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Schedule E 
BALANCE SHEET 

Provider Name Medicaid Provider Number 	 Reporting Period 
From: Through: 

supersed .­rersedes 
tn EFFECTIVE DATE&!! 
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Schedule E-1 
1 o f 2  

RETURN ON EQUITY CAPITALOF PROPRIETARY PROVIDERS 

Provider Name: 
Through: 

6 Home Office Equity(attachdetail) 

7 Cash Surrender Value of Life Insurance Policy 

8 Other, Specify, 

9 Other, Specify 

- Other,Specify 

11 Other, Specify 

12 Other, Specify 

13 Other, Specify 

Other, Specify 14 

15 Other, Specify 

16 Other, Specify 

17 Other, Specify 

Other, Specify 18 

19 Other, Specify 

20 Other, Specify 

21 Other, Specify 
(co~.1 to E-I, pg. 2 Of 2, COI.2) 

22 TotalReimbursableEquity (COl. 2 toE-1,pg. 2 Of 2,COI.8) 

Reporting Period Medicaid Provider Number 
From: 

( ) ( 1 

ODHS 2524 (REV. 8/97) 



2 
- 

or 
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Name of Provider 

Month Reimbursable 
Equity 

Appendix A 
Enacted 

RETURN ON EQUITY CAPITAL OF PROPRIETARY PROVIDERS 

Medicaid Provider Number 	 Reporting Period 
From: Through: 

Capital 	 Gain (Loss) Withdrawals, Other Increases or 
On Disposal Investmentsor Dividend Increase1 

ODHS2524 
Schedule E-1 

2 of2 

Reimbursable 
Equity Capital 
End of Month 
(net totalof 

columns 2-7) 
(8) 

(decreases)
Beginning During Period of Assets Distribution (Decrease) Due to Operations
of Period 

(6) (5) (7) 

23.January 

24.February 

25. March 

26. April 

27.May 

28.June 

29. July 

: august-

31.September 

32.October 
I 1 

33. November 

34.December 

35. Total 
1 

I I I 
5 3'  4 ** 

36. Return on Equity I X 0.10625 I 

' Estimate Only 
** Maximum Returnon Equity is $1.OO(see instructions) 

INSTRUCTIONSFOR COMPLETING LINE NUMBER 36 

Column #1 Enter amount from Schedule E-1 line 35 column 8. 
Column #2 Enter number of monthsin reporting period. 
Column #4 Enter allowable capital days from Schedule A line6.2 Column 1. 
Column #5 Enter result of the previous calculations $1.OO whichever is less. 
C- ' -?n #8 If result is negative figure enter" 0lines 23 - 34. Do not enter less than zero 

Ob& 2524 (REV. 8/97) 

-

(Ref. Sch. A-3, line 12 col. 5) 



Name 

5030 
Speech 
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Attachment 1 
1 Of3 

REVENUE TRIAL BALANCE 

NameProvider Number Provider Medicaid Reporting Period 

AccountRevenue 

ROUTINE SERVICE - ROOM AND BOARD 
1 Private 
2 Medicare 
3 Medicaid 
4 Veterans 

I 9 Contractual Allowance-Other 

L 


occupational Therapy 
14 Therapy 
15 audiology therapy 

,I 16 respiratory 
~

therapy 
- - I  ~ ~ - - ,- I ,

~ 

17 TOTAL (lines 12 through 16) 
MEDICAL SUPPLIES 

19 Medicare B - Other 
20 Private 
21 Medicare A 
22 Veterans 

To Sch. A-2; Line l a ]  Col. 
To Sch. A-2, Line la ,  Col. 
To Sch. A-2, Line la, Col. 
To Sch. A-2. Line la.  Col. 

From: Through: 

Chart of Total Adjustments Adjusted 
Account Increase Total 

(Decrease) (COI. 2 + COI. 3) 
(1) (2) (3) (4) 

5010 
5011 
5012 
5013 

I 5730 I 1 1 

5040 
5050 

I 5060 I 1 1 

3 5070-2 
4 5070-3 
5 5070-4 
6 5070-5 

ODHS 2524 (REV. 8/97) 




Barber 

To  

-- 

Line  A-2;  Sch.  To  
Sch.  

Sch.  
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Attachment 1 

REVENUE TRIAL BALANCE 2 of 3 


Provider Name Medicaid Provider Number Reporting Period 

Revenue AccountName 

L 

39 Medicare A Col.3a; 
40 Veterans A-2, Line 3a, Col. 
41 Other A-2, To Line 3a, Col. 
42 Medicaid To Sch. A-2. Line 3a. Col. 
43 Enteral Nutrition Therapy- Routine 
44 TOTAL (lines 36 through 43) 

OTHER ANCILLARY SERVICE 
45 Habilitation Sumlies

I I 
I 46 Incontinence supply,
~~ ~ ~~ , - I  

!y  Personal Care-
Laundry Service - Routine 

49 TOTAL (lines 45 through 48) 
OTHER SERVICES 
50 Dry Cleaning Service 
51 Communications 
52 Meals 

t 53 And beauty 

58 Legend Drugs 
59 Other - Specify below 
60 TOTAL (lines 50 through 59) 

Line 59 Other - Specify below 
Account Title 

Iotal must tie to line 59,col. 2 


ODHS2524 (REV. 8/97) 

From: through 

Chart of Total Adjustments Adjusted
Account Increase Total 

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

5 5110-4 

6 5110-5 

6 5110-6 

7 5110-7 


I 5140 I I I 


I 5340 I I I 


5390 

5400 


I Amount 

1 


1 
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ODHS 2524 

Attachment 1 
3 0 f 3  

REVENUE TRIAL BALANCE 


Provider Name Medicaid Provider Number 	 Reporting Period 
From: Through: 

Revenue Account Name Chart of Total Adjustments Adjusted
Account Increase Total 

(Decrease) (COI. 2 + COI. 3) 

ODHS 2524 (REV. 8/97) 
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Attachment 2 

1 of2 


ADJUSTMENT TO TRIAL BALANCE 

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

Description Revenue Salary Other Total Expense ' Revenue 
Chart of Increase Increase Increase Chart of Reference 

Account # (Decrease) (Decrease) (Decrease) Account # Attachment 1 
(Col. 2 + Col. 3) Line 

(1) (2) (3) (4) (5) (6) 
Line # L 

1. Meals 5330 52 

2. Barber and Beauty 5340 53 

3. Vending Machine Revenues 5550 65 

4. Interest Income - Working Capital 5590 70 

5. Nurse Aide Training Program Revenue 5660 78 

6. Miscellaneous Inc., Specify: 

-
8.  

ODHS 2524 (REV. 8/97) 


7 



Z 3-3-202 Appendix A Page 28 
Page 57 of 65 Enacted ODHS 2524 

Attachment 2 
2 of 2 

ADJUSTMENT TO TRIAL BALANCE 

Name of Facility Medicaid Provider Number 	 Reporting Period 
From: through 

Description Revenue Salary Other Total Expenses Revenue 
Chart of Increase Increase Increase Chart of Reference 

Account # (Decrease) (Decrease) (Decrease) Account # Attachment 1 
(COI. 2 + Col. 3) Line 

(1) (2) (3) (4) (5) (6) 
Line # 
21. 

22. 

23. 

,y 2 8 1% 
ODHS 2524 (REV. 8/97) 



1 
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Attachment 4 
PAID NON-MEDICAID LEAVE DAYS 

Provider Name Medicaid Provider Number Reporting Period 
From: Through: 

INSTRUCTIONS: 

Record monthly the non-Medicaid leave days paid for by payers other than
ODHS. Paid non-Medicaid leave days 
are hospital, therapeutic, or any other leave day paid for by a non-Medicaid resident. Non-Medicaid leave days 
are counted as inpatient days proportionateto the non-Medicaid per diem rate paid. 

MONTH 


JANUARY 


FEBRUARY 


MARCH 


APRIL 


MAY 


JUNE 


JULY 


AUGUST 


SEPTEMBER 


OCTOBER 


NOVEMBER 


DECEMBER 


TOTAL 


TOTAL PAID NON-MEDICAID LEAVE DAYS 


Percentage of per diem rate paid by non-Medicaid residents for leave days 

ODHS 2524 (REV. 8/97) 



