to the right of the decimal. 


Note: All Cost data should be rounded to the nearest whole dollar. 


ODHS 2524 (REV. 8/97) 
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Schedule 8-2
DIRECT CARE COST CENTER 

, FRINGE BENEFITS,8, 

*** If ratios of allocation are used, limit the precision of the decimal.to four places to the right 

Note: All cost data should be roundedto the nearest whole dollar. 

OLinS 2524 (REV. 8/97) 
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INDIRECT CARE COST CENTER 
Schedule C 

1 Of3 
Provider Name Medicaid Provider Number Reporting Period 

From: Through: 

'FOOTNOTE Total purchasedNumber of meals 
Out-Of-Facility] I Food I 

*** If ratios of allocation are used, the precision to four places to the rightof the decimal. 
Note: All cost data should be rounded to the nearest whole dollar. 

3HS 2524(REV. 8/97) 


