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Provider Statistical and Reimbursement System

1 Introduction

The Provider Statistical and Reimbursement (PS&R) System produces a variety of reports for Fiscal
Intermediaries (FlIs), Medicare Administrative Contractors (MACs), the Centers for Medicare and
Medicaid Services (CMS), and Medicare Part A providers. These reports accumulate statistical and
payment data for hospitals, hospital complexes, skilled nursing facilities, hospices, end-stage renal disease
facilities, comprehensive outpatient rehabilitation facilities, and home health agencies.

The PS&R system is comprised of many web pages that allow Fiscal Intermediary/Medicare
Administrative Contractor users, CMS users, and Medicare Part A providers to request the generation of
summary and detail reports for inpatient and outpatient services. The reports that can be generated by a
specific user are determined by the user’s access authority assigned to the user ID.

The PS&R system provides the following:

e Users can define report selection criteria such as the report groups, report types, service types and
date ranges to include in the reports using the graphical user interface.

e All providers can request summary reports directly in the system.

e Providers can submit online requests for detail reports. The provider’s FI/MAC then either approves
or denies the request. If the request is approved, the FI/MAC sends the reports to the provider on
acceptable media.

e FI/MACs can request detail reports directly in the system. The FI/MAC’s PS&R administrative
representative then either approves or denies the request. If the request is approved, the FI/MAC
administrative representative routes the reports to the requesting provider.

e Reduces the time to complete cost reports by providing a central repository for all claims data.

e Provides an efficient means for flexible definition of business rules that allow changes to the business
rules without changing core software.

1.1 Document Conventions

The following conventions have been used throughout this document:

e To represent text that is dynamic, the text is enclosed in angle brackets (<>) as follows: Period <n>
From, where <n> is 1-4 for the number of the corresponding reporting period included in the report.

e Field names are represented as bold text (for example, Select the By Service Type option and then
select the service type to include in the report).

e Button names are represented as bold text (for example, Click OK).
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1.2 About this Manual

This manual provides detailed instructions for using CMS’s PS&R system. The remainder of the
document is organized as follows:

Chapter 2, System Overview and Common Features: provides a description of the system in
addition to a discussion about features that you find throughout the PS&R system (for example, menu
options, button navigation, etc.).

Chapter 3, Performing Tasks in the PS&R: presents the step-by-step instructions necessary to
perform day-to-day tasks using the PS&R system, for example, submitting report requests and
viewing resulting reports.

Chapter 4, Inpatient Reports: provides a summary of the processing sequence for claim data for
presentation on inpatient reports and provides a description of each inpatient report template in
addition to the reports generated based on each template.

Chapter 5, Outpatient Reports: provides a summary of the processing sequence for claim data for
outpatient and home health agency reports and provides a description of each report template in
addition to the reports generated based on each template.

Chapter 6, Consolidation Reports: provides a description of the consolidation reports available in
the PS&R system.

Appendix A, Report Details: provides the following information for each report available in the
PS&R system: report group, report type, report name, service category, provider type, provider
number range, and an indicator specifying whether the report is included in the cost report.

Appendix B, Report Data: provides a list of the data elements that appear on inpatient or outpatient
reports in the PS&R system. The appendix provides a description of each data element along with the
type of data (character, numeric, date, etc.).

Appendix C, Error Messages: lists the error messages used in the PS&R system and provides
corrective action for each error message.

Appendix D, Glossary: provides an explanation of terms used throughout the PS&R system and this
User Manual.
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2 System Overview and Common
Features

This chapter provides:

e an overview of the PS&R System,
e the startup procedure to follow when accessing the PS&R System, and

e a description of common features and menu options of the system.

If you do not already have access to the PS&R System, you must first register for Individuals Authorized
Access to CMS Computer Services (IACS). IACS is CMS’ identification and authorization system for
web-based applications. Providers will be instructed by their FI/MAC when and how they should register.
If you would like more information regarding IACS, prior to receiving instructions from the FI/MAC, you
may view the IACS webpage, http://www.cms.hhs.gov/IACS/.

2.1 Access the PS&R System Website

Perform the following steps to access the PS&R System.

1. Login to the PS&R system via the Individuals Authorized Access to CMS computer Services (IACS)
system login screen as displayed below. IACS is a CMS-wide enterprise security and authentication system
that is the gateway to many CMS systems, including the PS&R system.

Exhibit 2- 1 PS&R Login via IACS

U:S, Department of Health & Human Services D www.hhs.gov |

M Centers for Medicare & Medicaid Services

Individuals Authorized Access to the CMS Computer Services (IACS)

Loginto IACS

The Federal Information Security Managernent Act (FISMA) of 2002 requires that the local systerm used to access CMS Computer Systerns has up-to-date operating systern patches and is running anti-virus
software.

You must have an IACS User ID and Passward to login
If this is your first time logging in, please use the User ID and the one-time password that was e-mailed to you by IACS

Effective September 23, 2008, your password will be set to expire every sixty days. In the event your password does expire, you will be prompted to change your password. For further assistance, contact your
CMS help desk

Enter your User ID and passward, and then click Login. If you can't remember your passward, click Forgot your password?

User ID
Password

Login| Forgot your password?
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2. To login to the system, enter your registered IACS User ID and Password into the appropriate fields, and
then click the “Login” button. IACS will validate your credentials. If the credentials are valid, IACS will
log you in. For problems related to IACS login/accounts, CMS has established an External User Services
(EUS) Help Desk to assist with access to IACS. The EUS Help Desk may be reached by E-mail at
EUSSupport@cgi.com or by phone at 1-866-484-8049 or TTY/TDD at 1-866-523-4759.

3. Once logged in to IACS, you may request access to the PS&R system following the instructions in the
IACS system.

4. Refer to Section 3, Performing Tasks in the PS&R, for instructions about using the PS&R system.

Note: Maximize the size of your browser window so the PS&R system pages display properly.

2.2 Page Layout

The PS&R system utilizes a consistent page layout across all pages. This layout is comprised of three
primary sections:

e Header: The Header area is displayed horizontally across the top of all pages and displays “Provider
Statistical & Reimbursement System”, the user’s organization, the user’s ID, the current date, the
name of the page currently loaded in the Content section, and links to other support pages in the
system.

e Menu Bar: The menu bar is displayed horizontally across the top of all pages just below the page
header. The menu bar provides hyperlinks to the system functions applicable to the user’s type.

e Content: The Content area is the section with which the user interacts to perform system functions;
the Content’s appearance varies by page.

The header and menu bar are discussed in this chapter. The individual options available from the menu
bar and the contents areas are discussed in Chapter 3, Performing Tasks in the PS&R.

The web pages throughout the system use common controls familiar to most internet users. For example,
the Tab key can be used to move the cursor from field-to-field, moving across the page from left to right
and from top to bottom. If a button is highlighted, you can press Enter to activate the button. In drop-
down lists, press the up- and down-arrows to move the previous or next value. For check boxes and radio
buttons, press the space bar to toggle the selection of the value.

2.2.1 Header Area

The Header portion of the PS&R System contains basic information that is displayed on each page within
the system. An example of the header information that appears on all pages is provided as follows.

Exhibit 2- 2 Page Header

Provider Statistical & Reimbursement System Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout
User ID: VARPROV

Thursday, June 10

SHANDS JACKSONVILLE MEDICAL CENTER, 100001
PS8R Home
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The following table provides a description of the fields in the page header.

Exhibit 2- 3 Page Header Field Description

Field Definition

Accessibility Displays all the ways in which the PS&R System conforms to Section 508
of the Rehabilition Act of 1973, as amended

Site Map Displays a visual structure of the pages within the PS&R System to
assist users to navigate within the PS&R System.

Announcements Displays announcements pertaining to the type of user currently
accessing the PS&R System.

FAQ Displays answers to a list of frequently asked questions.

Help Launches the PS&R System’s online Help. Online Help presents a link to
open or download a PDF version of this User Manual, along with a link to
obtain the Acrobat PDF Reader if needed.

WBT Launches the PS&R System’s web-based training (WBT). The WBT
provides online training simulations for provider users.

Logout Logs the user out of the PS&R System and displays the login page.

<User’s Organization>

Displays the name of the user’s organization. If the user is a provider,
the provider organization name and number is displayed. If the user is a
Fiscal Intermediary/Medicare Administrative Contractor, the name of the
Fiscal Intermediary/Medicare Administrative Contractor organization is
displayed. If the user is a CMS user, “Centers for Medicare and Medicaid
Services” is displayed.

<User ID>

Displays the identification number of the user currently logged on to the
PS&R System.

<Current Page>

Displays the name of the page currently being accessed by the user.

<Date>

Displays the current system date.

User Manual System Overview and Common Features
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Clicking the CMS logo located in the upper left corner of the header opens a new browser window
displaying the Centers Medicare and Medicaid Services website. The following exhibit provides an
example of the home page for the Centers for Medicare and Medicaid Services website.

Exhibit 2- 4 Centers for Medicare and Medicaid Services Website

s,

Centers for Medicare & Medicaid Services

SCHIP | About CMS | Regulations & nce | Research, Stati

Data & Systams

CMS Programs & Information

Medicare
* Provider Enrollment & Certification
» Fee-for-Service Payment
» Coverage
» CMS Forms
» Health Plans
» Coding
» Prescription Drug Coverage
» More...

Medicaid
» Medicaid Waiver & Demonstration Projects
» Medicaid Consumer Enrollment & Coverage
» Medicaid Prescription Drugs
» More...

SCHIP
» Low-Cost Health Insurance
* National SCHIP Palicy
» More...

About CMS
» Agency Information
» Career Information
» More...

Featured Content

» (i Receive Email Updates on CMS topics of interest to you.
» ™4 All Fee-For-Service Providers

Browse by Spedial Topic

» American Indian/Alaska Native Center
» End Stage Renal Disease (ESRD) Center
» Legislative Affairs Center

» Medicare Coverage Center

» Newsroom Center

Regulations & Guidance
» Manuals
» Transmittals
» Quarterly Provider Updates
» Legislation
» Health Insurance Portability and Accountability Act (HIPAA)
» More

Research, Statistics, Data, & Svstems
» CMS Information Technology
» Statistics, Trends, & Reports
» Computer Data & Systems
» More...

Outreach & Education
» Medicare Learning Network
» Partner with CMS
» Training
» More...

Resources & Tools
» Frequently Asked Questions
» CMS Events & Conferences
» Mailing Lists
» More ...

» Ombudsman Center

» Open Enrollment Center

» Partnering with CMS Center

» People With Medicare & Medicaid Center
» Quality of Care Center

Improving the heal afety and well

Outreach & Educati

CMS Highlights

Nursing Home Compare Five - Star Rating System

2009 Medicare Open Enrollment 15th -
31, 2008

Cms Issues Agent Compensation Requirements

2008 Actuarial Report On The Financial Outlook Of Medicaid:
Medicaid i Projected To Rise Much Faster Than The

Economy
2009 Medicare Prescription Drug And Medicare Advantage

Plan Options

DON'T GET
THE FLU.
DON'T SPREAD
THE FLU.

4

cde.gov/flu

Top 10 Links

Manuals

Medicare Coverage Database
CMS Forms

Transmittals

MLN Products
MLN Matters Articles
Physician Fee Schedule Lookup

1.
2.
3.
4.
5. Medicare Coverage - General Information
6.
7.
8.
9. Physician Quality Reporting Initiative

10. National Provider Identifier Standard

Do you help someone with Medicare?
— &ves BN —

~ Youarea caregiver. Medicarehas

ormation for you. ' Medicare

madicare gowlcareghers

IS0 Puans CHanGe, PeopL CHANGE,
ey SHop & Compare Now.

Medicare Annual Open Enroliment
November 15 - December 31

Department of Health & Human Services | Medicare.qov | USA.qov
Web Policies & Important Links | Privacy Policy | Freedom of Information Act | Mo Fear Act
Centers for Medicare & Medicaid Services, 7500 Security Boulevard Baltimore, MD 21244

wwned
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2.2.1.2 Site Map

The Site Map hyperlink, when selected, displays a visual structure of the pages within the PS&R System
to assist users to navigate within the PS&R System. The Site Map page follows.

Exhibit 2- 5 Site Map Page

C/V7FS/ Provider Statistical & Reimbursement System

Site Map: Provider Statistical & Reimbursement System

General Links
CMS.gov
Announcements
FAQ

Help

User Specific Links
Home
User Preferences
Report Inbox
Summary Reports
Detail Reports
Request Reports
Favorite Reguests
Reguest Summary
Reguest Detail
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2.2.1.3 Announcements

When selected, the Announcements hyperlink displays announcements pertaining to the type of user
currently accessing the PS&R System. The following exhibit provides an example of the Announcements
page in the PS&R System.

Exhibit 2- 6 Announcements Page

ovider Statistical & Reimbursement System | Site Map. | Announcements | FAQ | Help | Logout

= for Medicare and Medicaid Services User ID: CMTESTOD
o Tuesday, November 18
nouncements

Home | Report Inbox | Request Report | Administration

PS&R Announcements

The Redesigned Provider Statistical and Reimbursement System Will Be Operational in the
First Quarter of 2009

User Manual System Overview and Common Features
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2.2.1.4 FAQ

The FAQ hyperlink, when selected, displays a list of frequently asked questions relating to the PS&R
System. Click the question hyperlink to display the answer to the question. Click Back to Top to return to
the top of the page. The FAQ page follows.

Exhibit 2- 7 Frequently Asked Questions Page

C/MFS/ Provider Statistical & Reimbursement System

Home | Report Inbox | Request Report

PS&R Frequently Asked Questions
This section provides answers to the following frequently asked questions, organized into general, technical, reimbursement, and provider-specific questions:
Frequently Asked Questions
1. General Questions

1.01 What does PS&R stand for? What is the PSER?

1.02 What is 3 Cost Report?

1.03 When must the Cost Report be filed?

1.04 What is JACS?

1.05 How do [ get to TACS? And where do I find mare information about [ACS?

1.06 Can [ have more than one user in my organization request PSR reports?

1.07 What do I da if [ have a change of staff? How can I prevent that person from accessing the PS&R?
1.08 Who do I call if [ have guestions or I am having problems navigating through the system?
1.09 What do I do if one of my providers is nat available in the list of providers in the PS&R system?

1.10 Will my Fiscal Intermediary/Medicare administrative Contractor continue to send me my PS&R reports?

1.11 What is the turn around time for receiving detail requests from Fiscal Intermediary/Medicare 4dministrative Contractors?

1.12 s a provider, why am I not allowed to get detail reports sent to my inbox?

1.13 Are there limits to how many Summary PS&R reports 1 can run at one time?

1.14 [s there 3 size limitation for individusl Detail PSR requests?

1.15 How do [ get PS&R reports for my company if 1 am a Home Office?

2.2.1.5 Help

The Help hyperlink, when selected, opens the PS&R System online Help. Online Help opens in a new
Browser window. The following exhibit displays an example of online Help displaying the Introduction
topic.

User Manual System Overview and Common Features
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Exhibit 2- 8 Online Help Example

C/AFS/ Provider Statistical & Reimbursement System

Help

PSE&R User Guide:
PSE&R User Guide

-
<2 PDF files can be viewed and printed using Adobe Reader software

User Manual System Overview and Common Features
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2.2.1.6 WBT

The WBT hyperlink, when selected, opens the PS&R web-based training menu. The following exhibit
provides an example of the PS&R WBT menu.

Exhibit 2- 9 PS&R WBT Menu

PS&R BT

IS,

What the New PS&R Can Do

Welcome to the PS&R Provider Training.

PS&R Workflow
The first time you take this training, we recommend that you
LogIn and Qut of PS&R take the topics in order (top to bottom).
Navigate in PS&R Most topics in this training are interactive, but buttons are
available to help you manage your navigation through the
tapic.

Request a Summary Report

The course navigation buttons are:

Request a Detail Report Rewind returns the user to tha first slide in the topic.
Pause will halt a running demonstration or timed seguence.
Use the Report Inbox Click the same button to Play.
Back takes the user to the previous slide.
Use PDF and CSV Reports Forward takes the user to the next slide in the seguence.

Exit closes the topic and retumns to the course menu.

Use Favorites To start a topic, click the topic title.

2.2.1.7 Logout
The Logout hyperlink, when selected, logs the user out of the PS&R System and displays the login page.
2.2.2 Menu Bar

The options available from the menu bar vary by user type. The menu bar is located just below the PS&R
page’s header area. The types of users who can access the PS&R System are:

e CMS
e Fiscal Intermediary/Medicare Administrative Contractor Administrators
o Fiscal Intermediary/Medicare Administrative Contractors
e Providers
2.2.3 Home

When selected from the menu bar, the Home menu option returns the user to the PS&R System home
page. The contents of the menu bar changes depending on the type of user that is logged in. The menu
option available from the Home menu is User Preferences. The following exhibit provides an example of
the PS&R System Home page when logged in as a provider user. Refer to Chapter 3, Performing Tasks in
the PS&R, for additional details about setting user preferences.
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Exhibit 2- 10 Home Page

C/AFS/ Provider Statistical & Reimbursement System | site Map | Anneuncements | FaQ

for Medicare and Medicaid Services

August 15
Home Report Inbox | Request Report | Administration

| User Preferences

PS&R Home

Welcome to The Redesigned Provider Statistical and
Reimbursement System

2.3 Field and Control Overview

There are several standard forms with which users interact throughout the PS&R System to select report
parameters and to maintain administrative data (for authorized users). The subsequent sections provide a
description of the following control types and system conventions utilized in the PS&R System:

» Radio buttons

e Check boxes

e Drop-down menus
e List box

e Transfer list box

e Calendar

e Command buttons

User Manual System Overview and Common Features
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e Keyboard shortcuts
e Special characters
2.3.1 Radio Buttons

Radio buttons allow a user to select one of a limited number of mutually exclusive options. The following
exhibit provides an example of radio buttons used in the PS&R System.

Exhibit 2- 11 Radio Buttons

& POF
& cgy
" PDF 2 CSY

The example in the exhibit above contains three radio button options — “PDF”, “CSV”, and “PDF &
CSV”. To the left of each option is the radio button, a small empty circle. To select one of the options, the
user selects the appropriate radio button. When a radio button is selected, a solid circle appears inside of
the circle.

In the PS&R System report request pages, radio buttons are often the first control type with which a user
must interact before making additional selections in other standard forms. In these instances, until the user
selects a radio button, all of the other standard forms on the page are unavailable and appear “grayed out”.
Once a radio button is selected, the user can interact with remaining control types that become available
and appear darkened.

2.3.2 Check Boxes

Check boxes enable a user to select any number of choices (zero, one, several, or all) from a list of
options. The following exhibit provides an example of check boxes used within the PS&R System.

Exhibit 2- 12 Check Boxes

[" Exclude 329 and 339 Patient CBSA Visit Section W Include 110 DRG Section [ Include 1000 Repart

The example in the exhibit above shows three check box options —“Exclude 329 and 339 Patient CBSA
Visit Section” “Include 110 DRG Section”, , and “Include 1000 Report”. To the left of each option is the
check box, a small empty square. To select one of the options, the user clicks the appropriate check box.
When a check box is selected, a check mark appears inside the box (as displayed for the “Include 110
DRG Section” check box in the exhibit above). To clear a check box, the user clicks the check box again;
removing the check mark.
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2.3.3 Drop-Down List

Drop-down lists allow a user to choose one item from a list of items. The following exhibit provides an
example of a drop-down list demonstrating both collapsed and expanded views of the drop-down list.

Exhibit 2- 13 Example of Drop-Down List (Collapsed and Expanded)

A. Drop-Down List — Collapsed B. Drop-Down List — Expanded

[l MR [

Inpatient
Dutpatient

Part “A” of the exhibit above shows a “collapsed” drop-down list showing how the control appears by
default. Part “B” of the exhibit shows an “expanded” drop-down list, listing all of the items that are
available from which the user chooses.

To view the drop-down list, the user must click the down-arrow (“ﬂ”) on the right-hand side of the drop-
down list. Once the user clicks the down arrow, the control displays the list of available items. To choose
an item, the user must click the item’s name. Once the user clicks an item, the drop-down menu returns to
the collapsed position and displays the selected item.

2.3.4 List Box

A List Box enables a user to choose one item or multiple items from a list. The following exhibit provides
an example of a list box.

Exhibit 2- 14 Example of "List Box"

1= -
1
13x o
14
70 hd

The example in the previous exhibit displays a list box containing report types.

A list box contains a list of items in alphabetical or numerical order that are available from which the user
chooses. The user can select one or multiple items. An item is considered selected when the item is
highlighted. To highlight a single item the user clicks the name of the item. To highlight multiple items,
the user can scroll through the list and use Window’s standard *“Ctrl + click” to select non-continuous
items or “shift + click” to select continuous items. The user can remove the highlight from any
highlighted item by clicking a different item. Any item that is highlighted in the list box is considered a
selected item.
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2.3.5 Transfer List Boxes

Transfer list boxes enable a user to choose one item or multiple items from an “available items” list box

and transfer the items to another “selected items” list box. The exhibit below provides an example of a
transfer list box.

Exhibit 2- 15 Transfer List Box

L =

T1x 2

12% j 2 D — é‘:;e%?e)(dzlt;ms
k‘:;i‘lzﬁl(ellt;ms I :Ilji <

72x =

The exhibit displays an example of a generic transfer list box. In this example, three labels have been
added for descriptive purposes: “Text Box 1 — Search”, “List Box 1 — Available Items”, and “List

Box 2 — Selected Items”. List Box 1 contains all items from which the user can choose in alphabetical or
numerical order; the user indicates the choice by transferring one or more of these items to List Box 2.
Any item in List Box 2 is considered a selected item.

To transfer one item from List Box 1 to List Box 2, the user must first locate the specific item in List
Box 1. This can be performed either by manually scrolling through the list box until the desired item is
located or by typing the selection criteria in the Search text box. The list box automatically scrolls to the
location in the list based on the data entered in the Search text box.

Once the item is located in List Box 1, the user must transfer the item to List Box 2 in order for the item
to be selected. To do this the user must first click the item to select the item. Then the user must click the
right-transfer button (“22”) to move the item from List Box 1 to List Box 2. Multiple items can be
selected using Microsoft Window’s standard “CTRL + click” or “SHIFT + click” functions.

Any or all items that are moved to List Box 2 can be removed by highlighting the item(s) to be removed

and clicking the left-transfer button (“ﬂ”). This moves the highlighted item(s) from List Box 2 to List
Box 1.
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2.3.6 Calendar

The Calendar enables a user to scroll through a calendar to locate and select a specific date.
Exhibit 2- 16 Calendar

A. Dynamic Calendar — Closed B. Dynamic Calendar — Opened
el ember 2007 = ==
|28 2930311 |2
3|4|3|6|Z|8]|8
1011|1213 |14 |15 |16
17118 |19 |20 | 21 |22 |23
24|23 |26 |27 |25 |29 |30

Clicking the icon shown in Part A of the exhibit pops-up the interactive calendar shown in Part B of the
exhibit. The user can use this calendar to scroll through different calendar years and months and locate a
particular date. Once the desired date (month, date, and year) is located, the user selects that date by
clicking on the date’s day number; this loads the desired date into the Calendar’s associated date entry
box.

2.3.7 Command Buttons

Command buttons allow a user to move backward or forward through the pages, complete and submit a
request, reset default values, apply values across report ranges, or perform other functions as noted. The
following buttons are available to all users:

e Apply — Clicking Apply applies entered date ranges to all providers and report periods.
e Back — Clicking Back returns the user to the previous page.

e Continue - Clicking Continue takes the user to the next page.

e Refresh — Clicking Refresh reloads the current page.

e Reset — Clicking Reset restores the values on the page to the default values.

e Submit - Clicking Submit submits the request parameters and starts the report generation process.
The following buttons are only available to FI/MAC administrative users:

e Decline — Clicking Decline allows the FI/MAC administrative user to decline a report request.

» Modify — Clicking Modify allows the FI/MAC administrative user to change a report request.
The following buttons are only available to CMS users granted access to the Administration pages:

e Add - Clicking Add allows the CMS user to add information to the PS&R System database.

e Search — Clicking Search allows the CMS user to search for information in the PS&R System
database.

e Update - Clicking Update allows the CMS user to update information in the PS&R System database.
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2.3.8 Keyboard Shortcuts

Provider Statistical and Reimbursement System

The following keyboard shortcuts can be entered to perform the same function as clicking the
corresponding button throughout the PS&R System:

Button
<<

>>

Add
Back
Continue
Decline
Modify
Refresh
Reset
Search
Submit
Update

2.3.9 Special Characters

Keyboard Equivalent

ALT +L
ALT+R
ALT + A
ALT+B
ALT+C
ALT +D
ALT+M
ALT+R
ALT +R
ALT+S
ALT+S
ALT+U

The following special characters can be used in any data entry fields within the PS&R System:

e & (ampersand)

e ? (question mark)
e = (equals sign)

e . (period)

e : (colon)

e / (slash)

e (space)

e , (comma)

e @ (at sign)

e * (asterisk)

e \ (backslash)

e ( (left parenthesis)
e ) (right parenthesis)

e % (percent sign)

If any special characters not defined above (for example, “{*, “}”, “<”, “>") are entered in any data entry
fields the system returns the E331 error and redirects the user to the Login page. The “Your Request
Name” field cannot contain any of the following characters: \/: * ? " < > |. Refer to Appendix C, Error

Messages, for additional information about this error message.
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2.4 Useful Internet Explorer Keystrokes

The following table provides a summary of useful Internet Explorer keystrokes used to navigate pages in

the FID.
Exhibit 2- 17 Useful IE Keystrokes

Action

Key

Move forward and backward through links and
form controls on a page

Activate a link*
Select and deselect checkboxes.
Select from a group of radio buttons

Select a choice from a selection box

To make multiple selections in a list box

Top of page
Bottom of page
Scroll page down

Scroll page up

Tab (to move forward), Shift+Tab (to move backward)

Enter
Spacebar
Up Arrow, Down Arrow

Up Arrow, Down Arrow or the First Letter

Alternatively, the Alt+Down Arrow key combination can also be
used to first open the list of choices

Tab to move into the list box.
Shift+F8 to move into Multi-Select mode.

Up Arrow, Down Arrow to move through the list, and press
Spacebar to make your selections.

Shift+F8 again when finished.
Ctrl+Home

Ctrl+End

Page Down

Page Up

*  Visual browsers highlight the current link with a "focus". In Internet Explorer it appears as a dotted
border around the link. It is the link with the focus that will be acted upon when the user presses

Enter.
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3 Performing Tasks in the PS&R

Providers assigned a valid user ID and password can access data for their provider number and any child
providers associated with the provider number. If you log on to the PS&R System using a provider user
ID and password, the following page appears.

Exhibit 3-1 PS&R Home Page

cm Provider Statistical & Reimbursement System Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout
Ise Y 3

SHANDS JACKSONVILLE MEDICAL CENTER, 100001 User ID: VARPROV

PS&R Home

Monday, June 14

Home | Report Inbox | Request Report

User Preferences

PS&R Home

Welcome to The Provider Statistical and Reimbursement System

Announcements

New PS&R Documentation Announcement
This announcement is for testing purposes only. This announcement will display in the User Interface Document for Documentation purposes.
This is a required field
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Note: Users associated with multiple provider organizations are prompted to select the provider ID for
which to generate report requests and view report output when logging in to the PS&R System. Click the
radio button corresponding to the provider with which to work. Click Continue to proceed to the PS&R
System Home Page. The follow page appears when you log in to the PS&R System.

Exhibit 3- 2 User Organization Selection Page

C/AFS/ Provider Statistical & Reimbursement System

User Organization Selection

Home

User Organization Selection

Select Organization ID

100001
102304

Continue |

The options available from the main menu are:

e Home
¢ User Preferences

e Report Inbox
* Summary Report Inbox
* Details Report Inbox

e Request Report
* Favorite Requests
* Request Summary
* Request Detail
* Request Miscellaneous

The high-level steps that are performed to request summary and detail reports and to view the report
output are:

User Manual Performing Tasks in the PS&R
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Select provider(s) to include in the report(s)
Select report(s) to generate

Select service periods for the report(s)
Select paid dates for the report(s)

Select the report format

Type the name to assign to the request (optional) and submit the request

N o o~ D oE

Check the report status and view the report output
The following sections provide the steps to:

e Request a summary report

e Request a detail report

e Request a report using a favorite request

e View requested summary reports in the Report Inbox

Provider Statistical and Reimbursement System
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3.1 User Preferences

To change the settings for default pages that display when you access the PS&R System, select the User
Preferences option from the Home menu. The following page appears. You can specify the default
Report Inbox page and the default Detail Report Inbox page to display when you select the Report Inbox
or Request Report menus in the PS&R System. Select the radio button corresponding to the desired
default pages to access when working in the PS&R System. Click Save to save your preferred pages to
access in the PS&R System.

Exhibit 3- 3 User Preferences Page

C/AFS/ Provider Statistical & Reimbursement System Sits Map | Announcements | FAQ | Help | Logout

HALF PIPE erib: P

Home Report Inbox | Request Report

User Preferences

User Preferences
1. Set User Preferences:
Set Default Pages:
Default Report Inbox Page:

o Surnmary Report Inbox
' Detail Report Inbox

Default Request Report Page:
® Favorite Requests

' Request Summary

' Request Detail

Save |

The following section provides the instructions to change the default contractor ID when working in the
PS&R System.
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3.2 Request Summary Reports

Perform the following steps to request summary reports:

1. Select the Request Summary option from the Request Report menu. The following page appears for
providers with a parent provider. Freestanding or child providers skip to Step 3.

Exhibit 3- 4 Select Providers Page

Provider Statistical & Reimbursement System Accessibility | Site Map | Announcements | FAQ | Help | WEBT | Logout
SHANDS JACKSONVILLE MEDICAL CENTER, 100001 User ID: VARFROV

Summary Report Request

Monday, June 14

Home | Report Inbox | Reguest Report

Favorite Requests | Request Summary | Request Detail

Summary Report Request
* Indicates Required Field

1. Select Provider(s)

 all Providers [T Include Inactive Providers

& By Provider Number

Search: I

Available Providers * Selected Providers
100001 SHANDS JACKSONVILLE MEDICAL CENTER
102300 SHANDS JACKSONVILLE - ESRD

105961 UNIVERSITY MEDICAL CENTER.SNU, SHAND
107125 SHANDS JACKSONVILLE HOME HEALTH SER

" Expand Available Providers

Continue |

2. Select the provider(s) for which to generate a report. The following table contains a description of each field
on the page.

Exhibit 3- 5 Select Providers Page Field Description

Field Definition

All Providers Required if the By Provider Number is not selected. Select the All
Providers option to include all child providers associated with the
logged-in provider number. (This option is only available for parent
provider users.)

Include Inactive Providers Optional. Select the check box to include both active and inactive
providers associated with the logged-in provider number. (The check
box is only available for parent provider users.)
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Field

Definition

(By Provider Number) Search:

Required if All Providers is not selected. Select the By Provider
Number option to select providers by provider number. If a provider
number in the list of provider numbers is listed in red text, the parent
provider no longer services the provider but can generate reports for the
time period of its ownership. Once a provider number is highlighted,
click the == button to select the provider number. Once a provider
number is selected, highlight the provider number from the list of
selected provider numbers and click the << button to remove the
provider number. To locate a provider number in the list of providers,
type the desired provider number in the Search text box to scroll to the
provider number based on the entered criteria. (This option is only
available for parent provider users.)

Available Providers

Displays a list of available providers.

Selected Providers

Required. Displays a list of selected provider numbers.

Expand Available Providers

Optional. Select the check box to increase the width of the list box
containing providers, allowing the complete provider name to display in
the list box.
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3. Once the provider(s) have been selected, click Continue. The following page appears.
Exhibit 3- 6 Select Reports Page

Provider Statistical & Reimbursement System Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout
SHANDS JACKSONVILLE MEDICAL CENTER, 100001 User ID: VARPROV

Summary Report Request Manday, June 14

Home | Report Inbox | Reguest Report

Favorite Requests | Request Summary | Request Detail

Summary Report Request

* Indicates Required Field
2. Select Report(s)

' By Service Type

| =

™ Exclude 329 and 339 Patient CBSA Visit Section 7 Include 110 DRG Section ™ Include 1000 Report

" By Report Group

Search:

Available Report Groups * Selected Report Groups
1% ;I

o J

13x

= 4 H

™ Exclude 329 and 339 Patient CBSA Visit Section 7 Include 110 DRG Section ™ Include 1000 Report

* By Report Type

Search:

Available Report Types * Selected Report Types
1101P- PART A f’

115 1P - FEE REIMBURSED ﬂ

118 1P - PART A MANAGED CARE
1191P - PPS INTERIMBILLS ﬂ
11AIP - PART A (MSP-LCC) |

[T Exclude 329 and 339 Patient CBSA Visit Section [T Include 110 DRG Section

Back Continue

4. Select the report(s) to generate for the selected provider(s). The following table contains a description of
each field on the page.

Exhibit 3- 7 Select Reports Page Field Description

Field Definition

By Service Type Required if neither By Report Group nor By Report Type is selected.
Select the By Service Type option and then select the service type to
include in the report.

Exclude 329 and 339 Patient | Optional. Select the check box to exclude the 329 and 339 Patient CBSA
CBSA Visit Section visit section.

Include 110 DRG Section Optional. Select the check box to include the DRG section on the 110
reports in the request. Include 110 DRG Section is only valid if By
Service Type is “All” or “Inpatient”.
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Field

Definition

Include 1000 Report

Optional. Select the check box to include the Consolidated Summary of
All Report Types Report (1000) with the request.

By Report Group

Required if neither By Service Type nor By Report Type is selected.
Select the By Report Group option and then select the report group to
generate. Once a report group is highlighted, click the == button to
select the report group. Once a report group is selected, highlight the
report group from the list of selected report groups and click the <<
button to remove the report group. To locate a report group in the list of
report groups, type the desired report group in the Search text box to
scroll to the report group based on the entered criteria.

Available Report Groups

Displays a list of available report groups.

Selected Report Groups

Required. Displays a list of selected report groups.

Exclude 329 and 339 Patient
CBSA Visit Section

Optional. Select the check box to exclude the 329 and 339 Patient CBSA
visit section.

Include 110 DRG Section

Optional. Select the check box to include the DRG section on the 110
reports in the request. Include 110 DRG Section is valid only if By
Report Group is “11x”.

Include 1000 Report

Optional. Select the check box to include the Consolidated Summary of
All Report Types Report (1000) with the request.

By Report Type

Required if neither By Service Type nor By Report Group is selected.
Select the By Report Type option and then select the report type to
include in the report. Once a report type is highlighted, click the >>
button to select the report type. Once a report type is selected, highlight
the report type from the list of selected report types and click the <<
button to remove the report type. To locate a report type in the list of
report types, type the desired report type in the Search text box to
scroll to the report type based on the entered criteria.

Available Reports By Type

Displays a list of available report by type.

Selected Reports By Type

Required. Displays a list of selected reports by type.

Exclude 329 and 339 Patient
CBSA Visit Section

Optional. Select the check box to exclude the 329 and 339 Patient CBSA
Visit section.

Include 110 DRG Section

Optional. Select the check box to include the DRG section on the 110
reports in the request. Include 110 DRG Section is valid only if By
Report Type is “110”.
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5. Click Continue to continue to the next page to specify the service periods and claim paid dates to include in
the report(s) or click Back to return to the previous page. The following page appears if you click
Continue.

Exhibit 3- 8 Summary Report Request Page

Annocuncements | FAQ | Help | WBT | Logout
User ID: VARPROV
Monday, June 14

ility | Site Map

Provider Statistical & Reimbursement System
SHANDS JACKSONVILLE MEDICAL CENTER, 100001
Summary Report Request

Home

Report Inbox | Reguest Report

Favorite Requests | Regquest Summary | Request Detail

Summary Report Request
* Indicates Required Field

3. Enter Service Periods (Format: MM/DD/YYYY)

rApply Dates by Interval to Service Periods:

Year

| Period 1 Start Date: I [ Apply |

Interval:

Apply Dates by Period to Service Periods:

Period 1 Period 2 Period 3 Period 4

From: |

[ 1@

From: |

[ 1@

From: |

1@

From: |

To: To: To: To:

Service Periods: (At least one Period's From and To Dates must be completed for each Provider)

B ider ID Period 1 Period 2 Period 3 Period 4
rovider Exclude [ Exclude [ Exclude [~ Exclude [

100001 From: [07/01/2004  [F] From: [07/01/2005 [ From: [07/01/2006  [F] From: [07/01/2007 [

FYE: 0630 |y, [0650/2005  TA I  |lro: [06P02006 [ |ro: 63072007 | [H - |ro: [06B072008 | [

# Indicates that requestor does not have access rights to data requested for specified time period
+ Indicates that time period specified modified to coincide with requestor access rights

4. Enter Paid Dates (Format: MM/DD/YYYY)

& Include all Paid Dates available at time of report generation
C = prom: 07072004 [E =100 ICE_"Z'ECCS g

Back | Continue | Reset |
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Exhibit 3- 9
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6. Select the service periods and claim paid dates to include in the report(s). You can specify the service period

by selecting the interval and period start date and applying these date ranges to all providers and periods; by
selecting the From and To dates for each of the four periods and applying the date ranges to all providers, or
by specifying the From and To dates for all periods and providers. The following table contains a
description of each field on the page.

Summary Report Request Page Field Description

Field

Definition

Interval (Apply Dates by
Interval to Service Periods)

Optional. Select the interval (year, quarter, or month) to use for the
From and To date ranges for each of the four reporting periods. If
interval and start dates are not applied, the report is generated using
the default dates populated when you accessed the page.

Period 1 Start Date (Apply
Dates by Interval to Service
Periods)

Optional. Type the start date in MM/DD/YYYY format for the first
reporting period or click the calendar icon to select the start date using
the calendar. Scroll through the months and select the date to use. Click
Apply to apply the dates to all providers for the From and To dates for
each of the four reporting periods. If interval and start dates are not
applied, the report is generated using the default dates populated when
you accessed the page.

Period <n> From (Apply Dates
by Period to Service Periods)

Optional. Type the start date in MM/DD/YYYY format for each of the four
reporting periods to assign the reporting period range individually or
click the calendar icon to select the start date using the calendar. Scroll
through the months and select the date to use. Click Apply to apply the
dates to all providers for the From and To dates for each of the four
reporting periods.

Period <n> To (Apply Dates
by Period to Service Periods)

Optional. Type the end date in MM/DD/YYYY format for each of the four
reporting periods to assign the reporting period range individually or
click the calendar icon to select the end date using the calendar. Scroll
through the months and select the date to use. Click Apply to apply the
dates to all providers for the From and To dates for each of the four
reporting periods.

<Provider ID> From (Service
Periods: (At least one Period's
From and To Dates must be

completed for each Provider))

Optional. Type the start date in MM/DD/YYYY format for each of the four
reporting periods to assign the reporting period range individually for a
provider.

<Provider ID> To (Service
Periods: (At least one Period's
From and To Dates must be
completed for each Provider))

Optional. Type the end date in MM/DD/YYYY format for each of the four
reporting periods to assign the reporting period range individually for a
provider.

Exclude (Service Periods: (At
least one Period's From and
To Dates must be completed
for each Provider))

Optional. Select the Exclude check box to exclude any provider or
reporting periods from the report(s).

Include all Paid Dates
available at time of report
generation (Enter Paid Dates
(Format: MM/DD/YYYY))

Select the Include all Paid Dates available at time of report generation
option to include all available paid dates in the report
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Field

Definition

From (Enter Paid Dates
(Format: MM/DD/YYYY))

Required if the Include all Paid Dates available at the time of
report generation option is not selected. The default value is the
earliest date in the paid/cycle date from the paid claims file loaded for
the selected providers. Click the radio button and type the start date in
MM/DD/YYYY format for the paid date range to include in the report or
click the calendar icon to select the start date to use in the paid date
range using the calendar. Scroll through the months and select the date
to use. Note that only dates later than the default date can be selected.

MM/DD/YYYY))

To (Enter Paid Dates (Format:

Required if the Include all Paid Dates available at the time of
report generation option is not selected. The default value is the latest
paid/cycle date from the paid claim files loaded for the provider’s
FI/MAC. Type the end date in MM/DD/YYYY format for the paid date
range to include in the report or click the calendar icon to select the end
date to use in the paid date range using the calendar. Scroll through the
months and select the date to use. Note that only dates before the
default date can be selected.
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7. Click Continue to continue to the next page to specify the report format or click Back to return to the
previous page. Click Reset to restore the values on the page to the default values. The following page
appears if you click Continue.

Exhibit 3- 10 Summary Report Request - Select Report Format Page

C/AFS/ Provider Statistical & Reimbursement System
MOTHER MARY HOSPITAL, T30059

Summary Report Request

Friday, August 24

Home | Report Inbox | Request Report

Favorite Requests | Request Summary | Request Detail

Summary Report Request

5. Select Report Format

& PDF
© cav
€ PDF & CSV

[T separate Files by Provider

Back Continue
I |

8. Select the report format radio button to specify the type of report format: portable document format (PDF),
comma-separated values (CSV), or both PDF and CSV formats. Note: if you select to generate a PDF file
that results in an excessively large PDF file, you will be prompted to change your reporting parameters or to
select the CSV option. Click the Separate Files by Provider check box to produce a single ZIP file
containing a separate output file for each provider.
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9. Click Continue to continue to the next page to specify the request name and to view the selection criteria
for the report(s) or click Back to return to the previous page. The following page appears if you click

Continue.
Exhibit 3- 11 Confirm Report Request Page

Provider Statistical & Reimbursement System Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout
User ID: VARFROV

SHANDS JACKSONVILLE MEDICAL CENTER, 100001
Monday, June 14

Summary Report Request
Home | Report Inbox | Reguest Report

Favorite Requests | Request Summary | Request Detail

Summary Report Request

6. Confirm Report Request

Report Request ID: VARPROV-5-1067018

*Your Request Name: (50 character max) I\/ARPROV-S-1DS?D18

Requested Provider(s): 100001

Requested Report(s): 130, 132, 135, 13A, 13P, 13Z

No Data Available:* 100001: 13A

Format: PDF

Files Separated by Provider: Yes

Paid Dates: Include all Paid Dates available at time of report generation

Service Periods: Provider] Period 1 Period 2 Period 3 Period 4 Exclude|
D Provider

100001 |From: 06/03/2005 |From: 06/03/2006 |[From: 06/03/2007 |From: 06/03/2008 ||~
To: 06/02/2006|To: 06/02/2007|To: 06/02/2008 |To: 06/02/2009

Mote: This request vill generate up to 5 Summary Report(s].
*Data does not exist for the Provider - Report combinations listed as 'Mo Data Available' for the chosen Service/Paid Date Periods: therefore no report(s) will be generated

for these providers/reports.

[ save Request as Favorite

Favorite Name: (50 character max) [FAV-VARPROV-5-1067018

Back Submit |

10. Type the request name or accept the default name. The request name can be up to 50 characters. Select the
Exclude check box to exclude any providers from the report(s). To save the request to your Favorite
Requests list, select the Save Request as Favorite check box. Type the request name or accept the default
name. Up to 100 favorite report requests can be saved. To access a saved report, select the Favorite
Requests option from the Request Report menu. Refer to Section 3.4, Favorite Requests, for additional

information.
11. Click Submit to submit the report request or click Back to return to the previous page. Once Submit is

selected, the report request is submitted and the PS&R Home page appears. Reports generated from this
page can be viewed by accessing the Summary Report Inbox option from the Report Inbox menu.
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3.3 Request Detail Reports

Perform the following steps to request detail reports:

1. Select the Request Detail option from the Request Report menu. The following page appears for
providers with a parent provider. Freestanding or child providers skip to Step 3.

Exhibit 3- 12 Detail Report Request - Select Providers Page

c-m Provider Statistical & Reimbursement System | Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout
SHANDS JACKSONVILLE MEDICAL CENTER, 100001 User ID: VARFROV
Detail Report Request

Monday, June 14

Home | Report Inbox | Reguest Report

Favorite Requests | Request Summary | Reguest Detail

Detail Report Request
* Indicates Required Field

1. Select Provider(s)

Search: I

Awailable Providers * Selected Providers
100001 SHANDS JACKSONVILLE MEDICAL CENTER
102300 SHANDS JACKSONVILLE -ESRD
105961 UNIWVERSITY MEDICAL CENTER.SNU, SHAND ﬂ
107125 SHANDS JACKSONVILLE HOME HEALTH SER

B

[T Expand Available Providers

Continue |

2. Select the provider(s) for which to generate a report. The following table contains a description of each field
on the page.

Exhibit 3- 13 Detail Report Request - Select Providers Page Field Description

Field Definition

Search: Select the provider number(s) to include in the report. If a provider
number is listed in red text, the parent provider no longer services the
provider but can generate reports for the time period of its ownership.
Once a provider number is highlighted, click the >> button to select the
provider number. Once a provider number is selected, highlight the
provider number from the list of selected provider numbers and click the
<< button to remove the provider number. To locate a provider number
in the list of providers, type the desired provider number in the Search
text box to scroll to the provider number based on the entered criteria.

Available Providers Displays list of available providers

Selected Providers Required. Displays list of selected providers.
User Manual Performing Tasks in the PS&R
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Field Definition

Expand Available Providers Optional. Select the check box to increase the width of the list box
containing providers, allowing the complete provider name to display in
the list box.

3. Once the provider(s) have been selected, click Continue. The following page appears.
Exhibit 3- 14 Detail Report Request - Select Reports Page

Provider Statistical & Reimbursement System | Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout
SHANDS JACKSONVILLE MEDICAL CENTER, 100001 User ID: VARFROV
Detail Report Request

Monday, June 14

Home | Report Inbox | Reguest Report

Favorite Requests | Request Summary | Reguest Detail

Detail Report Request
* Indicates Required Field

2. Select Report(s)

' By Service Type

Jau =l

7 Include 998 Report [T Exclude PHI on Report(s)

' By Report Group
Search:

Available Report Groups * Selected Report Groups
1% ;I

13x

- = H

7 Include 998 Report [T Exclude PHI on Report(s)

& By Report Type

Search:

Available Report Types * Selected Report Types
110IP-PART A f’

115 1P - FEE REIMBURSED ﬂ

118 1P - PART A MANAGED CARE

1191P - PPS INTERIM BILLS ﬂ

T1AIP - PART A (MSP-LCC) =l

" Exclude PHI on Report(s)

Back Continue |

4. Select the report(s) to generate for the selected provider(s). The following table contains a description of
each field on the page.

Exhibit 3- 15 Detail Report Request - Select Reports Page Field Description

Field Definition

By Service Type Required if neither By Report Group nor By Report Type is selected.
Select the By Service Type option and then select the service type to
include in the report.
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Field

Definition

Include 998 Report

Optional. Select the check box to include the Consolidation of Outpatient
Claims (Excluding MSP-LCC) (998) report in this request.

Exclude PHI on Report(s)

Optional. Select the check box to exclude all personal health information
on the reports generated in this request.

By Report Group

Required if neither By Service Type nor By Report Type is selected.
Select the By Report Group option and then select the report group to
generate. Once a report group is highlighted, click the >> button to
select the report group. Once a report group is selected, highlight the
report group from the list of selected report groups and click the <<
button to remove the report group. To locate a report group in the list of
report groups, type the desired report group in the Search text box to
scroll to the report group based on the entered criteria.

Available Report Groups

Displays a list of available report groups.

Selected Report Groups

Required. Displays a list of selected report groups.

Include 998 Report

Optional. Select the check box to include the Consolidation of Outpatient
Claims (Excluding MSP-LCC) (998) report in this request.

Exclude PHI on Report(s)

Optional. Select the check box to exclude all personal health information
on the reports generated in this request.

By Report Type

Required if neither By Service Type nor By Report Group is selected.
Select the By Report Type option and then select the report type to
include in the report. Once a report type is highlighted, click the >>
button to select the report type. Once a report type is selected, highlight
the report type from the list of selected report types and click the <<
button to remove the report type. To locate a report type in the list of
report types, type the desired report type in the Search text box to
scroll to the report type based on the entered criteria.

Available Report Types

Displays a list of available report types.

Selected Report Types

Required. Displays a list of selected report types.

Exclude PHI on Report(s)

Optional. Select the check box to exclude all personal health information
on the reports generated in this request.
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5. Click Continue to continue to the next page to specify the service periods and claim paid dates to include in
the report(s) or click Back to return to the previous page. The following page appears if you click
Continue.

Exhibit 3- 16 Detail Report Request - Enter Service Periods Page

Provider Statistical & Reimbursement System | Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout

SHANDS JACKSONVILLE MEDICAL CENTER, 100001 User ID: VARFROV

Detail Report Request Monday, June 14
Home | Report Inbox | Reguest Report

Favorite Requests | Request Summary | Reguest Detail

Detail Report Request

* Indicates Required Field

3. Enter Service Periods (Format: MM/DD/YYYY)

rapply Dates by Interval to Service Periods:

Interval: |Year j Period 1 Start Date: I ] F‘PP".V"

rApply Dates by Period to Service Periods:

Period 1 Period 2 Period 3 Period 4

From: I H From: I H From: I H From: I H Apply |

Service Periods:
Provider ID Period 1 Period 2 Period 3 Period 4

100001 * From: I 3 From: | E From: | E From: | E

FYE: 0630 |oro, [ 9 To: B fro: B o i

4, Enter Paid Dates (Format: MM/DD/YYYY)

~From: [03/01/2004 |[TH ~to. [05/12/2009 [

Back | Continue |

6. Select the service periods and claim paid dates to include in the report(s). The following table contains a
description of each field on the page.

Exhibit 3- 17 Detail Report Request - Enter Service Periods Page Field Description

Field Definition
Interval (Apply Dates by Optional. Select the interval (year, quarter, or month) from the drop-
Interval to Service Periods) down list to use for the from and to date ranges for each of the four

reporting periods. If interval and start dates are not applied, the report
is generated using the default dates populated when you accessed the
page.

User Manual Performing Tasks in the PS&R
May 2011
Version No. 04.00 3-17



Provider Statistical and Reimbursement System

Field

Definition

Period 1 Start Date (Apply
Dates by Interval to Service
Periods)

Optional. Type the start date in MM/DD/YYYY format for the first
reporting period or click the calendar icon to select the start date using
the calendar. Scroll through the months and select the date to use. Click
Apply to apply the dates to all providers for the from and to dates for
each of the four reporting periods. If interval and start dates are not
applied, the report is generated using the default dates populated when
you accessed the page.

Period <n> From (Apply Dates
by Period to Service Periods)

Optional. Type the start date in MM/DD/YYYY format for each of the four
reporting periods to assign the reporting period range individually or
click the calendar icon to select the start date using the calendar. Scroll
through the months and select the date to use. Click Apply to apply the
dates to all providers for the From and To dates for each of the four
reporting periods.

Period <n> To (Apply Dates
by Period to Service Periods)

Optional. Type the end date in MM/DD/YYYY format for each of the four
reporting periods to assign the reporting period range individually or
click the calendar icon to select the end date using the calendar. Scroll
through the months and select the date to use. Click Apply to apply the
dates to all providers for the From and To dates for each of the four
reporting periods.

<Provider ID> From (Service
Periods)

Required for Service Period 1. Type the start date in MM/DD/YYYY
format for each of the four reporting periods to assign the reporting
period range individually for a provider.

<Provider ID> To (Service
Periods)

Required for Service Period 1. Type the end date in MM/DD/YYYY format
for each of the four reporting periods to assign the reporting period
range individually for a provider.

From (Enter Paid Dates
(Format: MM/DD/YYYY))

Required. The default value is the earliest date in the paid/cycle date
from the paid claims file loaded for the selected providers. Type the start
date in MM/DD/YYYY format for the claim paid date range or click the
calendar icon to select the start date using the calendar. Scroll through
the months and select the date to use.

To (Enter Paid Dates (Format:
MM/DD/YYYY))

Required. The default value is the latest paid/cycle date from the paid
claim files loaded for the provider’s FI/MAC. Type the end date in
MM/DD/YYYY format for the claim paid date range or click the calendar
icon to select the end date using the calendar. Scroll through the
months and select the date to use.
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7. Click Continue to continue to the next page to specify the report format and contact information or click
Back to return to the previous page. The following page appears if you click Continue.

Exhibit 3- 18 Detail Report Request - Select Report Format and Enter Contact Information
Page

lity | Site Map | Announcements | 7:1e] | Help | WBT | Logout

Provider Statistical & Reimbursement System
SHANDS JACKSONVILLE MEDICAL CENTER, 100001
Detail Report Reguest

User ID: VARPROV
Monday, June 14

Home | Report Inbox | Reguest Report

Favorite Requests | Request Summary | Request Detail

Detail Report Request

* Indicates Required Field
5. Select Report Format
 pDF

& csv

6. Enter Contact Information

Primary

* First Name: l—
* Last Name: l—
* Phone #: (123-456-7890 or 1234567890) |—
* E-mail: (e.g. contact@domain.gov) l—
Fax #: (123-456-7890 or 1234567890) |—

Reason for Request: (250 character max) =]

rSecondary

First Name: l—
Last Name: l—
Phone #: (123-456-7890 or 1234567890) |—
E-mail: (e.g. contact@domain.gov) l—
Fax #: (123-456-7890 or 1234567890) |—

Reason for Request: (250 character max) |
Back Continue
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8. Select the report format and type the contact information for the report output. The following table contains
a description of each field on the page.

Exhibit 3- 19 Detail Report Request - Select Report Format and Enter Contact Information

Page Field Description

Field

Definition

(Output Report Format)

Select the report format radio button to specify the type of report
format: portable document format (PDF) or comma-separated values
(CSV). Note: if you select to generate a PDF file that results in an
excessively large PDF file, you will be prompted to change your reporting
parameters or to select the CSV option. If the CSV option is selected,
the report output is automatically generated as a ZIP file.

First Name ((Enter Contact
Information) Primary)

Required. Type the first name of the primary contact for the report
request.

Last Name ((Enter Contact
Information) Primary)

Required. Type the last name of the primary contact for the report
request.

Phone # ((Enter Contact
Information) Primary)

Required. Type the telephone number of the primary contact for the
report request in #HHHH#HAHHH Or HH#H#-H#HH#-#H##H#. Phone # can
be up to ten (10) digits.

E-mail ((Enter Contact
Information) Primary)

Required. Type the e-mail address of the primary contact for the report
request in the format <recipient name>@<domain>.<qualifier> (for
example, john.doe@cms.gov where <recipient name=> is “john.doe”,
<domain> is “cms”, and <qualifier> is “gov”).

Fax #((Enter Contact
Information) Primary)

Optional. Type the fax number of the primary contact for the report
request in #HH#HAHHHEA or #HH-H##H-H##HH#. Fax # can be up to
ten (10) digits.

Reason for Request ((Enter

Contact Information) Primary)

Optional. Type the reason for the request to include with the report
request. Reason for Request can be up to 250 characters.

First Name ((Enter Contact
Information) Secondary)

Optional. Type the first name of the secondary contact for the report
request.

Last Name ((Enter Contact
Information) Secondary)

Optional. Type the last name of the secondary contact for the report
request.

Phone # ((Enter Contact
Information) Secondary)

Optional. Type the telephone number of the secondary contact for the
report request in #HHHHHAHAH or HHH-H#HHH#-H###H#. Phone # can
be up to ten (10) digits.

E-mail ((Enter Contact
Information) Secondary)

Optional. Type the e-mail address of the primary contact for the report
request in the format <recipient name>@<domain>.<qualifier> (for
example, john.doe@cms.gov where <recipient name= is “john.doe”,
<domain> is “cms”, and <qualifier= is “gov”).

Fax # ((Enter Contact
Information) Secondary)

Optional. Type the fax number of the secondary contact for the report
request in #HHHAHHAHA Or #H#H-H#H-H##H#. Fax # can be up to
ten (10) digits.

Reason for Request ((Enter
Contact Information)
Secondary)

Optional. Type the reason for the request to include with the report
request. Reason for Request can be up to 250 characters.
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9. Click Continue to continue to the next page to specify the request name and to view the selection criteria
for the report(s) or click Back to return to the previous page. The following page appears if you click
Continue.

Exhibit 3- 20 Detail Report Request - Confirm Report Request Page

| Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout
User ID: VARPROV
Monday, June 14

Provider Statistical & Reimbursement System
SHANDS JACKSONVILLE MEDICAL CENTER, 100001
Detail Report Request

Home | Report Inbox | Reguest Report

Favorite Requests | Request Summary | Reguest Detail

Detail Report Request

* Indicates Required Field

7. Confirm Report Request

Report Request ID: WVARPROV-D-1067019
* Your Request Name: (50 character max) IVAF!PROV-D-‘IDS?D‘IS‘
Requested Provider(s): 100001
Requested Report(s): 130, 132, 135, 13A, 13P, 13Z
Phi Excluded: No
Format: Csv
Paid Dates: 03/01/2004 to 05/12/2009
Contact Info: [ Primary
First Name: sindhu
Last Name: sindhu
Phone #: 1231231234
E-mail: ss@test.com
Fax #: -
Reason for Request: -
Service Periods: Provider| Period 1 Period 2 Period 3 Period 4 Exclude|
ID Provider|
100001 |[From: 06/14/2005 |[From: 06/14/2006 |[From: 06/14/2007 |[From: 06/14/2008 ||~
Mo: 06/13/2006|To: 06/13/2007 [To: 06/13/2008 [To: 06/13/2009

Note: This request will generate up to 6 Detail Report(s).

[7 save Request as Favorite

* Favarite Name: (50 character max) [FAV-VARPROV-D-1067019

Back Submit |

10. Type the request name or accept the default name. The request name can be up to 50 characters. Select the
Exclude check box to exclude any providers from the report(s). To save the request to your Favorite
Requests list, select the Save Request as Favorite check box. Type the request name or accept the default
name. Up to 100 favorite report requests can be saved. To access a saved report, select the Favorite
Requests option from the Request Report menu. Refer to Section 3.4, Favorite Requests, for additional
information.

11. Click Submit to submit the report request or click Back to return to the previous page. Once Submit is
selected, the report request is submitted and the PS&R Home page appears. Reports generated from this
page can be viewed by accessing the Detail Reports hyperlink after the FI/MAC Administrator has
approved the request.
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3.4 Request Miscellaneous Reports

Perform the following steps to request miscellaneous reports:

1. Select the Request Miscellaneous option from the Request Report menu. The following page appears.
Exhibit 3- 21 Misc. Report Request - Select Report

C/AFS/ Provider Statistical & Reimbursement System | Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout

SUTTER LAKESIDE HOME MEDICAL SERVICES, 057620 SRR B R
g Tuesday, October 12
Misc. Report Reguest

Home | Report Inbox | Request Report

Favorite Requests | Request Summary | Request Detail | Request Miscellaneous

Misc. Report Request

1. Select Report

|Hospi:e Cap Report j

Continue

2. The following reports are available in the drop down:

Exhibit 3- 22 Misc. Report Request - Select Report Field Description

Report Definition

Hospice Cap Report Provides a Hospice Cap beneficiary count of all beneficiaries serviced by
the requested Provider during the requested Hospice Election Period.

3. After clicking Continue, if your organization has access to any Hospice providers, the following page
appears.

Select the providers, Enter Hospice Election Period (Format: MM/DD/YYYY) From and Through Dates,
Enter Paid Date (Format: MM/DD/YYYY) From and Through Dates, Select Report Type and Select
Report Format.
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Exhibit 3- 23 Misc. Report Request - Hospice Cap Report Page

CATS, Provider Statistical & Reimbursement System ility | Site Map | Announcements | FAQ | Help | WBT | Logout

LAKELAND HOSP| OME CARE, INC., 241547 eI Y ARER W

Report Req Tuesday, October 12

Home | Report Inbox | Reguest Report

Favorite Requests | Request Summary | Request Detail | Request Miscellaneous

Misc. Report Request
* Indicates Required Field

Hospice Cap Report

2. Select Provider(s)

Search:

Available Providers " Selected Providers
241547 L AKELAND HOSPICE & HOME CARE. INC.

[ Expand Available Providers

3. Enter Hospice Election Period (Format: MM/DD/YYYY)
“ From: IW B o+ Through: IW i)

4. Enter Paid Dates (Format: MM/DD/YYYY)

“ From: W E - Through: 'W E

5. Select Report Type

¥ Hospice Beneficiary Count Summary

6. * Select Report Format

I~ PDF
Cesv

Back | Continue

The following table contains a description of each field on the page:

Exhibit 3- 24 Misc. Report Request - Hospice Cap Report Page Field Description

Field Definition

Search: Select the provider to include in the report request. To locate a provider
number in the list of providers, type the desired provider number in the
Search text box to scroll to the provider number based on the entered

criteria.
Available Providers Optional. Displays list of available providers.
Selected Providers Required. Displays the selected providers that are moved from the

Available Providers list by clicking the >> button.

Expand Available Providers Optional. Select the check box to increase the width of the list box
containing providers, allowing the complete provider name to display in
the list box.
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Field

Definition

Enter Hospice Election Period
From Date

Required. By default, populated with the starting date of the current
Hospice Election Year, as defined by CMS. Type the start date in
MM/DD/YYYY format for the Enter Hospice Election Period to include in
the report or click the calendar icon to select the Enter Hospice Election
Period From date to use in the Enter Hospice Election Period date range
using the calendar. Scroll through the months and select the date to
use. Note that only dates before the default date can be selected.

Enter Hospice Election Period
Through Date

Required. By default, populated with the ending date of the current
Hospice Election Year, as defined by CMS. Type the Through date in
MM/DD/YYYY format for the Enter Hospice Election Period to include in
the report or click the calendar icon to select the Enter Hospice Election
Period Through date to use in the Enter Hospice Election Period date
range using the calendar. Scroll through the months and select the date
to use. Note that only dates before the default date can be selected.

Enter Paid Dates From Date

Required. By default, populated with 09/28/2007, which is the earliest
requestable Paid Date for use on the Hospice Cap report in the PS&R
system. Type the start date in MM/DD/YYYY format for the paid date
range to include in the report or click the calendar icon to select the
start date to use in the paid date range using the calendar. Scroll
through the months and select the date to use.

Enter Paid Dates Through
Date

Required. By default, populated with the maximum available Paid Date
loaded into the PS&R system, as of the time of the request. Type the
Through date in MM/DD/YYYY format for the paid date range to include
in the report or click the calendar icon to select the end date to use in
the paid date range using the calendar. Scroll through the months and
select the date to use. Note that only dates before the default date can
be selected.

Select Report Type

Required. Displays list of report types. The following Report Types are
available to the Provider users.
. Hospice Beneficiary Count Summary

Select Report Format

Required. Select the Report Format. Portable document format (PDF),
comma separated values (CSV), or both PDF and CSV formats.

Once all the above fields have been selected, click Continue. The following page appears. View the
selection criteria for the report(s). Specify the request name or accept the default name. The request name
can be up to 50 characters. Click Submit to submit the report request or click Back to return to the
previous page. Once Submit is selected, the report request is submitted and the PS&R Home page
appears. Reports generated from this page can be viewed by accessing the Miscellaneous Report Inbox
option from the Report Inbox menu.
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Exhibit 3- 25 Hospice Cap Report Confirm Report Request Page

C/AFS/ Provider Statistical & Reimbursement System ssibility | Site Map | Announcements | FAQ | Help | WBT | Logout

LAKELAND HOSPICE & HOME CARE, I User ID RPROV
Misc. Report Request esday, October 12

Home | Report Inbox | Request Report

= Requests | Request Summary | Request Detail | Request laneous

Misc. Report Request

* Indicates Required Field

Hospice Cap Report

7. Confirm Report Request

Report Request ID: 2135845

* Your Request Name: (50 character max) |HCRD1-2135845

Requested Provider: 241547

Hospice Election Period: 09/28/2010 to 09/27/2011

Paid Dates: 09/28/2007 to 10/06/2010

Report Type: Hospice Beneficiary Count Summary
Format: PDF

Back Submit
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3.5 Report Inbox

Once a report request is submitted, you can view the status of the request in the Reports Inbox by
selecting the Summary Report Inbox, Detail Report Inbox, or Miscellaneous Report Inbox option
from the Report Inbox menu.

A report is listed in the Summary Report Inbox, Detail Report Inbox or Miscellaneous Report Inbox as
soon as the report request has been submitted. The summary and miscellaneous request statuses are:

e Queued - the request is queued for processing but has not begun processing
e Processing — the request has not completed processing
e Complete — the request has been submitted and has completed processing

e Error — the request contains technical problems and was not completed

For detail report requests, the Detail Report Inbox lists the status of the request. The following statuses
are available for detail requests:

e Queued - the request is queued for processing but has not begun processing
e Awaiting Approval — your FI/MAC Administrator has not approved or declined the request
e Processing — your FI/MAC has approved the request and the report is being processed by the system

e Processing/Modified — your FI/MAC Administrator has submitted the request but modified the
request prior to submission for processing

e Complete/Modified — your FI/MAC Administrator modified the request prior to submission for
processing and the request has completed processing

e Complete — your FI/MAC Administrator has submitted the request and the request has completed
processing

e Declined — your FI/MAC Administrator declined the request; any comments your FI/MAC
Administrator included with the request can be viewed by clicking the status hyperlink corresponding
to the request

e Error — the request contains technical problems and was not completed

The report requests listed in either inbox can be sorted in ascending or descending order by clicking the
column heading associated with the desired column to sort. Clicking the column heading acts as a toggle
to reverse the sort order with each click of the column heading. An up- or down-arrow appears to the right
of the column heading indicating the column that is currently sorted and whether the column is sorted in
ascending or descending order.

Once the FI/MAC Administrator approves a detail request and reports are generated, the FI/MAC
Administrator mails the report(s) to the address the FI/MAC Administrator has on file for the provider
submitting the request. Detail reports may contain protected health information that is covered by the
Health Insurance Portability and Accountability Act of 1996 (HIPAA); therefore, detail reports cannot be
sent electronically to a user’s email address and cannot be sent to the Report Inbox in the PS&R System.

Note: Adobe Reader is required to be installed on your computer in order to view PDF files. If you do not
have Adobe Reader installed, click the Adobe Reader hyperlink to download the software.
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An example of the Summary Report Inbox follows.

Exhibit 3- 26 Summary Report Inbox

Provider Statistical & Reimbursement System ity | Site Map | Announcements | FAQ | Help | WBT | Logout
User ID: VARPROV

SHANDS JACKSONVILLE MEDICAL CENTER, 100001
Monday, June 14

Summary Report Inbox
Home | Report Inbox Request Report

Summary Report Inbox | Detail Report Inbox

Summary Report Inbox

Delet A
- € Request Name Request Date PDF CsV Status Days '—Eﬂ"“ Inbox*
O VARPROV-5-1066713 06/07/2010 T (3284 KB) =] Complete 14

*After 21 calendar days with a Status of "Complete” or "Error”, the report request vill no longer appear in this inbox. If the Status is "Complete”, it is your responsibility

during these 21 days to save the reports to your own computer.

Refresh | Delete |

5
<= PDF files can be viewed and printed using Adobe Reader software
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An example of the Detail Report Inbox follows.
Exhibit 3- 27 Detail Report Inbox

Provider Statistical & Reimbursement System =ibility | Site Map | Announcements | FAQ | Help | WBT | Logout

s ) ")

SHANDS JACKSONVILLE MEDICAL CENTER, 100001 User ID: VARPROV

Detail Report Inbox Monday, June 14
Home | Report Inbox Request Report

Summary Report Inbox | Detail Report Inbox

Detail Report Inbox

Request Name Request Date Status® Days Left in Inbox* v
VARPROV-D-1067002 06/14/2010 Awaiting Approval =
VARPROV-D-1066917 06/10/2010 Awaiting Approval =
VARPROV-D-1066894 06/10/2010 Complete 17
VARPROV-D-1066893 06/10/2010 Complete 17

Testing New Detail Message 06/09/2010 Declined 17
VARPROV-D-1066744 06/08/2010 Complete 17
Testing New Detail Message 06/09/2010 Declined 16
VARPROV-D-1066744 06/08/2010 Complete 15
VARPROV-D-1066715 06/07/2010 Complete 14

A reguest with a Status of "Complete" or "Complete/Modified" has been reviewed and successfully generated by your FI/MAC. Please allow ample time for your FI/MAC to
package and ship the reports.
*After 21 calendar days with a Status of "Complete”,"Complete/Madified","Declined” or "Error”, the report request will no longer appear in this inbosx.

Refresh |

An example of the Miscellaneous Report Inbox follows.
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Exhibit 3- 28 Miscellaneous Report Inbox Page

m‘f Provider Statistical & Reimbursement System Accessibility | Site Map | Announcements | FAQ | Help | WBT | Log

LAKELAND HOSPICE & HOME CARE, INC., 241547
Miscellaneous Report Inbox
Home | Report Inbox | Request Report

Summary Report Inbox | Detail Report Inbox | Miscellaneous Report Inbox

Miscellaneous Report Inbox

Delete A
- Request Name Request Date PDF Ccsv Status Days Left in Inbox* »
O HCRO1-2135844 10/12/2010 = (132 KB) = Complete 21
*after 21 calendar days vith a Status of "Complete" or "Error”, the report request will no longer 2ppear in this inbox. If the Status is "Complete", it is your responsibility during these 21 days to save the reports to
your own computer.
Refresh Delete

-
£2 PDF files can be viewed and printed using Adobe Reader softuare

The inbox pages display the request name specified when the request was submitted, the date of the
request, the report format, the status of the report, and the number of days the report remains in your
inbox. To save the report, open the report by selecting the corresponding icon in the “PDF” or “CSV”
column and then select the desired “save” option based on the report format. If the report format is
“PDF”, click Save a Copy or select the Save as menu option from the File menu. If the report format is
“CSV”, click Save in the File Download dialog box.

If Separate Files by Provider is selected, a ZIP file is created containing a separate file for each provider
requested for both CSV and PDF requests. For PDF reports, the ZIP file can be saved or opened when the
PDF icon is clicked. For CSV reports, when the user clicks the CSV icon, a secondary page displays,
which when clicking on the links, the user can save or open the ZIP file.
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Exhibit 3- 29 Summary Report Inbox Zip Pop Up

A Provider Statistical & Reimbursement System - Microsoft Inl == x]
| Fle Edi vew Favortes Tools  Help | i
J@Bazk -6 - [x] [2] &2 ‘ ) search /¢ Favorites Q’t]‘ SEEN=I)

| Adeess [{&] httpsipearl ams.comipsr-uFrantCantroller?ap=F1_SurmmaryRequ 1_SummaryRequ ispeorder=6D B
Jurks || @ snag B 1 H » H Google[G- r|eo ) B - | €% Bockmarksw Shoatincked | % check ~ § Autolink - Aurorl (e Sendtor () settings~

CTS/ FProvider Statistical & Reimbursement System

Home | Report Inbox | Request Report | Administration

| sSummary Report Inbox | Detail Report Inbox | Miscellaneous Report Inbox

ﬂ
Summary Report Inbox
Do you want to open or save this file?
O CMS-Test-101608 1 Complete 21 =
| ACMSCONT-5-2567390 1 @ NTa’"e' ;MSZ'T‘*::*”ME'Z“’ Complete 20 (
e: WinZip File
r ACMSCONT-5-256669 10 S Complete 14
torm: pearl.ams,com
| ACMSCONT-S-256656 1i Complete 1z
(m} ACMSCONT-2-256628 1i Open Save | Cancel I Complete 13
[ ACMSCONT-S-256608 1i Complete 1z
r ACMECONT-5-256572 11 [¥ Bays ssk before opening ths type of il Complete 11
| ACMSCONT-5-256571 1i Complete 11
‘while files from the Internet can be useful, some files can potentially
O ACMSCONT-5-256570 L (g Ramuarcompu 101wt e souoe. oo cpon o Complete 1
| ACMSCONT-5-256549 1 save this fle. Whal's the fisk? Complete E
r ACMSCONT-S-256548 107Us7Z0uT ETIUIZI FE) =] Complete 9
| ACMSCONT-S-256541 10/03/2008 F (10121 KB) =] Complete g
(m} ACMSCONT-S-256535 10/03/2008 F (10121 KB) =] Complete el
O ACMSCONT-§-256534 10/03/2008 F (10121 KB) = Complete 3 =l
*after 21 calendar days with a Status of "Complete" or "Error”, the report request will no longer appear in this inbox. If the Status is "Complete”, it is your responsibility during these
21 days to save the reports to your own computer,
Refresh Delete
L POF files can be viewsd and printed using Adobe Reader softwarse
=
The files will be saved as shown in the display below:
Exhibit 3- 30 Summary Report Inbox Zip Pop Up
=121 %]

File Actions ©Options  Help

i

=\

Open Favorites Add Extract Encrypt View CheckOut  Wizard
[ame | Type | Modified | Size | Ratlol Packed | Path |
: Adobe Acrobat 7.0 Document  10f16/2008 1:46 PM 72,429 3% 70,600
.p Adobe Acrobat 7.0 Document  10/16/2005 1:46 PM 72,430 3% 70,595
-,E 017140.pdf Adobe Acrobat 7.0 Document  10/16/2008 1:46 PM 72,429 3% 70,595

If Separate Files by Provider was not selected for CSV report requests, when the user clicks the CSV
icon, the secondary page opens, and when the user clicks the links, the user is prompted to either save or
open the ZIP file. The ZIP file contains one file that contains all providers included in the request. If
Separate Files by Provider was not selected for PDF report requests, the report will open in a new
window.
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Exhibit 3- 31 Summary Report Inbox Separate By Provider

C/MTS, Provider Statistical & Reimbursement System
ﬁé F Med ces

| Home | Report Inb: Request Report | Administration

Summary Report Inbox

Request Name: Separate By Provider CSV
Request Mame - Report(s): (File Size)

Separate By Provider CSW - [F/OP [ 5 KB)

Separate By Provider CSV - 32x, 33x, 399 ( 5 KB)

Back

A report is automatically deleted from the inbox 21 days after the request status is “Complete” or
“Complete/Modified”. You can delete summary reports and summary report requests from the Summary
Report Inbox before 21 days has passed or cancel report requests before the report request is completed
by clicking the Delete check box next to the corresponding reports/report requests to delete and then
clicking the Delete button at the bottom of the page. Detail report requests cannot be deleted from the
Detail Report Inbox prior to the automatic 21-day period.
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An example of the report request details page follows. This page contains the details of the report request
that displays if the report name hyperlink is selected.

Exhibit 3- 32 Inbox: Request Details Page

cm Provider Statistical & Reimbursement System Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout

SHANDS JACKSONVILLE MEDICAL CENTER, 100001 User ID: VARPROV
Monday, June 14

Inbox: Request Details

Home | Report Inbox Request Report

Detail Report Inbox

Inbox: Request Details
* Indicates Required Field

Report Request: VARPROV-D-1067002

Report Request ID: VARPROV-D-1067002

Your Request Name: VARPROV-D-1067002

Requested Provider(s): 100001, 107125

Requested Report(s): 110, 115, 118, 119, 11A, 120, 122, 125, 124, 12P, 127, 130, 132, 135, 134, 13P, 13Z, 140,

142, 145, 14A, 14P, 322, 329, 32M, 332, 339, 33M, 340, 342, 345, 34A, 34P, 720, 725, 724,
831, 832, 835, 834, 83P, 832

PHI Excluded: Mo
Format: Csv
Mailed Date: =
Paid Dates: 03/01/2004 to 05/12/2009
Contact Info: ~Primary
First Name: fgfhfhgth
Last Name: rtfnbwjjh
Phone #: 455-455-4568
E-mail: abc@abc.com
Fax #: -
Reason for Request: -
Service Periods: Provider ID Period 1 Period 2 Period 3 Period 4
100001 From: 01/01/2005||From: 01/01/2006||From: 01/01/2007 ||From: 01/01/2008
To: 12/31/2005|To: 12/31/2006||Te: 12/31/2007||To: 12/31/2008
107125 From: 01/01/2005||From: 01/01/2006||From: 01/01/2007 ||From: 01/01/2008
To: 12/31/2005|To: 12/31/2006||To: 12/31/2007||To: 12/31/2008

Note: This request vill generate up to 84 Detail Report(s).

M save Request as Favorite

2nno

* Favarite Name: (50 character max) [-AV-VARPROV-D-1067002

Back | Save |

A summary report can be viewed once the report status is “Complete”. To open a report from the
Summary Report Inbox, click the PDF or CSV icon corresponding to the desired report, based on the
type of report format that was requested. To refresh the contents of the inbox, click Refresh. If a
summary report is selected from the Summary Report Inbox, the selected report opens in a new Browser
page. The first page of the report provides a “cover page” identifying the total number of pages for each
provider number and report. Click the name corresponding to the provider number and report type
combination to navigate the contents of the desired report.
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An example of the summary report cover page in PDF format follows.
Exhibit 3- 33 Example Summary Report Cover Page in PDF Format

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

REPORT COVER PAGE FOR REQUEST: PRTDO007-S-SAMFLE

Providers-Report Type  Total # of Pages Prowder#-Report Type  Total# of Pages Provider®-Report Type Tota! # of Pages Provider#®-Report Type Total # of Pages
TOODO7-110 5 TOOQOF-115 1 TOOOD7-118 1 TOOOD7-11A 1
TOODO7-122 1 TOODO7-128 1 TOOOD7-12F 1 TO00O07-130 1
TOODO7-135 1 TOODOT-134 1 TODOD7-137 z TO0007-132 1
TOODOT-140 1 TOOQOT-145 1 TOOODT-14F 1

An example of a summary report in PDF format follows.

Exhibit 3- 34 Example Summary Report in PDF Format

FROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Fragram I: REDESGH FROVIDER SUMMARY REFOAT Fage: |

Faid Dates O0/D13 THRU 10/01/05 FCPATIENT - FART & Repon @ ODa&03
Report Run Dake: 01,2907 Report Typa: 110
Provider FYE 12731

Frovider Number: 00007 FLORIDW HOSFITAL

SERVICES FOR PERIOD SERVICES FOR FEROD SERVICES FOR PERIOD SERVICES FOR PERIOD
DLOLAOE - 12731403 010104 - 123004 DDA - ENIAS OLDLDE - 123106

STATISTIC SECTION
DISCHARGES 0 7 0 &7
MEDICARE DAYS [ 15 0 363
CLAME [ H 0 &7
CHARGE SECTION

=*s ACCOMMODATION CHARGES s+

REV CODE DESCRIPTION UNITY CHARGES UNITS CHARGI: UNITY CHARGEY UNITS CHARGES

o MED-SUR-GY/ZEED ] 000 " $5922200 ] 000 138 $135,30400
oz OaIBED a $100 ] 000 a $000 5 $5,109.00
0200 INTENSIVE CARE ar (10U) a $000 1 $1.7B6.00 a $000 23 520300
a1 ICL/SURGICAL a $000 ] $000 a $000 12 3723300
0205 ICL/INTERMEDIATE ] 000 ] FET] ] 000 48 $I524ET.00
02 CORDNARY CARE or (COU) a $100 ] $000 a $000 ] 2100800
(1} CCLANTERMEDIATE a 100 3 $343500 a $0.00 28 $40,43500
TOTAL ACCOMMODATIONS ] 5000 15 51504400 ] 3000 363 581 76600
=53 ANCILLARY CHARGES =+

REY CODE DESCRIFTION UNITY CHARGEE LINITS CHARGES UNITY CHARGEE UNITS CHARGES

0350 PHARRIATY a $00 ] 000 a $000 3 $287321
0251 DAUGEGENERIC a 000 58 $1.10962 a 000 2368 $I6.24574
0252 DRUGEMNONGENERIC a $100 133 $3741.01 a $000 14208 $428 36554
0254 DRUGKNCIDENT ODX a $100 ] 000 a 000 2355 $472655
0355 DRUGE/NCIDENT RAD a $000 2 316475 a $000 1.280 $2.407.55
o258 T SOLUTIONS a $000 EH $2.74801 a $0.00 1125 28,0488
0260 T THERAPY a 000 1 $257.00 a 000 ] 59300
027 MED.5UR SUFPLIES a $100 ] $000 a $000 ] $201440
i) STERILE SUFPLY a $100 7 $388347 a 000 an $17278352
027 PROSTH/ORTH DEV a $000 ] 000 a $000 1 $151.32
e SUPPLY/IMPLANTS ] $000 ] 00 ] 5000 7 $309,70430

Jan 28, 2007 -1- 122537 PM

Note that report examples in this manual do not contain actual PS&R data. The data in the examples is
fictional data.
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An example of a detail report in PDF format follows.

Exhibit 3- 35 Sample Detail Report in PDF Format

Provider Statistical and Reimbursement System

Resmbursements

Caphal

HEP:
FEP:

Exrpins:
Tott

Capal

Fayment

Geng Reimb.

MISP Fass Thre Recan.
Diher ddls
MetReima

Paymeat
Gross REmb.
LEss:

WASP Pass Thre Riscon:
Oter Adis

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM
Program ID: RECESIGH FAYMENT RECOMCILIATION REPORT
Service Month End: 02:23/04 INPATIENT - FART A
Report Run Date: 01/31./07
Pravider FYE: 12431
Provider Number: T0OD07 FETERBORO GEMERAL HOSPITAL
Clairm Information
8ill Frag: 7 Dperasng
Trans Type: [
Dachrg Patnt Cd: 1 (= 000
121000000000 | Dschrg Patnt Seat Ves PSP 18008
DAGAOMG it 7 Outtier: 5000
FIF Caim: Ha DSHAP: $3485
Pricer Rin Cat 1" 1WA/ Teath Ad] $12450
Sadts Exhonr i Ha Nasw Tach 5000
Senvice Thre: Froscessor D 14000 IPFECT:
Whed. Dt Total:
Fatrt N BALDH | S Frag: ] Operating
MESAASS | Trans Type: <
DUINCHOM0D | Dachrg Patnt Cd: 1 = 5000
121000000000 | Dschr Fatnt S Vs PSP Brrd)
HIC Num: 19500304, | DAGATME Dd: 7 Dutlr: 5000
Sacpt OE 0210/04 | FIP Claem: Ha DEHAIP: $3085
Fair Dt: 050308 | Fricer Aan Ot 1 WA/ Toach Adj: -$12480
Service Frem: 013108 | Sahts Exhaad ind.: Ha Nesw Tach - 5000
Senvice Thre: 020408 | Frocessor IO 14000 IFFECT: 5000
W Dy -4 Toal: E 53
Jan 30, 2307 -1-
Dizelairer- The cortent af this repart iz confidential and may ke privileged or othersise probectsd from dissiasare and iz salely for thi Lz of the persanizh or entity for whom it is inbended.

Page: 1
Report #: CD44202
Report Type: 110

Paid Daves:  00/01/50 to 1001405

700z

$57R00
$0.00
$0.00
$0.00
$0.00
s

B

-

$E7E00
$0.00
$000
$0.00
$0.00
oo

-iS.S'iJ 02

Additional Infarmation

MSP Cash Deduct:
MSP Blood Decuct:
MR Cnins.:

Calc Reimh. FIP:
Azt Clm Pymnis #P:
Claim Interese

IRF Penally:

LTCH Shar Sty Oetir
Cap Fay O

Cap FSP @ 1908

Cap Owtr @ 100X
DRGITMG Wit
Dszheg Fretn:

DARG Wit Frets:

Olim Report Splits:

MSP Cash Dedurt:
MSP Blond Decurt:
MSP Coins:

Calz Aaimh. FIF:
bl Clm Pymnts FIP:
Clim Interese

IRF Penainy:

LTCH Shar: Sty Dt
Cap Fay

Cap F5P @ 1003

Cap Ot @ 100X
DRGITMG Wyt
Dscheg Frctn:

DAG Wit Frets:

Oaim Report Splits:

W0
woo
a0

a0
00
.00

B
15673
W00
12688
18000
13688
s

a0
W0
woo
00

a0
W00
452673
-13688
10000

-13E88
nans

12033 PM

An example of a miscellaneous report in PDF format follows.
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Exhibit 3- 36 Sample Miscellaneous Report in PDF Format

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM
Hospice Beneficiary Count Summary

Program Version: 1.00 Page: 1
Report Run Date: 10/12/10 Hospice Election Period Reguested: 09/28/08 to 09/27/09
Provider Number: 241547 Paid Dates: 09/28/07 to 10/06/10

Provider Name: LAKELAND HOSPICE & HOME CARE, INC.

Election Year Ending  Beneficiary Count

2008 §3.1957
2009 2153152
2010 12811
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3.6 Favorite Requests

You can save report requests that you generate frequently as “favorite” report requests. If a favorite report
request is saved, you can view the parameters of the request and submit new report requests based on the
parameters of the favorite requests. Favorite report requests can be saved for summary reports and detail
reports. The Favorite Requests page appears as follows.

Exhibit 3- 37 Favorite Requests Page

Accessibility | Site Map | Announcements | FAQ | Help | WBT | Logout
User ID: VARFROV
Monday, June 14

Provider Statistical & Reimbursement System
SHANDS JACKSONVILLE MEDICAL CENTER, 100001
Favorite Requests

Home | Report Inbox | Reguest Report

| Favorite Requests | Request Summary | Request Detail

Favorite Requests: (12 of 200 in use)*

Remove . =
Favorite Favorite Name Saved Date v Category Recently Run
|| Request Name Request Date
] FAV-VARPROV-D-1066917 06/10/2010 Detail NEREROV-D- 06/10/2010
r FAV-VARPROV-5-1066713 06/08/2010 sSummary % 06/08/2010
1 CAV-VARFRUV-5-1UDDS4/ UD/£L£Df LU LY Sunnary 1066713 UojuUsfLU LY
O FAV-VARPROWV-5-10094258-CSW 05/19/2010 summary = =
r FAV-VARPROV-D-1002689 05/19/2010 Detail % 06/07/2010
r FAV-VARPROVY-5-1009452-mv- 10/02/2009 SO . . |
nonrollover
r FAV-VARPROV-5-1009452-nonmvy- 10/02/2009 Summary _ _
nonrollover
— DOE EAN [ala Wk N ~WisTalalsl Miatail LI

*¥ou are allowed to save up to 200 reports as favorites. It is your respensibility to manage your favorites list and ensure that you do not exceed the limit.

Refresh Remave

The Favorite Requests page displays the favorite name, the date the favorite request was saved, the type
of favorite request, the request name for the most recently generated report based on the favorite request
and the last date the favorite request was used to generate a report.

Up to 100 favorite requests can be saved at any given time. To delete a favorite request, select the
Remove Favorite check box corresponding to the favorite request to delete and then click the Remove
button at the bottom of the page. To refresh the contents of the page, click Refresh.

You can view the details of the favorite request and modify or submit the request by selecting the
hyperlink corresponding to the desired favorite request name. The resulting page displays the report
request 1D, the request name, the provider numbers and reports included in the request, an indicator
specifying if the report contains personal health information, the paid dates, the service periods, the
format of the report, and contact information for the report request. Click Modify to change the
parameters of the report request or Submit to process the report using the current report parameters. Click
Cancel to return to the previous page. An example of a summary report request page follows.
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Exhibit 3- 38 Summary Report Request - Confirm Report Request Page

ility | Site Map | Announcements | FAQ | Help | WBT | Logout
User ID: VARPROV
Monday, June 14

| Acces:

Provider Statistical & Reimbursement System

SHANDS J SONVILLE MEDICAL CENTER, 100001

Summary Report Request

Summary Report Request

* Indicates Required Field
6. Confirm Report Request

Report Request ID:
*¥Your Request Name: (50 character max)

Requested Provider(s):
Requested Report(s):

Mo Data Available:+

110 DRG Section:

Home | Report Inbox | Reguest Report

Favorite Requests | Request Summary | Request Detail

VARPROV-5-1067020
IVARPROV-S-'I 067020

100001 , 102300, 105961 , 107125

110, 118, 11A, 120, 125, 12P, 130, 132, 135, 13P, 13Z, 14P, 720, 725, 210, 220, 225, 322,
329, 332, 339, 399, 115

100001: 720, 725, 115

102300: 132, 135

NOT Requested

Patient CBSA Section: Requested
Format: PDF & C5V
Files Separated by Provider: Yes
Paid Dates: Include all Paid Dates available at time of report generation
Service Periods: Provider] Period 1 Period 2 Period 3 Period 4 Exclude|
D Provider
100001 |From: 07/01/2004 |From: 07/01/2005 |[From: 07/01/2006 |[From: 07/01/2007 ||

To: 06/30/2005|To: 06/30/2006|To: 06/30/2007 To: 06/30/2008

From: 07/01/2004 |[From: 07/01/2005 |From: 07/01/2006 |From: 07/01/2007
To: 06/30/2005|To: 06/30/2006|To: 06/30/2007 |[To: 06/30/2008

O
From: 07/01/2004 |From: 07/01/2005 |[From: 07/01/2006 |From: 07/01/2007 |[[~
r

102300

105961
To: 06/30/2005|To: 06/30/2006|To: 06/30/2007|[To: 06/30/2008

From: 07/01/2004 |[From: 07/01/2005 |[From: 07/01/2006 |[From: 07/01/2007
06/30/2008

107125

06/30/2006 |[To:  06/30/2007 |[To:

To: 06/30/2005|To:

Note: This request will generate up to 23 Summary Report{s). The 1000 and/or 395 report(s) may be blank if the component reports have no data for the dates requested.
*Data does not exist for the Provider - Report combinations listed as 'Mo Data Available' for the chosen Service/Paid Date Periods: therefore no report(s) will be generated

for these providers/reports.
[M save Request as Favorite
*Favorite Name: (50 character max) IFA"*""'*"HF\'F'F\":"'*"'S"

Modify |  Submit |

Cancel |

You can navigate to the Summary Report Inbox or the Detail Report Inbox by clicking the request name
hyperlink corresponding to the recently run request name. Refer to section 3.4, Report Inbox, for
additional information about the Summary Report Inbox and the Detail Report Inbox.
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4 Inpatient Reports

The PS&R System consists of a number of inpatient reports that are based on report templates that define
a consistent layout for multiple reports. The reports are presented in the order in which the Paid Claims
file data is processed. The inpatient template report categories and the corresponding reports based on
each report category are:
e 11X

* Inpatient — Part A (MSP-LCC) (11A)

* Inpatient Long Term Care — Part A PPS Interim Bills (11T)

* Inpatient Long Term Care — Part A PPS (11S)

* Inpatient Rehabilitation — PPS Interim Bills (11K)

* Inpatient — Part A Managed Care (118)

* Inpatient Rehabilitation — Part A PPS (11R)

* Inpatient — PPS Interim Bills (119)

* Inpatient — Part A (110)

* Inpatient Psych — Part A PPS (11U)

* Inpatient Psych — PPS Interim Bills (11V)

e 115
* Inpatient— Fee Reimbursed (115)

e 18x
* Swing Bed SNF (MSP-LCC) (18A)
* Swing Bed SNF (180)
e 21X
*  SNF - Inpatient — Part A (MSP-LCC) (21A)
*  SNF - Inpatient — Part A PPS (210)
e 410
* Religious Non-Medical — Inpatient — Part A (410)

All inpatient reports display consistent information at the top of the first page of each report. The
following provides an example of a report header for the inpatient reports.

Exhibit 4-1 Inpatient Report Header

Program ID: REDESIGN PROVIDER SUMMARY REPGRT Page: 1

Faid Dates: 01 03 THRW 10701706 SMF - INPATIENT - PART A PPS Report # OD2420
Repert Run O 5/07 Report Type: 210
Proviger FYE: 06/30

Provider Number: T85425 QUAKER HOME

The following table contains a list of the fields displayed in the inpatient report header area and a
description of these fields.
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Exhibit 4-2 Inpatient Report Header Fields

Field Definition

Program 1D The release number of the PS&R System in effect when the report was
generated.

Paid Dates The range of paid dates for which the report contains data.

Service Month End Date

This field only appears on inpatient and outpatient detail reports. The
ending month of service for the current page of the report.

Report Run Date

The date the report was generated in the PS&RSystem.

Provider FYE

The provider’s fiscal year end for which the report was generated.

Provider Number

The provider number and corresponding name for which the report was
generated.

(Report Name)

The name of the report that was generated.

Page: <#>

The sequential page number of the report page.

Report #

The identification number assigned to the report.

Report Type

The three- or four-character identifier indicating the type of report that
was generated.

The report footer displays the date the report was generated, the sequential page number of the report, and
the time the report was generated. The following exhibit provides an example of the report footer.

Exhibit 4-3 Inpatient Report Footer

Feb 5. 2007

This chapter provides a description of each inpatient report template and provides a summary of the
reports generated using each template. Chapter 5, Outpatient Reports, provides a description of the
Outpatient reports available in the PS&R System. See Appendix F, Report Details, for a definition of the

data elements available on reports.

10:23:57 AM
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4.1 Inpatient Report Type Assignment

Claims data submitted to the PS&R System in the Paid Claims file are processed for assignment to
inpatient report groups according to the following sequence:

e 11x
e 18x
e 21X

¢ 410

A provider’s Paid Claims file is processed for inpatient report depending on the claim’s bill type and,
routes the claim through the appropriate report type assignment logic. All claims that do not satisfy
requirements for inpatient reports are automatically processed for outpatient reports and home health
agency reports. Once a claim satisfies the requirements for presentation on a report, the claim is not
processed further. For example, if a claim’s bill category is 21x, the claim is routed through the 21x report
type assignment logic. If a claim satisfies requirements for the Inpatient — Fee Reimbursed (115) report,
the claim is written to this report. If a claim does not satisfy the Inpatient — Fee Reimbursed (115) report
requirements, the claim continues through the subsequent report processing sequence until it matches a
report’s requirements.

The following sections document the processing requirements for a claim to be presented on the inpatient
reports.

4.1.1 11x Claims Processing

If a claim’s Bill Type is “11x”, the claim or claim lines are assigned to a report in the following sequence:

e A claim is presented on the Inpatient Fee Reimbursed (115) report if any claim line HCPCS code is
present and the corresponding Total Fee Schedule Amount is greater than zero (0).

e A claim is presented on the Inpatient — Part A (MSP-LCC) (11A) report if the claim level MSP-LCC
Indicator is “M” or the claim level indicator is “FR” (Full Recovery).

e A claim is presented on the Inpatient Long Term Care — Part A PPS Interim Bills (11T) if the claim
Service Thru Date is after September 30, 2002, the provider is a long term care hospital, Federal
Specific Portion is not zero (0) and the Patient Status Code is “30”.

e A claim is presented on the Inpatient Long Term Care — Part A PPS (11S) report if claim Service
Thru Date is after September 30, 2002, the provider is a long term care hospital, and Federal Specific
Portion is not zero (0).

e A claim is presented on the Inpatient Rehabilitation — PPS Interim Bills (11K) report if the Patient
Status Code is “30” and any claim line Revenue Code is “0024”.

e A claim is presented on the Inpatient Part A Managed Care (118) report if any Condition Code is
“04” Or “69”.

e A claim is presented on the Inpatient Rehabilitation — Part A PPS (11R) report if any claim line
Revenue Code is “0024”.

e A claim is presented on the Inpatient Psych — Part A PPS (11V) report the if Provider ID is xx4000
through xx4499 or xxSxxx or xxMxxxx and FSP does not equal zero (0) and Patient Status Code is
“30” and benefits are not exhausted (Occurrence Code is not “A3”, “B3”, “C3”, “E3”, “F3”, or
“G3”).
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e A claim is presented on the Inpatient Psych — PPS Interim Bills (11U) report if the Provider ID is
xx4000 through xx4499 or xxSxxx or xxMxxxx and FSP does not equal zero (0).

e A claim is presented on the Inpatient PPS Interim Bills (119) report if the Patient Status Code is “30”,
the Diagnostic Related Group (DRG) Code is greater than zero (0), and the Federal Specific Portion is
not zero (0).

e A claim is presented on the Inpatient — Part A (110) report for all remaining claims and claim lines.
4.1.2 18x Claims Processing

If a claim’s Bill Type is “18x”, the claim is assigned to a report in the following sequence:

e A claim is presented on the Swing Bed SNF (MSP-LCC) (18A) report if the MSP-LCC indicator is
“M” or the claim level indicator is “FR” (Full Recovery).

e A claim is presented on the Swing Bed SNF (180) report for all claims that do not match the criteria
for the Swing Bed SNF (MSP-LCC) (18A) report.

4.1.3 21x Claims Processing

If a claim’s Bill Type is “21x”, the claim is assigned to a report in the following sequence:

e A claim is presented on the SNF — Inpatient — Part A (MSP-LCC) (21A) report if the MSP-LCC
indicator is “M” or the claim level indicator is “FR” (Full Recovery).

e A claim is presented on the SNF — Inpatient — Part A PPS (210) report for all claims that do not match
the criteria for the SNF — Inpatient — Part A (MSP-LCC) (21A) report.

4.1.4 410 Claims Processing

If a claim’s Bill Type is “410”, the claim is assigned to the Religious Non-Medical — Inpatient — Part A
(410) report.

4.2 11x Report Template

The 11x template reports are processed at the claim level. There is a summary report and a detail report
associated with each report within the 11x report template.

The Inpatient 11x Provider Summary reports display summary statistics, charges, reimbursements, and
additional information for one reporting period up to a maximum of four reporting periods. (Note that the
report always contains column headings for each of the four possible reporting periods even if the report
contains fewer than four reporting periods.) The data displayed in each section is determined by the report
selected for generation. For example, if the Inpatient Long Term Care — Part A PPS Interim Bills (11T)
report is generated, the report contains inpatient long term care Part A services that have been billed on
and interim basis data. The statistics section displays the number of discharges, the number of Medicare
days, and the number of claims being reported for each of the reporting periods. The charge section
displays the number of units and the total dollar amount of the revenue code being reported. The
reimbursement section displays operating, capital, and gross reimbursement amounts for the reporting
period, such as hospital and federal specific, outlier, DSH/LIP, IME teaching adjustments, new
technology, IPF ECT, hold harmless, and exception amounts. This section also provides total operating
payments, total capital payments, and net reimbursement totals for each of the reporting periods included
in the report. The Payment section displays gross distribution less device credit, cash deductible, blood
deductible, coinsurance, net MSP payments, MSP pass thru reconciliation, other adjustments, and the net
reimbursement. The Additional Information Section displays the calculated net reimbursement for PIP,
actual claim payments for PIP, claim interest payments, IRF penalties, LTCH short stay outlier payments,
CAP Federal specific at 100%, CAP outlier at 100%, discharges, DRG/CMG weight, case mix index,
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trans-adjusted discharges, trans-adjusted DRG/CMG weight, and trans-adjusted case mix index for each
of the reporting periods included in the report.

If the “Include 110 DRG Section” option is selected when the report is generated, the DRG Section is
displayed at the end of the report. The DRG section shows information that is grouped by DRG codes.
The DRG Section displays data for four service periods and contains information such as Discharges,

Medicare Days, Gross Reimbursement, and MSP Payment. The fields in this section are totaled at the
bottom of the column.

The Inpatient 11x Payment Reconciliation (Detail) reports display claim, reimbursement, and additional
information charges for each individual claim submitted by the provider for the specified reporting
period. Each reporting period (for at lease one reporting period up to a maximum of four reporting
periods) are presented in chronological order with the earliest reporting period displayed first. All
subsequent reporting periods are displayed following the previous reporting period at the end of each
reporting period. Each claim displays patient identification information, the period of service associated
with the claim, and a list of revenue codes, number of units, and total amount of charges associated with
each revenue code included in the claim. In the Additional Information Section in detail reports, the
“MSP Cash Deductible”, “MSP Blood Deductible”, “MSP Coinsurance”, “Claim Report Splits”, and
“Capital Pay Code” fields display.

An example of the Inpatient 11x Provider Summary report template and the Inpatient 11x Payment
Reconciliation (Detail) report template follow.
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Exhibit 4-4

Provider Statistical and Reimbursement System

Inpatient 11x Provider Summary Report Template (Page 1)

FROVIDER

Program |G- RECESIGH

Paid Dates- 07701704 THRU 11/30/08

Report Rum Date: 02/22:08

Provider FYE: D620

Provider Number: 100007 3HANDS |ACKSOMVILLE MEDICAL CENTER

SERWICES FOR PERIOD
10701704 - 08/30705

STATISTIC SECTION

STATISTICAL AND REIMBURSEMENT SYSTEM

PROVIDER SUMMARY REPORT
INPATIENT - FART A (MSP-LCCH

SERVICES FOR PERIOD
10401705 - 0973006

SERVICES FOR PERIOD
1001406 - 93/30407

Page: 1
Repart#: OD24203
Repart Type: 114

SERVICES FOR PERIOD
10/01,/07 - 0372008

DISCHARGES 0 2 ¢ o
MEDICARE DAYS 0 E] ] o
CLAMS ] 2 ] o

CHARGE SECTION

*** ACCOMMODATION CHARGES ™

REV CODE  DESCRIPTION UnITS CHARGES UNTS CHARGES UNTS CHARGES UKITS CHARGES
a1 ROOM-BOARD/PYT [ $0.00 1 $ESE.00 [ $0.00 [ $0.00
o120 ROOM-SOARDYSEM| ] $0.00 2 §1,38500 ] $0.00 ] $0.00
TOTAL ACCOMMODATIONS [ $0.00 H $2.08400 [ $on [ $0.00

= ANCILLARY CHARGES ™"

REV CODE  DESCRIPTION unaTs CHARGES UnTs CHARGES UnTs CHARGES UniTs CHARGES
a250 PHARMACY [ $0.00 80 §1.42470 [ $0.00 [ $0.00
o258 IV SOLUTIONS [ $0.00 2 §120000 [ $0.00 [ $0.00
an STERILE SUPPLY [ $0.00 2 §210.00 [ $0.00 [ $0.00
0300 LABORATORY or (LAE) [ $0.00 5 §23200 [ $0.00 [ $0.00
CEL LAB/CHEMISTRY [ $0.00 17 108550 [ $0.00 [ $0.00
2305 LAB/HEMATOLOGY 0 $0.00 11 §1,150.00 [ $0.00 [ $0.00
0324 D %-RAY/CHEST 0 $0.00 2 $E0400 [ [] $0.00
0200 ELOOD/STOR-FROC [ $0.00 2 §20200 [ $0.00 [ $0.00
0450 EMERS ROOM [ $0.00 2 §1.585.00 [ $0.00 [ $0.00
a73e EKG/ECE ] $0.00 2 $340.00 [] $0.00 [] $0.00
TOTAL ANCILLARY [ $0.00 132 $7.07720 [ $a0n [ $a00
TOTAL COVERED CHARGES $0.00 $3,181.20 $0.00 $0.00

REIMBURSEMENT SECTION

CPERATING
HOSFITAL SPECIFIC $0.00 $0.00 $0.00 $0.00
Sep 22, 2008 -1- 1:29:49 PM
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Exhibit 4-5

Provider Statistical and Reimbursement System

Inpatient 11x Provider Summary Report Template (Page 2)

FROVIDER

Program |B: RECESIGH

Paid Dates- 07/01/04 THRU 11/30/06

Report Rum Date- 02/22/08

Provider FYE: 05/20

Provider Number: 100007 3HAMDS JACKSOMNVILLE MEDICAL CENTER

SERWICES FOR PERIOD
10001704 - 0820705

STATISTICAL

PROVIDER SUMMARY REPORT
INPATIENT - PART A (M5P-LCC)

SERWICES. FOR FERIOD
10701405 - 09730708

AMD REIMBURSEMENT SYSTEM

SERVICES FOR FERIOD
1001406 - 0930407

Page: 2
Repart #: 0044203
Repart Type: 114

SERVICES FOR PERIOD:
100007 - 08/720/08

FEDERAL SPECIFIC $0.00 $E.34485 $0.00 000
OUTLIER $0.00 $0.00 $0.00 $0.00
DSHLF 000 $1372.02 $0.00 000
IME/TEACHING AD). $0.00 $2.038.77 $0.00 $0.00
NEW TECHNOLOGY $0.00 $0.00 $0.00 000
IPFECT $0.00 $0.00 $0.00 000
TOTAL CPERATING PAYMENTS $0.00 $14,407.45 $0.00 $0.00
CAPITAL
HOSFITAL SFECIFIC $0.00 $0.00 $0.00 $0.00
FEDERAL SPECIFIC 000 31462 $0.00 000
OUTLIER $0.00 $0.00 $0.00 000
HOLD HARMLESS $0.00 $0.00 $0.00 000
D3H 000 10297 $0.00 000
INDIRECT MECHCAL EDUCATION $0.00 $183. $0.00 000
EXCEPTIONS $0.00 $0.00 $0.00 000
TOTAL CAPITAL PAYMENTS $0.00 $1.101.37 $0.00 $o.00
PAYMENT
GROSS REIMBURSEMENT $0.00 $15,508.83 $0.00 $0.00
LESS
DEVICE CREDIT $0.00 $0.00 $0.00 000
CASH DEDULCTIBLE $0.00 $1.504.00 $0.00 $0.00
ELOGD DEDUCTIALE $0.00 $0.00 $0.00 000
COINSURANCE $0.00 $0.00 $0.00 $0.00
NET MSF PAYMENTS 000 $2.102.00 $0.00 000
MSF FASS THRU RECONCILIATION $0.00 $0.00 $0.00 000
OTHER ADJUSTMENTS $0.00 $6347.63 $0.00 000
Sep 22,2008 -2- 1:29:45 FM
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Exhibit 4-6 Inpatient 11x Provider Summary Report Template (Page 3)

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program ID: REDESIGN PROVIDER SUMMARY REPORT Page: 3
Paid Dates: 07/01/08 THRU 11/30/08 INPATIENT - PART A (MSP-LCC) Repart #: 044203
Report Run Date: 03/22/08 Repart Type: 114
Provider FYE: 0530

Provider Number: 100081 SHANDS JACKSONVILLE MECICAL CENTER

SERVICES FOR PERIOD SERWICES FOR PERIOD SERVICES FOR FERIOD SERWICES FOR PERICD
10/01/04 - 08030405 10401405 - 08/30406 1040105 - 0220407 1040107 - 08/20:18
NET REBBURSEMENT $0.00 $5,155.20 $0.00 $0.00
ADDITIONAL INFORMATION SECTION
CALCULATED NET REIME FOR PIF $0000 $0.00 §0.00 {000
ACTUAL CLAIM PAYMENTS FOR PI? $0.00 30.00 $0.00 $0.00
CLAM INTEREST FAYMENTS 0000 30.00 $0.00 $0.00
RF FEMALTY AMOUNT $0000 $0.00 §0.00 {000
LTCH SHORT STAY OUTLIER PAYMENTS $0.00 30.00 $0.00 $0.00
CAP FED-SPECIFIC @ 100% 000 $814.88 $0.00 $0.00
CAP QUTLIER @ 100% 0,00 30.00 $0.00 $0.00
DISCHARGES ] b o o
DRG/CMG WEIGHT 2.0000 2.0000 £.0000 0.0000
WEIGHT/DISCHARGES 0.0000 0.0000 0.0000 0.0000
DISCHARGE FRACTION o 0 o o
DRG WEIGHT FRACTION 0.0000 20000 £.0300 0.0000
DRG WEIGHT FRACTICHN/DISCHARGES 0.0000 20000 L0000 0.0000
Sep 22, 2008 -3- 1:25:45 PM
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Exhibit 4-7

Inpatient 11x Payment Reconciliation (Detail) Report Template

(First Page)

Provider Statistical and Reimbursement System

Program ID: REDESIGH

Sarice Month End: 03731704

Report Run Date: 0Z/07/07

Provider FYE: 12/21

Frovider Number: T0000T PETERBORD GEMERAL HOIPITAL

Patet M
DN

Punit Cotrl &
M Rod
HIC Mume
Recpt Dt
Paid Dt
Sarvice From:
Sarvice Thra:
Med Days:

Patel M
DN

Funit Cotrl &
Med Rord #:
HIC Mume
Recot Dt
Paid Dt
Sarvice Fromc
Sarvice Thru:
Med Days:

Med. Days 2

Feb 7, 2007

FALO S
0443722450204
120000000000
F53000000000
4B1ER0LITA
050304
0ENT0L
033304
033304

1

FEEKM
20408747550004
120000000000
F2A000000000
ITEESH00E
050504
05904
030004
033104

1

Thaim Information
BiLFreg
Trass Type:
Doty Fant O
Dachog Faint Stk
DRG/CAG Co:
PP Claim:
Pricer Rts Cd
Brifts Exbstd indl:
Processar D

BIL Freg
Trass Type:
Dschg Faint Cot
Dischog Faint Stat:
DRG/CMG Cd:
PP Claim:

Pricer Rts Cd
Brifts Extand incl:
Processas D

Discharge Coumt: 2

fes
415
e

R
14000

m
o

e
14000

R Codie Units Charges

000 | 1 | $178600
st | 0 | seiar
02 | 0 | $16523
08| o

[
[
[
[
[
[
o ;
- L 213000,

TOTAL: 1 36,0209

RevCode Lnits Charges
nn 1 382200

™ Menthly Totaks for FETERBORO GENERAL HOSPITAL for service month end 3/21/04 *™*

L Changes
$5.3207 36

TOTAL 2

Dperating
£ 000
FE 584507
Dwtlier: 0m
DEHF: 44177
RAES Teach Adf $i5T.18
W Tech: »nw
FF ECT: m
Toal: :?ld&ﬂ!
Operatisg
HEP- 5000
FS $4562863
Outlier: wm
DSHAP: $25468
FAES Teack Adf sioans
Baw Tech : 000
FF ECT:
Total: 36816
Operating
HER 5000
F&" st
Qutlier: om
DSHALP: p2x 8 )
PES Teack Adf 526202
Sdaw Tach ; 5008
PFECT: am
e —

PAYMENT RECONCILIATION REFORT
INFATIENT - PART & (MEP-LCC)

Reimbursements

Capital
HEP $0.00
=5 $552.50
Detlier: $0.00
Hiold Harm: $0.00
DSH 13884
= $1039
Exratns 3000
Toul: o
Capital
H3R $0.00
E- $a42.19
Dtlier: $0.00
Hold Harm $0.00
DSH $15.10
ME 653
Exraing 000
Teal: PEEES

PREGVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Paymant
Gross Bgimb.
LESE:

Cah Dedect.:
Binod Deduct:
Ciins:

[

M5 Pass Thre Recoe:
Oar Adjs

et Remb.

Paymant
Gross Beimb.

=3

Cah Dedect.:

Blood Deduct:

Coins:

s

MS® Pass Thre Recos.:
Osar Adjs

Mot Remb.:

Fayment

Geross Reimb.
LESS:

Cash Diesdect
Blood Dedu
Coins:
M5

M5 Pass Thre Racee.:
Omar Adjs

Mot Aeimb.:

814255

$5.43538

$87.00
o0

$0.00
$172316

$1331.51

$505.71
—

Fage: 1
Report #: 0024202
Report Type: 114

Paid Dates: 01/01/04 to 10001/06

Additional Infermation

ISP Cash Deduct:
5P Sioed Dedect:
MIEP Coles.:

Calc Reimi. FIF:
Arteal Clm Pymets PI%:
Claim Ingerest:

1RF Fanalty

LTCH Stant Stay Dullr:
Cap Pay Cox

Cap FSP @ 100%:

Cap Dutir @ 105
DRE/ME WE:
Dsehrg Fretn:
DRG W Frote

WEP Cash Deduct:
ISP Sioed Dedect:
MEP Coles.:

Calc Reimis. FiF:
‘Artaal Cim Pymats PI%:
Claim Ingerest:

1RF Fanalty

LTCH Stan Stay Dulir:
Cap Pay Ca:

Cap FSP @ 100

Cap Dutir @ 105%
DRGATME Wit
Dischrg Frcin:

DRG Wt Frote

5000
$0.00
000
3000

5000
$0.00
S0

4818
5000

Additional Infarmation

SR Cash Deduct:
ISP Soed Deduct:
MEP Coies.:

Calc Remas. P
‘Ataal Cim Pymats PI%:
Claim Ingerest

IRF Fanalty:

LTOH St Stay Dulir:
Cap FSP @ 100%:

Cap Dutir @ 2%
DRG/TME WE:
Wigu/Dschrgs:

DsEhrg Fretn:

DRG WL Frote

DRG WL FreteTischigs:
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Exhibit 4-8 Inpatient 11x Payment Reconciliation (Detail) Report Template

(Last Page)

Frogram ID: RECESIGH
Service Month End: NJA
Report Bun Date: 0240707
Provider FYE: 12731

PROVIBER STATISTICAL AND REIMBURSEMENT SYSTEM

Frovider Number: TO0O07 FETERBORD GEMERAL HOSPITAL

FAYMENT RECONCILIATION REFORT
INFATIENT - PART A (MSP-LCC)

Service Peried and Report Type Totals

Fape: 2

Report #: OD24202

Report Type: 114

Paid Dates: 01/00/04 ta 10/01/06

Service Period Resmbursements Additional Information
DUD12004 - D101 /2006 units  Charges Operating Capital Payment M5F Cash Dedect.: s0.00
Mad Discharge Count: 2 TOTAL 2 59207 36 M57 Blood Deduct: 5000
HEF 5000 | HSF S000 | GrossReimb. §1358633 | M5 Coins: s0.00
FSP. s1arTe FSP. $1.105.09 LE55 Cak Raimb. PIP. $0.00
000 Our: 3000 B Actuat Clm Pymints FIP:
$73645 | Hold samm 5080 | CassDedect SETEOD | Claim interest s0.00
$162.03 OsH: S47 T4 Blood Deduct.: 5050 IRF Pemalty: $0.00
5000 IME $173: Coins: $0.00 LTCH Short Stay Detir 3000
EC 5050 Eacptes 5020 M5®: §7.57615 Cap 75 @ 1008 51,0508
z W5® Pass Thru Recos sa00 Cap Dwilr @ 100%: $0.00
. Total §1,170.15 .
e (ERIAL — | Oer Ads 3437837 | DRG/CMIG WgE
WRLDR hrgs:
Net Remin SISST1 | Dschig Fros
DRG ‘Wign Fretn:
DRE 'Wign Fretnl/Dachgs:
T Report Type 11A Tatals for PETERBORO GEMERAL HOSFITAL ™ Operating Capital Faymant Additienal Infermation
Units  Charges HSP: 5000 HSP: 5000 Grass Reimb. 513,553 M5® Cas» Deduct: $0.00
Med Dayx 2 Dischange Count 2 TOTAL F $9.707 36 F5P. snairm FSP. $1.105.09 LE55 M5® Blood Deduct: 3000
5050 Ouwr fi=l : M5® Cains. 5000
7645 Holg =a R il Cash Deduct SETER0 Cak Reimb. PIP. 5000
] §16203 | DS 34774 | Blood Deduct: S000 | Achual Clm Pemits FIF:
3000 IME si7m Ceins: 3000 Claim Interest: 3000
S04 Excples s0.00 M5 §7.57635 IRF Penaliy: 3000
s | MSF Pass Thru Recoe 5000 LTCH Short Stay Owtln s0.00
Tota §1,170.15
oal Slzaieis Omer Ads SLITAIT | Cap P 10D 5110509
Cap Dwtir @ 100%: $0.00
Nt R 75571
et R L -
WRLD hrgs:
Dischig Frete
DRG YWigt Fretn:
DIRG Wit Froin/Dschags
Feb 7, 2007 121454 PMA

The reports that are generated based on the Inpatient 11x report template are:
e Inpatient — Part A (MSP-LCC) (11A)
e Inpatient Long Term Care — Part A PPS Interim Bills (11T)
e Inpatient Long Term Care — Part A PPS (11S)
e Inpatient Rehabilitation — PPS Interim Bills (11K)
e Inpatient — Part A Managed Care (118)
e Inpatient Rehabilitation — Part A PPS (11R)
e Inpatient — PPS Interim Bills (119)
e Inpatient — Part A (110)
e Inpatient Psych — Part A PPS (11U)
e Inpatient Psych — PPS Interim Bills (11V)
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e Religious Non-Medical — Inpatient — Part A (410)
The report that is generated based on the Inpatient 115 report template is:

e Inpatient— Fee Reimbursed (115)

A brief description of these reports is provided in the following sections. The reports are presented in the
order in which the Paid Claims file is processed.

4.2.1 Inpatient — Fee Reimbursed (115)

The Inpatient — Fee Reimbursed (115) report shows covered charges and reimbursement for fee
reimbursed services for inpatient services. The detail report shows reimbursement by revenue code for
inpatient services. The items reported on the Inpatient — Fee Reimbursed (115) report are not to be
included on the Medicare Cost Report.

The Inpatient Long Term Care — Part A (115) report is generated automatically if the Inpatient — Part A
(110) report is requested.

Although the Inpatient — Fee Reimbursed (115) report data processing is performed with the 11x reports,
the summary and detail reports have their own format. The following exhibits provide examples of the
Inpatient 115 Provider Summary report and the Inpatient 115 Payment Reconciliation detail report.

Exhibit 4-9 Inpatient 115 Provider Summary Report Layout

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program |B: REDESIGN PROVIDER SLINMBARY REPORT Pape 1

Paid Dates: 02701704 THRU 100108 INPATIENT - FEE REIMBURSED Report # OD44203
Report Run Date: 02/01/07 THESE ITEMS ARE NOT TO BE INCLUDED ON THE MECHCARE COST REFORT Report Type: 115
Previder FYE: 12/31

Provider Number: TOODO7 PETERBORO GEMERAL HOSPITAL

SERNVICES FOR PERIOD SERVICES FOR PERIOD SERVICES FOR PERIOD SERVICES FOR PERICD
01,/01,/04 - 12/31./04 Mo Data Reguested Mo Data Requasted Mo Data Regquested
STATISTIC SECTION I
CLAIMS i
CHARGE SECTION
REVCODE  DESCRIPTION uraTs CHARGES UnITS CHARGES UMITS CHARGES UMITS CHARGES
0636 DRUGS/DETAL CODE 33 $8.002.41
TOTAL COVERED CHARGES k2 $8,002.41
REIMBURSEMENT SECTION
PAYMENT
GROSS REIMBURSEMENT $37.05
LESS
CASH DEDUCTIBLE $0.00
BLOOD DECUCTIBLE $0.00
COINSURANCE $0.00
TMET MSP PAYMENTS $0.00
INET REIMBURSEMENT $37.05
ADDITIONAL INFORMATION SECTION
CLAIM INTEREST PAYMIENTS $0.00
Feb 1, 2007 -1- 7:5334PM
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Exhibit 4-10

Provider Statistical and Reimbursement System

Inpatient 115 Payment Reconciliation (Detail) Report Template

(First Page)

Program ID: RECESIGM
Sercice Momth End: 02/28/04
Report Run Date: 02/07/07
Pravider FYE 12731

Provider Number: TO0O0T PETERBORD GEMERAL HOSPITAL

Patet M
DN

Pant Cogrl &
W Rord &
HIC Mume
Recpt Dt
Pad Dt
Sarwice From:
Sarwice Thiu:

Patet B
DM

Pant Cotrl &
Mt Rord #
HIC Mume
Recpt Dt
Faid Dt
Sarwice From
Sarwice Thra:

*** Maonthly Totaks for FETERBORO GENERAL HOSPITAL for service manth end 2/29/04 "7

Feb 7, 2007

FPROWVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Chaim Information
MADAR | 3L Freg
204086517757B04 | Trass Tyoe:
001000000000 | Processer D
121000000000
0GI7E11464
MADAF | Bl Freg
J04IWITEIMENS | Trams Type:
DOID00020000 | Frocesser I
12100002000
0937611454
R LT

CEAEA

12000

PAYMENT RECONCILIATION REFORT
INPATIENT - FEE REIMBURSED

W

(Gross Reimb.

LESS:

Ruw Code HCPCS Unies
0236 L3

Charges  HOPCS Remb.
$40,012.05 $18535

TOTAL e SAD0NZ05 $'B525 Cash Dede]

Het Reimb.

Grass REimb.

Rev Code HOCPCS Usibs
0636 | Q2022 | -156

HCPCS Reimb.
-§14830

Chargas
-§32.003.6¢4

TOTAL: -1558 -§X

005 54 -§14820
Bipod Deduct:
Coins.:
MSF

HNet Remb.:

Reimbursements

HCPLS Reimb.
s

Gross Reimb.

LESS:

Units  Charges
TOTAL: 3 sa0ma

Cas Dt
Blood Deduct:
Coins:

Ms:

et Reme.:

$18535

$0.00
$0.00
$0.00

2o
iIEEJE

-$14820

$0.00
$0.00
$0.00
Jobo

-illﬂ!ﬂ

3705

sooo
soon
sooo
pEg

$3705
—

Fage: 1

Report#: 0044202

Report Type: 115

Paid Dates: 01701704 to 10/00,/06

Additional Information
M5F Cath Dedect: 50,00
M5* Blood Deduct: 30,00
MS® Cains.: 30,00
Claim Inerast 50,00
Claim Repart Sple 1115
MS® Cash Dasdact. $0.00
M5F Blood Deduce: 50,00
M5F Coing: 30,00
Claim Interast 50,00
Claim Report Sphes. 1na1s

Additional Information
M5® Cash Deduct: 3000
M5* Blood Deduct: 5000
M5® Coins: $0.00
Claim Inierest 3000

TZ1354PM
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Provider Statistical and Reimbursement System

Exhibit 4-11 Inpatient 115 Payment Reconciliation (Detail) Report Template
(Last Page)

FROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program ID: REDESIGH PAYMENT RECONCILIATION REPORT Page: 2
Service Month End: N/A INPATIENT - FEE REIMBURSED Report #: 0044202
Report Run Date: 02/07/07 Report Type: 115

Fravider PfE 1231 Paid Dates: 01/01/04 o 10/01/08
Frovider Number: TO0O07 FETEREORD GEMERAL HOSPITAL

Service Period and Report Type Totals

Service Period Reimbursements Addition al Information
01/01/2004 - D1/01/2006 Lints Crarges HCPCE Reme. Gross Remi, $37.05 MSP Cash Deduct S0
TOTAL kL] $5,002.4! 53705 e M Blood Dedurk: 0,00
B MSP Cains s00Q
{Cash Deduct 5000 Claim biprest 5000
Blgod Deduct oo
Coins. 000
MSP. oo
et Reimb 5§37 05
—
*** Repart Type 115 Totals for PETERBORD GEMERAL HOSPITAL =™ Reimbursements Additional Information
Uniis Charges HOPCS Reimi Gross Reimb, 53705 | WS Cah Decuct: 50,00
TOTAS E:] $8.002.4 53705 LESE: M5? Blood Deduct sao0
N M5 Coins 5000
Cazs Deduct oo Claim eiprest 5000
Blnod Deduct 000
Cors 500
MIP o0
Nat Reimo $37.05
——
Feb 7, 2007 -21- TZNAELPM
4.2.2 Inpatient — Part A (MSP-LCC) (11A)

The Inpatient — Part A (MSP-LCC) (11A) report is a supplemental report to the Inpatient — Part A (110)
report. For providers on PIP (Part A), the interim payments included on the cost report are adjusted by the
Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC) amounts. The items reported on the
Inpatient — Part A (MSP-LCC) (11A) report are included on the Medicare Cost Report.

4.2.3 Inpatient Long Term Care — Part A PPS Interim Bills (11T)

The Inpatient Long Term Care — Part A PPS Interim Bills (11T) report summarizes inpatient long term
care Part A services that have been billed on and interim basis (that is, a bill frequency code of 2 or 3).
The items reported on the Inpatient Long Term Care — Part A PPS Interim Bills (11T) report are not to be
included on the Medicare Cost Report.

4.2.4 Inpatient Long Term Care — Part A PPS (11S)

The Inpatient Long Term Care — Part A PPS (11S) report summarizes Inpatient long term care Part A
services. The items reported on the Long Term Care — Part A PPS (11S) report are included on the
Medicare Cost Report.
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4.2.5 Inpatient Rehabilitation — PPS Interim Bills (11K)

The Inpatient Rehabilitation — PPS Interim Bills (11K) report summarizes Inpatient Part A hospital
services reimbursed under the Inpatient Rehabilitation Facility PPS payment system that have been billed
on an interim basis (that is, a bill frequency code of 2 or 3). The items reported on the Inpatient
Rehabilitation — PPS Interim Bills (11K) report are not to be included on the Medicare Cost Report.

4.2.6 Inpatient — Part A Managed Care (118)

Inpatient — Part A Managed Care (118) report summarizes services billed under Part A for Medicare
managed care patients for purposes of receiving reimbursement for direct graduate medical education
(DGME) and indirect medical education (IME). The items reported on the Inpatient — Part A Managed
Care (118) report are not to be included on the Medicare Cost Report.

4.2.7 Inpatient Rehabilitation — Part A PPS (11R)

The Inpatient Rehabilitation — Part A PPS (11R) report summarizes Inpatient Part A hospital services
reimbursed under the Inpatient Rehabilitation Facility Prospective Payment System. The items reported
on the Inpatient Rehabilitation— Part A PPS (11R) report are included on the Medicare Cost Report.

4.2.8 Inpatient — PPS Interim Bills (119)

The Inpatient — PPS Interim Bills (119) report summarizes Inpatient Part A. hospital services reimbursed
under the Inpatient Prospective Payment System (PPS) that have been billed on an interim basis (that is,
bill frequency code of 2 or 3). The items reported on the Inpatient — PPS Interim Bills (119) report are not
to be included on the Medicare Cost Report.

4.2.9 Inpatient — Part A (110)

The Inpatient — Part A (110) report summarizes Inpatient Part A hospital services, including services
reimbursed under cost, Tax Equity and Fiscal Responsibility Act of 1982 (TEFRA), and the Inpatient
Prospective Payments System (PPS). The items reported on the Inpatient — Part A (110) report are
included on the Medicare Cost Report.

The Inpatient — Fee Reimbursed (115) report is generated automatically when the Inpatient — Part A (110)
report is requested.

4.2.10 Inpatient Psych — Part A PPS (11U)

The Inpatient Psych — Part A PPS (11U) report summarizes Inpatient Part A PPS services for Inpatient
Psychiatric Facility Hospitals. The items reported on the Inpatient Psych — Part A PPS (11U) report are
included on the Medicare Cost Report.

4.2.11 Inpatient Psych — PPS Interim Bills (11V)

The Inpatient Psych — PPS Interim Bills (11V) report summarizes Inpatient Part A hospital services
reimbursed under the Inpatient Psychiatric Facility PPS payment system that have been billed on an
interim basis (i.e., a bill frequency code of 2 or 3). The items reported on the Inpatient Psych — PPS
Interim Bills (11V) report are included on the Medicare Cost Report.

4.2.12 Religious Non-Medical — Inpatient — Part A (410)

The Religious Non-Medical — Inpatient — Part A (410) report summarizes the Medicare days, discharges,
charges, deductibles, coinsurance, and net reimbursement for a reporting period. Religious Non-Medical
facilities typically have relatively low Medicare utilization and the majority of their charges are for
routine inpatient care. The items reported on the Religious Non-Medical — Inpatient — Part A (410) report
are included on the Medicare Cost Report.
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4.3 18x and 21x Report Template

The 18x and 21x template reports are processed at the claim level. There is a summary report and a detail
report associated with each report within the 18x and 21x report templates.

The Inpatient 18x and 21x Provider Summary reports display summary statistics, charges,
reimbursements, additional information, for one reporting period up to a maximum of four reporting
periods. (Note that the report always contains column headings for each of the four possible reporting
periods even if the report contains fewer than four reporting periods.) The data displayed in each section
is determined by the report selected for generation. For example, if the Swing Bed SNF (MSP-LCC)
(18A) report is generated, the report contains claims where the claim level MSP-LCC indicator is “M” or
the claim level indicator is “FR” (Full Recovery). The statistics section displays the number of discharges,
Medicare days, and number of claims for each of the reporting periods presented on the report. The
charge section displays the number of units and the total dollar amount of the revenue code being reported
for accommodation charges and ancillary charges (for example, pharmacy, 1V solutions, drugs, medical
supplies, sterile supplies, and laboratory charges). The Reimbursement Section displays gross
reimbursement amounts, cash deductible, blood deductible, coinsurance, net MSP payment, and net
reimbursement amounts for each of the reporting periods presented on the report. The Additional
Information Section displays calculated net reimbursement for PIP, actual claim payments for PIP, and
claim interest payments for each of the reporting periods presented on the report. Additionally, individual
resource utilization group (RUG) utilization is displayed by revenue code to assist in the completion of
Worksheets 5-7 of the Medicare Cost Report.

The Inpatient 18x and 21x Payment Reconciliation (Detail) reports display detailed claim information,
reimbursements, and additional MSP deductible and coinsurance information for each claim included in
the reporting period. Additionally, service period and report type totals are provided for each of the
service periods included in the report.

An example of the Inpatient 18x and 21x Provider Summary report template and the Inpatient 18x and
21x Payment Reconciliation (Detail) report template follow.
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Exhibit 4-12 Inpatient 18x and 21x Provider Summary Report Template (Page 1)

PROVIDER STATISTICAL AND REIMBURSEMEMNT SYSTEM

FROVIDER SUMMARY REFORT Fage: 1
101405 SWING BED SNF Report - OD24203
Report Run Date: 020507 Report Type: 180
Provider FYE: 1231
Provider Number: T0Z300 SNOW BIRD HOSFITAL
SERVICES FOR PERIOD SERVICES FOR PERIOD SERICES FOR PERIOD SERVICES FOR PERIOD
01/01/04 - 03/31/04 04401704 - 06/30/04 07/01/04 - 03/30/04 1000104 - 1231104
STATISTIC SECTION
DISCHARGES 20 iz ] 0
MEDIZARE DAYS 128 L] ] o
CLAIMS 0 iz ] o
CHARGE SECTION
*** ACCOMMODATION CHARGES ™
REV CODE DESCRIFTION URITS CHARGES UNITS CHARGES UNITS CHARGES uNIms CHARGES
nun MED-SUR-GY/28ED 229 §144,458.00 101 $185.521.00 [ $0.00 0 $0.00
TOTAL ACCOMMODATIONS 2% §144,499.00 01 $189,521.00 ] $0.00 L] $o.00
" ANCILLARY CHARGES
REV CODE DESCRIPTION UNITS CHARGES UNITS CHARGES UNITS CHARGES uNITS CHARGES
0250 FHARMALY 744 $42,618.60 1113 §56.24500 [ $0.00 0 $0.00
0258 IV SOLUTIONS 2 §5,800.00 158 §27,562.00 [} $0.00 0 $0.00
0258 DRUGS/OTHER 2an $26,559.44 4851 §38,107.74 [ $0.00 0 $0.00
0T MED-5UR SUPFLIES 0 S0.00 1 $11z00 1] $0.00 ] 0,00
w2n STERILE SUPPLY [ $0.00 2 §722.00 [ $0.00 0 $0.00
0200 LABORATORY ar (LAB) Il $556.00 20 $1315.00 [ $0.00 0 $0.00
0301 LAB/CHEMISTRY %5 $11,397.00 124 §16.779.00 [ $0.00 0 $0.00
0302 LAB/IMMUNOLOGY a $0.00 1 $87.00 [ $0.00 0 $0.00
0305 LAB/HEMATOLOGY Fr §3,627.00 &0 $3,504.00 [ $0.00 0 $0.00
0308 LAB/BACT-MICRD n §2,406.00 20 1502.00 [} $0.00 0 $0.00
0308 LAB/OTHER 3 $154.00 B $545.00 [ $0.00 ] $0.00
0320 D K-RAY 8 $1,540.00 10 $2.205.00 [ $0.00 0 $0.00
0224 DX X-RAY/CHEST 5 $1,171.00 n 1/552.00 [] $0.00 0 $0.00
0350 CTSCAN [ $0.00 ] $0.00 [ $0.00 0 $0.00
0151 CT SCAN/HEAD 0 $0.00 1 $1.508.00 [ $0.00 0 $0.00
0352 CTSCAN/BODY [ $0.00 2 $2,558.00 [ $0.00 0 $0.00
0330 BLOCD/STORFROC [ $0.00 2 $§435.00 [ $0.00 0 $0.00
Feb 5, 2007 -1- 931:23 AM
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Provider Statistical and Reimbursement System

Exhibit 4-13 Inpatient 18x and 21x Provider Summary Report Template (Page 2)

Program |D: REDE
Paid Dates: 01/
Repert Run Date: 02705707
Provider FYE: 12/31

10701508

Provider Number: TOZ300 SNOW EIRD HOSPITAL

REW CODE  DESCRIFTION
o402 ULTRASOUND
e RESPIRATORY SWC
o4zn FHYSICAL THERF
o4m QCCUPATION THER
o440 SFEECH PATHOL
0as0 FULMONARY FUNC
0aBo CARDIOLOGY
T EXG/ECE
o8 FERI VASCUL LAB
0598 BARBER/BEALTY
TOTAL ANCILLARY

TOTAL COVERED CHARGES

REIMBURSEMENT SECTION
PAYMENT

GROSS REIMBURSEMENT
‘CASH DEDUCTIBLE

BLOOD DEDUCTIBLE
COINSURANCE

NET MSP FAYMENTS

NET REIMBURSEMENT

ADDITIONAL INFORMATION SECTION

CALCULATED MET REIMB FOR FIP
ACTUAL CLAIM PAYMENTS FOR PIF
CLAIM INTEREST PAYMENTS

Feb 5, 2007

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

SERVICES FOR FERIOD
01,/01,/04 - 023104

PROVIDER SUMMARY REPORT
SWING BED SMF

SERVICES FOR PERIOD
040104 - 0630704

SERWICES FOR PERIOD
07/01/04 - 09/30/04

Page: 2
Report - D0S4202
Report Type: 180

SERVICES FOR FERICD
100004 - 12731704

UNITS CHARGES UNITS CHARGES UNITS UNITS CHARGES
k] $1,847.00 2 $1.213.00 [} $0.00 ] $0.00
7% $6.504.00 E §55,071.00 [} $0.00 ] §0.00
1,061 §72,008.00 1,437 §38.450.00 [} $0.00 ] $0.00
762 $52,331.00 1,048 §72.824.00 [} $0.00 ] $0.00
1 $357.00 B §1.733.00 [} $0.00 ] $0.00
14 $700.00 12 $500.00 1} $0.00 o $0.00
k] $2.014.00 ] $0.00 1} $0.00 o $0.00
4 $888.00 E] $741.00 [} $0.00 ] $0.00
& $3330.00 7 $3.345.00 [} $0.00 ] §0.00
] $0.00 o $0.00 [} $0.00 ] $0.00
6854 $236,640.04 9,702 $385.791.74 [ $0.00 a $o.00
$381,148.04 §585,722.74 50.00 $0.00
$190,570.00 $255,850.00 $0.00 $0.00
$0.00 $0.00 $0.00 $0.00
$0.00 $0.00 $0.00 $0.00
$109.50 $0.00 $0.00 $0.00
$0.00 $0.00 $0.00 000
$190,460.50 §255,850.00 $0.00 $0.00
$0.00 $0.00 $0.00 $0.00
$0.00 $0.00 $0.00 $0.00
$16.21 $0.00 $0.00 $0.00
-2- 951223 AM
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Exhibit 4-14

Inpatient 18x
(First Page)

Provider Statistical and Reimbursement System

and 21x Payment Reconciliation (Detail) Report Template

Program ID: REDESIGN
Servsce Month End: 02/79/04
Report Run Date: 0207707

Pravider FYE 12731

Pravider Number: TOZ200 SHOW BIRD HOSFITAL

Patek M
DCN:

Pint Cobrd &
Med Rord &
HIC My
Recpt D
Paid Ot
Sarvice From
Sarvice Thru:
Med. Days:

Patek M
DCN:

Punt Cotel #:
Med Rord &
HIC M
Recpt Dt
Pakd Dt
Sarvice Frome
Sarvice Thra:
Med Days:

SICL)
2047952433205
1BS000000000
£33000000000
ALISEIRATA
0223704
040204
0172104
01104

Fil

HARR. D
2442805203205
190000000000
05000000000
2E26GSRESA
D4e04
042104
01304
022704

14

Bill Freg:

Trans Typs:
Dischrg Patet Cd:
Dachrg Patet St
DRG/TME Cd
PIP Caim

Bats Exhsh Ind.
Procesar IO

Bill Freg:

Trans Typa:
Dschrg Patet Ca:
Dichrg Patst St
DRG/TME C2
FIF Cais

Bt Exsh Ind.:
Procesar i0:

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

*** Monthly Totaks for SNOW BIRD HOSPITAL for service month end 2/28/04 ™

Med Days: 35

Feb: 7, 2007

Discharge Cowmt: 2

PAYMENT RECONCILIATION REFORT

SWING BED SWF
Rew Code RUGS  Units Charges RUGS Rase
M [$1325100] 3000
] $1E3500) 300
i $247TS00[ S0
448 | 5293424 s000
b7} 3253400, gm0
2 $13000] 3000
4 44200 $0.00
1 $3500)  so00
2 $a7E00| g0
1 ss5a00| g0
EH s227200) s
04| 363300  soo0
a $550400) 3000
| jsssool  som
TOTAL: 66 BL15TIA
RevCode RUGS Ui Charges  RUGS Rate
0121 14 | s2E3a00] 000
[+15] 12| sagi7o0)  soo0
0301 2 $355.00 $0.00
0330 1 $328.00 $0.00
0324 1 $7600/  snon
040 % | sasoaoo|  soo0
0430 2 | s2i0000)  sooo
0480 3 5200 5000
TOTAL: k] $1%,033.00
Ui Charges
TOTAL:  B165 $ERII0M

Reimbursements:
Gross Resmb.
LESS:
Cass Deduct:
Blood Deduct:
[
ISP,
Mat Reimb:

(GEnoas Reimb.:
LESE:

Cas Deduct.:
Bloed Deduct:
Coins:

NP

Mat Rai=b:

Reimbursements

o, Reimd.:
LESSE:

Cask Deduct:
Blood Deduct

Coims:
5P,

Mat Raimi:

$1€,550.00

$0.00
$0.00
$108.50

2o
iIE.

§11,060.00

$0.00
$0.00
$0.00
£ty

i 0.00

52765000

50.00
50.00
$10950
50.00

37 54050
——

Page: 1

Report #: 0044202

Repart Type: 180

Paid Dates: 01701704 to 1001706

WS Cash Dedect:
M5 Blood Deduce:
M5® Coins:

Caic Reimb. PIP:
Actual CIm Pymnts P
Claim Inte rast:

MS® Cash Dedlact:
M5 Blond Dedure:
M5® Coins:

Calc Reimb. FIR
Achual CIm Pymnts P
Claim Inte rast:

Additional Informatian

M5 Cash Declact:
M5 Blond Dedure:
M5F Coins:

Caic Reimb. PIP
Actuat CIm Pymnts PP
Claim Inte rast:

User Manual
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SO0
S0
SO0
S0

$1620

000
000
000
000
000
000

S0.00
S0.00
S0.00
S0.00
S0.00
$1620

336:26 FM



Provider Statistical and Reimbursement System

Exhibit 4-15 Inpatient 18x and 21x Payment Reconciliation (Detail) Report Template
(Last Page)

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Pragram ID: REDESIGN PAYMENT RECONCILIATION REPORT Page: 20
Service Manth End: N/A SWING BED SNF Report#: OD4202
Report Run Date: 02/07/07 Report Type: 180

Pravider FYE: 12/21 Paid Datex: 01/01/04 to 10701/06
Provider Mumber: TOZ300 SKCW BIRD HOSITAL

Service Pericd and Report Type Totals

Service Feried Reimbursements Additional Information
01/071/2004 - 0532006 Units Charges Gross Reimb. $890,570.00 MSP Cast Deduct sooa
Das 5 Discharzs C 5 T e o o 5 E MSP Blood Decuct s0oa
Med. Days 1,053 Discharge Count B! AL 5 57 IMETEST  LE

" b B o | MSP Cains. sa.0
Cash Diedect sa0a Calc Reimb. PIP 50,00
8lood Ceduct $020 Actual O Pymnts PIP: s0oa
Coin §10,34:30 Claie Interest: $1630

i i

Met Remb. J8ECEI6.E0

—

*** Report Type 180 Totals for SNOW BIRD: HOSPITAL *** Reimbursements Additienal Information
Units Changes Gross Reimb. $890,570.00 MSP Cas® Deduct $0.00
et Ok 1.05; C a Cous 5 . 7 230 & . E MSP Blood Decuct so0ca
whedl Days: 1063 Cischargs Coust: 5 v 3 057 3

¥ 5. ol DAl 36887 5213057657 LESS MSP Caing: 000
Cash Dedect sa0a Calc Reimb. PIF. 5000
#lood Dedurt $020 Actual O Pymnts PP s00a
Cains $10,343::0 Claim Interest: §1631

MSF $0.00

et Remb BED 76 50

Feb 7, 2007 -30- 3:36:26 FM

The reports that are generated based on the Inpatient 18x and 21x report template are:
e Swing Bed SNF (MSP-LCC) (18A)
e Swing Bed SNF (180)
e SNF — Inpatient — Part A (MSP-LCC) (21A)
e SNF — Inpatient — Part A PPS (210)
A brief description of these reports is provided in the following sections.
4.3.1 Swing Bed SNF (MSP-LCC) (18A)

The Swing Bed SNF (MSP-LCC) (18A) report is a supplemental report to the Swing Bed SNF (180)
report. The items reported on the Swing Bed SNF (MSP-LCC) (18A) report are included on the Medicare
Cost Report.

4.3.2 Swing Bed SNF (180)

The Swing Bed SNF (180) report summarizes swing bed hospital services. The items reported on the
Swing Bed SNF (180) report are included on the Medicare Cost Report.
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4.3.3 SNF — Inpatient — Part A (MSP-LCC) (21A)

The SNF — Inpatient — Part A (MSP-LCC) (21A) report is a supplemental report to the SNF — Inpatient —
Part A PPS (210) report. The items reported on the SNF — Inpatient — Part A (MSP-LCC) (21A) report are
included on the Medicare Cost Report.

4.3.4 SNF — Inpatient — Part A PPS (210)

The SNF — Inpatient — Part A PPS (210) report summarizes skilled nursing facility Inpatient — Part B
services. The items reported on the SNF — Inpatient — Part A PPS (210) report are included on the
Medicare Cost Report.
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Provider Statistical and Reimbursement System

5 Outpatient Reports

The PS&R System consists of a number of outpatient reports that are based on standardized outpatient
report templates. The template categories and the corresponding reports are:

e 72x Hospital Based or Independent Renal Dialysis Center Report Template
* Hospital Based or Independent Renal Dialysis Center (MSP-LCC) (72A)
* Hospital Based or Independent Renal Dialysis Center (Composite Rate Services) (720)
* Hospital Based or Independent Renal Dialysis Center — Fee Reimbursed (725)

e XXA Medicare Secondary Payer - Lower Cost or Charge (MSP-LCC) Report Template
* [Inpatient — Part B (MSP-LCC) (12A)
*  Outpatient — All Other (MSP-LCC) (13A)
*  Qutpatient/Other (MSP-LCC) (14A)
*  SNF - Inpatient — Part B (MSP-LCC) (22A)
*  SNF - Outpatient (MSP-LCC) (23A)
*  Home Health — Part B (MSP-LCC) (34A)
* Clinic — Rural Health (MSP-LCC) (71A)
* Federally Qualified Health Center (MSP-LCC) (73A)
* Rehabilitation Facility (MSP-LCC) (74A)
* Comprehensive Outpatient Rehabilitation Facilities (MSP-LCC) (75A)
e Community Mental Health Center (MSP-LCC) (76A)
* Federally Qualified Health Center (MSP-LCC) (77A)
* ASC and ASC Fee Schedule (MSP-LCC) (83A)
* Critical Access Hospital (MSP-LCC) (85A)

e xxP Qutpatient Prospective Payment System (OPPS) Report Template
* Inpatient — Part B OPPS (12P)
e Qutpatient — OPPS (13P)
*  Outpatient/Other — OPPS (14P)
*  SNF - Outpatient — OPPS (22P)
*  SNF - Outpatient OPPS (23P)
*  SNF - Outpatient OPPS (24P)
* Home Health — Outpatient — OPPS (not HHPPS) (34P)
* Clinic — Rural Health — OPPS (71P)
* Federally Qualified Health Center — OPPS (73P)
* Rehabilitation Facility — OPPS (74P)
e Comprehensive Outpatient Rehabilitation Facilities — OPPS (75P)
e Community Mental Health Center — OPPS (76P)
* Federally Qualified Health Center — OPPS (77P)
* Hospice — Non-Hospital Based — OPPS (81P)
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Hospice — Hospital Based — OPPS (82P)
ASC and ASC Fee Schedule — OPPS (83P)

e xxZ Ambulance Blend Report Template

Inpatient — Ambulance Blend Effective 04/01/02 (12Z)

Outpatient — Ambulance Blend Effective 04/01/02 (132)

SNF — Ambulance Blend Effective 04/01/02 (222)

SNF — Ambulance Blend Effective 04/01/02 (232)

ASC and ASC Fee Schedule — Ambulance Blend Effective 04/01/02 (832)
Critical Access Hospital — Ambulance Blend Effective 04/01/02 (85Z)

e xx2 Vaccines Report Template

Inpatient — Part B Vaccine (122)

Outpatient — Part B Vaccine (132)

Outpatient/Other — Vaccines (142)

SNF — Inpatient — Vaccine — Part B 100 % Reasonable Cost (222)

SNF — Outpatient — Vaccine — Part B 100 % Reasonable Cost (232)

Home Health — Vaccine — Part B 100% Reasonable Cost (342)

Clinic — Rural Health — Vaccine — Part B 100% Reasonable Cost (712)

Federally Qualified Health Center — Vaccine — Part B 100% Reasonable Cost (732)
Rehabilitation Facility — Vaccine — Part B 100% Reasonable Cost (742)

Comprehensive Outpatient Rehabilitation Facilities — VVaccine — Part B 100% Reasonable Cost
(752)

Community Mental Health Center — Vaccine — Part B 100% Reasonable Cost (762)
Federally Qualified Health Center — Vaccine — Part B 100% Reasonable Cost (772)
ASC and ASC Fee Schedule — Vaccine — Part B 100% Reasonable Cost (832)
Critical Access Hospital — Vaccines — Part B 100% Reasonable Cost (852)

e xx5 Fee Reimbursed/xx8 MA Supp Report Template

Inpatient — Part B Fee Reimbursed (125)

Outpatient — Fee Reimbursed (135)

Outpatient/Other — Fee Reimbursed (145)

SNF — Inpatient — Fee Reimbursed (225)

SNF - Qutpatient Fee Reimbursed (235)

Home Health — Part B — Fee Reimbursed (345)

Clinic — Rural Health — Fee Reimbursed (715)

Federally Qualified Health Center — Fee Reimbursed (735)
Federally Qualified Health Center — MA Supp (738)
Rehabilitation Facility — Fee Reimbursed (745)
Comprehensive Outpatient Rehabilitation Facilities — Fee Reimbursed (755)
Community Mental Health Center — Fee Reimbursed (765)
Federally Qualified Health Center — Fee Reimbursed (775)
Federally Qualified Health Center — MA Supp (778)
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* ASC and ASC Fee Schedule — Fee Reimbursed (835)
* Critical Access Hospital — Fee Reimbursed (855)

e xx0 All Other Cost Reimbursed/85C Ambulance Services — Cost Reimbursed Report Template
* Inpatient — Part B Cost Reimbursed (120)
*  Outpatient — Cost Reimbursed (130)
*  Qutpatient/Other — All Other Cost Reimbursed (140)
* SNF - Inpatient — Part B Cost Reimbursed (220)
*  SNF - Outpatient — Cost Reimbursed (230)
* Home Health — Part B (340)
*  Clinic — Rural Health (710)
* Federally Qualified Health Center (730)
* Rehabilitation Facility (740)
* Comprehensive Outpatient Rehabilitation Facilities (750)
*  Community Mental Health Center (760)
* Federally Qualified Health Center (770)
* Critical Access Hospital (850)
e Critical Access Hospital — Ambulance Services — Cost Reimbursed (85C)

e xXM/xx9 Home Health Agency MSP-LCC / Episodes Report Template
* Home Health PPS — Part A (MSP-LCC) (32M)
* Home Health PPS — Part B Episodes (329)
*  Home Health — Part A (MSP-LCC) (33M)
* Home Health PPS — Part A Episodes (339)
* Home Health PPS — Part A and Part B Episodes (399)

e 322/332 Home Health Agency RAP Report Template
* Home Health PPS — Part B RAP (322)
* Home Health PPS — Part A RAP (332)

e 81x/82x Hospice Report Template
* Hospice — Non-Hospital Based (MSP-LCC) (81A)
* Hospice — Non-Hospital Based (810)
* Hospice — Hospital Based (MSP-LCC) (82A)
* Hospice — Hospital Based (820)

e 831 ASC and ASC Fee Schedule After 12/90

With the exception of xxA report templates, Outpatient reports display data at the line level for claims
received in the Paid Claims files received from the Fiscal Intermediary Standard System (FISS). The xxA
Outpatient reports display data at the claim level.

This chapter provides an overview of the sequence of report type assignment for outpatient claims in
addition to a description of each of the outpatient reports. Chapter 4, Inpatient Reports, provides a
description of the inpatient reports available in the PS&R System. See Appendix B, Report Data, for a
definition of the data elements available on reports.
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5.1 Outpatient Report Type Assignment

Outpatient claims and claim lines, including 34x home health agency and hospice claims, submitted to the
PS&R System in the Paid Claims file are assigned to a report type in the following sequence:

e 72x (Hospital Based or Independent Renal Dialysis Center) xx8 (Medicare Advantage Supplemental)
e xXA (Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC))

e xxP (Outpatient Prospective Payment System)

e 85C (Ambulance Services — Cost Reimbursed)

e xxZ (Ambulance Blend)

e xx2 (Vaccine)

e xx5 (Fee Reimbursed)

e 831 (ASC and ASC Fee Schedule After 12/90)

e xx0 (All Other)

For 32x and 33x home health agency (HHA) claims submitted to the PS&R System, the claims are
assigned to a report type in the following sequence:

» XXM (Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC))*
e xx2 (RAP)
 xx9 (Episodes)*
Hospice claims submitted to the PS&R System are assigned to a report type in the following sequence:
e xXA (Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC))
e xxXP (Outpatient Prospective Payment System)

e xx0 (All Other)

The following sections document the processing requirements for a claim to be presented on these
outpatient reports.

51.1 72x (Hospital Based or Independent Renal Dialysis Center)

The 72x claims are assigned to the Hospital Based or Independent Renal Dialysis Center (MSP-LCC)
(72A) report, Hospital Based or Independent Renal Dialysis Center (Composite Rate Services) (720)
report, Hospital Based or Independent Renal Dialysis Center — Fee Reimbursed (725) report, Outpatient —
Part B Vaccine (132) report, and Outpatient Cost Reimbursed (130) report if the type of bill is 72x.

If the MSP-LCC Indicator is “M” or the Full Recovery indicator is “FR”, the claims are displayed on the
Hospital Based or Independent Renal Dialysis Center (MSP-LCC) (72A) report. Note that the MSP-LCC
and Full Recovery indicators are at the claim level. If either indicator is present, the entire claim is
presented on the Hospital Based or Independent Renal Dialysis Center (MSP-LCC) (72A) report.

Note that the xxM (Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC)) and xx9 (Episodes) claims are
presented on the common xxM/xx9 report template.
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If the ESRD Revenue Code is “821”, “831”, “841”, or “851”, the claim lines are presented on the
Hospital Based or Independent Renal Dialysis Center (Composite Rate Services) (720) report.

If a HCPCS Code is present on a claim line and the corresponding Total Fee Schedule amount is greater
than zero (0) or if the Revenue Code is “0634” (EPO), “0635” (EPO), “0825”, “0835”, “0845”, or “0855”
(Home Support), the claim line is presented on the Hospital Based or Independent Renal Dialysis

Center — Fee Reimbursed (725) report.

If a claim line Revenue Code is “636” or “771”, the corresponding Total Fee Schedule Amount is zero (0)
or blank, the claim has a condition code of “A6”, and the line’s corresponding cash deductible and
coinsurance amounts are zero (0), the claim line is presented on the Outpatient — Part B Vaccine (132)
report.

If a claim line’s cash deductible, coinsurance, or net reimbursement amount is not equal to zero (0), the
claim is presented on the Outpatient Cost Reimbursed (130) report.

If none of the previous conditions applies to the claim or claim lines, the claim line is presented on the
Hospital Based or Independent Renal Dialysis Center — Fee Reimbursed (725) report.

51.2 xx8 (Medicare Advantage Supplemental)

Claims that do not satisfy requirements for presentation on 72x reports are presented on the xx8 (MA
Supp) report template if the type of bill is 73x or 77x, the Service From date is on or after January 1,
2006, and any Revenue Code is 0591.

5.1.3 xxA (Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC))

Claims that do not satisfy requirements for presentation on xx8 reports are presented on the xxA
(Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC)) report template if the MSP-LCC
Indicator is “M” or the Full Recovery Indicator is “FR”. The specific xxA (Medicare Secondary Payer-
Lower Cost or Charge) report on which the claim is presented is determined by the type of data in the
claim (for example, inpatient Part B, Outpatient Skilled Nursing Facility, etc.).

5.1.4 xxP (Outpatient Prospective Payment System)

Claim lines that do not satisfy requirements for presentation on xxA reports are presented on the xxP
(Outpatient Prospective Payment System) report template if the APC Code is greater than zero (0) and the
Service From Date is on or after August 1, 2000.

5.1.5 85C (Ambulance Services — Cost Reimbursed)

Claim lines that do not satisfy requirements for presentation on xxP reports are presented on the 85C
(Ambulance Services — Cost Reimbursed) report template if the Revenue Code is 054X, the Service To
date is on or after October 1, 2009, and the HCPCS Code is an ambulance code. See the xxZ (Ambulance
Blend) section below for the list of valid HCPCs Codes for presentation on the 85C (Ambulance Services
— Cost Reimbursed) report template.

5.1.6 xxZ (Ambulance Blend)

Claim lines that do not satisfy requirements for presentation on xxP reports are presented on the xxZ
(Ambulance Blend) report template if the Revenue Code is 054X, the Service From date is on or after
April 1, 2002, and the HCPCS Code is and ambulance code. The valid HCPCS Codes for presentation on
the xxZ Ambulance Blend report template are:

o A0425-A436
e A0030
* A0040
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* A0050
* A0320
e A0322
e A0324
* A0326
* A0328
e A0330
* A0380
e A0390
» Q3019-Q3020
5.1.7 xx2 (Vaccine)

Claim lines that do not satisfy requirements for presentation on xxZ reports are presented on the xx2
(Vaccine) report template if the Revenue Code is “636” or “771”, the Total Fee Schedule Amount is zero
(0) or blank, the claim has a condition code of “A6”, and the line’s corresponding cash deductible and
coinsurance amounts are zero (0). The xx2 reports only contain those services that are not paid on a fee
schedule and are not paid under the Outpatient Prospective Payment System.

5.1.8 xx5 (Fee Reimbursed)

Claim lines that do not satisfy requirements for presentation on xx2 reports are presented on the xx5 (Fee
Reimbursed) report template if the claim line has a HCPCS Code and the Total Fee Schedule Amount is
greater than zero (0).

5.1.9 Package Services Assignment
Package services claim lines (claim lines with an APC Service Indicator of “N” or APC Package flag of
“1” or “2”) are assigned as follows:

e If any claim line goes to the xxP (Outpatient Prospective Payment System) template, the Package(s)
goes to the xxP (Outpatient Prospective Payment System) report template

e If any claim line goes to the xx5 (Fee Reimbursed) template, the Package(s) goes to the xx5 (Fee
Reimbursed) report template

e If any claim line goes to the xxZ (Ambulance Blend) template, the Package(s) goes to the xxZ
(Ambulance Blend) report template

e If the claim line’s bill type is 83x, any unassigned packages go to the 831 (ASC and ASC Fee
Schedule After 12/90) report
e Any unassigned Package lines go to the xx0 (All Other) report template
5.1.10 831 (ASC and ASC Fee Schedule After 12/90)

Claim lines with a type of bill of 83x that do not satisfy requirements for presentation on any of the
previously processed report templates are presented on the 831 ASC and ASC Fee Schedule After 12/90
(831) report.
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5.1.11  xx0 (All Other)

Claim lines that do not satisfy requirements for presentation on any of the previously processed report
templates are presented on the xx0 (all Other) report template.

The following sections document the Home Health Agency report type assignments.

5.1.12 xxXM (Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC))

Claims with a type of bill of 32x or 33x are presented on the home health agency xxM/xx9 Home Health
Agency report template if the MSP-LCC Indicator is “M” or the Full Recovery Indicator is “FR”.

5.1.13  xx2 (RAP)

Claims with a type of bill of 32x or 33x are presented on the home health agency xx2 (RAP) report
template if the Home Health Split Indicator is “R”.

5.1.14 xx9 (Episodes)

Claims with a type of bill of 32x or 33x are presented on the home health agency xx9 (Episodes) report
template if the claim is not presented on the xx2 (RAP) report template.

5.1.15 xxA (Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC))

Claims with a bill category of “81” or “82” are presented on the hospice xxA (Medicare Secondary Payer-
Lower Cost or Charge (MSP-LCC)) report template if the MSP-LCC Indicator is “M” or the Full
Recovery Indicator is “FR”.

5.1.16 xxP (Outpatient Prospective Payment System)

Claims with a bill category of “81” or “82” are presented on the hospice xxP (Outpatient Prospective

Payment System) report template if the MSP-LCC Indicator is “M” or the Full Recovery Indicator is

“FR”.

5.1.17 xx0 (All Other)

Claims with a bill category of “81” or “82” are presented on the hospice xx0 (All Other) report template if

the MSP-LCC Indicator is “M” or the Full Recovery Indicator is “FR”.

5.2 72x Hospital Based or Independent Renal Dialysis Center
Report Template

The 72x Hospital Based or Independent Renal Dialysis Center Provider Summary report template
displays summary statistic, charge, reimbursement, and additional information sections for one reporting
period up to a maximum of four reporting periods. (Note that the report always contains column headings
for each of the four possible reporting periods even if the report contains fewer than four reporting
periods.) The data displayed in each section is determined by the report selected for generation. The
statistic section shows the number of claims for each reporting period. The charge section displays the
number of units and the total dollar amount of the revenue code being reported. The reimbursement
section displays how Net Reimbursement is calculated. Finally, the additional information section
displays the claim interest payments.

The 72x Hospital Based or Independent Renal Dialysis Center Payment Reconciliation (detail) report
template is divided into claim information, reimbursements, and additional information sections. The
claim information section contains patient information such as the patient name, DCN, HCPCS, and the
charges for the revenue codes. The reimbursements section shows how net reimbursement is calculated.
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The additional information section shows the deductible amounts, coinsurance, and the claim interest. The
report template also provides a monthly totals section that sums the information from the sections above.

An example of the 72x Provider Summary report template and the 72x Hospital Based or Independent

Renal Dialysis Center Payment Reconciliation (detail) report template follow.
Exhibit 5-1 Outpatient — 72x Provider Summary Report Template

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program |Dc REDESIGN
Paid Dates: 01/01/04 THRU 10401/06

Repart Run Date: 02/02/07

Provider FYE: 12/31

Previder Number: TO2531 INDLAM BEACH CHALYSIS CENTER

PROVIDER SUMMARY REPORT
HOSP. BASED OR INDEFEMD. REMAL DIALYSIS CENTER (COMPOSITE RATE SERVICES)

Page: 1
Report#: CD44203
Report Type 720

SERVICES FOR PERIOD SERVICES FOR PERIOD SERVICES FOR PERIOD SERVICES FOR PERICD
01701704 - 03731404 0407404 - D6/30:04 o Data Requestad o Dats Requested
STATISTIC SECTION
CLAIMS 13 38
CHARGE SECTION
UNITS o ANG PYMT URITS ooV AVG PYMT UNITS cov AVG FYMT ANG FYMT
REV CODE ESRD COND CODE DESCRIFTION CHG/PYMTS RATE CHLFYMTS RATE CHG/FYMTS RATE CHG/PYMTS RATE
o821 T HEMC/COMPOSITE 0 §2523.80 $126.19 33 $28.402.37 $126.19 $0.00 $0.00
75 HEMEYCOMPOSITE 0 $0.00 50.00 10 $1,261.90 $126.19 $0.00 $0.00
oaa1 T3 CAPDVCOMPOSITE 1 §1.52009 313619 ] 30,00 $0.00 j0.00 30,00
74 CARDVCOMPOSITE 43 §2,325.44 $54.08 126 $5,51408 $54.08 $0.00 $0.00
oas1 T3 CEPOVECMPOSITE ] $0.00 50.00 3 $43857 514619 $0.00 $0.00
T4 CCPVCOMPOSITE 0 $0.00 $0.00 51 $2,755.08 354.08 $0.00 30,00
TOTAL COVERED CHARGES 74 $6,365.33 $86.07 423 $40,67450 38616 $o.00 $ou0e
REIMBURSEMENT SECTION
GROSS REIMBURSEMENT $6.269.33 $40,674.90
LESS
CASH DEDUCTIBLE 3000 40,00
COINSURANCE $1,273.90 $8,13495
NET MSP BAYMENTS $0.00 $0.00
ESAD REDUCTION/NETWORK PAYMENTS 52465 415080 -
NET REIMBLRSEMENT $5.070.78 $32379.15 E
ADDITIONAL INFORMATION SECTION
CLAIM INTEREST PAYMENTS $0.00 $0.00
CONDITION COOE KEY:
71 - FULL CARE IN UNIT. 72 - SELF CARE IN UNIT. 73 - SELF CARE TRAINING. 74 - HOME (METHOD 1). 76 - BACK-UP IN FACILITY DIALYSIS.
Feb 2, 2007 -1- 7:54:02 &AM
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Exhibit 5-2

Provider Statistical and Reimbursement System

Outpatient — 72x Payment Reconciliation (Detail) Report Template

Pragram ID: REDESIGH
Service Month End: 104
Report Run Date: w7
Pravider FYE- 1273
Provider Number: TO2381 INDIAN

Patmk M
DN,

Pant Crkedl &
Wed Rord ¥
HIC M
Recpt Dt
Paid Dt
Sarvice From:
Sarvice Thru:

*T" Menthiy Totaks for INDIAN BEACH DIALYSIS CENTER for service month end 1731704 ™™

CONDITION CODE KEY:

71 - FULL CARE IN UMIT, 72 - SELF CARE IN UNIT, 73 - SELF CARE TRAINING. 74 - HOME (METHOD 1

Feb 7, 2007

EEACH DIALYSIS CENTER

Bill Freq
Trans Type:
Processor 1D

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

PAYMENT RECONCILIATION REFORT
HOSF. BASED OR INDEPEND. REMAL DIALYSIS CENTER (COMPOSITE RATE SERVICES)

Claim Infarmation Reimb ursements

P N I Gross Reimb.
REV |oore s TOVCMES Camo Lo SAD Rdcws Lin iem
— Code Fymas  Dedurt Mt Pyt Raimb. LESS
73 | BE41 mMOEE $138.19  $0.00 $3754 $000 $050 319005 | Fanh Dedect
— . — — . L
OTAL 213 1764 1
L 5 $000 $I764 SO0 $0.50 shon s
LS ESRD Rcte itwk Pymis.
et Reimb:
Reimbursements
Cow. Chgs Cash ESRD Rdckn s Line itam Gross Reimb.
umits. Cors MNP
Pymts.  Deduct Mrwk Pymis.  Reimh e
TOTAL 1 12813 3000 2754 5000 50 s1toos B
Cash Dedect
Coins
ME®
ESRD Rocte Mibwk Pymits
et Reimb:

76 - BACK-UF IN FACILITY DIALYSIS.

Page: 1

Report # 0044202

Report Type: 720

Paid Dates: 01/11/04 ta 1040106

Additional Information

M5 Cash Dedect $0.00
M5 Coins: $0.00
Claim | nterest $0.00
Claim Report Splaes Ti0

Additional Infarmation

13819 M5® Cash Dedect $0.00

M5F Coins: $0.00

Claim Interast 50,00
s000
g4
s000
5050
—
311005
—

23457 PM

The reports that are generated based on the outpatient 72x Hospital Based or Independent Renal Dialysis
Center report template are:

e Hospital Based or Independent Renal Dialysis Center (MSP-LCC) (72A)

e Hospital Based or Independent Renal Dialysis Center (Composite Rate Services) (720)

e Hospital Based or Independent Renal Dialysis Center — Fee Reimbursed (725)
A brief description of these reports is provided in the following sections.

521

Hospital Based or Independent Renal Dialysis Center (MSP-LCC) (72A)

The Hospital Based or Independent Renal Dialysis Center (MSP-LCC) (72A) report is a supplemental
report to the Hospital Based or Independent Renal Dialysis Center (Composite Rate Services) (720)
report. The items reported on the Hospital Based or Independent Renal Dialysis Center (MSP-LCC)
(72A) report are not to be included on the Medicare Cost Report.
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5.2.2 Hospital Based or Independent Renal Dialysis Center (Composite Rate
Services) (720)

The Hospital Based or Independent Renal Dialysis Center (Composite Rate Services) (720) report
summarizes data for renal dialysis centers (that is, bill type 72x) paid based on an all-inclusive rate. The
items reported on the Hospital Based or Independent Renal Dialysis Center (Composite Rate Services)
(720) report are included on the Medicare Cost Report.

5.2.3 Hospital Based or Independent Renal Dialysis Center — Fee
Reimbursed (725)

The Hospital Based or Independent Renal Dialysis Center — Fee Reimbursed (725) report shows covered
charges and reimbursement by revenue code for fee reimbursed services for hospital based or independent
renal dialysis center services. The items reported on the Hospital Based or Independent Renal Dialysis
Center — Fee Reimbursed (725) report are not to be included on the Medicare Cost Report.

5.3 XXA Medicare Secondary Payer-Lower Cost or Charge
(MSP-LCC) Report Template

The reports generated based on the Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC)
contain data at the claim level.

The Outpatient xxA Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC) Provider Summary
report template displays summary statistic, charge, reimbursement, and additional information sections
for one reporting period up to a maximum of four reporting periods. (Note that the report always contains
column headings for each of the four possible reporting periods even if the report contains fewer than four
reporting periods.) The data displayed in each section is determined by the report selected for generation.
The statistic section shows the number of claims for each reporting period. The charge section displays
the number of units and the total dollar amount of the revenue code being reported. The reimbursement
section displays how Net Reimbursement is calculated. Finally, the additional information section
displays the claim interest payments.

The Outpatient xxA Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC) Payment
Reconciliation (detail) report template is divided into Claim Information, Reimbursements, and
Additional Information sections. The claim information section contains patient information such as the
patient name, DCN, HCPCS total, and the charges for the revenue codes. The reimbursements section
shows how Net Reimbursement is calculated. The additional information section shows the deductible
amounts and the claim interest. The report template provides a monthly totals section that sums the
information from the sections above.

An example of the Outpatient — xxA Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC)
Provider Summary report template and Outpatient — xxA Medicare Secondary Payer-Lower Cost or
Charge (MSP-LCC) Payment Reconciliation (detail) report template follow.
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Exhibit 5-3

Provider Summary Report Template

Provider Statistical and Reimbursement System

Outpatient — xxA Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC)

Paid Dates: 02/01/04 THRU 10401406

Report Run Date: 02700707
Provider FYE: 1231

Provider Number: T0O007 PETERBORD GEMERAL HOSPITAL

STATISTIC SECTION
CLAIMS

CHARGE SECTION

REV CODE  DESCRIFTION
0252 DRUGS/MNONGEMERIC
0305 LAB/HEMATOLOGY
0 NUC MED/DX

0836 DRUGS/DETAIL CODE
TOTAL COVERED CHARGES

REIMBURSEMENT SECTION
GROSS REIMBURSEMENT
LESS
CASH DEDUCTIBLE
BLOOD DEDUCTIBLE
COINSURAMCE
NET MSF PAYMENTS
PSYCH REDUCTION
NET REIMEURSEMENT

ADDITIOMAL INFORMATION SECTION

CLAIM INTEREST PAYMENTS

Feb 1, 2007

UNITS

PROVIDER SUMMARY REFORT
QUTFATIENT - ALL OTHER (MS5PLCC)

PROVIDER STATISTICAL AND REIMBURSEMEMNT SYSTEM

THESE ITEMS ARE NOT TO BE INCLUDED ON THE MEDICARE COST REFORT

SERVICES FOR FERIOD
/0104 - 123104

CHARGES
5403
-§58.00
-$2,526.00
-$E36.10

SERVICES FOR PERIOD
Ne Data Reguested

CHARGES

SERVICES FOR PERICD

UNITS

Na Data Requested

CHARGES

Fage: 1
Eeport®: OD4L203
Report Type: 134

SERVICES FOR PERIOD
Mo Data Requested

uNIms CHARGES

-$3,484.03

-5$2,263.29

-$200.00
§0.00
-§7Er08
-§2,198.22
§0.00

-5§73.03

§0.00

75707 PM

User Manual
May 2011
Version No. 04.00

Outpatient Reports

5-11



Exhibit 5-4

Provider Statistical and Reimbursement System

Outpatient — xxA Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC)
Payment Reconciliation (Detail) Report Template (First Page)

Program ID: RECESIGH
Service Month End: 01/31/04

Report Run Date: 02/
Pravider FYE: 1231

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Provider Mumber: TO0O0T FETEREORO GEMERAL HOSPITAL

FPatek Mo
DCN:

Fant Cagrl &
Whed Rord
HIC Mumy
Recpt Dt
Faid Ot

Sarwice From:
Sarvice Thra:

Fatek M

Recpt Dt
Paid Dt
Service From:

*** Monthiy Totals for FETERBORO GENERAL HOSPITAL for service month end 1/31,/04 ™7

Feb 7, 2007

CAMFF
0405076172804
127000000000
147000000000
05481 284604

[er iy bE e
05/3L04
1404
Q11404

COCHH

b E e TR
128000000000

‘Claiim Infarmation
Sl Fro
Traes Type:
Frocecser 1

Sl Freg;
Trams Tyoe:
Procassor 10

FAYMENT RECONCILIATION REFORT
QUTFATIENT - ALL CTHER (MEP-LCC)H

Rev Code HOPCE  Units  Charges
o241 TET0R -1 -§1.26200
[F3] Q3005 -1 44205
HICPCS Total 2 51,705.05
TOTAL 2 3170605
Rev Code HCPCS  Unils  Oharges
0152 -1 -§an:
o305 5510 -1 -$68.00
Y]] TET0R -1 -$1.26300
[ Q005 -1 44305
HICACS Total 3 3177405
TOTAL 4 31,77808
umits Charges
HCPCS Totat <5 -53480.10
——
TOTAL: & -§348413

Reimbursements
Gross Reimb
LESS

Cash Deduct
Sood Deduct
Coiss:

Mz

Payc. Rud:
Mt Raimb.
‘Gross Reimd.:
=

Cash Dedurt
Siood Deduct
Coins:

MEP:

Psyc Red:
Mz Raimb.

Reimbursements

Gross Reimt :
LEsE:

Cash Deduct:
Biood Deduct
Coing.

MR

Fayc. Rud:

et Reimb.

§1,550.06

<5100.00

SEE0
$1,145.30

316,24
—

-$1,60523

-§100.00
50,00
5360
$1,053.0

-$56.19
—

5336318

-§300.00
5000
§TER
52156832

Page 1
Repart #: Q044202
Repart Type: 124

Paid Dates:  01/01/04 te 1001708

Additional Informatian

MS® Cash Dedect:
MS® Blood Deduct:
MSF Cains.

Clm Inberest
Claim Repan Splis

MS* Cash Dedect.:
MSF Blood Deduct:
MSF Coins:

Claim | nterest
Claim Report Splits

Additienal Information

W5 Cash Dedect:
W57 Biood Deduct:
MS® Cains.

Claim Inberest

$0.00
$0.00
$0.00
$000

134

$0.00
S000
$0.00
$0.00

134

$0.00
$0.00
$0.00
$0.00

121755 PM
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Exhibit 5-5 Outpatient — xxA Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC)
Payment Reconciliation (Detail) Report Template (Last Page)

Frogram ID: RECESIGM

Service Month End: N/A

Keport Run Date: 020707

Fravider FYE 1231

Frovider Number: TO00O07 PETERBORD GEMERAL HOSPITAL

Service Period

010172004 - D101 /2006

*** Repart Type 1A Totals for PETERBORD GENERAL HOSFITAL =™

Feb 7, 2007

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

PAYMENT RECONCILIATION REFORT
OUTFATIENT - ALL OTHER (MSP-LCC)

service Period and Regort Type Totals

Reimbursements

Units Charges Gross Reimi 53243719
5 -§3.480.00 LESS
— Cash Daduct saga
= s S Deduct $0:0
Calex 73204
MISP! -52,13832
-
Met Reimb. -§733
—_—

Reimbursements

umits Chamges Gross Reimi $33313
-33,480.10 LESS
Cash Deduct -§mana
5 5348413 Sood Dedert 000
Coiss -§7S204
v 52,138
e Rl 3050
et Reimb. 57323

Fape: 2

Report #: ODA4202

Report Type: 134

Faid Dates: 0170104 to 10701706

Additienal Information
M5® Cash Deduct. §0.00
M5# Blood Deduct: §0.00
M5® Coins: 50.00
Claim Interest 0.0

Additienal Information

M5® Cash Dedect. §0.00
M5# Blood Deduct: 50.00
M5® Coins: s0.00
Claim |nierest 50.00

1Z17:55 FM

The reports that are generated based on the outpatient xxA Medicare Secondary Payer-Lower Cost or

Charge (MSP-LCC) report template are:
e Inpatient — Part B (MSP-LCC) (12A)
e QOutpatient — All Other (MSP-LCC) (13A)
e QOutpatient/Other (MSP-LCC) (14A)

e SNF — Inpatient — Part B (MSP-LCC) (22A)

e SNF — Outpatient (MSP-LCC) (23A)
e Clinic — Rural Health (MSP-LCC) (71A)

e Federally Qualified Health Center (MSP-LCC) (73A)

» Rehabilitation Facility (MSP-LCC) (74A)

o Comprehensive Outpatient Rehabilitation Facilities (MSP-LCC) (75A)
e Community Mental Health Center (MSP-LCC) (76A)
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e Federally Qualified Health Center (MSP-LCC) (77A)
e Hospice — Non-Hospital Based (MSP-LCC) (81A)

e Hospice — Hospital Based (MSP-LCC) (82A)

e ASC and ASC Fee Schedule (MSP-LCC) (83A)

e Critical Access Hospital (MSP-LCC) (85A)
A brief description of these reports is provided in the following sections.

5.3.1 Inpatient — Part B (MSP-LCC) (12A)

The Inpatient — Part B (MSP-LCC) (12A) report is a supplemental report to the Inpatient — Part B Cost
Reimbursed (120) report. For providers on PIP (Part A), the interim payments included on the Medicare
Cost Report are adjusted by the Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC) amount.
The items reported on the Inpatient — Part B (MSP-LCC) (12A) report are not to be included on the
Medicare Cost Report.

5.3.2 Outpatient — All Other (MSP-LCC) (13A)

The Outpatient — All Other (MSP-LCC) (13A) report is a supplemental report to the Outpatient — Cost
Reimbursed (130) report. The items reported on the Outpatient — All Other (MSP-LCC) (13A) report are
not to be included on the Medicare Cost Report.

5.3.3 Outpatient/Other (MSP-LCC) (14A)

The Outpatient/Other (MSP-LCC) (14A) report is a supplemental report to the Outpatient/Other — All
Other Cost Reimbursed (140) report. The items reported on the Outpatient/Other (MSP-LCC) (14A)
report are not to be included on the Medicare Cost Report.

534 SNF — Inpatient — Part B (MSP-LCC) (22A)

The SNF — Inpatient — Part B (MSP-LCC) (22A) report is a supplemental report to the SNF — Inpatient —
Part B Cost Reimbursed (220) report. The items reported on the SNF — Inpatient — Part B (MSP-LCC)
(22A) report are not to be included on the Medicare Cost Report.

5.3.5 SNF — Outpatient (MSP-LCC) (23A)

The SNF — Outpatient (MSP-LCC) (23A) report is a supplemental report to the SNF — Outpatient Cost
Reimbursed (230) report. The items reported on the SNF — Outpatient (MSP-LCC) (23A) report are not to
be included on the Medicare Cost Report.

5.3.6 Home Health — Part B (MSP-LCC) (34A)

The Home Health Part B (MSP-LCC) (34A) report summarizes the Part B claims not under a plan of
treatment that is subject to MSP-LCC limitation. Data in this report are subject to coinsurance and
deductible. The items reported on the Home Health Part B (MSP-LCC) (34A) report are not to be
included on the Medicare Cost Report.

5.3.7 Clinic — Rural Health (MSP-LCC) (71A)

The Clinic — Rural Health (MSP-LCC) (71A) report is a supplemental report to the Clinic — Rural Health
(710) report. The items reported on the Clinic — Rural Health (MSP-LCC) (71A) report are not to be
included on the Medicare Cost Report.
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5.3.8 Federally Qualified Health Center (MSP-LCC) (73A)

The Federally Qualified Health Center (MSP-LCC) (73A) report is a supplemental report to the Federally
Qualified Health Center (730) report. The items reported on the Federally Qualified Health Center (MSP-
LCC) (73A) report are not to be included on the Medicare Cost Report.

5.3.9 Rehabilitation Facility (MSP-LCC) (74A)

The Rehabilitation Facility (MSP-LCC) (74A) report is a supplemental report to the Rehabilitation
Facility (740) report. The items reported on the Rehabilitation Facility (MSP-LCC) (74A) report are not
to be included on the Medicare Cost Report.

5.3.10 Comprehensive Outpatient Rehabilitation Facilities (MSP-LCC) (75A)

The Comprehensive Outpatient Rehabilitation Facilities (MSP-LCC) (75A) report is a supplemental
report to the Comprehensive Outpatient Rehabilitation Facilities (750) report. The items reported on the
Comprehensive Outpatient Rehabilitation Facilities (MSP-LCC) (75A) report are not to be included on
the Medicare Cost Report.

5.3.11 Community Mental Health Center (MSP-LCC) (76A)

The Community Mental Health Center (MSP-LCC) (76A) report is a supplemental report to the
Community Mental Health Center (760) report. The items reported on the Community Mental Health
Center (MSP-LCC) (76A) report are not to be included on the Medicare Cost Report.

5.3.12 Federally Qualified Health Center (MSP-LCC) (77A)

The Federally Qualified Health Center (MSP-LCC) (77A) report is a supplemental report to the Federally
Qualified Health Center (770) report. The items reported on the Federally Qualified Health Center (MSP-
LCC) (73A) report are not to be included on the Medicare Cost Report.

5.3.13  ASC and ASC Fee Schedule (MSP-LCC) (83A)

The ASC and ASC Fee Schedule (MSP-LCC) (83A) report is a supplemental report to the ASC and ASC
Fee Schedule After 12/90 (831) report. The items reported on the ASC and ASC Fee Schedule (MSP-
LCC) (83A) report are not to be included on the Medicare Cost Report.

5.3.14 Critical Access Hospital (MSP-LCC) (85A)

The Critical Access Hospital (MSP-LCC) (85A) report is a supplemental report to the Critical Access
Hospital (850) report. The items reported on the Critical Access Hospital (MSP-LCC) (85A) report are
not to be included on the Medicare Cost Report.

5.4 xxXP Outpatient Prospective Payment System (OPPS)
Report Template

The xxP Outpatient Prospective Payment System (OPPS) provider summary report template displays
summary statistic, charge, reimbursement, and additional information sections for one reporting period up
to a maximum of four reporting periods. (Note that the report always contains column headings for each
of the four possible reporting periods even if the report contains fewer than four reporting periods.) The
data displayed in each section is determined by the report selected for generation. The statistic section
shows the number of claims for each reporting period. The charge section displays the number of units
and the total dollar amount of the revenue code being reported. The reimbursement section displays how
Net Reimbursement is calculated. Finally, the additional information section displays the claim interest
payments and the elected coinsurance.
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The xxP Outpatient Prospective Payment System (OPPS) Payment Reconciliation (detail) report template
is divided into Claim Information, Reimbursements, and Additional Information sections. The claim
information section contains patient information such as the patient name, DCN, HCPCS total, and the
charges for the revenue codes. The reimbursements section shows how Net Reimbursement is calculated.
The additional information section shows the deductible amounts, claim interest, and coinsurance. The
report template also provides a monthly totals section that sums the information from the sections above.

An example of the xxP Outpatient Prospective Payment System (OPPS) Provider Summary report
template and the xxP Outpatient Prospective Payment System (OPPS) Payment Reconciliation (Detail)
Report template follow.

Exhibit 5-6 Outpatient — xxP Outpatient Prospective Payment System (OPPS) Provider
Summary Report Template (First Page)

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program ID: REDESIGM PROVIDER SUMMARY REPORT Page: 1

Paid Dates: 02701704 THREL 10/01:08 OUTFATIENT - OFFS Report#: 0044203
Report Run Date: 0270107 Report Type: 13F

Provider FYE: 12731
Provides Number: TOO007 PETERBORD GEMERAL HOSPITAL

SERVICES FOR PERIOD: SERVICES FOR PERIOD SERWICES FOR PERIOD SERVICES FOR FERIOD
0170104 - 12731708 He Data Reguested Ko Data Requested Mo Data Requested
STATISTIC SECTION
CLAIMS 10
CHARGE SECTION
REV CODE  DESCRIFTIOM URITS CHARGES UNITE CHARGES LINITS CHARGES UNITS CHARGES
0251 DRUGS/GENERIC 3 §26.77
nas2 CRUGS/HONGEMERIC 15 322536
nasa CRUGSMCIDENT ODX ] S0.00
0255 CRUGSMCIDENT RAD ] 5000
nase IV SOLUTIONS ] 5000
0260 IV THERAFY 1 3237.00
0172 STERILE SUPPLY L] §$0.00
03z0 DOC-RAY 1 §207.00
0324 B0 X-RAYACHEST 3 §535.00
0351 €T SCAMN/HEAD 1 $1,054.00
ms CT SCAN/BODY ] S0.00
nanz ULTRASOUND ] S0.00 {ﬂ-?
0410 RESFIRATORY SWC ] 5000
0450 EMERG ROOM L] $4,035.00
0E10 MRT ] $0.00
DE3E DRUGS/DETAIL CODE 14 $22,801.50
oo RECOVERY ROOM 1 §167.00
0720 EKG/ECG 1 3570.00
076l TREATMENT EM 15 $1,518.00
i 7] QBSERVATION R 21 $1,506.00
e PERIVASCUL LA ] 5000
TOTAL COVERED CHARGES - ] $14,360.63
REIMBURSEMENT SECTION
Feb 1, 2007 -1- 75738 PM
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Outpatient — xxP Outpatient Prospective Payment System (OPPS) Provider
Summary Report Template (Last Page)

Program |B: REDESIGH

Report Run Date: 02/01/07
Provider FYE: 12/31
Provider Number: TOO007

1070108

PETERBORD GEMERAL HOSPITAL

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

PROVIDER SUMMARY REFORT
QUTPATIENT - OFPS

Page: 2
Report®: O04L203
Report Type: 13F

SERVICES FOR FERIOD SERVICES FOR PERIOD SERWICES FOR PERICD SERVICES FOR FERIOD
0170004 - 1273004 Mo Data Reguested Ho Data Requested Mo Data Requested
GROSS APCPAYMENT $8,12457
PLIIS:
DUTLIER §10.52
GROSS REIMBURSEMENT $8.165.09
LESS
‘CASH DEDUCTIBLE $100.00
BLO-OD DEDULTIBLE $0.00
COINSURANCE §1,829.57
NET MSP PAYMENTS $0.00
MS5F RECONCILIATION $0.00
‘OTHER ADJUSTMENTS $0.00
PSYCH REDULCTION $0.00
NET REIMBURSEMENT §6.235.52
ADDITIONAL INFORMATION SECTION
CLAIM INTEREST PAYMENTS £0.00
ELECTED COINSURANCE £0.00
Feb 1, 2007 -2- 75738 PM
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Exhibit 5-8
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Outpatient — xxP Outpatient Prospective Payment System (OPPS) Payment
Reconciliation (Detail) Report Template (First Page)

Pragram ID: RECESIGH
Service Month Enc: 0472002

Report Run Date: 02
Pravider FYE: 12731

oFaT

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

FAYMENT RECONCILIATION REFORT

Frovider Mumber: TO0007 FETERBORD GEMERAL HOSPITAL

[
DN

Fant Crkrl #:
Wied Rcrd
HIC Mum:
Recot Ot
Faid O
Sarvice From:
Sarvice Thru:
Bil Freg
Trass Type:
Frocessar ID:

Pated N
[

Pant Cobrt 8
Wied Rord
HIC B
Recot Ot
Paid Dt
Sarvice From
Sarvice Thru:
Bil Freg
Trass Type:
Processor ID:

Patet B
DCN:

Pant Cogrl &
Med R
HIC Mume
Recot Dt
Paid Dt
Sarvice From:
Sarvice Thru:
Bil Freg
Trass Type:

Frocessar il

Patet M
DCH:

Part Coterl &
Med Rord

Feb 7, 2007

BOSS K
I043B010354705
008000000000
023000000000
1853504904

O TNDE
051404
41808
411804

1

14000

EOFFM
0432075845605
008000003000
210000000000
CO0M0000TY
7T
051404
41808
411808

1

14000

WIRE D
04200045605
001000000000
152000000000
17T0S5E22A
D430
051404
41808
41808

1

14000

GUID

J04TA1 FHE5E0T
008000000000
FE000000000

Elaim Informatian

QUTFATIENT - OFFS

Fay casn meed ME¥ Fac Usares  Ewcied Sare Pymt Dscnt TOR
Coge HCFTS Unit Charges GARC oy paduer M pecon. med. Rmms  cons. MO75 ma ind et mel VT
0453 sazl | 1| 8000/ §7315  $000 000 S1316 3000 §n00 35339 0o v | 1| 1 o lew

PR 0 2
ToTAL: 1 §8100 S7315 OO0 SA00 $1306 $000 5000 3 sam
Rav Cash  Bied M Py Usafes  Ewcted Sare Pymt Dscnt TOR
coge HOPCE UNIE CMNgRE BARC e pwouce TR M opeon mes  mems  cone MOCC mo o Rt e VO
a0 saer | 1 | sevool§7anis 000 000 $1at6/3000 $000 5359 gom0 v 1] 1 |olew
TOTAL 1 OSI00 S7TIIE SOD0 A0 FISIE OO0 500 g1 sam
Rav Casn Sood MEP  Pogc. Lise ftem  Elected Sarv Pymf Dscnt TO®
iucle |ITFTS|Hnf| Chargess | BARC | |\ | ey NS M . e puimb | Coles PP el | ind, Fo i |
0324 |71000| 1 | 19500 $as3| s0co|  $0.00[ 52088 3000 %000 SNE 00 x| 1|1 |0 |20
D450 | sam4| 1 | gemion §2TiE0) 000 $0.00 S5O0 9000 $000 siea50 gooo| 35 (v | 1 | 1 | o s
0720 (53005 | 1 | 10000 1978 s000]  $0.00) 5395 3000 $000 VIsE_ $0m AEEEEE
ToTAL 3§133700 528307 S000  §0.00 §77B0 S000 $00D a7 00
Rav [ MSP Py Lingmem  Fwcwd Sarv Ducnt TOR
coge HOPCS UNIE Chas GAPD e pect CU M pecon mes.  memb e MO7° wa g, Foromo M
251 $1837) 3000 §0.00| 3000 $0.00{$0.00] $2.00 000 $000 mls[1]ole
naze | TI0ND| ! | $1S500| $4Es %000  $0.00 §ILB4 $000 $0.00 $2085)  $0m0 AEEEREEE]

Reimbursements

GAPL: I
PLLS:
Duttier:
Gross Raimn :
LESE:

Cash Dadurct:

Slood Deduct !

Coies:
MEP:

MEP Recan:
Other Ads:
Fsyc Red:
Net eima
GAPL:

PLLE:
Dutfier:
Gross Reimn:
LESE:

Cash Deduct:

Slond Deduct:

Coies:
MEP:

MEP Recon:
Other Adjs:
Fayc. Red:
Nt Reimb
GAPC:

PLLE:
Duttier:
Gross Raimt :
LESE:

Cash Daduct:

Slood Deduct

Coiss:
MR

MEP Recan:
Othar Adjs:
Payc Red:
Net Feima
GAPL:
PLLE:

Dutiier:

Page: 1
Report#: Q044202
Repart Type: 13F

Paid Dates: 01/01/04 to 1040106

§7315 MSP Cash Deduct:
MSP Slond Dedutt!
MEP Coles:
m Claim Interesy
$7315 | Elected Coiss:
Claim Report Spits
000
$a00
$ras
000
$a0a
¥00
i!!!a
$7215 MSP Cash DeauctL
MSP Slood Deduct:
MSPColes:
3000 | Claim maerese
7215 Elected Colns.:
Claim Repert Spits
$a0a
000
§ras
00
00
$ann
jsaos
28307 MSP Cash Deduct:
MSP Blond Dedutt.!
MSP Coiss:
3000 | Claim imeerest
28207 Elected Coins.
Claim Report Spits
00
$ann
$77.80
00
00
00
$20527
54287 MSP Cash Deauct
MEF Blood Dedurt.:
MSPCoins:
3000 | Claim imeres:
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Exhibit 5-9 Outpatient — xxP Outpatient Prospective Payment System (OPPS) Payment
Reconciliation (Detail) Report Template (Last Page)

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program ID: REDESIGH PAYMENT RECONCILIATION REPORT Page: 5

Service Month End: /A OUTPATIENT - OPPS Report #: 0024202

Report Run Date: 02/07/07 Repart Type: 127

Pravider FYE: 12731 Paid Dates: 01/01/04 to 10/01/08
Pravider Number: TOCODT PETERBORD GEMERAL HOSPITAL

Service Pericd and Report Type Totals

Service Feriod Resmbursements Additional Infa
010172004 - 010172006 Units  Charges GAPC  Cas» Deduct Biood Deduct.  Colss  MSP MSPRefon. Fonyc Red  Line item Remb Elected Coirs. GAPC: 3814457 sooa
TOTA: 30 534IEAEI FE 14457 FI00DD s000 $187857 §200 5000 3521500 $2.00 e 000
- soog
Outiler: 3052 so0oa
Grogs Reimb: SBUESOS | Elecled Coms 5020
LESS
Cash D $100.00
Blood Dedurt sam
Coins 5187257
MESP: 000
MSP RECOn o
Other Adjs .00
Poy. Red:
Het Reimb. §6,235.57
——
T Repaort Type 1P Totals for FETERBORO GEMERAL HOSPITAL =™ Reimbursements Additiona! Infe
Units Charges GAPC Cash Dedect Slood Deduct Coles  MS5® M5 Recon Psyc Red. Lise Hem Reimb.  Elected Coirs. GAPC: LLRELT MEP Cash Deduct: sooa
TOTAL 99 $3435053 §B 14457 $100.00 s000 $1.823575000 S000 §o.00 Se3500 sam PLLE MEP Focd Dedult sooa
h MEP Coles. sooa
Duttier 53052 Chaim |mberest so00
Grass Raimb, $80EED05 | Elecied Coins: 5000
LESS
Cash Deduct 510000
Blood Deduck $000
Coins 5183557
MSP em
MSP Recon - $a00
Othar adjs .00
Py, Find $o.00
HEtREmL. §622:52
—
Feb 7, 2007 -5- TE18:25PK

The reports that are generated based on the outpatient xxP Outpatient Prospective Payment System
(OPPS) report template are:

e Inpatient Part B OPPS (12P)

e Outpatient — OPPS (13P)

e Outpatient/Other — OPPS (14P)

e SNF — Outpatient — OPPS (22P)

e SNF — Outpatient OPPS (23P)

e SNF — Outpatient OPPS (24P)

e Home Health Outpatient — OPPS (not HHPPS) (34P)
e Clinic — Rural Health — OPPS (71P)

e Federally Qualified Health Center — OPPS (73P)

e Rehabilitation Facility — OPPS (74P)
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e Comprehensive Outpatient Rehabilitation Facilities — OPPS (75P)
e Community Mental Health Center — OPPS (76P)

e Federally Qualified Health Center — OPPS (77P)

e Hospice — Non-Hospital Based — OPPS (81P)

» Hospice — Hospital Based (OPPS) (82P)

e ASC and ASC Fee Schedule — OPPS (83P)
A brief description of these reports is provided in the following sections.

54.1 Inpatient — Part B OPPS (12P)

The Inpatient — Part B OPPS (12P) report captures data from all lines of a claim that were paid under
Outpatient Prospective Payment System including lines paid as APC services packaged with them. This
report contains claim lines for services on or after August 1, 2000. The items reported on the Inpatient —
Part B OPPS (12P) report are included on the Medicare Cost Report.

5.4.2 Outpatient — OPPS (13P)

The Outpatient — OPPS (13P) report captures data from all lines of a claim that were paid under
Outpatient Prospective Payment System including lines paid as APC services packaged with them. This
report contains claim lines for services on or after August 1, 2000. The items reported on the Outpatient —
OPPS (13P) report are included on the Medicare Cost Report.

5.4.3 Outpatient/Other — OPPS (14P)

The Outpatient/Other — OPPS (14P) report captures data from all lines of a claim that were paid under
Outpatient Prospective Payment System including lines paid as APC services packaged with them. This
report contains claim lines for services on or after August 1, 2000. The items reported on the
Outpatient/Other — OPPS (14P) report are included on the Medicare Cost Report.

54.4 SNF — Outpatient — OPPS (22P)

The SNF — Outpatient — OPPS (22P) report captures data from all lines of a claim that were paid under
Outpatient Prospective Payment System including lines paid as APC services packaged with them. This
report contains claim lines for services on or after August 1, 2000. The items reported on the SNF —
Outpatient — OPPS (22P) report are included on the Medicare Cost Report.

5.4.5 SNF — Outpatient OPPS (23P)

The SNF — Outpatient OPPS (23P) report captures data from all lines of a claim that were paid under
Outpatient Prospective Payment System including lines paid as APC services packaged with them. This
report contains claim lines for services on or after August 1, 2000. The items reported on the SNF —
Outpatient OPPS (23P) report are included on the Medicare Cost Report.

5.4.6 SNF — Outpatient OPPS (24P)

The SNF — Outpatient OPPS (24P) report captures data from all lines of a claim that were paid under
Outpatient Prospective Payment System including lines paid as APC services packaged with them. This
report contains claim lines for services on or after August 1, 2000. The items reported on the SNF —
Outpatient OPPS (24P) report are included on the Medicare Cost Report.

547 Home Health Outpatient — OPPS (not HHPPS) (34P)

The Home Health Outpatient — OPPS (not HHPPS) (34P) report summarizes the Part B claims data not
under a signed plan of care that are reimbursed under Outpatient Prospective Payment System. This report
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is used in cost reports prior to October 1, 2000. The items reported on the Home Health Outpatient —
OPPS (not HHPPS) (34P) report are included on the Medicare Cost Report.

5.4.8 Clinic — Rural Health — OPPS (71P)

The Clinic — Rural Health — OPPS (71P) report captures data from all lines that were paid under
Outpatient Prospective Payment System including lines paid as APC services packaged with them. This
report contains claim lines for services on or after August 1, 2000. The items reported on the Clinic -
Rural Health — OPPS (71P) report are included on the Medicare Cost Report.

5.4.9 Federally Qualified Health Center — OPPS (73P)

The Federally Qualified Health Center — OPPS (73P) report captures data from all lines of a claim that
were paid under Outpatient Prospective Payment System including lines paid as APC services packaged
with them. This report contains claim lines for services on or after August 1, 2000. The items reported on
the Federally Qualified Health Center — OPPS (73P) report are included on the Medicare Cost Report.

5.4.10 Rehabilitation Facility — OPPS (74P)

The Rehabilitation Facility — OPPS (74P) report captures data from all lines of a claim that were paid
under Outpatient Prospective Payment System including lines paid as APC services packaged with them.
This report contains claim lines for services on or after August 1, 2000. The items reported on the
Rehabilitation Facility — OPPS (74P) report are included on the Medicare Cost Report.

54.11 Comprehensive Outpatient Rehabilitation Facilities — OPPS (75P)

The Comprehensive Outpatient Rehabilitation Facilities — OPPS (75P) report captures data from all lines
of a claim that were paid under Outpatient Prospective Payment System including lines paid as APC
services packaged with them. This report contains claim lines for services on or after August 1, 2000. The
items reported on the Comprehensive Outpatient Rehabilitation Facilities — OPPS (75P) report are
included on the Medicare Cost Report.

5.4.12 Community Mental Health Center — OPPS (76P)

The Community Mental Health Center — OPPS (76P) report captures data from all lines of a claim that
were paid under Outpatient Prospective Payment System including lines paid as APC services packaged
with them. This report contains claim lines for services on or after August 1, 2000. The items reported on
the Community Mental Health Center — OPPS (76P) report are included on the Medicare Cost Report.

5.4.13 Federally Qualified Health Center — OPPS (77P)

The Federally Qualified Health Center — OPPS (77P) report captures data from all lines of a claim that
were paid under Outpatient Prospective Payment System including lines paid as APC services packaged
with them. This report contains claim lines for services on or after August 1, 2010. The items reported on
the Federally Qualified Health Center — OPPS (77P) report are included on the Medicare Cost Report.

5.4.14 Hospice — Non-Hospital Based — OPPS (81P)

The Hospice — Non-Hospital Based — OPPS (81P) report captures data from all lines of a claim that were
paid under Outpatient Prospective Payment System including lines paid as APC services packaged with
them. This report contains claim lines for services on or after August 1, 2000. The items reported on the
Hospice — Non-Hospital Based — OPPS (81P) report are included on the Medicare Cost Report.

5.4.15 Hospice — Hospital Based (OPPS) (82P)

The Hospice — Hospital Based (OPPS) (82P) report captures data from all lines of a claim that were paid
under Outpatient Prospective Payment System including lines paid as APC services packaged with them.
This report contains claim lines for services on or after August 1, 2000. The items reported on the
Hospice — Hospital Based (OPPS) (82P) report are included on the Medicare Cost Report.
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5.4.16 ASC and ASC Fee Schedule — OPPS (83P)

The ASC and ASC Fee Schedule — OPPS (83P) report captures data from all lines of a claim that were
paid under Outpatient Prospective Payment System including lines paid as APC services packaged with
them. This report contains claim lines for services on or after August 1, 2000. The items reported on the
ASC and ASC Fee Schedule — OPPS (83P) report are included on the Medicare Cost Report.

5.5 xxZ Ambulance Blend Report Template

The xxZ Outpatient — Ambulance Blend Provider Summary report template displays summary statistic,
charge, reimbursement, and additional information sections for one reporting period up to a maximum of
four reporting periods. (Note that the report always contains column headings for each of the four
possible reporting periods even if the report contains fewer than four reporting periods.) The data
displayed in each section is determined by the report selected for generation. The statistic section shows
the number of claims for each reporting period. This section also shows Total Ambulance Trips and Total
Ambulance Miles, which are unique to the xxZ report. The charge section displays the number of units
and the total dollar amount of the revenue code being reported. The reimbursement section displays how
Net Reimbursement is calculated. Finally, the additional information section displays the claim interest
payments and the Total Gross Fee Schedule Amount.

The xxZ Outpatient — Ambulance Blend Payment Reconciliation (detail) report template is divided into
Claim Information, Reimbursements, and Additional Information sections. The claim information section
displays patient information such as the patient name, DCN, Line Item Reimbursement, Total Ambulance
Trips, Total Ambulance Miles, and the charges for the revenue codes. The reimbursements section shows
how Net Reimbursement is calculated. The additional information section shows the deductible amounts,
claim interest, and Total Gross Fee Schedule. The template also provides a monthly totals section that
sums the information from the sections above.

An example of the xxZ Outpatient — Ambulance Blend Provider Summary report template and the xxZ
Outpatient — Ambulance Blend Payment Reconciliation (detail) report template follow.
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Exhibit 5-10 Outpatient — xxZ Ambulance Blend Provider Summary Report Template

FRGVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program |0 REDESISH PROVIDER SUMMARY REFORT Page: 1
Paid Dates: 02701704 THREU 10/01 CUTPATIENT - AMBULANCE BLEND EFFECTIVE 0d/0,/02 Report#: 0044203
Report Rum Date: 02701707 Report Type: 132
Provider FYE: 12721
Provider Number: TO000T PETERBORD GEMERAL HOSFITAL
SERVICES FOR PERIOD SERVICES FOR FERICD SERVICES FOR FERICD SERVICES FOR FERICD
010104 - 12731704 Ha Diata Requested Mo Diata Requested No Data Requested
STATISTIC SECTION
CLAIMS 9
umaTS CHARGES GROSS FEE AMT uNms CHARGES GROSS FEE AMT UNITS CHARGES GROSS FEE AMT TS CHARGES ‘GROSS FEE AMT
TOTAL AMBULANCE TRIFS ] $20,142.00 $1,557.63
TOTAL AMBULAMCE MILES 02 §2.461.00 $211.48
TOTAL GROSS FEE SCHEDULE AMT $1,768.00
CHARGE SECTION
REVCDDE DESCRIPTION umITS CHARGES UNITS CHARGES UNTS CHARGES UNITS CHARGES
o540 AMBULANCE $32,600.00
TOTAL COVERED CHARGES nz2 $32,600.00
REIMBURSEMENT SECTION
GROSS REIMBURSEMENT $14.005.11
LESS
CASH DEDUCTIBLE $0.00
BLOOD DEDUCTIBLE $0.00
COINSURANCE 34,7312
NET MSP PAYMENTS $0.00
PEYCH REDUCTION $0.00
NET REIMBURSEMENT $9.27398
ADDITIONAL INFORMATION SECTION
CLAIM INTEREST PAYMENTS $0.00
Feb 1, 2007 -1- 75744 PM
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Exhibit 5-11 Outpatient — xxZ Ambulance Blend Payment Reconciliation (Detail) Report

Template

Program ID: RECESIGH

Service Month End: 02/29/04

Report Run Date: 0207707

Provider FYE: 1231

Provider Number: TO0O07 PETERBORD GEMERAL HOSPITAL

Pate M SOHM A | Bl Freg: 1
DCH. DOMBISEZ4EIE | Trass Type:

Penit Cobrl & 129000000000 | Frocesser I 14000
Med Rord # 161000000000 | Tp Code T
HIC M 2EIEETIITA

Recpt Dt 050304

Paid Ot

Sarvice From

Sarvice Thru:

Patek M WEILH | Sl Freg: 1
DCH. 204QE77BIES0M | Trass Tyoe:

Pant Couirl & 133000000000 | Frooessor I 14000
et Ford & Tip Code. frlri)
HIC Mame 17

Recpi D

Paid Dt

Sarvice From:

Sarvice Thru:

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

FAYMENT RECONCILIATION REFORT

QUTFATIENT - AMBULANCE BLEND EFFECTIVE 04701,/02

*** konthty Totaks for PETERBORO GENERAL HOSPITAL for service month end 1729/04 ***

Total Amb Trips
Total Amb M ies:

TOTAL:

Feb 7, 2007

Claim Informatian

- GrosFee  Gross Cash Blood . Une Rem

MEvCodk  WCPCS UME DMNES  umt Remb. Deduct Dedect o MF pag  mwmb.
0540 AGE31 1 | 9658500 §270.27 52,0645 $0.00  $0.00 $851.12) $000 31,455,353
0540 ADGIE & | $15200  $1024 32150 J0.00  S0.00 $2587 3000 5550
Total Ami Trips 1 SE5BSO0 527027 $2,30545  §000  $000 $ES1.02 S040 145530
Total Amb. Wies SIGLO0  FI0BE SIS SODD  $O00 32557 5000 55553
TOTAL 7 SET4T.O0  52E1.11 5IIBR3E 000 $0.00 SE7T09 S0.00 5151138

- , GrossFee  Geoss  Cash Blood Poyc.  Lin ibem

- HOPCS Uit CRARES ot seimb. Deduct Degect 0 M fed  meimb.
0540 ADGIS & | gE300 $5.048  $3TOE S0.00 $0.00. $110.14, §0.00 f =]
0542 ADDE 1 ls0s00 43033 §iSt7el  Sn00 $0.00) $50.39° $0.00 £106.37
Total Ami. Trips 1 SIS0 52033 SISETE 40D S000 §50.3% %000 $105.37
Todal Amis. Mites FERDD 5509 53706 .00 SO00 51114 5200 s
TOTAL 0 $3ELDD 2543 513282 .00 000 $E61.53 5000 ¥1335
Gross  GrossFee  Cash Bload Lise fbem

units - CMMES goimb,  AmL  Deduct Dedet oe  MSP FRTREL oop
2 $5910003 $246231 $2050  S0.0 $000 |O1S1T %000 %1.56070
15 $22500  §1IB36  §1553 5040 000 53N 3.0 58185
" $713500 5258117 565 SO0 S000  $83IBET  AD0 %1.54255

Reimbursements:
Grons Reim
ESS:

$138835

Cash Dadisct

$0.00
Blood Dedect .00
Coing sarr.os
hSP 000
Poyc. Red
Mt Raimi $1.511.26
—
{Gnos Reimb, $19L.EZ
LESS:
Cash Daduct .00
Blood Dedect .o
[ $61.53
[ 3000
Pryr R
Mk Raimb: §131.25
—

Reimbursements

Gross Reimb, SL5ELIT

LESS:

Cash Deduct. $0.00

Blood Dedect 0o

Coims §93867

[ ] 5000

Pryt. Red.

Mak Reimb $1,843155
——

The reports that are generated based on the outpatient xxZ Ambulance Blend report template are:

* Inpatient — Ambulance Blend Effective 04/01/02 (12Z)

e Qutpatient — Ambulance Blend Effective 04/01/02 (132)
*  SNF - Ambulance Blend Effective 04/01/02 (22Z)
*  SNF - Ambulance Blend Effective 04/01/02 (232)
* ASC and ASC Fee Schedule — Ambulance Blend Effective 04/01/02 (83Z2)
* Critical Access Hospital — Ambulance Blend Effective 04/01/02 (852)

A brief description of these reports is provided in the following sections.

55.1

Inpatient — Ambulance Blend Effective 04/01/02 (122)

The Inpatient — Ambulance Blend Effective 04/01/02 (12Z) report summarizes hospital inpatient
ambulance services reimbursed under the ambulance fee schedule blended payment, which is effective for
services provided on or after April 1, 2002. The items reported on the Inpatient — Ambulance Blend
Effective 04/01/02 (12Z) report are included on the Medicare Cost Report.

Page: 1
Report #: O044202

Report Type: 132
Paid Dages: 071701702 to 10/001/05

Additional Information

M5 Cashi Daduct: 000
M Blood Deduct: F000
WS Coins: oo
Claim beimresi: 000
Claim Repert Solts 13z
MEF Cash Deduct: F000
M5 Blood Dedutt: 00
WS Coins.: 000
Claim bevimresi: 000
Claim Report Spits 132

Additional Information

MEF Cash Deduct: 5000
MEF Blood Deduct: 000
M5 Coins.: $0.00
Claim baiprest: $0.00

12:18:54FPM
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55.2 Outpatient — Ambulance Blend Effective 04/01/02 (132)

The Outpatient — Ambulance Blend Effective 04/01/02 (13Z) report summarizes hospital outpatient
ambulance services reimbursed under the ambulance fee schedule blended payment, which is effective for
services provided on or after April 1, 2002. The items reported on the Outpatient — Ambulance Blend
Effective 04/01/02 (13Z) report are included on the Medicare Cost Report.

5.5.3 SNF — Ambulance Blend Effective 04/01/02 (222)

The SNF — Ambulance Blend Effective 04/01/02 (22Z) report summarizes skilled nursing facility,
outpatient ambulance services reimbursed under the ambulance fee schedule blended payment, which is
effective for services provided on or after April 1, 2002. The items reported on the SNF — Ambulance
Blend Effective 04/01/02 (222) report are included on the Medicare Cost Report.

554 SNF — Ambulance Blend Effective 04/01/02 (232)

The SNF — Ambulance Blend Effective 04/01/02 (23Z) report summarizes skilled nursing facility,
outpatient ambulance services reimbursed under the ambulance fee schedule blended payment, which is
effective for services provided on or after April 1, 2002. The items reported on the SNF — Ambulance
Blend Effective 04/01/02 (23Z) report are included on the Medicare Cost Report.

5.5.5 ASC and ASC Fee Schedule — Ambulance Blend Effective
04/01/02 (832)

The ASC and ASC Fee Schedule — Ambulance Blend Effective 04/01/02 (83Z) report summarizes skilled
nursing facility, outpatient ambulance services reimbursed under the ambulance fee schedule blended
payment, which is effective for services provided on or after April 1, 2002. The items reported on the
ASC and ASC Fee Schedule — Ambulance Blend Effective 04/01/02 (83Z) report are included on the
Medicare Cost Report.

5.5.6 Critical Access Hospital Ambulance Blend Effective
04/01/02 (852)

The Critical Access Hospital Ambulance Blend Effective 04/01/02 (85Z) report summarizes critical
access hospital, outpatient ambulance services reimbursed under the fee schedule blended payment, which
is effective for services provided on or after April 1, 2002. The items reported on the Critical Access
Hospital Ambulance Blend Effective 04/01/02 (85Z) report are included on the Medicare Cost Report.

5.6 xx2 Vaccines Report Template

The xx2 Outpatient — VVaccines Provider Summary report template displays summary statistic, charge,
reimbursement, and additional information sections for one reporting period up to a maximum of four
reporting periods. (Note that the report always contains column headings for each of the four possible
reporting periods even if the report contains fewer than four reporting periods.) The data displayed in
each section is determined by the report selected for generation. The statistic section shows the number of
claims for each reporting period. The charge section displays the number of units and the total dollar
amount of the revenue code being reported. The reimbursement section displays how Net Reimbursement
is calculated. Finally, the additional information section displays the claim interest payments.

The xx2 Outpatient — Vaccines Payment Reconciliation (detail) report template is divided into claim
information, reimbursements, and additional information sections. The claim information section contains
patient information such as the patient name, DCN, Line Item Reimbursement, and the charges for the
revenue codes. The reimbursements section shows how Net Reimbursement is calculated. The additional
information section shows the deductible amounts, claim interest, and MSP Coinsurance. The report
template also displays a monthly totals section that sums the information from the sections above.
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An example of the xx2 Outpatient — Vaccines Provider Summary report template and xx2 Outpatient —
Vaccines Payment Reconciliation (detail) report template follow.

Exhibit 5-12 Outpatient — xx2 Vaccines Provider Summary Report Template

Program |D: REDESIGN

Paid Dates: 01701704 THRL 10/01/05

Report Run Date: 0270507

Provider FYE: 1231

Provider Number: TS2205 MOTHER MARY E330

STATISTIC SECTION
CLAIMS

CHARGE SECTION

REV CODE  DESCRIFTION
0636 DRUGS/DETAIL CODE
0771 WACCINE ADMIN
TOTAL COVERED CHARGES

REIMBURSEMENT SECTION
GROSS REIMBURSEMENT
LESS
CASH DEDUCTIBLE
BLOOD DEDUCTIELE
COINSURANCE
ET MSF PAYMENTS
PSYCH REDUCTION
NET REIMBURSEMENT

ADDITIOMAL INFORMATION SECTION
CLAIM INTEREST PAYMENTS

Feb 5, 2007

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

SERVICES FOR FERIOD
00/00/04 - 1273104

PROVIDER SUMMARY REFORT
OUTPATIENT - PART B VACCINE

SERWICES FOR PERIOD
01400405 - 12731405

SERVICES FOR PERICD

Mo Data Requested

Pape: 1

Report #: 0042202
Repart Type: 132

SERVICES FOR FERICD
Mo Data Requested

UmMITS CHARGES UNITS CHARGES UNITS CHARGES UNITS. CHARGES

$18.00 2 £55.00

$15.00 2 $30.00

2 f33.00 4 $128.00
§33.00 $128.00

$0.00 §0.00

$0.00 $0.00

$0.00 §0.00

£0.00 $0.00

$0.00 _‘}G.E-J

$33.00 sthaoo

$0.00 §0.00

SiE 10:21:53 AM
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Exhibit 5-13 Outpatient — xx2 Vaccines Payment Reconciliation (Detail)

Report Template

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program ID: REDESIGM

Service Month End: 01/31/05

Report Run Date: 02/19/07

Provider FYE: 1231

Provider Number: 132305 MOTHER MARY ESRD

PAYMENT RECONCILIATION REPORT
'OUTPATIENT - PART & VACCINE

Clalm Information

Patnt M
DCN:

Pt Ctrl &
Med Rerd #:

Bill Freg: Rev . Gross  Cash  Blood
3 | Tram Typee c mu"'bo"“p'u,tl Dedh
Processor I0x 12000 | [ og3g | 90732 5000

$0.00

Pryc.  Line item
CnlmMSFM ‘Reim

$50.00, §50.00 5000 | $O.00 5000 $80.00

0771 |Goom | 1 | $15.00/315.00 $000 | $0.00 | $0.00 $15.00

HIC Num:
Recpt Dt:
Pald Dt
Servics From:
Service Thru

TOTAL: 1 §5500 $5500 35000 $000 5000 50.00 $55.00

Patrt N
DEN:

Pt Critrl #:
Med Rerd #:

< Bill Freg:
1 Trans Type:
Processor I0:

Rev Gross.
o munmmmsri

0636 | 90658 | 1

Cash
Deduct.
$0.00

Blood
B Coins.  MSP

$0o00

Payc.
Red.

Line Item
Reimb.
14000

£18.00) $18.00 $0.00 | $0.00

0771 | GOODE | 1 $15.00($15.00) $400 | $000 | $0.00 5000

S1800]
$15.00

HIC Nurm:
Recpt Dt
Paid Dt
Servioe From:
Service Thrc

TOTAL: 1 §33.00 $3300 $000 5000 $0.00 $0.00 $33.00

*** Monthly Totals for MOTHER MARY ESRD for service month end 1/31/05 ***

Units Charges Gross Reimb. Cash Deduct 8lood Deduct Coins. MSP Pryc. Red. Line ltem Reimb.

TOTAL 4 $12800 $12800 $0.00 $0.00 $0.00 $0.00 $128.00

Feh 19,2007 = i

Reimbursements

Gross Relenb.:
LESS:

Cash Deduct:
Blood Deduct.:
Caim.

MEF;

Puye. Red:

Net Reimb.
Gross Reimb.
LESS:

Cash Deduct:
Blood Deduct.:
Caim.:

NGF:
Paye. Red:
Net Reimb.:

Reimbursements

Gross Reimb.-
LESK

Cash Deduct:
Blood Deduct:
Coins:

MEP;

Payc. Red.:

Net Reirmb.:

The reports that are generated based on the outpatient xx2 Vaccines report template are:

* |npatient — Part B Vaccine (122)

e Qutpatient — Part B Vaccine (132)

*  Outpatient/Other — Vaccines (142)

*  SNF - Inpatient — Vaccine — Part B 100 % Reasonable Cost (222)

*  SNF - Outpatient — Vaccine — Part B 100 % Reasonable Cost (232)

* Home Health — Vaccine — Part B 100% Reasonable Cost (342)

*  Clinic — Rural Health — Vaccine — Part B 100% Reasonable Cost (712)
* Federally Qualified Health Center — VVaccine — Part B 100% Reasonable Cost (732)
* Rehabilitation Facility — Vaccine — Part B 100% Reasonable Cost (742)
* Comprehensive Outpatient Rehabilitation Facilities — Vaccine — Part B 100% Reasonable Cost

(752)

$35.00

$0.00
0.0
0.0
$0.00

$95.00
—

$3.00

$0.00
50.00
$0.00
£0.00

Ié

512800

[ oees

¢ Community Mental Health Center — Vaccine — Part B 100% Reasonable Cost (762)

Page: 2
Report # 0D44202

Report Type: 132

Paid Dates: 01/01/80 to 10/01/06

Additional Information

MSFP Cash Deduct:
MSP Blood Deduct:
MSP Coins.:

Clalm Interest:
Claim Report Splits:

$000
000
$0.00
3000
720,725

MSP Cash Deduct.:
MSP Blood Deduct:
MSP Colns.:

Claim Inferest:
Claim Report Sglits:

000
$0.00
s000
5000
130,720,725

Additional Information

MSP Cash Deduct:
MSP Blood Deduct:
MSP Coing.:

Clalm Interest Amount:

8EEE

84725 AM
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* Federally Qualified Health Center — Vaccine — Part B 100% Reasonable Cost (772)
* ASC and ASC Fee Schedule — Vaccine — Part B 100% Reasonable Cost (832)
* Critical Access Hospital — VVaccines — Part B 100% Reasonable Cost (852)

A brief description of these reports is provided in the following sections.

5.6.1 Inpatient — Part B Vaccine (122)

The Inpatient — Part B Vaccine (122) report accumulates data applicable to vaccine services reimbursed
based on 100 % of reasonable cost. The items reported on the Inpatient — Part B VVaccine (122) report are
included on the Medicare Cost Report.

5.6.2 Outpatient — Part B Vaccine (132)

The Outpatient — Part B (132) report accumulates data applicable to vaccine services reimbursed based on
100 % of reasonable cost. The items reported on the Outpatient — Part B (132) report are included on the
Medicare Cost Report.

5.6.3 Outpatient/Other Vaccines (142)

The Outpatient/Other Vaccines (142) report accumulates data applicable to vaccine services reimbursed
based on 100 percent of reasonable cost. The items reported on the Outpatient/Other VVaccines (142)
report are included on the Medicare Cost Report.

5.6.4 SNF — Inpatient — Vaccine — Part B 100% Reasonable Cost (222)

The SNF — Inpatient — Vaccine — Part B 100% Reasonable Cost (222) report accumulates data applicable
to vaccine services reimbursed based on 100 percent of reasonable cost. The items reported on the SNF —
Inpatient — Vaccine — Part B 100% Reasonable Cost (222) report are included on the Medicare Cost
Report.

5.6.5 SNF — Outpatient — Vaccine — Part B 1002 Reasonable Cost (232)

The SNF — Outpatient — Vaccine — Part B 100% Reasonable Cost (232) report accumulates data
applicable to vaccine services reimbursed based on 100 percent of reasonable cost. The items reported on
the SNF — QOutpatient — Vaccine — Part B 100% Reasonable Cost (232) report are included on the
Medicare Cost Report.

5.6.6 Home Health — Vaccine — Part B 10026 Reasonable Cost (342)

The Home Health — Vaccine — Part B 100% Reasonable Cost (342) report summarizes vaccine services
provided by rural health clinics. The items reported on the Home Health — Vaccine — Part B 100%
Reasonable Cost (342) report are included on the Medicare Cost Report.

5.6.7 Clinic — Rural Health — Vaccine — Part B 10026 Reasonable Cost (712)

The Clinic — Rural Health — Vaccine — Part B 100% Reasonable Cost (712) report summarizes vaccine
services provided by rural health clinics. The items reported on the Clinic — Rural Health — Vaccine — Part
B 100% Reasonable Cost (712) report are included on the Medicare Cost Report.

5.6.8 Federally Qualified Health Center — Vaccine — Part B 100206 Reasonable
Cost (732)

The Federally Qualified Health Center — VVaccine — Part B 100% Reasonable Cost (732) report
summarizes vaccine services provided by Federally Qualified Health Centers. The items reported on the
Federally Qualified Health Center — Vaccine — Part B 100% Reasonable Cost (732) report are included on
the Medicare Cost Report.
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5.6.9 Rehabilitation Facility — Vaccine — Part B 10026 Reasonable Cost (742)

The Rehabilitation Facility — Vaccine — Part B 100% Reasonable Cost (742) report summarizes vaccine
services provided by rehabilitation facilities. The items reported on the Rehabilitation Facility —
Vaccine — Part B 100% Reasonable Cost (742) report are included on the Medicare Cost Report.

5.6.10 Comprehensive Outpatient Rehabilitation Facilities — Vaccine — Part B
100%b6 Reasonable Cost (752)

The Comprehensive Outpatient Rehabilitation Facilities — Vaccine — Part B 100% Reasonable Cost (752)
report summarizes vaccine services provided by Comprehensive Outpatient Rehabilitation facilities. The
items reported on the Comprehensive Outpatient Rehabilitation Facilities — Vaccine — Part B 100%
Reasonable Cost (752) report are included on the Medicare Cost Report.

5.6.11 Community Mental Health Center — Vaccine — Part B 10026 Reasonable
Cost (762)

The Community Mental Health Center — Vaccine — Part B 100% Reasonable Cost (762) report
summarizes vaccine services provided by Community Health Centers. The items reported on the
Community Mental Health Center — Vaccine — Part B 100% Reasonable Cost (762) report are included on
the Medicare Cost Report.

5.6.12 Federally Qualified Health Center — Vaccine — Part B 10026 Reasonable
Cost (772)

The Federally Qualified Health Center — VVaccine — Part B 100% Reasonable Cost (772) report
summarizes vaccine services provided by Federally Qualified Health Centers. The items reported on the
Federally Qualified Health Center — Vaccine — Part B 100% Reasonable Cost (772) report are included on
the Medicare Cost Report.

5.6.13 ASC and ASC Fee Schedule — Vaccine — Part B 10026 Reasonable
Cost (832)

The ASC and ASC Fee Schedule — Vaccine — Part B 100% Reasonable Cost (832) report summarizes
vaccine services provided by Ambulatory Surgical/Surgery Centers reimbursed on a reasonable cost
basis. The items reported on the ASC and ASC Fee Schedule — Vaccine — Part B 100% Reasonable Cost
(832) report are included on the Medicare Cost Report.

5.6.14 Critical Access Hospital — Vaccines — Part B 10026 Reasonable
Cost (852)

The Critical Access Hospital — Vaccines — Part B 100% Reasonable Cost (852) report summarizes
vaccine services provided by critical access hospitals reimbursed on a reasonable cost basis. The items
reported on the Critical Access Hospital — Vaccines — Part B 100% Reasonable Cost (852) report are
included on the Medicare Cost Report.

5.7 xx5 Fee Reimbursed/xx8 MA Supp Report Template

The xx5 Fee Reimbursed/xx8 MA Supp Provider Summary report template displays summary statistic,
charge, reimbursement, and additional information sections for one reporting period up to a maximum of
four reporting periods. (Note that the report always contains column headings for each of the four
possible reporting periods even if the report contains fewer than four reporting periods.) The data
displayed in each section is determined by the report selected for generation. The statistic section shows
the number of claims for each reporting period. The charge section displays the number of units and the
total dollar amount of the revenue code being reported. The reimbursement section displays how net

User Manual Outpatient Reports
May 2011
Version No. 04.00 5-29



Provider Statistical and Reimbursement System

reimbursement is calculated. Finally, the additional information section displays the claim interest
payments.

The xx5 Fee Reimbursed/xx8 MA Supp Payment Reconciliation (detail) report template is divided into
claim information, reimbursements, and additional information sections. The claim information section
displays patient information such as the patient name, DCN, Line Item Reimbursement, and the charges
for the revenue codes. The reimbursements section shows how net reimbursement is calculated. The
additional information section shows the deductible amounts, claim interest, and MSP Coinsurance. The
report template also displays a monthly totals section that sums the information from the sections above.

An example of the xx5 Fee Reimbursed/xx8 MA Supp Provider Summary report template and the xx5
Fee Reimbursed/xx8 MA Supp Payment Reconciliation (detail) report template follow.

Exhibit 5-14 Outpatient — xx5 Fee Reimbursed/xx8 MA Supp Provider Summary Report

Template
PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM
Program ID: REDESIGM FROVIDER SUKMARY REPORT Page 1
Paid Dates: 01701703 THRU 10701/08 QUTPATIENT - FEE REIMBURSED Repori # ODJ42203
Repert Run Date: 0270107 THESE ITEMS ARE NOT TO BE INCLUDED OMN THE MEDHCARE COST REFORT Repart Type: 135

Prasider FYE: 06/30
Pravider Number: TO0113 SHATTERED HEART TEACHIMG HOGRITAL

SERMICES FOR PERIOD SERMICES FOR PERIOD SERVICES FOR PERIOD SERVICES FOR PERIOD

01401403 - 1243103 01/01/04 - 12731/04 Wo Dtz Requested Mo Data Requestad
STATISTIC SECTION
CLAIMS
CHARGE SECTION
REV CODE  DESCRIPTION UNITS CHARGES UMITS CHARGES UNITS CHARGES UNITS CHARGES
0300 LABORATORY or (LAB) 0 jooo & $i44.40
0301 LAB/CHEMISTRY o j000 21 $1.102.680
0305 LAB/HEMATOLOGY o j000 4 $135.00
0306 LAB/BACT-MICRS o j000 3 $62.00
0307 LAB/URDLOGY o j000 1 $33.00
0420 PHYSICAL THERP o joo0 $0.:00
0430 CCCUPATION THER o joo0 $0.:00
TOTAL COVERED CHARGES ] $o00 35 $1.30820
REIMBURSEMENT SECTION
GROSS REIMBURSEMENT $0.00 543595
LESS
CASH DEDUCTIBLE 000 $0.00
BLOOD DEDUCTIBLE 000 $0.00
COINSURANCE 4000 $0.00
MET MSP PAYMENTS 4000 $0.00
PSYCH REDUCTION 30,00 $0.00
MET REIMBLRSEMENT $0.00 $43595
ADDITIOMAL INFORMATION SECTION
CLAIM INTEREST PAYMENTS $0.00 $0.00
Feb 1, 2007 -1- 8:20:03 PM
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Exhibit 5-15 Outpatient — xx5 Fee Reimbursed/xx8 MA Supp Payment Reconciliation
(Detail) Report
Template (First Page)

Pragram ID: REDESIGN
Service Maonth End: 03731704
Report Run Date: 0207707
Provider FYE: 12731

Provider Number: TO0073 CROSS YOUR HEART HOSPITAL

Paksit Nim:
DEN:

Pint Cnirl &:
Med Rord #
HIC Mum:
Rocpt Ot
Paid Dt
Senvioe From:
Service Thine

Pakst Nm:
b

Pint Cntri#@:
Mad Rord
HIC Hum:
Recpe Ot
Paid bt
Service: From:
Servioe Thne

BOGG R
20432082051504
02000000000
000000000000
333I504EA
043004

okl dnd
032404
022504

CURRE
204280F7752504
02000000000
000000000000
454861410
043004

okl dnd
1104
027804

Bill Erag:
Trans Type:
Processor 12

BillFrag:
Trans Type:
Processar 5

PROVIDER STATISTICAL AND REIMBURSEMEMNT SYSTEM

PAYMENT RECONCILIATION REFORT
QUTPATIENT - FEE REIMBURSED

*** Monthly Totals for CROSS YOUR HEART HOSPITAL for service month end 1731704 ™

Feb 7, 2007

Units

Chaim nfarmation
Rav Panel Gross  Cash  Blood Peyr.  Lina item:
Corla|PPEE g U DR L ikt Budict || P ad | i
0300 GOOO1 1 34500 5300 $0.00 $0.00, %000 $0.00 300
03071 20043 20048 1 $30584 $11.83 $0.00 $0.00, %000 $0.00 $11.83
0301 8256% ATFOZ 1 31550 34n $0.00 $0.00, 5000 $0.00 341
0301 84520 ATPO2 1 31590 5317 $0.00 $0.00, %000 $0.00 3217
030% 25043 1 32100 3625 $0.00 $0.00, %000 $0.00 §625
0305 25610 1 32070 3543 $0.00 $0.00 $0.00 $0.00 §545
TOTAL [ $4534 53345 so0o0 $000 SO00D 5000 §3385
faw Panel | Grom  Cash  Blood Poyc. Line ftam
coda P coge UM OB piy Deducr Datucr O™ M apd paima,
030% 25075 1 EIJ 15 $1086 EID $0.00 %000 $0.00 “JE
TOTAL: 1 $45.15 51088 $000 3000 SO0.0D 000 §1086
Gross  Cash Sied ) Lina btam
CREVS  puimb Dudict Padiet o= M e
saMmas e $000 $000 $0.00 $2.00 a4

Fage: 1
Report # 0044207
Report Type: 125

Paid Dates: 0170104 to 10701406

Reimbursements Additional Information
Gross Reimb.: FEEL-LY MSP Cash Deduck : jooo
MSP Sinod Deduct: oo
L= M5P Cains: jooo
Cash Deduct: 3000 | Claim interest §000
Blocd Deduct- 3000 | Clim Report Splits: 130,135,13¢
Coins: .00
PSP $0.00
Psyc Red:
Pet Reimb.: pEEL]
Gross Reimb.: 11088 MSP Cash Deduct: oo
MSF Slood Deduct: $an0
== M5P Cains: jooo
(Cash Deduct: 3000 | Claim interest oo
Blood Deduct: $0.00 Claim Report Splits: 130135130
Cairs: $0.00
hesP: $0.00
Pryc. Rad:
Net Raimb.: 310.85
—
Reimbursements Additional Information
Gross Reimb.: $aL1 MS5P Cash Deduct - sooa
MSP Siood Deduct : §ooa
o MSP Coins: soon
Cash Deduct.: §2.00 | Caim interest s000
Bloced Daduct: so.00
[=-1.-H .00
MsSP: $2.00
Pryc Rod.
Mt Raimb.: 4871
12:3%-34 FM
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Exhibit 5-16

Provider Statistical and Reimbursement System

Outpatient — xx5 Fee Reimbursed/xx8 MA Supp Payment Reconciliation
(Detail) Report
Template (Last Page)

Pragram ID: REDESIGN
Service Manth End: MY,
Report Run Date: O
Provider FYE: 12/31

7707

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

PAYMENT RECONCILIATION REPORT Fage: 2
QUTPATIENT - FEE REMBURSED Report #: 0443202
Report Type: 133
Faid Dates: 01/01/04 2o 10701508

Provider Number: TO0073 CROSS YOUR HEART HOSPITAL

Service Peried

Service Peried and Report Type Totals

Additi

010172004 - 01/01/3006 Gros Cash Blood Line [tem Gross Remb, 12 MSF Casn Deduct 3000
c F P
Units  Charges o 0 et Bedut | CONE e = M Blood Deduct: 5000
1ot iz $I00E4  §IISE SO0 $2.00 $200 so0a 512245 I . MIS® Lains oo
Cach Deduct S050 | Chim intarest 50.00
Slood Deduct. 5000
Coins 5000
MsP 5000
Pay. R
Met Remin 512355
—
*** Repart Type 135 Totals for CROSS YOUR HEART HOSPITAL = Reimbursements Additional Information
Grow Cash Blood P = B Liree [tem Gross Remb, §12255 WS Casn Deduct 000
Hniks Charges Rumb ~ Deduct  Deduct s s Py Rad. Raimb WS Blood Deduct: 000
_— W= Coins. F0oo
OTA 12 MBS TSR o 200 ] = 1224
$T0064  SIRSE 50 SO0 5200 sn0a 5000 312248 i lintarua so00
Feb 7, 2007 12:35:54 FM

The reports that are generated based on the outpatient xx5 Fee Reimbursed/xx8 MA Supp report template

are:

* Inpatient — Part B Fee Reimbursed (125)

¢ Qutpatient — Fee Reimbursed (135)

*  Qutpatient/Other — Fee Reimbursed (145)

*  SNF - Inpatient — Fee Reimbursed (225)

*  SNF - Outpatient Fee Reimbursed (235)

* Home Health — Part B — Fee Reimbursed (345)

* Clinic — Rural Health — Fee Reimbursed (715)

* Federally Qualified Health Center — Fee Reimbursed (735)
* Federally Qualified Health Center — MA Supp (738)

* Rehabilitation Facility — Fee Reimbursed (745)

*  Comprehensive Outpatient Rehabilitation Facilities — Fee Reimbursed (755)
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e Community Mental Health Center — Fee Reimbursed (765)
* Federally Qualified Health Center — Fee Reimbursed (775)
* Federally Qualified Health Center — MA Supp (778)
* ASC and ASC Fee Schedule — Fee Reimbursed (835)
* Critical Access Hospital — Fee Reimbursed (855)
A brief description of these reports is provided in the following sections.

57.1 Inpatient — Part B Fee Reimbursed (125)

The Inpatient — Part B Fee Reimbursed (125) report shows covered charges and reimbursement by
revenue code for fee reimbursed services for patients who have exhausted Part A benefits. The items
reported on the Inpatient — Part B Fee Reimbursed (125) report are not to be included on the Medicare
Cost Report.

5.7.2 Outpatient — Fee Reimbursed (135)

The Outpatient — Fee Reimbursed (135) report shows covered charges and reimbursement by revenue
code for fee reimbursed services for hospital outpatient services. The items reported on the Outpatient —
Fee Reimbursed (135) report are not to be included on the Medicare Cost Report.

5.7.3 Outpatient/Other — Fee Reimbursed (145)

The Outpatient/Other — Fee Reimbursed (145) report shows covered charges and reimbursement by
revenue code for fee reimbursed services for other outpatient services. The items reported on the
Outpatient/Other — Fee Reimbursed (145) report are not to be included on the Medicare Cost Report.

5.7.4 SNF — Inpatient — Fee Reimbursed (225)

The SNF — Inpatient — Fee Reimbursed (225) report shows covered charges and reimbursement by
revenue code for fee reimbursed services for inpatient skilled nursing facility services. The items reported
on the SNF — Inpatient — Fee Reimbursed (225) report are not to be included on the Medicare Cost
Report.

5.7.5 SNF — Outpatient Fee Reimbursed (235)

The SNF — Outpatient Fee Reimbursed (235) report shows covered charges and reimbursement by
revenue code for fee reimbursed services for outpatient skilled nursing facility services. The items
reported on the SNF — Outpatient Fee Reimbursed (235) report are not to be included on the Medicare
Cost Report.

5.7.6 Home Health — Part B — Fee Reimbursed (345)

The Home Health — Part B — Fee Reimbursed (345) report shows covered charges and reimbursement by
revenue code for fee reimbursed services. The items reported on the Home Health — Part B — Fee
Reimbursed (345) report are not to be included on the Medicare Cost Report.

57.7 Clinic — Rural Health — Fee Reimbursed (715)

The Clinic — Rural Health — Fee Reimbursed (715) report shows covered charges and reimbursement by
revenue code for fee reimbursed services. The items reported on the Clinic — Rural Health — Fee
Reimbursed (715) report are not to be included on the Medicare Cost Report.

5.7.8 Federally Qualified Health Center — Fee Reimbursed (735)

The Federally Qualified Health Center — Fee Reimbursed (735) report shows covered charges and
reimbursement by revenue code for fee reimbursed services. The items reported on the Federally
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Quialified Health Center — Fee Reimbursed (735) report are not to be included on the Medicare Cost
Report.

5.7.9 Federally Qualified Health Center — MA Supp (738)

The Federally Qualified Health Center — MA Supp (738) report shows covered charges and
reimbursement by revenue code for Medicare Advantage supplemental payments. The items reported on
the Federally Qualified Health Center — MA Supp (738) report are not to be included on the Medicare
Cost Report.

5.7.10 Rehabilitation Facility — Fee Reimbursed (745)

The Rehabilitation Facility — Fee Reimbursed (745) report shows covered charges and reimbursement by
revenue code for fee reimbursed services. The items reported on the Rehabilitation Facility — Fee
Reimbursed (745) report are not to be included on the Medicare Cost Report.

5.7.11 Comprehensive Outpatient Rehabilitation Facilities — Fee
Reimbursed (755)

The Comprehensive Outpatient Rehabilitation Facilities — Fee Reimbursed (755) report shows covered
charges and reimbursement by revenue code for fee reimbursed services. The items reported on the
Comprehensive Outpatient Rehabilitation Facilities — Fee Reimbursed (755) report are not to be included
on the Medicare Cost Report.

5.7.12 Community Mental Health Center — Fee Reimbursed (765)

The Community Mental Health Center — Fee Reimbursed (765) report shows covered charges and
reimbursement by revenue code for fee reimbursed services. The items reported on the Community
Mental Health Center — Fee Reimbursed (765) report are included on the Medicare Cost Report.

5.7.13 Federally Qualified Health Center — Fee Reimbursed (775)

The Federally Qualified Health Center — Fee Reimbursed (775) report shows covered charges and
reimbursement by revenue code for fee reimbursed services. The items reported on the Federally
Qualified Health Center — Fee Reimbursed (775) report are not to be included on the Medicare Cost
Report.

5.7.14 Federally Qualified Health Center — MA Supp (778)

The Federally Qualified Health Center — MA Supp (778) report shows covered charges and
reimbursement by revenue code for Medicare Advantage supplemental payments. The items reported on
the Federally Qualified Health Center — MA Supp (778) report are not to be included on the Medicare
Cost Report.

5.7.15 ASC and ASC Fee Schedule — Fee Reimbursed (835)

The ASC and ASC Fee Schedule — Fee Reimbursed (835) report shows covered charges and
reimbursements by revenue code for fee reimbursed services. The items reported on the ASC and ASC
Fee Schedule — Fee Reimbursed (835) report are included on the Medicare Cost Report.

5.7.16 Critical Access Hospital — Fee Reimbursed (855)

The Critical Access Hospital — Fee Reimbursed (855) report shows covered charges and reimbursements
by revenue code for fee reimbursed services. The items reported on the Critical Access Hospital — Fee
Reimbursed (855) report are included on the Medicare Cost Report.
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5.8 xx0 All Other/85C Ambulance Services — Cost Reimbursed
Report Template

The Outpatient — xx0 All Other/85C Ambulance Services — Cost Reimbursed Provider Summary report
template displays summary statistic, charge, reimbursement, and additional information sections for one
reporting period up to a maximum of four reporting periods. (Note that the report always contains column
headings for each of the four possible reporting periods even if the report contains fewer than four
reporting periods.) The data displayed in each section is determined by the report selected for generation.
The statistic section shows the number of claims for each reporting period. The charge section displays
the number of units and the total dollar amount of the revenue code being reported. The reimbursement
section displays how Net Reimbursement is calculated. Finally, the additional information section
displays the claim interest payments.

The Outpatient — xx0 All Other/85C Ambulance Services — Cost Reimbursed Payment Reconciliation
(detail) report template is divided into Claim Information, Reimbursements, and Additional Information
sections. The claim information section contains patient information such as the patient name, DCN, Line
Item Reimbursement, and the charges for the revenue codes. The reimbursements section shows how Net
Reimbursement is calculated. The additional information section shows the deductible amounts, claim
interest, and MSP coinsurance amount. The report template also provides a monthly totals section that
sums the information from the sections above.

An example of the outpatient xx0 All Other/85C Ambulance Services — Cost Reimbursed report template
and outpatient xx0 All Other/85C Ambulance Services — Cost Reimbursed Payment Reconciliation report
template follow.
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Exhibit 5-17 Outpatient — xx0 All Other/85C Ambulance Services — Cost Reimbursed
Provider Summary Report Template

Program |O: REDESIGMN

Paid Dates 01,/01704 THRU 10/01./08

Report Run Date- 020507
Provider FYE: 0830

Provider Numiber. T30100 CHARITY HOUSE MEMORIAL HOSFTAL

STATISTIC SECTION
CLAINS

CHARGE SECTION
REVCODE  DESCRIPTION
0260 IV THERABY
278 SUPPLY/IMPLANTS

030D LABORATORY or (LAB)

o3o LAB/CHEMISTRY
0420 PHYSICAL THERP
[E80) CARDICLOGY
TOTAL COVERED CHARGES

REIMBURSEMENT SECTION
GROSS REIMBURSEMENT
LESS
CASH DEDUCTIBLE
BLOOD DEDUCTIBLE
COINSURANCE
INET M5P PAYMENTS
PSYCH REDUCTION
MNET REIMBURSEMENT

ADDITIOMAL INFORMATION SECTION

CLAIM INTEREST PAYMENTS

Feb 5. 2007

PROVIDER STATISTICAL AND REIMBURSEMENT S5YSTEM

SERMICES FOR PERIOD

010004 - 123108

PROVIDER SUMBAARY REFORT
OUTPATIENT - COST REIMBURSED

SERVICES FOR PERIOD
01/01/05 - 12/31/05

SERWICES FOR PERIOD
01701406 - 1243106

43

Page: 1

Report # OD44203
Report Type 130

SERWVICES FOR PERIOD

No Data Requested

CHARGES UNITS CHARGES UNITS CHARGES UNITS CHARGES
o $0.00 o $0.00 o $0.00
] $0.00 ] $0.00 1 $7.050.00
] $0.00 2 $0.00 52 $0.00
o $0.00 o $0.00 5 $0.00
o $0.00 (] $0.00 (] $0.00
o $0.00 o $0.00 ] $0.00
o $0.00 2 $0.00 58 $7.050.00
$0.00 $0.00 $2.467.50
$0.00 3000 $0.00
$0.00 30,00 $0.00
$0.00 30,00 $1.410.00
$0.00 3000 $0.00
$0.00 30,00 $0.00
$o.00 $0.00 $1,057.50
$0.00 $0.00 $0.00

- 10:12:25 AM
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Exhibit 5-18 Outpatient — xx0 All Other/85C Ambulance Services — Cost Reimbursed
Payment Reconciliation Report Template

(First Page)

Frogram ID: REDESIGN
Service Manth End: 053704
Report Run Date: 0207707
Provider FYE: 08/20

Frovider Number: TO0044 SACRED 3ISTERS MEDICAL CENTER

Pabnit Mm: COME A | Bill Freg:
DCh: 2045854504380%  Trans Type
Fing Cnitrld@: MIE000000000 | Processor (00
M1EC00000000
1991 789664
oSt rame
053104
ost1me
service Thns: 051108
Pabnit Nm: EPFS) | Bill Freg:
Do 2044350304380%  Trans Type
Pnt Cntri@: M2E000000000 | Processor D
Med Rerd #: M3L000000000
HIC Num: oFassioiak
Rucpt Dt oSt rme
PFaid Ot 031D
Service From: ost1me
service Thns: 051108

*** Monthly Totals for SACRED 5ISTERS MEDICAL CENTER for service month end 531,04 =~

Feb 7, 2007

PROVIDER STATISTICAL

Claim Infarmation

FAYMENT RECONCILIATION REFORT
DUTPATIENT - COST REIMBURSED

0 Gmss  Cash  Blood Py Line Item
i | [Eoda TS Ll Chame i, Duduct. Daduct. M hd,  Raimb,
0301 23880 | O $0.00,  $0.00 $0.00| $0.00, $0.00 5000
0301 24484 © so00, som0  sooo| sooo sooo 5000
TOTAL ] soo0 §$000 S000 S000 SOUDD $000
1 N
Rav ; Gross Cash  Blood Pyc Line |sem
- o PEPES| Lt s o )es nice | padier. =0 | MSP L i
0301 24484 0 $0.00. 30,00 $0.00 $0.00 E.ﬂ: $0.00
TOTAL ] s0o0 §000 000 §000 SOU00 000
N Gnss Cash Blood . Lina: tam:
Units  Chamges o e o M Pycfed ool
TOTAL ] §00D 000 $0.00 5000 00 s0oo $0.00
_5.

AND REIMBURSEMENT SYSTEM

Reimbursements
Gross Reimb
LESS:

Cash Deduct :
Sood Deguct:
Cains:

Popc. Rud.:
Mot Roamb
Gross Reimb.
LESS

Cash Deduct:
Sood Deguct:
Cains:

Popc. Rud.:
Mot Roamb

Reimbursements

Gross Reimb.:
LESE

Cash Deduct:
Stond Daduct.:
Cains:

Payc. fad.:
Mut R :

$0.00

$0.00
3000
$0.00
$0.00

w

$0.00

$0.00
3000
$0.00
$0.00

s
B
B
a

5000

000
000
5000
000

41
]
=
=

Fage: 5
Report #: 0044202
Report Type: 120

Paid Daves: 071/01/00 to 10/01/05

Additienal Information

MISP Cash Deduct §aoo
MEP Slood Deduct: oo
MISP Colns: §aoo
Caim interest: oo
Claim Repaort Splits: 130,135,130
MISP Cash Deduct : §aoo
MEF 3lood Decuct: ¥oo
MSP Coins 5ooa
Caim intarast oo
Claim Beport splits: 130,135,130
Additional Information
MISP Cash Deduct s0oo
MISP Blood Deduct : $ooo
MEF Coins: oo
Cialm interast: bk}
12:33:54 PM
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Exhibit 5-19 Outpatient — xx0 All Other/85C Ambulance Services — Cost Reimbursed
Payment Reconciliation Report Template

(Last Page)

Frogram [D: REDESIGH
Service Manth End: MN/A
Report Run Date: Q77
Prowsder FYE- 05/30
Provider Number: TO0044 SACRED SISTERS MEDICAL CENTER

Service Period

01013000 - 01/01,/2008

*** Repart Type 130 Tatals for SACRED SISTERS MEDICAL CENTER =™

Feb 7, 2007

s

Units

Chargas

000

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

FAYMENT RECONCILIATION REFORT
QUTPATIENT - COST REIMBURSED

Service Period and Report Type Totals

Grom Cazh Blood Line ftem
=
CROBSS peimb. Deduck  Deduct o Msp P Red e
0.0 50.00 5200 000 500 5200 $0.00
Gross fsimb. Cash Deduct. Blood Deduct.  Cains wEr Py fed  Linelem
Raimb.
5200 $0.09 500 s000 $000 s2.00 50,00

Fage: §
Report #- 3024202
Report Type: 120

Paid Dates: 01/01/00 to 10/01/06

Reimb Additi
Gross Reimib soon MSP Cash Deduct:
M5P Slood Deduct.
LESE:
MSP Coins:
Cash Daduct 5000 iClaim Inturest:
Blood Deduct s0oo
Couns. ooo
MSF. s0o0
Poyr. Red
Mat Reimb. $o00
—
Reimbursements
Gross Reimi. soon MSP Cash Deduct :
WSP 3iood Decust
LESE:
MSP Cains:
Cash Deduct soon Claim Interest
Blood Deduct $oon
Coers. 0oo
M5P: soon
Payr. Red s000
Mt Reimb. suon

The reports that are generated based on the outpatient xx0 All Other Cost Reimbursed report template are:

* Inpatient — Part B Cost Reimbursed (120)

*  Outpatient — Cost Reimbursed (130)

*  Qutpatient/Other — All Other Cost Reimbursed (140)
*  SNF - Inpatient — Part B Cost Reimbursed (220)

*  SNF - Outpatient — Cost Reimbursed (230)

* Home Health — Part B (340)
* Clinic — Rural Health (710)

* Federally Qualified Health Center (730)

* Rehabilitation Facility (740)

* Comprehensive Outpatient Rehabilitation Facilities (750)
*  Community Mental Health Center (760)
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e Critical Access Hospital (850)
*  Critical Access Hospital — Ambulance Services — Cost Reimbursed (85C)
A brief description of these reports is provided in the following sections.

5.8.1 Inpatient — Part B Cost Reimbursed (120)

The Inpatient — Part B Cost Reimbursed (120) report accumulates data for services normally covered
under Part A that have become covered under Part B. For reimbursement purposes, Inpatient Part B and
Outpatient Part B are combined on the Medicare Cost Report. The items reported on the Inpatient — Part
B Cost Reimbursed (120) report are included on the Medicare Cost Report.

5.8.2 Outpatient — Cost Reimbursed (130)

The Outpatient — Cost Reimbursed (130) report summarizes hospital outpatient data reimbursed on a
reasonable cost basis, for all services other than diagnostic services. This report also summarizes
laboratory services reimbursed on a fee schedule in a supplemental report. The items reported on the
Outpatient — Cost Reimbursed (130) report are included on the Medicare Cost Report.

5.8.3 Outpatient/Other — All Other Cost Reimbursed (140)

The Outpatient/Other — All Other Cost Reimbursed (140) report summarizes hospital other Part B data
(for bill type 14x) reimbursed on a reasonable cost basis. The items reported on the Outpatient/Other — All
Other Cost Reimbursed (140) report are included on the Medicare Cost Report.

5.8.4 SNF — Inpatient — Part B Cost Reimbursed (220)

The SNF — Inpatient — Part B Cost Reimbursed (220) report summarizes SNF Inpatient — Part B services.
The items reported on the SNF — Inpatient — Part B Cost Reimbursed (220) report are included on the
Medicare Cost Report.

5.8.5 SNF — Outpatient — Cost Reimbursed (230)

The SNF — Outpatient — Cost Reimbursed (230) report summarizes skilled nursing facility outpatient
services. The items reported on the SNF — Outpatient — Cost Reimbursed (230) report are included on the
Medicare Cost Report.

5.8.6 Home Health — Part B (340)

The Home Health — Part B (340) report summarizes home health agency outpatient services. The items
reported on the Home Health — Part B (340) report are included on the Medicare Cost Report.

5.8.7 Clinic — Rural Health (710)

The Clinic — Rural Health (710) report summarizes data for rural health clinic services (bill type 71x) paid
based on an all-inclusive rate. The items reported on the Clinic — Rural Health (710) report are included
on the Medicare Cost Report.

5.8.8 Federally Qualified Health Center (730)

The Federally Qualified Health Center (730) report summarizes data for Federally Qualified Health Clinic
services (bill type 73x) paid based on an all-inclusive rate. The items reported on the Federally Qualified
Health Center (730) report are included on the Medicare Cost Report.

5.8.9 Rehabilitation Facility (740)

The Rehabilitation Facility (740) report shows cost reimbursed data, if any, by accommodation and
ancillary service revenue codes. This report captures lines of claims paid under the cost-reimbursed
method for Outpatient Rehabilitation facilities-mainly services prior to January 1, 1999. This report is
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used to determine if a provider has low utilization or no Medicare business for cost reporting. The items
reported on the Rehabilitation Facility (740) report are included on the Medicare Cost Report.

5.8.10 Comprehensive Outpatient Rehabilitation Facilities (750)

The Comprehensive Outpatient Rehabilitation Facilities (750) report shows cost reimbursement data, if
any, by accommodation and ancillary service revenue codes. This report captures lines of claims paid
under the cost-reimbursed method for Comprehensive Rehabilitation facilities-mainly services prior to
January 1, 1999. This report is used to determine if a provider has low utilization or no Medicare business
for cost reporting. The items reported on the Comprehensive Outpatient Rehabilitation Facilities (750)
report are included on the Medicare Cost Report.

5.8.11 Community Mental Health Center (760)

The Community Mental Health Center (760) report captures lines of claims paid under the cost-
reimbursed method for Community Health Centers for services prior to August 1, 2000. The items
reported on the Community Mental Health Center (760) report are included on the Medicare Cost Report.

5.8.12 Critical Access Hospital (850)

The Critical Access Hospital (850) report summarizes data for critical access hospital services (bill type
85x) reimbursed on a cost basis. The items reported on the Critical Access Hospital (850) report are
included on the Medicare Cost Report.

5.8.13 Critical Access Hospital — Ambulance Services — Cost Reimbursed (85C)

The Critical Access Hospital — Ambulance Services — Cost Reimbursed (85C) report summarizes data for
critical access ambulance services (bill type 85x) reimbursed on a cost basis. The items reported on the
Critical Access Hospital — Ambulance Services — Cost Reimbursed (85C) report are included on the
Medicare Cost Report.

5.9 xXxXM/xx9 Home Health Agency Report Template

The xxM/xx9 Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC) and Episodes summary
reports display summary services, reimbursement, and additional information sections for one reporting
period up to a maximum of four reporting periods. (Note that the report always contains column headings
for each of the four possible reporting periods even if the report contains fewer than four reporting
periods.) The services section is divided into “Services without Outlier”, “Services with Outlier”, and
“Total Services.” Payment types such as “Full Episodes”, “Lupa”, etc. categorize the services section.
The reimbursement section shows how Gross Reimbursement and Net Reimbursement are calculated.
Finally, the additional information section shows claim interest payments. In addition, the MSA
supplemental report is generated for the Home Health PPS — Part B Episodes (329) and Home Health

PPS — Part A Episodes (339) reports. The user can choose to exclude this section.

The xxM/xx9 Medicare Secondary Payer-Lower Cost or Charge (MSP-LCC) and Episodes detail reports
display detail claim information, reimbursements, and additional information sections. The claim
information section contains data such as Part A/Part B visits, Fee Type, HCPCS, and charges for each
revenue code. The reimbursements section shows how Net Reimbursement is calculated. The additional
information section contains data such as deductibles, HIPPS code, HIPPS weight, and payment type. A
monthly totals section is displayed at the bottom of the report, which sums the information from the
sections above.
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Exhibit 5-20 Outpatient — xxM/xx9 Medicare Secondary Payer-Lower Cost or Charge
(MSP-LCC) and Episodes Summary Report Template (First Page)

Program IDx REDESIGM
Paid Dates: 010104 THRY 10/01/08

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

PROVIDER SUMMARY REPORT
HOME HEALTH PP5 - PART A EPISODES

Page: 1

Report # OD44223

Report Run Date: 0205707 Report Type: 335
Provider FYE: 12/31
Provider Number: T37008 MOBILE MURSE SERVICES
SERVICES APPLIED FOR THE PERIODS: 01/01/2004 - 12/31/2004
CHARGE SECTION
ous SERVICES GUT QUTLIER ++ FULL EPISODES LUPA EPISODES PEP ONLY EPISODES SCIC ONLY EPISODES SCIC WITHIN A PEP TOTAL
REV CODE DESCRIPTION VISITS CHARGES VISITS CHARGES VISITS CHARGES WVISITS CHARGES VISITS CHARGES VISITS CHARGES
027 MEDICAL/SURGICAL SUPPLIES AND
1} $100.62 [i] $0.00 1} $0.00 1] $0.00 [i] $0.00 0 510082
DEVICES
04z PHYSICAL THERAPY 55 $6.575.00 [i] $0.00 1} $0.00 1] $0.00 [i] $0.00 55 $6.875.00
043X OOCUPATIONAL THERAPY o $0.00 1] $0.00 o $0.00 1] $0.00 1] $0.00 0 50.00
055X SKILLED NURSING 33 $4.5875.00 1] $0.00 o $0.00 1] $0.00 1] $0.00 39 $4.875.00
056X MEDICAL SOCIAL SERVICES 2 $250.00 [i] $0.00 1} $0.00 1] $0.00 [i] $0.00 2 §250.00
057 HOME HEALTH AIDE 15 $725.00 1] $0.00 o $0.00 1] $0.00 1] $0.00 15 §725.00
0823 SURGICAL DRESSINGS 0 $69.12 [i] $0.00 1} $0.00 1] $0.00 [i] $0.00 0 §69.12
=* TOT SERVICES WITHOUT OUTLIER **= 111 $1289474 o $0.00 o 5000 0 $0.00 o $0.00 111 $128%474
*+* SERVICES WITH OUTLIER ***
REV CODE DESCRIPTION
= TOT SERVICES WTH OUTLIER *=* o $0.00 1] 50.00 o $0.00 o $0.00 o $0.00 1] 50.00
*+* TOTAL SERVICES ***
REV CODE DESCRIPTION
027X MEC URGICAL SUPFLIES AND 0 $100.62 o $0.00 0 $0.00 0 $0.00 ] 50.00 o 510082
DEVICES
04z PHYSICAL THERAPY 55 $6.875.00 o $0.00 0 $0.00 0 $0.00 ] 50.00 55 §6,875.00
043 OCCUPATIONAL THERAPY 0 §0.00 1} $0.00 0 $0.00 0 $0.00 ] 50.00 o 50.00
055X SKILLED NURSING 35 $4.875.00 o $0.00 0 $0.00 0 $0.00 ] 50.00 39 $4.875.00
056X MEDICAL SOCIAL SERVICES 2 $250.00 o $0.00 0 $0.00 0 $0.00 ] 50.00 2 525000
Feb 5, 2007 -1- 10:00:26 AM
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Exhibit 5-21 Outpatient — xxM/xx9 Medicare Secondary Payer-Lower Cost or Charge
(MSP-LCC) and Episodes Summary Report Template (Second Page)

Program |0: REDESIGN

Paid Daves: 01/01/04 THRU 1070108

Report Run Date: 020507

Provider FYE: 12/31

Provider Number: T37008 MOBILE MURSE SERVICES

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

PROVIDER SUMMARY REPORT
HOME HEALTH FP5 - PART B EFISODES

SERWICES APPLIED FOR THE PERIODS: 01/01/2004 - 12/31/2004

Page: 2
Report & OD44228
Report Type: 323

*+* TOTAL SERVICES ***

REV CODE DESCRIFTION

057X HOME HEALTH AIDE 12 $600.00 L] $0.00 ] $0.00 o $0.00 o 50.00 12 $600.00

0E823 SURGICAL DRESSINGS 0 §552.86 0 §0.00 ] $0.00 0 $0.00 o 50.00 0 §552.86

¥ TOTAL COVERED SERVICES **=* 27 §2851.42 1] $0.00 o $0.00 o $0.00 o $0.00 27 §2951.42

REIMBURSEMENT SECTION
FULL EMSODES LUPA EPISODES PEP ONLY EPISODES SCIC ONLY EPISODES SCICWITHIN A PEF TOTAL
# EPISODES WITHOUT OUTUIER 4 L] o 1} 0 4
HIFPS REIMBLRSEMENT WITHOUT OUTLIER 51488425 $0.00 $1.661.47 $0.00 50.00 $1654572
# EPISODES WITH OUTLIER 0 0 0 a i} 1]
HIPPS REIMBLURSEMENT WITH OUTLIER $0.00 $0.00 $o00 $0.00 £0.00 $0.00
OUTLIER REIMBURSEMENTS $0.00 $0.00 fooo $0.00 $0.00 50.00
PROSTHETIC/ORTHOTIC DEVICES $0.00 $0.00 fooo $0.00 $0.00 50.00
DME $0.00 $0.00 $0.00 $0.00 50.00 $0.00
OXYGEN $0.00 $0.00 fooo $0.00 $0.00 50.00
OTHER. FEE REIMBURSEMENTS $0.00 $0.00 $o00 $0.00 £0.00 $0.00
GROSS REIMBURSEMENT $14.884.25 $000 $1.661.47 $0.00 $0.00 $16,545.72
LESS
DEDUCTIBLES $0.00 $0.00 $o00 $0.00 £0.00 $0.00
Feb 5, 2007 -2- 5:59:56 AM
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Provider Statistical and Reimbursement System

Exhibit 5-22 Outpatient — xxM/xx9 Medicare Secondary Payer-Lower Cost or Charge
(MSP-LCC) and Episodes Summary Report Template (Last Page)

Program |0z REDESIGN

Paid Dates: 0170104 THRU 10¢01/08

Repaort Run Date: 02/05/07

Provider FYE: 12/31

Provider Number: T27008 MOBILE NURSE SERVICES

COINSURANCE

NET MS5P PAYMENTS.
MSP RECONCILIATION
OTHER ADJUSTMENTS
MET REIMBURSEMENT

ADDITIONAL INFORMATION SECTIOMN
CLAIM INTEREST PAYMENTS

Feb 5, 2007

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

PROVIDER SUMMARY REPORT
HOME HEALTH PPS - PART B EPISODES

SERWICES APPLIED FOR. THE PERIODS: 01/01/2004 - 12/31/2004

Page: 3

Report # 0044223
Report Type: 325

FULL EPISODES LUPA EFISODES PEP ONLY EPISODES SCC ONLY EPISODES SCIC WITHIN A PEP TOTAL
$0.00 $0.00 $0.00 $0.00 §0.00 50.00
$0.00 $0.00 $000 $0.00 $0.00 $0.00
$0.00 $0.00 $000 $0.00 $0.00 §0.00
$0.00 $0.00 $0.00 §0.00 §0.00 50.00
$14.884.25 5000 $1.661.47 $0.00 $0.00 $16,545.72
$0.03 $0.00 $0.00 $0.00 §0.00 50,03
SERVICES APPLIED FOR THE PERIODS: 01/01/2005 - 12/31/2005
-3- 9:59:56 AM
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Exhibit 5-23

Provider Statistical and Reimbursement System

(MSP-LCC) and Episodes Payment Reconciliation (Detail)
Report Template

Outpatient — xxM/xx9 Medicare Secondary Payer-Lower Cost or Charge

Program ID: REDESIGN
Service Month End; 09/30/04
Report Run Date: 02/18/07
Provider FYE: 12/21

Provider Number: T37008 MOBILE NURSE SERVICES

Patrt Nme
DEN:

Pint Critrd &
Med Rerd #:
HIC Num:
Recpt Dt
Paid ot
Service From:
Service Thar

Trans Type:
Y | Pricer Rtn Cd:
Processor i
Part A Visits:
| PartBVshs

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Claim Information

PAYMENT RECONCILIATION REPORT
HOME HEALTH PPS - PART A EPISODES

RevCode  HOPCS  FeeType  Unis/Viits  Charges G;““F'! .
a0 | 6O1S : ss000  $001
[ G054 7 $875.00 $0.01
TOTAL $137S00 5000

*#** Monthly Totals for MOBILE NURSE SERVICES for service month end 9/30/04 ***

*** BY TYPE OF EPISODE ***

Full Eplsodes

Vishts

Covered Charges
HIPPS Reimb,
Outlier

*¥*% FEE-REIMBURSED SERVICES ***

Covered Charges
Gross Fee Reimb.

Feb 19, 2007

LUPA
1

$0.00
0.0

£0.00

PEP SOC/PEF 50C Total

£0.00 $0.00 $0.00 £1.37500

100 5000 §0.00 $3,9.75

a0 sng0 000 0900

Oygen Other Fee Total
£0,00 £0.00 £1,37500

£0.00 000 £0.00

Reimbursements

HIPPS Reirmb.:
PLUS:

Outlier:

Gross Fee Reimbz
Gross Reimb.
LESS:
Deductinles:
Coins.:

MSP:

MEP Recan:
Otther Adjs.:
Net Redmb.

*** TOTAL ***

Total Coversd Charges:
Total Gross Redmb.
LESS:

Deductibles:
Coinsurance

MSP:

MSP Reconciliation:
Other Adjustments
Net Relmbursement:

Page: 1|
Report & 0044202

Report Type: 239

Paid Dates: 01/01/80 to 10/01/06

Additianal Informatian

MEP Deductibles: 5000
MSP Coins: $0.00
Claim Interest 000
Fatient CBSA: 6840
HIPPS CODE:

HIPPS WGHT:

PAYMENT TYPE: FULL EPISODE

90225 AM

The reports that are generated based on the outpatient xxM/xx9 Home Health Agency report template are:

* Home Health PPS — Part A (MSP-LCC) (32M)

* Home Health PPS — Part B Episodes (329)

* Home Health — Part A (MSP-LCC) (33M)

* Home Health PPS — Part A Episodes (339)

* Home Health PPS - Part A and Part B Episodes (399)

A brief description of these reports is provided in the following sections.

59.1

Home Health PPS (MSP-LCC) (32M)

The Home Health PPS (MSP-LCC) (32M) report is a supplemental report to the Home Health PPS — Part
B Episodes (329) report. The items reported on the Home Health PPS (MSP-LCC) (32M) report are

included on the Medicare Cost Report.
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5.9.2 Home Health PPS — Part B Episodes (329)

The Home Health PPS — Part B Episodes (329) report summarizes data included on Part B home health
prospective payments episodes covered under a signed plan of treatment. Part B home health data is
broken out into different episodic units. Services included on this report are typically not subject to
deductibles or coinsurance. The items reported on the Home Health PPS — Part B Episodes (329) report
are included on the Medicare Cost Report.

5.9.3 Home Health — Part A (MSP-LCC) (33M)

The Home Health — Part A (MSP-LCC) (33M) report is a supplemental report to the Home Health — Part
A Episodes (339) report. The items reported on the Home Health — Part A (MSP-LCC) (33M) report are
included on the Medicare Cost Report.

594 Home Health PPS — Part A Episodes (339)

The Home Health PPS — Part A Episodes (339) report summarizes data included on Part A home health
prospective payment episodes. Part A home health data is separated into different episode units. The
items reported on the Home Health PPS — Part A Episodes (339) report are included on the Medicare Cost
Report.

5.9.5 Home Health PPS — Part A and Part B Episodes (399)

The Home Health PPS — Part A and Part B Episodes (399) report summarizes home health episode data
from the Home Health PPS — Part B Episodes (329) report and the Home Health PPS — Part A Episodes
(339) report. The items reported on the Home Health PPS — Part A and Part B Episodes (399) report are
included on the Medicare Cost Report.

5.10 322/332 Home Health Agency Report Template

The 322/332 Home Health Agency Provider Summary report template displays a RAP and a
reimbursement section for one reporting period up to a maximum of four reporting periods. (Note that the
report always contains column headings for each of the four possible reporting periods even if the report
contains fewer than four reporting periods.) The RAP section shows the total initial RAPs, total cancelled
RAPs, and the total RAPs outstanding for the different service periods. The reimbursement section shows
gross reimbursement and net reimbursement.

The 322/332 Home Health Agency Payment Reconciliation (detail) report template displays detail claim
information, reimbursements, and additional information sections. The claim information section contains
data such as the number of Part A/Part B visits, fee type, HCPCS, and charges for each revenue code. The
reimbursements section shows how net reimbursement is calculated. The additional information section
contains data such as deductibles, HIPPS code, HIPPS weight, payment type, and cancel method. There is
a monthly totals section at the bottom of the report, which sums the information from the sections above.

An example of the outpatient 322/332 Home Health Agency Summary report template and the outpatient
322/332 Home Health Agency Payment Reconciliation (detail) report template follow.
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Exhibit 5-24 Outpatient — 322/332 Home Health Agency Summary Report Template

Program ID: REDESIGN
Paidl Dates: 01/01/04 THRU 10/01/05

Repert Run Date: 02/05/07

Provider FYE: 12/31

Provider Number: T37008 MOSILE NURSE SERVICES

TOTAL BMITIAL RAR

RAF CANCELLED BY CLAIM
RAF AUTO CANCELLED
RAF PROVIDER CANCELLED
RAF Fl CANCELLED

TOTAL CANCELLED RAPS

TOT RAPS DUTSTANDING

‘GROSS REIMBLIRSEMENT
MET REIMBURSEMENT

Feb 5, 2007

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

PROVIDER SUMMARY REPORT Page: 1
HOME HEALTH PPS - PART 3 RAP Report# ODA42E
THESE ITEMS ARE NOT TO BE INCLUDIED 0N THE MEDICARE COST REPORT Repart Type: 322
BERVICES FOR PERIOD SERVICES FOR PERIDD SERVICES FOR PERICD SERMICES FOR PERIOD
01/01/04 - 12/31/04 O1/01/05 - 12/31/05 Mo Data Requestad Mo Data Requested
CoOuNT REIMB COUNT REIMB COUNT REMB COUNT REMB
7 $52,48027 203 $814,075.98
o 50.00 o $0.00
-1 -$2,815.50 0 $0.00
o 50.00 0 $0.00
o 50.00 0 $0.00
1 $2.816.80 [} $0.00
203 $314,075.93 26 $23,672.37
$514,075.99 $43,672.37
$514,075.99 $49,672.37
-1- 9:52:35 AM
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Exhibit 5-25 Outpatient — 322/332 Home Health Agency Payment Reconciliation
(Detail) Report Template

PROVIDER STATISTICAL AND REIMBURSEMENT S5YSTEM

Program ID: REDESIGN PAYMENT RECONCILIATION REPORT Page: 1
Service Month End: 06/20/04 HOME HEALTH PPS - PART B RAP Report & OD44202
Report Run Date: 02/1%/07 Report Type: 322

Provider FYE: 12/21 FPaid Dates: 01/01/80 to 10/01/06

Frovider Number: T37008 MOBILE NURSE SERVICES

Claim Infarmation Reimbursements Additional Information
Patnt Nm: BARCH | Bill Freg: z K Gros Fee HIPPS Reimb.: S1A1630 MEP Deductibles. 5000
DCN: 205 04 | Trans Type: Wi TRPCE: | FenDywe: || b Ol R ™ MSP Coins.: $000
Pint Cotrd i Pricer Rtn Cd: 5 Claim Imterest: $000
Med Rerd #: Processor 10 15000 Outlier: Patient CRSA: 5600
HIC Nurr: 24 | PartAVisits: TOTAL: Grosa Fee Reimb. HIPPS CODE:
Recpt Dt S | PartBVisie: Gross Reimb. HIPPS WGHT:
Paid Dt: Less: PAYMENT TYPE: RAP
Service From: (CANCEL METHOD: NiA
Service Thne Deductibles:
Colms:
MEP;
MEP Recon.:
Other Adjs.:
Net Reimb.:
=== Monthly Totals for MOBILE NURSE SERVICES for service month end 6/30/04 =**
Count Reimbursement
TOTAL INITIAL RAP:
RAP CANCELLED BY CLAIM:
RAF ALTO CANCELLED:
RAP PROVIDER CANCELLED:
AP P CANCEULED: 2=
TOTAL CANCELLED RAPS: 5000
== TOTAL RAPS OUTSTANDING ===
GROSS REIMBURSEMENT: $2.816.90
NET REIMBLRSEMENT: $2,216.50
Feb 19. 2007 -1- 9:10:23 AM

The reports that are generated based on the outpatient 322/332 Home Health Agency report template are:

* Home Health PPS - Part B RAP (322)
* Home Health PPS — Part A RAP (332)
A brief description of these reports is provided in the following sections.

5.10.1 Home Health PPS — Part B RAP (322)

The Home Health PPS — Part B RAP (322) report summarizes Medicare Part B Requests for Anticipated
Payments (RAP) activity. The items reported on the Home Health PPS — Part B RAP (322) report are not
to be included on the Medicare Cost Report.

5.10.2 Home Health PPS — Part A RAP (332)

The Home Health PPS — Part A RAP (332) report summarizes Medicare Part A Requests for Anticipated
Payments (RAPS) activity. The items reported on the Home Health PPS — Part A RAP (332) report are not
to be included on the Medicare Cost Report.
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5.11 81x/82x Hospice Report Template

The 81x/82x Hospice Provider Summary report template displays summary statistic, charge,
reimbursement, and additional information sections for one reporting period up to a maximum of four
reporting periods. (Note that the report always contains column headings for each of the four possible
reporting periods even if the report contains fewer than four reporting periods.) The data displayed in
each section is determined by the report selected for generation. The statistic section shows the Medicare
days, Claims, and Total unduplicated census count for each reporting period. The charge section displays
the number of units, Unduplicated days, and the total dollar amount of the revenue code being reported.
The reimbursement section displays how Net Reimbursement is calculated. Finally, the additional
information section displays the claim interest payments.

The 81x/82x Hospice Payment Reconciliation (detail) report template is divided into Claim Information,
Reimbursements, and Additional Information sections. The claim information section contains patient
information such as the patient name, DCN, description, Unduplicated days, Line Item Reimbursement,
and the charges for the revenue codes. The reimbursements section shows how Net Reimbursement is
calculated. The additional information section shows claim interest, MSA/E/CBSA, and claim report
splits. The report template also provides a monthly totals section that sums the information from the
sections above.

An example of the outpatient 81x/82x Hospice Summary report template and the outpatient 81x/82x
Hospice Payment Reconciliation (detail) report template follow.
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Exhibit 5-26 Outpatient — 81x/82x Hospice Summary Report Template

Program I0c REDESIGH

Paid Dates: 01/01/04 THRU 10:01/06
Report Run Date: 02/01/07

Provider FYE: 12/31

Provider Number. TO1515 BIRD SONG HOSPICE

STATISTIC SECTION
METHCARE DIAYS.
CLAIME

TOTAL UNDAUPLICATED CENSLIS COUNT

CHARGE SECTION

REW CODE DESCRIPTION
HOSPIZE/RTH HOME
HOSPICECTNS HOME
HOSPICE/P RESFITE
HOSPIZE/IF NON RESPITE
HOSPIZE/PHYSICIAN
TOTAL COVERED CHARGES

REIMBURSEMENT SECTION
GROSS REIMBURSEMENT

MET MEP PAYMENTS
MEP RECOMNCILIATION
OTHER ADJJUSTMENTS
MNET REIMBURSEMENT

ADDITIONAL INFORMATION SECTION

CLAIM INTEREST PAYMENTS

Feb 1, 2007

PROVIDER

SERVICES FOR PERIOD
01/00/0d - 03731404

PROVIDER SUMMARY REPORT
HOSPICE - NON-HOSPITAL BASED

SERVICES FOR PERICD
0.01/04 - 05/30704

STATISTICAL AND REIMBURSEMENT 5YSTEM

SERWICES FOR PERIOD
0701704 - 093004

5561

Page: 1

Report # 0044203
Report Type: 810

SERVICES FOR PERICD
1001704 - 12731704

UNDUF HOURS UMITS  CHARGES  UNDUP HOURS WUNITS  CHARGES  UNDUP HOURS  UNITS CHARGES ~ UNDUF HOURS UNITS  CHARGES
DAYS DAYS DAYS: DAYS
] 410714 54 $5.22224 13039 $1.525,53596 o a a 50,00
-1 -$301.84 757 $21,690.56 o ] ] $0.00
[} 30,00 &7 §5,394.43 0 0 0 $0.00
3 $1.623.75 776 $420,010.00 o a a 50,00
] $0.00 1 $150.40 256 $14,520.50 o ] ] $0.00
0 -$107.14 58 -1 §7.70464 14138 757 $1.981 45455 ] o [ $0.00
-$151.15 $1,992.233.14 §7.222 61 $0.00
$0.00 $0.00 $0.00 $0.00
$0.00 $0.00 $0.00 $0.00
$0.00 §0.00 $0.00 50,00
$0.00 $0.00 $0.00 $0.00
$0.00 $0.00 $0.00 $0.00
415115 $1,992231.14 §7.22261 $0.00
$0.00 $0.00 $0.00 $0.00
-1- B:20:34 PM
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Exhibit 5-27 Outpatient — 81x/82x Hospice Payment Reconciliation (Detail)
Report Template

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Pregram ID: REDESIGH PAYMENT RECONCILIATION REPORT Page: 1

Service Month End: 0321704 HOSPICE - NOK-HOSPITAL BASED Report #: 0044202

Report Run Dave: 02707707 Report Type: E10

Previder FYE 12731 Pasd Datesc 01501504 20 10/01/06

Frovider Number: TO1515 BIRD SOMG HOSFICE

Claim Information Reimbursements Additional Information
Patnit N Bill Frea: e | DR Undm N — Gross Remb $387283 | Claim |ntarest 5000
nCh 1 Trans Tyoe: c | icodel iR Days Hours Unks Chamges HoPos ) Roima . Patient CASA 3800
Ptnt Chtrl # 10 | Pricer tn Cd: [ 1 @ 3 643,00 $0.00 -53 64315 Claim Rapart Splits: 50
Med Rcrd & W0 | Frocemor I 14000 ] o $10203 -5i0zgs| | Deductbler $.00
HIC Mumec ] i SiTiEdl sizi5a] | Coins $0.00
Recpt Ot i) MSE: .00
i O 04 TOTA 35 3871 R $I23E -53ETI.E3 | MSP Racon oo
Sarvice From: 14 Oer Adjs $0.00
Service Thne 04 Mot Reimb : $3872.83
Mad Days: —
Fatnt Nec CD | Bill Freg: ! Gross F Gross Resmb, 372068 Claim | mberest: 000
S 1 | Trans Type: B c:'; Description ‘J;-‘”:' Hours Units Charges HCPCS ::i.:t :e’:::- LESS: ' Patiupt; CHEA; ia.n
Ptnt Cnirl # 10 Prcer Rin Cd: ] $354187 B Claim Report Splits: -]
Med Rord & 10 Procesor (O 14000 502 3 Deductibles
HIC M o RS Cains
Racpt Dt 14 M5®,
Paa Ot i) TOTAL: 36 $3.7e554
Servics From: 14
Service Thn il
Med Days:
*** Monthly Tetals for BIRD 30NG HOSPICE for service month end 3/37,/04 *™ Reimbursements Additional Infermation
L‘[‘I'IIED [ Units Charges Gross Fee  Gross Gross Resmb $151.15 Claim |rterest: s000
WMed Dayx: L L2 _ ISR | (o
aTA o L lrn $0.00 §151.05
Deductibles $2.00
Cains. $2.00
5P $o.00
MS® Racon $2.00
her Adis. o
Kat Reimo $151.15
—
Feh 7, 2007 2:1956 FM

The reports that are generated based on the outpatient 81x/82x Hospice report template are:

* Hospice — Non-Hospital Based (MSP-LCC) (81A)
* Hospice — Non-Hospital Based (810)
* Hospice — Hospital Based (MSP-LCC) (82A)
* Hospice — Hospital Based (820)
A brief description of these reports is provided in the following sections.

5.11.1 Hospice — Non-Hospital Based (MSP-LCC) (81A)

The Hospice — Non-Hospital Based (MSP-LCC) (81A) report summarizes the non-hospital based (free-
standing) hospice claims that are subject to Medicare Secondary Payer-Lower Cost or Charge (MSP-
LCC) limitation. The items reported on the Hospice — Non-Hospital Based (MSP-LCC) (81A) report are
not to be included on the Medicare Cost Report.
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5.11.2 Hospice — Non-Hospital Based (810)

The Hospice — Non-Hospital Based (810) report summarizes the non-hospital based (freestanding)
hospice claim data. The items reported on the Hospice — Non-Hospital Based (810) report are included on
the Medicare Cost Report.

5.11.3 Hospice — Hospital Based (MSP-LCC) (82A)

The Hospice — Hospital Based (MSP-LCC) (82A) report summarizes hospital based (provider) hospice
claims that are subject to the (MSP-LCC) limitation. The items reported on the Hospice — Hospital Based
(MSP-LCC) (82A) report are not to be included on the Medicare Cost Report.

5.11.4 Hospice — Hospital Based (820)

The Hospice — Hospital Based (820) report summarizes the hospital (provider) based Hospice claim data.
The items reported on the Hospice — Hospital Based (820) report are included on the Medicare Cost
Report.

512 831 ASC and ASC Fee Schedule After 12/90

The 831 ASC and ASC Fee Schedule After 12/90 Provider Summary report displays summary statistic,
charge, reimbursement, and additional information sections for one reporting period up to a maximum of
four reporting periods. (Note that the report always contains column headings for each of the four
possible reporting periods even if the report contains fewer than four reporting periods.) The data
displayed in each section is determined by the report selected for generation. The statistic section shows
the claims for each reporting period. The charge section displays the number of units and the total dollar
amount of the revenue code being reported. The reimbursement section displays how Net Reimbursement
is calculated. Finally, the additional information section displays the claim interest payments and the
standard overhead amount.

The 831 ASC and ASC Fee Schedule After 12/90 Payment Reconciliation (detail) report is divided into
Claim Information, Reimbursements, and Additional Information sections. The claim information section
displays patient information such as the patient name, DCN, Standard Overhead Amount, Blood
Deductible, Line Item Reimbursement, and the charges for the revenue codes. The reimbursements
section shows how Net Reimbursement is calculated. The additional information section shows Claim
Interest, MSP Cash Deductible, MSP Blood Deductible, MSP Coinsurance, Standard Overhead Amount,
and Claim Report Splits. The report also provides a monthly totals section that sums the information from
the sections above.

An example of the 831 ASC and ASC Fee Schedule After 12/90 Provider Summary report and the 831
ASC and ASC Fee Schedule After 12/90 Payment Reconciliation (detail) report follow.
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Exhibit 5-28 Outpatient — 831 ASC and ASC Fee Schedule After 12/90 Provider

Summary Report (First Page)

Program ID: REDESIGN

Service Month End: 11/20/%%

Report Run Date: 02/13/07

Provider FYE: 03/30

Provider Number: TOO028 PARROTHEAD MEDICAL CENTER

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

PAYMENT RECONCILIATION REPORT
ASC AND ASC FEE SCHEDULE AFTER 12/90

Reimbursements

Patnt Nm: WOODM | Bl Freq: 8 Line. || Skl Gross Reimb.:
DCN: 84508 | Trans Type c MSP Mem  Owhd LESS:
Pt Crtrl Processor ID: 4000 Reienb, Arvte
Med Rerd #; Cash Deduct:
HIC Mt 5000/ 54830 $0.00) | minod Dedoct:
Recpt Dt $0.00 Colns:
Paid Dt $0.00. MSP;
Service From: 2 et Reimb:
Service Thrc 0,00 0.0
$0.00, 59612 -$309.31
TOTAL: -7 -$122805 -$41755  $000 5000 -$24561 $0.00 517194 -$36496
==+ Monthly Tatals for PARROTHEAD MEDICAL CENTER for service month end 11/30/39 *ss Reimbursements
Stndrd. Gross Reimb.: -
=t Gross Cash Bood LLine [tem
Units  ChBS  pimb  Dedct Dedct 0% MP gy, Ow g
TOTAL 7 -51,12805 -$41755 5000 $000 -$24561  SO.00  -§171.04 -536496  Cash Deduct:
Blood Deduct:
Colns.:
M5
Net Reimb.

Feb 18, 2007

$417.55

Page: 1

Report # 0044202

Report Type: B31

Paid Dates: 01/01/80 to 10/01/06

Additional Information
$0.00
000
£0.00
5000
-$364.96
831

Additional Information
MSP Cash Deduct: $0.00
MEP Blood Deduct.: $0.00
MSP Coins: 30.00
Claim Interest: $0.00
Strdrd, Owrhd, Amit: 535456

10:37:23 AM
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Provider Statistical and Reimbursement System

Exhibit 5-29 Outpatient — 831 ASC and ASC Fee Schedule After 12/90 Provider

Summary Report (Last Page)

Program ID: REDESIGN

Service Month End: N/A

Report Run Date: 02/1%/07

Provider FYE: 09/20

Provider Number: TO0028 PARROTHEAD MEDICAL CENTER

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

PAYMENT RECONCILIATION REPORT
ASC AND ASC FEE SCHEDULE AFTER 12/30

Service Period and Report Type Totals

Service Period
01/01/1999 - 12/3111999
Grosy Cash Blood
Liniss Charges e Coine. MSP
TOTAL: -7 8122805 H41755 5000 $000 54561 $0.00
01/01/2000 - 12/31/2000
Gross Cash Blood .
Units  Chages o0 e = Coins MSP
TOTAL: -6 -$115340 41512 S000 $000 523068 4000
01/01/2004 - 12/31/2004
Gross Cash Blood
Units Charges Reimt Ded b Coins. M5P
TOTAL [] $0.00 $0.00 $0.00 $0.00 50,00 50.00
==+ Report Type 831 Totals for PARROTHEAD MEDICAL CENTER ***
Lnits Blood 5
Charges  Gross Reimb. CashDeduct. 0 Coins msp
TOTAL el -§238145  -$E3277 $0.00 $0.00 -$47629 $0.00

Feb 19, 2007

Page: 3
Report # 0D44202

Report Type: 831

Paid Dates: 01/01/80 t& 10/01/06

Reimbursements Additional Information

e han O Gross Reimb.: $41755  MESP Cash Deduct: 50.00
plriegi 1% MESP Blood Deduet: $0.00
Amt: MSP Coins.: $0.00
-$17194  -§35496 | CashDeducu: $0.00  Claim interest $0.00
Blood Deduct: $000  Stndrel Ovrhd, Amt: -$354.96

Coinw: ~S245.61

et Reimb. §171.94
Uneftem 59 Gross Reimb.: $41522  MSP Cash Deduct: 50.00
Reimp, 0w e MESP Blood Deduct: 50.00
Amt: MESP Colns.: 50.00
-$1BAS4 -$108259 = CashDeduct: $0.00  Clsim Interest $0.00
Bload Deduct: $0.00  Stndrd. Ovrhd. Amt: $1,08256

Colns: $230.68

MSP: 50.00

Met Reimb.: S18as4
Uoeln,  Sand Grass Reimb.: $0.00  MSPCash Deduet: $0.00
S | | MSP Biood Deduct: $0.00
Ant: MSP Coins.: 50.00
$0.00 $0.00 Cash Deduct: $0.00  Clsim interest: $0.00
Blood Deduct.: 5000  Sindrd Ovrhd Amt: $0.00

Coina: $0.00

MSP: 5000

et Resmb.: $0.00

e

Reimbursements Additional Infermation

Line item Sndrd, Gross Reimb. -$83L77  MSP Cash Deduct: $0.00
Owhd Amt: | | oo MSP Biood Deduct: $0.00
$35648  -§1,44755 MSP Coins.: 50.00
Cash Deduct: $0.00  Clsim inkerest $0.00
Biood Deduct: $0.00  Sindrd Ovrhd Amt: -$1,447.55

Coins.: -$476.29

MSP: $0.00

Met Reimb.: -§356.48

=

10:37:23 AM
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Provider Statistical and Reimbursement System

Exhibit 5-30 Outpatient — 831 ASC and ASC Fee Schedule After 12/90 Payment
Reconciliation (Detail) Report (First Page)

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program ID: REDESIGN PAYMENT RECONCILIATION REPORT Page: 1

Service Month End: 11/30/95 ASC AND ASC FEE SCHEDULE AFTER 12/30 Report # 0OD44202

Report Run Date: 02/19/07 Report Type: 831

Provider FYE: 09730 Paid Dates: 01/01/80 to 10/01/06

Provider Number: TO0028 PARROTHEAD MEDICAL CENTER

Claim Information Reimbursements ‘Additional Information
Patnt Nem:. WOooM | Bill Freq: 8 Line Stndrd. Gross Reimib.: -$417 MSP Cash Deduct: $000
DCN: 0845979184603 | Trans Type: CR o Grom  Cash  Blood Dwhd. MSP Blood Deduct: $0.00
Pt Crrtrl & 097000000000 | Processor ID: 12000  [Code Units Reimb. Deduct. Deduct. e e LEsE: MSP Colna. 5000
Med Rord #: Cash Deduct: £0.00 Claim Interest: 000
HIC Nume Blood Deduct.: Stndrd. Ovrhd. Ami: $35408
Recpt Dt Colns: Claim Report Splitc &l
Paid Dt 2 MSP:
Service From: 1 Met Reimibe
Serdce Thne 0
$686.55 $36.12 .31
A7 -$12:805 -$41755 SM561 000 -$17194 536456
=== Maonthly Tatals for PARROTHEAD MEDICAL CENTER for service month end 11/30/39 *** Reimbursements Additional Information
Sindrd,  Gross Reimb.: “$41755  MSP Cash Deduct: $0.00
Gross  Cmh Blood Line item
Units  Charges Coins MSP Owrhd. MSP Blood Deduct: $0.00
Reimb.  Deduct  Deduct. IReimb. ey LESS: NP Gl 00
TOTAL <7 -$1,22005 -$41755 0.0  $000 -SM4561 5000  $17154 -$36496  Cash Deduct: $000  Claim Interest $0.00
Blood Deduct.: $0.00  Stndrd. Ovrhd Amt: -S36496
Coins: ~§245.51
NP $0.00
et Reimb. -$171.54
—
Feb 19, 2007 «1- 103723 AM
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Exhibit 5-31 Outpatient — 831 ASC and ASC Fee Schedule After 12/90 Payment
Reconciliation (Detail) Report (Last Page)

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program ID: REDESIGN PAYMENT RECONCILIATION REPORT Page: 2

Service Month End: 06/30/00 ASC AND ASC FEE SCHEDULE AFTER 12/90 Report #& 0044202

Report Run Date: 02/193/07 Report Type: 831

Provider FYE: 09/30 Paid Dates: 01/01/80 to 10/01/06

Provider Number: TO0028 PARROTHEAD MEDICAL CENTER

Claim Information Reimbursements Additional Informatian
Patrt Nm: Bill Freg: Gross Reimb.: 12 MSP Cash Deduct: $000
DCN: Trans Type: Rev epes Charges 570 . MSP Blood Deduct: $000
Pint Crrd 4 Processor ID: 1400 | (Code S Reimb. MSP Colns: 000
Med Rerd #: Cash Deduct: Claim Interest: $000
HIC Num: 3 Blood Deduct.: Strdrd, Ovrhd, Amt: $1,08259
Recpt Dt e Claim Report Spiits: i
Pald Dt 1
Service From: ] 000! 546,56
Service Tha [] s.00  $0.00
1 $0.00
o 0,00 0,00
] $0.00 $0.00
1 $0.00 $0.00
1 0,00, - $0.00
16 -§1,15340 -$41522  $0.00  $0.00-523068 $0.00 -$18454 -§1,082.59
=== Monthly Totals for PARROTHEAD MEDICAL CENTER for service month end 6/30/00 === Reimbursements Additional Informatien
Stndrd. | Gross Reimb.: -$41522  MSP Cash Deduct: 50.00
Units  Charges :1:: :ml IIMI Coins Mse u"'. IMI Oahd. | e MSP Blood Deduct: $0.00
At MSP Coins. $0.00
TOTAL: <16 -51153.40 -$41522 5000 5000 -523068 $0.00  -5184.54 -$1,08259  CashDeduct: $000  Claim Interest: $0.00
Blood Deduct : $0.00  Stradrd, Ovridl Amt: -§1,08259
Coink: 230,68
MSP: $0.00
Met Reimb.: ilm
Feb 19, 2007 -2- 10:37:23 AM
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6 Consolidation Reports

The PS&R System consists of consolidation reports that are based on standardized inpatient and
outpatient report templates. The consolidation reports are:

e 998 Consolidation of Outpatient Claims (Excluding MSP-LCC)

e 1000 Consolidated Summary of All Report Types

This chapter provides an overview of the consolidation reports available in the PS&R System. Chapter 4,
Inpatient Reports, provides a description of the inpatient reports available in the PS&R System. Chapter
5, Outpatient Reports, provides a description of the outpatient reports available in the PS&R System. See
Appendix B, Report Data, for a definition of the data elements available on reports.

6.1 998 Consolidation of Outpatient Claims (Excluding MSP-
LCC)

The 998 Consolidation of Outpatient Claims (Excluding MSP-LCC) report can be produced for any
provider to consolidate all outpatient claims that have the potential to be presented on different report
types except MSP-LCC claims. This report is generated in detail format only. No summary format is
available. This report is divided into Claim Information, Reimbursements, and Additional Information
sections for one reporting period up to a maximum of four reporting periods. (Note that the report always
contains column headings for each of the four possible reporting periods even if the report contains fewer
than four reporting periods.) The 998 Consolidation of Outpatient Claims (Excluding MSP-LCC) report
claim information section contains patient information such as the patient name, DCN, Gross
Reimbursement, Deductibles, Line Item Reimbursement, subtotals for the reports, and the charges for the
revenue codes. The reimbursements section shows how Net Reimbursement is calculated. The additional
information section shows claim interest, total gross fee schedule, deductibles, and coinsurance. The
report also provides a monthly totals section that sums the information from the sections above.

An example of the 998 Consolidation of Outpatient Claims (Excluding MSP-LCC) report follows.

User Manual Consolidation Reports
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Provider Statistical and Reimbursement System

Exhibit 6-1 998 Consolidation of Outpatient Claims (Excluding MSP-LCC) Report

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program ID: REDESIGN PAYMENT RECONCILIATION REPORT Page: |

Service Month End: (2/29/04 CONSOLIDATION OF DUTPATIENT CLAIMS (EXCLUDING MSP - LCC) Report # 0D4202

Report Run Date: 02/21/07 Report Type: 598

Provider FYE: 12/31 Paid Dates: 01/01/80 to 10/01/06

Provider Number: T00007 PETERBORO GENERAL HOSFITAL

Claim Information Reimbursements Additional Information
patnt Nm: B Freq: v | Gross MSP  ESRDRdcn/ Py Linefem PSR GromsRemb: §239035 | MSP Deductibles 5000
DeN: Trarn Type: Cody O NN OO ey DR ColM MSP mecon. NPy el b, T Mepers| | Cuter 000 MSP Coim: 3000
Pent Cobrl o Procetsor D 12000 | | 0540 |Ac431| 1 195585.00(52,306.4 3000/ 585102 3000, 5000 5000 $1.45533  © 137 LESS: Clal Interest: 30.00
Med Resd #: o Code: 3100 | ['osan [aca3sl & 31620 1.0 000, 32597 30.00, 3080 $0.00 35533) O 152 Tot Gross Fee Sched: 528111
HIE W ESRD Condition Code: Deductibies $0.00
Recpt bE Cols: Pusin
Paid Dt Unts Chamms O™ Dedctibles Gk MSP T Pocded UmBeL o
s Reimb, Recon.  Ntwk Pymis. Reimb, Other Adis: "
Pt subtotal Report 1327 SE74TO0_$230835 3000 S8I703 3000 5000 5000 sisnias | GoAe i
TOTAL: 7 SEJATO0 $238835 $000 $87709 5000 5000 $0.00 NN | e hoans =
! 0.0
Paye. Red:
Het Relmb, 5151126
Patnt 5 BlFre v e ; Gress i MSP  ESRDRdetns  Pae  Lineftem FS&R | | Gross Relmb: $15280  MSP Deductibles 3000
DCH: Trars Type: Code A ) o Reimb, v A Recon.  Niwic Pyt Red.  Raimb, i Report | Outller $0.00 | MSP Coims 30.00
Ptnt Cobrl & Processor 1D 12000 A ADAY 3 6100 $37.06) $0.00 S04 000 $0.00 $0.01 12582 N 1 LESS: Clalm interest: 30.00
Med Rerd #: Zip Code: R I I ERE O L T = o I Tot Gross Fee Sched: 32542
HIC Huen: ESRD Contition Code: Drductibies $0.00
Recpt OE i ; Coirn. 315
Paid Dt Unis  Cagm S Demcibies Com  wsp M ERORSOA g e e %
Service From: - - Orthar Adjs: 0.0
e Subtotal Rapart 132___ 10 sis00 _ §19am $000 _ $6153 5000 500 3000 PN | ermecon: poei
TOTAL 10 5800 yimm 000 §6153 9000 5000 $0.00 $13129 | psRD Rdans =
Niwk. i $0.00
Paye. Re:
Net Reimb. §131
== Monthly Totals for PETERBORO GENERAL HOSPITAL for service month end 2/29/04 ===
Gress M ERORdens  Ppr  Lneltem
Unlts  Chacges  pimp, Dedctbles Colms  MSP oon Nevelymn  Med  Remb.
Sublotal Reperk 13217 _§7.135.50 _$2.581.17 5000 SalAE)  s000  sose 50.00 51,642,855
ToTAL 7 97,1500 Ssen07 000 sAE2  $000  $0%0 3000 .64155
Feb 21, 2007 -1- 1848 AM

6.2 1000 Consolidated Summary of All Report Types

The Consolidated Summary of All Report Types (1000) report can be generated for any provider to
consolidate a summary of all report types. The report types are grouped according to the following
categories:

e Inpatient reports
o Qutpatient reports (excluding MSP-LCC)
o Qutpatient MSP-LCC reports

o Home Health Agency reports

Not all items reported on the Consolidated Summary of All Report Types (1000) report are included on
the Medicare Cost Report.

An example of the 1000 Consolidated Summary of All Report Types report follows.
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Exhibit 6-2 1000 Consolidated Summary of All Report Types Report

PROVIDER STATISTICAL AND REIMBURSEMENT SYSTEM

Program ID: REDESIGN PROVIDER SUMMARY REPORT Page: 1

Paig Dates: 01/01/04 THRU 10/01/06 CONSOUDATED SUMMARY OF ALL REPORT TYPES Report® Q024203
Report Run Date: 02/01707 THIS DATA IS INFORMATIOMAL ONLY - NOT ALL ITEMS ARE USED FOR COST REPORTS Report Type: 1000
Proviger FYE. 0830

Proviger Number. TOO028 PARROTHEAD MEDICAL CENTER

SERVICES APPLIED FOR THE PERIODS: 01,/01/2004 - 12/31/2004

REFORT TYPE CHARGES GROSS DEDUCTIBLES COINSURANCE MSP ESRD MSF OTHER OTHER PSYCH MET

REIMBURSEMENT ROCTRANTWE ADJUSTMENTS REDUCTION REIMBURSEMENT
FYMTS
INPATIENT muIrs e §83,757.15 $13.67889 $1,752.00 $657.00 §0.00 $0.00 $0.00 $0.00 50,00 §21,260.53
1A §2,682.18 $5.058588 $376.00 $0.00 $1,359.85 $0.00 $0.00 32,3760 50,00 344533
TOTAL §86,475.33 $28,737.87 $2,628.00 $657.00 $1,358.85 $0.00 30.00 $2376.80 $0.00 j:.mesz
OUTPATIENT REFORTS (excluding 130 §0.00 3000 $0.00 $0.00 §0.00 $0.00 $0.00 $0.00 50,00 30.00
sk le) 135 §2,351.32 $E63890 $0.00 $0.00 3145.01 $0.00 $0.00 $0.00 50,00 348383
13p §13,183.12 §2.47459 $0.00 $825.22 $0.00 $0.00 $0.00 3000 50,00 $1,645.37
TOTAL $15534.64 §3.113.28 50.00 582922 §1a5.01 $0.00 000 $0.00 $0.00 5213926
TOTAL $102,0013.87 §31,851.46 $2,628.00 $1.486.22 $1,504.85 $0.00 30.00 $2376.80 $0.00 $23.85558
SERVICES APPLIED FOR THE PERIODS: 01/01/2005 - 12/31/2005

REPORT TYPE CHARGES GROSS DEDUCTIBLES COINSURANCE MEP MSP OTHER 'OTHER PSYCH MET

REIMBURSEMENT RO CTH/NTWE ADJUSTMENTS REDUCTION REIMBURSEMENT
PYMTS

Feb 1, 2007 -1- 80433 PM
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A Report Detalls

Provider Statistical and Reimbursement System

The table below contains report details for the reports that can be generated in the PS&R System.

e Report Type: This is the identification number assigned to the report.

e Report Name: This is the name/description of the report as it will appear in the report header.

e Service Category: This is the service type category — “Inpatient” or “Outpatient” - of the report.
Users of the redesigned system have the option to request reports by Service Category.

e Provider Type(s): This is the type(s) of provider applicable to the report. Users of the redesigned
system have the option to request reports for providers by Provider Type.

e Provider Number Range: This is the range of provider numbers applicable to the report. This

defines the Provider Type(s).

e Cost Report: Yes/No: This column indicates whether the report is needed to complete a Medicare
cost report. If the report is needed to complete a cost report, “Yes” appears in the column; if the report
is not needed to complete a cost report, “No” appears in the column. If a report is not needed for a
cost report, the following statement appears in the report header: “These items are not to be included
on the Medicare Cost Reports.” Note that “Yes” appears in this column if the report is used for the
Cost Report in some instances but not all instances. Note: Please direct all questions regarding
references between the PS&R Reports and the Cost Reports to your servicing FI or MAC.

Exhibit A-1 Report Details

Report Service Provider Provider Cost Report:
Type Report Name Category Type(s) Number Yes / No
Range
11A Inpatient - Part A (MSP-LCC) Inpatient Hospital Group 0001-0999 No. Note:
1200-1399 Interim
2000-2299 payments must
3025-3099 be adjusted for
3300-3399 the following:
4000-4499 For PIP
S001-5999 providers, the
TO00-T999 interim payments
M300-M399 must be adjusted
R300-R399 for any amounts
in the “Actual
Claim Payments
for PIP” field.
11K Inpatient Rehabilitation - PPS Inpatient IRF Hospital 3025-3099 No
Interim Bills TO01-T999
R300-R399
11R Inpatient Rehabilitation - Part Inpatient IRF Hospital 3025-3099 Yes
A PPS TO01-T999
R300-R399
User Manual Report Details
May 2011

Version No. 04.00
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Provider Statistical and Reimbursement System

Report
Type Report Name

Service
Category

Provider
Type(s)

Provider
Number
Range

Cost Report:
Yes / No

11S Inpatient Long Term Care -
Part A PPS

Inpatient

LTCH Hospital

2000-2299

Yes

11T Inpatient Long Term Care -
Part A PPS Interim Bills

Inpatient

LTCH Hospital

2000-2299

No

11U Inpatient Psych - Part A PPS

Inpatient

IPF Group

4000-4499
S001-S999
M300-M399

Yes

11V Inpatient Psych - PPS Interim
Bills

Inpatient

IPF Group

4000-4499
S001-S999
M300-M399

No

110 Inpatient - Part A

Inpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TO00-T999
M300-M399
R300-R399

Yes

115 Inpatient - Fee Reimbursed

Inpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

No

118 Inpatient - Part A Managed
Care

Inpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

Yes

119 Inpatient - PPS Interim Bills

Inpatient

Acute Hospital

0001-0999

No

User Manual
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Report
Type

Report Name

Service
Category

Provider
Type(s)

Provider
Number
Range

Cost Report:
Yes / No

12A

Inpatient - Part B (MSP-LCC)

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TO00-T999
M300-M399
R300-R399

No

12P

Inpatient - Part B OPPS

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO0-T999
M300-M399
R300-R399

Yes

12z

Inpatient - Ambulance Blend
Effective 04/01/02

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

No

120

Inpatient - Part B Cost
Reimbursed

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

Yes
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Report
Type

Report Name

Service
Category

Provider
Type(s)

Provider
Number
Range

Cost Report:
Yes / No

122

Inpatient - Part B Vaccine

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TO00-T999
M300-M399
R300-R399

Yes

125

Inpatient - Part B Fee

Reimbursed

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO0-T999
M300-M399
R300-R399

No

13A

Outpatient - All Other

(MSP-LCC)

Outpatient

Either Hospital
or ESRD

0001-0999
1200-1399
2000-2299
2300-2899
2900-2999
3025-3099
3300-3399
3500-3799
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

No

13P

Outpatient - OPPS

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

Yes
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Report
Type

Report Name

Service
Category

Provider
Type(s)

Provider
Number
Range

Cost Report:
Yes / No

13z

Outpatient - Ambulance Blend
Effective 04/01/02

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TO00-T999
M300-M399
R300-R399

No

130

Outpatient - Cost Reimbursed

Outpatient

Either Hospital
or ESRD

0001-0999
1200-1399
2000-2299
2300-2899
2900-2999
3025-3099
3300-3399
3500-3799
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

Yes

132

Outpatient - Part B Vaccine

Outpatient

Either Hospital
or ESRD

0001-0999
1200-1399
2000-2299
2300-2899
2900-2999
3025-3099
3300-3399
3500-3799
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

Yes
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Provider Statistical and Reimbursement System

Report
Type

Report Name

Service
Category

Provider
Type(s)

Provider
Number
Range

Cost Report:
Yes / No

135

Outpatient - Fee Reimbursed

Outpatient

Either Hospital
or ESRD

0001-0999
1200-1399
2000-2299
2300-2899
2900-2999
3025-3099
3300-3399
3500-3799
4000-4499
S001-S999
TO00-T999
M300-M399
R300-R399

No

14A

Outpatient/Other (MSP-LCC)

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

No

14P

Outpatient/Other - OPPS

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

Yes

140

Outpatient/Other - All Other
Cost Reimbursed

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

Yes
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Report Service Provider Provider Cost Report:
Type Report Name Category Type(s) Number Yes / No
Range
142 Outpatient/Other - Vaccines Outpatient | Hospital Group 0001-0999 Yes
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO0-T999
M300-M399
R300-R399
145 Outpatient/Other - Fee Outpatient | Hospital Group 0001-0999 No
Reimbursed 1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO0-T999
M300-M399
R300-R399
18A Swing Bed SNF (MSP-LCC) Inpatient Swing Bed SNF U001-U999 No
or CAH Hospital | W001-W999
Group YO01-Y999
Z300-2399
1300-1399
180 Swing Bed SNF Inpatient Swing Bed SNF U001-U999 Yes
or CAH Hospital | W0O01-W999
Y001-Y999
Z300-2399
1300-1399
21A SNF - Inpatient - Part A Inpatient SNF 5000-6499 No
(MSP-LCC)
210 SNF - Inpatient - Part A PPS Inpatient SNF 5000-6499 Yes
22A SNF - Inpatient - Part B Outpatient | SNF 5000-6499 No
(MSP-LCC)
22P SNF - Outpatient - OPPS Outpatient | SNF 5000-6499 No
227 SNF - Ambulance Blend Outpatient | SNF 5000-6499 No
Effective 04/01/02
220 SNF - Inpatient - Part B Cost Outpatient | SNF 5000-6499 Yes
Reimbursed
222 SNF - Inpatient — Vaccine - Outpatient | SNF 5000-6499 Yes
Part B 100% Reasonable Cost
225 SNF - Inpatient - Fee Outpatient | SNF 5000-6499 No
Reimbursed
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Provider Statistical and Reimbursement System

Report Service Provider Provider Cost Report:
Type Report Name Category Type(s) Number Yes / No
Range
23A SNF - Outpatient (MSP-LCC) Outpatient | SNF 5000-6499 No
23P SNF - Outpatient - OPPS Outpatient | SNF 5000-6499 No
23z SNF - Ambulance Blend Outpatient | SNF 5000-6499 No
Effective 04/01/02
230 SNF - Outpatient - Cost Outpatient | SNF 5000-6499 Yes
Reimbursed
232 SNF - Outpatient - Vaccine- Outpatient | SNF 5000-6499 Yes
Part B 100% Reasonable Cost
235 SNF - Outpatient - Fee Outpatient | SNF 5000-6499 No
Reimbursed
24p SNF - Outpatient - OPPS Outpatient | SNF 5000-6499 No
32M Home Health PPS (MSP-LCC) Outpatient | HHA 3100-3199 No
7000-8499
9000-9799
322 Home Health PPS - Part B RAP | Outpatient | HHA 3100-3199 No
7000-8499
9000-9799
329 Home Health PPS - Part B Outpatient | HHA 3100-3199 Yes
Episodes 7000-8499
9000-9799
33M Home Health PPS - Part A Outpatient | HHA 3100-3199 No
(MSP-LCC) 7000-8499
9000-9799
332 Home Health PPS - Part A RAP | Outpatient | HHA 3100-3199 No
7000-8499
9000-9799
339 Home Health PPS - Part A Outpatient | HHA 3100-3199 Yes
Episodes 7000-8499
9000-9799
34A Home Health - Part B Outpatient | HHA 3100-3199 No
(MSP-LCC) 7000-8499
9000-9799
34p Home Health — Outpatient - Outpatient | HHA 3100-3199 No
OPPS (Not HHPPS) 7000-8499
9000-9799
340 Home Health - Part B Outpatient | HHA 3100-3199 Yes
7000-8499
9000-9799
342 Home Health — Vaccine — Outpatient | HHA 3100-3199 Yes
Part B 100% Reasonable Cost 7000-8499
9000-9799
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Provider Statistical and Reimbursement System

Report Service Provider Provider Cost Report:
Type Report Name Category Type(s) Number Yes / No
Range
345 Home Health - Part B - Fee Outpatient | HHA 3100-3199 No
Reimbursed 7000-8499
9000-9799
399 Home Health PPS - Part A and | Outpatient | HHA 3100-3199 Yes
Part B Episodes 7000-8499
Note: Only available for 9000-9799
Summary Requests
410 Religious Non-Medical - Inpatient Religious 1990-1999 Yes
Inpatient - Part A Nonmedical Inst | 6990-6999
71A Clinic - Rural Health Outpatient | Rural Health 3400-3499 No
(MSP-LCC) Clinic 3800-3999
8500-8899
8900-8999
71P Clinic - Rural Health - OPPS Outpatient | Rural Health 3400-3499 No
Clinic 3800-3999
8500-8899
8900-8999
710 Clinic - Rural Health Outpatient | Rural Health 3400-3499 Yes
Clinic 3800-3999
8500-8899
8900-8999
712 Clinic - Rural Health — Outpatient | Rural Health 3400-3499 No
Vaccine - Part B 100% Clinic 3800-3999
Reasonable Cost 8500-8899
8900-8999
715 Clinic — Rural Health - Fee Outpatient | Rural Health 3400-3499 No
Reimbursed Clinic 3800-3999
8500-8899
8900-8999
72A Hospital Based or Outpatient | ESRD/Hospital 0001-0999 No
Independent Renal Dialysis 2300-2899
Center (MSP-LCC) 2900-2999
3300-3399
3500-3799
720 Hospital Based or Outpatient | ESRD/Hospital 0001-0999 Yes
Independent Renal Dialysis 2300-2899
Center (Composite Rate 2900-2999
Services) 3300-3399
3500-3799
725 Hospital Based or Outpatient | ESRD/Hospital 0001-0999 No
Independent Renal Dialysis 2300-2899
Center - Fee Reimbursed 2900-2999
3300-3399
3500-3799
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Provider Statistical and Reimbursement System

Report Service Provider Provider Cost Report:
Type Report Name Category Type(s) Number Yes / No
Range
73A Federally Qualified Health Outpatient | FQHC 1000-1199 No
Center (MSP-LCC) 1800-1989
73P Federally Qualified Health Outpatient | FQHC 1000-1199 No
Center - OPPS 1800-1989
730 Federally Qualified Health Outpatient | FQHC 1000-1199 Yes
Center 1800-1989
732 Federally Qualified Health Outpatient | FQHC 1000-1199 No
Center - Vaccine - Part B 1800-1989
100% Reasonable Cost
735 Federally Qualified Health Outpatient | FQHC 1000-1199 No
Center - Fee Reimbursed 1800-1989
738 Federally Qualified Health Outpatient | FQHC 1000-1199 No
Center — MA Supp 1800-1989
T4A Rehabilitation Facility Outpatient | OPT 6500-6989 No
(MSP-LCC)
74P Rehabilitation Facility - OPPS Qutpatient | OPT 6500-6989 No
740 Rehabilitation Facility Outpatient | OPT 6500-6989 Yes
742 Rehabilitation Facility — Outpatient | OPT 6500-6989 No
Vaccine - Part B 100%
Reasonable Cost
745 Rehabilitation Facility - Fee Outpatient | OPT 6500-6989 No
Reimbursed
75A Comprehensive Outpatient Outpatient | CORF 3200-3299 No
Rehabilitation Facilities 4500-4599
(MSP-LCC) 4800-4899
75P Comprehensive Outpatient Outpatient | CORF 3200-3299 No
Rehabilitation Facilities - OPPS 4500-4599
4800-4899
750 Comprehensive Outpatient Outpatient | CORF 3200-3299 Yes
Rehabilitation Facilities 4500-4599
4800-4899
752 Comprehensive Outpatient Outpatient | CORF 3200-3299 No
Rehabilitation Facilities - 4500-4599
Vaccine - Part B 100% 4800-4899
Reasonable Cost
755 Comprehensive Outpatient Outpatient | CORF 3200-3299 No
Rehabilitation Facilities - Fee 4500-4599
Reimbursed 4800-4899
76A Community Mental Health Outpatient | CMHC 1400-1499 No
Center (MSP-LCC) 4600-4799
4900-4999
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Provider Statistical and Reimbursement System

Report Service Provider Provider Cost Report:
Type Report Name Category Type(s) Number Yes / No
Range
76P Community Mental Health Outpatient | CMHC 1400-1499 Yes
Center — OPPS 4600-4799
4900-4999
760 Community Mental Health Outpatient | CMHC 1400-1499 Yes
Center 4600-4799
4900-4999
762 Community Mental Health Outpatient | CMHC 1400-1499 Yes
Center - Vaccine - Part B 4600-4799
100% Reasonable Cost 4900-4999
765 Community Mental Health Outpatient | CMHC 1400-1499 No
Center - Fee Reimbursed 4600-4799
4900-4999
T77A Federally Qualified Health Outpatient | FQHC 1000-1199 No
Center (MSP-LCC) 1800-1989
77P Federally Qualified Health Outpatient | FQHC 1000-1199 No
Center - OPPS 1800-1989
770 Federally Qualified Health Outpatient | FQHC 1000-1199 Yes
Center 1800-1989
772 Federally Qualified Health Outpatient | FQHC 1000-1199 No
Center - Vaccine - Part B 1800-1989
100% Reasonable Cost
775 Federally Qualified Health Outpatient | FQHC 1000-1199 No
Center - Fee Reimbursed 1800-1989
778 Federally Qualified Health Outpatient | FQHC 1000-1199 No
Center — MA Supp 1800-1989
81A Hospice - Non-Hospital Based Outpatient | Hospice 1500-1799 No
(MSP-LCC)
81P Hospice - Non-Hospital Outpatient | Hospice 1500-1799 No
Based - OPPS
810 HOSPICE - Non-Hospital Outpatient | Hospice 1500-1799 Yes
Based
82A Hospice - Hospital Based Outpatient | Hospice 1500-1799 No
(MSP-LCC)
82P Hospice - Hospital Based - Outpatient | Hospice 1500-1799 No
OPPS
820 Hospice - Hospital Based Outpatient | Hospice 1500-1799 Yes
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Provider Statistical and Reimbursement System

Report
Type

Report Name

Service
Category

Provider
Type(s)

Provider
Number
Range

Cost Report:
Yes / No

83A

ASC and ASC Fee Schedule
(MSP-LCC)

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TO00-T999
M300-M399
R300-R399

No

83P

ASC and ASC Fee Schedule —
OPPS

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO0-T999
M300-M399
R300-R399

No

83z

ASC and ASC Fee Schedule —
Ambulance Blend Effective
04/01/02

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

No

832

ASC and ASC Fee Schedule —
Vaccine — Part B 100%
Reasonable Cost

Outpatient

Hospital Group

0001-0999
1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO-T999
M300-M399
R300-R399

No
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Provider Statistical and Reimbursement System

Report Service Provider Provider Cost Report:
Type Report Name Category Type(s) Number Yes / No
Range
831 ASC and ASC Fee Schedule Outpatient | Hospital Group 0001-0999 No
After 12/90 1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO0-T999
M300-M399
R300-R399
835 ASC and ASC Fee Schedule — Outpatient | Hospital Group 0001-0999 No
Fee Reimbursed 1200-1399
2000-2299
3025-3099
3300-3399
4000-4499
S001-S999
TOOO0-T999
M300-M399
R300-R399
85A Critical Access Hospital Outpatient | CAH Hospital 1300-1399 No
(MSP-LCC)
857 Critical Access Hospital - Outpatient | CAH Hospital 1300-1399 Yes
Ambulance Blend Effective
04/01/02
850 Critical Access Hospital Outpatient | CAH Hospital 1300-1399 Yes
852 Critical Access Hospital - Outpatient | CAH Hospital 1300-1399 Yes
Vaccines - Part B 100%
Reasonable Cost
855 Critical Access Hospital - Fee Outpatient | CAH Hospital 1300-1399 No
Reimbursed
85C Critical Access Hospital — Outpatient | CAH Hospital 1300-1399 Yes

Ambulance Services — Cost
Reimbursed
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Provider Statistical and Reimbursement System

Report
Type

Report Name

Service
Category

Provider
Type(s)

Provider
Number
Range

Cost Report:
Yes / No

998

Consolidation of Outpatient
Claims (Excluding MSP-LCC)
Note: Only available for Detail
Requests

Outpatient

Hospital Group

0001-0999
1000-1199
1200-1399
1400-1499
1500-1799
1800-1989
2000-2299
2300-2899
2900-2999
3025-3099
3100-3199
3200-3299
3300-3399
3400-3499
3500-3799
3800-3999
4000-4499
4500-4599
4600-4799
4800-4899
4900-4999
5000-6499
6500-6989
7000-8499
8500-8899
8900-8999
9000-9799
S001-S999
TO00-T999
M300-M399
R300-R399

No

1000

Consolidated Summary of All
Report Groups

Note: Only available for
Summary Requests

Inpatient/
Outpatient

All

All

No

User Manual

May 2011

Version No. 04.00

Report Details

A-14




B Report Data

Provider Statistical and Reimbursement System

The following table contains a list of all the data elements that appear on inpatient or outpatient reports in
the PS&R System. The table provides a description of each field along with the report type on which the
data element is located.

Exhibit B-1 Report Data

Report

Type Data Element Description

110 DISCHARGES This field is only valid for inpatient claims. This indicates the
number of patients discharged.

110 MEDICARE DAYS The provider's hospital routine (adults and peds) days. (Note:
The provider's crosswalk may be used to allocate days for cost
reporting purposes.)

110 CLAIMS Currently this field has no cost report usage.

110 UNITS The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.

110 CHARGES The charges applicable to each revenue code.

110 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

110 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

110 TOTAL ACCOMODATIONS This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

110 TOTAL ANCILLARY All Medicare covered charges associated with revenue codes
designated as ancillary.

110 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as routine and ancillary.

110 HOSPITAL SPECIFIC This line plus any federal specific amounts are the total DRG
amounts other than outlier.

110 FEDERAL SPECIFIC This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

110 OUTLIER Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

110 DSH/LIP The DSH/LIP amount (value code 18) shown on the PS&R

report represents interim payments calculated by the PPS
pricer program. For cost reporting purposes the DSH/LIP
amount must be recomputed for qualifying hospitals.
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Provider Statistical and Reimbursement System

Report
Type

Data Element

Description

110

IME/ TEACHING ADJ.

Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS pricer program. For
cost reporting purposes the amount must be recomputed.

110

NEW TECHNOLOGY

Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

110

IPF ECT

Summarizes IPF ECT (Inpatient Psych Facility Electro
Convulsive Therapy) payments made under the Prospective
Payment System.

110

TOTAL OPERATING PAYMENTS

This is the sum of the operating amounts for HSP, FSP,
outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.

110

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.

110

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

110

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.

110

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

110

DSH

This is the disproportionate share portion of the PPS capital
payment.

110

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

110

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

110

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.

110

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

110

DEVICE CREDIT

This amount represents the credit that a provider received to
replace a medical device that may have been defective or
under warranty. This amount can be identified with a value
code of “FD” on the claim.

110

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

110

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.
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Provider Statistical and Reimbursement System

Report
Type

Data Element

Description

110

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

110

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.

110

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.

110

OTHER ADJUSTMENTS

This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

110

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.) Ensure the amounts from report 118 are
also transferred to the cost report.

110

CALCULATED NET REIMB FOR PIP
CLAIMS

For intermediary use. Indicates that provider received PIP
payments. May be used to identify duplicate payments.

110

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.

110

CLAIM INTEREST PAYMENTS

Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

110

IRF PENALTY AMOUNT

The 25% penalty assessed for failure to submit IRF PAI data
timely.

110

LTCH SHORT STAY OUTLIER
PAYMENTS

The per diem payments made under PPS to the provider for a
patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.

110

CAP FED-SPECIFIC @ 100%

Note: This field equals the federal specific field for providers
that were paid based on the hold-harmless 100 percent
federal method (method B) for the entire reporting period.
This field should be used by hold-harmless providers only.

110

CAP OUTLIER @ 100%

Note: This field equals the outlier field for providers that were
paid based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period.
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Provider Statistical and Reimbursement System

Report
Type

Data Element

Description

110

DRG/CMG WEIGHT

This is the actual weight of the DRG/CMG determined by the
PPS Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

110

WEIGHT / DISCHARGES

This is the actual weight (non-transfer adjusted) of the DRG,
determined by the PPS Pricer program, divided by the
discharges.

110

DISCHARGE FRACTION

For transfer cases, the billed days are divided by the average
length of stay for the DRG and the result is entered in this
field. The amounts in this field cannot exceed 1.0000. For
non-transfer cases, the amount 1.0000 will always appear in
this field.

110

DRG WEIGHT FRACTION

This is the actual weight of the DRG determined by the PPS
Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

110

DRG WEIGHT FRACTION /
DISCHARGES

This field reflects the DRG weight times the discharge fraction
divided by the discharges. This amount can be used to
calculate a transfer adjusted case mix.

110

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

110

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.

110

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.

11A

DISCHARGES

This field is only valid for inpatient claims. This indicates the
number of patients discharged.
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Provider Statistical and Reimbursement System

Report
Type

Data Element

Description

11A

MEDICARE DAYS

The provider's hospital routine (adults and peds) days. (Note:
The provider's crosswalk may be used to allocate days for cost
reporting purposes.)

11A

CLAIMS

Currently this field has no cost report usage.

11A

UNITS

The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.

11A

CHARGES

The charges applicable to each revenue code.

11A

REV CODE

Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

11A

DESCRIPTION

The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

11A

TOTAL ACCOMODATIONS

This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

11A

TOTAL ANCILLARY

All Medicare covered charges associated with revenue codes
designated as ancillary.

11A

TOTAL COVERED CHARGES

All Medicare covered charges associated with revenue codes
designated as routine and ancillary.

11A

HOSPITAL SPECIFIC

This line plus any federal specific amounts are the total DRG
amounts other than outlier.

11A

FEDERAL SPECIFIC

This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

11A

OUTLIER

Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

11A

DSH/LIP

The DSH/LIP amount (value code 18) shown on the PS&R
report represents interim payments calculated by the PPS
pricer program. For cost reporting purposes the DSH/LIP
amount must be recomputed for qualifying hospitals.

11A

IME/ TEACHING ADJ.

Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS pricer program. For
cost reporting purposes the amount must be recomputed.

11A

NEW TECHNOLOGY

Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

11A

IPF ECT

Summarizes IPF ECT (Inpatient Psych Facility Electro
Convulsive Therapy) payments made under the Prospective
Payment System.

11A

TOTAL OPERATING PAYMENTS

This is the sum of the operating amounts for HSP, FSP,
outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.
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Provider Statistical and Reimbursement System

Report
Type

Data Element

Description

11A

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.

11A

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

11A

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.

11A

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

11A

DSH

This is the disproportionate share portion of the PPS capital
payment.

11A

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

11A

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

11A

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.

11A

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

11A

DEVICE CREDIT

This amount represents the credit that a provider received to
replace a medical device that may have been defective or
under warranty. This amount can be identified with a value
code of “FD” on the claim.

11A

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

11A

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.

11A

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

11A

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.

11A

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.
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Provider Statistical and Reimbursement System

Report
Type

Data Element

Description

11A

OTHER ADJUSTMENTS

This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

11A

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.) Ensure the amounts from report 118 are
also transferred to the cost report.

11A

CALCULATED NET REIMB FOR PIP
CLAIMS

For intermediary use. Indicates that provider received PIP
payments. May be used to identify duplicate payments.

11A

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.

11A

CLAIM INTEREST PAYMENTS

Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

11A

IRF PENALTY AMOUNT

The 25% penalty assessed for failure to submit IRF PAI data
timely.

11A

LTCH SHORT STAY OUTLIER
PAYMENTS

The per diem payments made under PPS to the provider for a
patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.

11A

CAP FED-SPECIFIC @ 100%

Note: This field equals the federal specific field for providers
that were paid based on the hold-harmless 100 percent
federal method (method B) for the entire reporting period.
This field should be used by hold-harmless providers only.

11A

CAP OUTLIER @ 100%

Note: This field equals the outlier field for providers that were
paid based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period.

11A

DRG/CMG WEIGHT

This is the actual weight of the DRG/CMG determined by the
PPS Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

11A

WEIGHT / DISCHARGES

This is the actual weight (non-transfer adjusted) of the DRG,
determined by the PPS Pricer program, divided by the
discharges.

11A

DISCHARGE FRACTION

For transfer cases, the billed days are divided by the average
length of stay for the DRG and the result is entered in this
field. The amounts in this field cannot exceed 1.0000. For
non-transfer cases, the amount 1.0000 will always appear in
this field.
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11A

DRG WEIGHT FRACTION

This is the actual weight of the DRG determined by the PPS
Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

11A

DRG WEIGHT FRACTION /
DISCHARGES

This field reflects the DRG weight times the discharge fraction
divided by the discharges. This amount can be used to
calculate a transfer adjusted case mix.

11A

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

11A

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.

11A

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.

118

DISCHARGES

This field is only valid for inpatient claims. This indicates the
number of patients discharged.

118

MEDICARE DAYS

The provider's hospital routine (adults and peds) days. (Note:

The provider's crosswalk may be used to allocate days for cost
reporting purposes.) Note: For Report Type 118 the Medicare

Days are HMO days.

118

CLAIMS

Currently this field has no cost report usage.

118

UNITS

The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.

118

CHARGES

The charges applicable to each revenue code.

118

REV CODE

Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)
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118

DESCRIPTION

The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

118

TOTAL ACCOMODATIONS

This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

118

TOTAL ANCILLARY

All Medicare covered charges associated with revenue codes
designated as ancillary.

118

TOTAL COVERED CHARGES

All Medicare covered charges associated with revenue codes
designated as routine and ancillary.

118

HOSPITAL SPECIFIC

This line plus any federal specific amounts are the total DRG
amounts other than outlier.

118

FEDERAL SPECIFIC

This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

118

OUTLIER

Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

118

DSH/LIP

The DSH/LIP amount (value code 18) shown on the PS&R
report represents interim payments calculated by the PPS
Pricer program. For cost reporting purposes the DSH/LIP

amount must be recomputed for qualifying hospitals.

118

IME/ TEACHING ADJ.

Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS Pricer program. For
cost reporting purposes the amount must be recomputed.

118

NEW TECHNOLOGY

Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

118

IPF ECT

Summarizes IPF ECT (Inpatient Psych Facility Electro
Convulsive Therapy) payments made under the Prospective
Payment System.

118

TOTAL OPERATING PAYMENTS

This is the sum of the operating amounts for HSP, FSP,
outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.

118

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.

118

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

118

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.
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118

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

118

DSH

This is the disproportionate share portion of the PPS capital
payment.

118

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

118

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

118

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.

118

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

118

DEVICE CREDIT

This amount represents the credit that a provider received to
replace a medical device that may have been defective or
under warranty. This amount can be identified with a value
code of “FD” on the claim.

118

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

118

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.

118

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

118

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.

118

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.

118

OTHER ADJUSTMENTS

This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

118

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

118

CALCULATED NET REIMB FOR PIP
CLAIMS

For intermediary use. Indicates that provider received PIP
payments. May be used to identify duplicate payments.
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118

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.

118

CLAIM INTEREST PAYMENTS

Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

118

IRF PENALTY AMOUNT

The 25% penalty assessed for failure to submit IRF PAI data
timely.

118

LTCH SHORT STAY OUTLIER
PAYMENTS

The per diem payments made under PPS to the provider for a
patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.

118

CAP FED-SPECIFIC @ 100%

Note: This field equals the federal specific field for providers
that were paid based on the hold-harmless 100 percent
federal method (method B) for the entire reporting period.
This field should be used by hold-harmless providers only.

118

CAP OUTLIER @ 100%

Note: This field equals the outlier field for providers that were
paid based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period.

118

DRG/CMG WEIGHT

This is the actual weight of the DRG/CMG determined by the
PPS Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

118

WEIGHT / DISCHARGES

This is the actual weight (non-transfer adjusted) of the DRG,
determined by the PPS Pricer program, divided by the
discharges.

118

DISCHARGE FRACTION

For transfer cases, the billed days are divided by the average
length of stay for the DRG and the result is entered in this
field. The amounts in this field cannot exceed 1.0000. For
non-transfer cases, the amount 1.0000 will always appear in
this field.

118

DRG WEIGHT FRACTION

This is the actual weight of the DRG determined by the PPS
Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

118

DRG WEIGHT FRACTION /
DISCHARGES

This field reflects the DRG weight times the discharge fraction
divided by the discharges. This amount can be used to
calculate a transfer adjusted case mix.
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118

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

118

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.

118

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.

119

DISCHARGES

This field is only valid for inpatient claims. This indicates the
number of patients discharged.

119

MEDICARE DAYS

The provider's hospital routine (adults and peds) days. (Note:
The provider's crosswalk may be used to allocate days for cost
reporting purposes.)

119

CLAIMS

Currently this field has no cost report usage.

119

UNITS

The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.

119

CHARGES

The charges applicable to each revenue code.

119

REV CODE

Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

119

DESCRIPTION

The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

119

TOTAL ACCOMODATIONS

This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

119

TOTAL ANCILLARY

All Medicare covered charges associated with revenue codes
designated as ancillary.

119

TOTAL COVERED CHARGES

All Medicare covered charges associated with revenue codes
designated as routine and ancillary.
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119

HOSPITAL SPECIFIC

This line plus any federal specific amounts are the total DRG
amounts other than outlier.

119

FEDERAL SPECIFIC

This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

119

OUTLIER

Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

119

DSH/LIP

The DSH/LIP amount (value code 18) shown on the PS&R
report represents interim payments calculated by the PPS
Pricer program. For cost reporting purposes the DSH/LIP

amount must be recomputed for qualifying hospitals.

119

IME/ TEACHING ADJ.

Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS Pricer program. For
cost reporting purposes the amount must be recomputed.

119

NEW TECHNOLOGY

Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

119

IPF ECT

Summarizes IPF ECT (Inpatient Psych Facility Electro
Convulsive Therapy) payments made under the Prospective
Payment System.

119

TOTAL OPERATING PAYMENTS

This is the sum of the operating amounts for HSP, FSP,
outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.

119

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.

119

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

119

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.

119

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

119

DSH

This is the disproportionate share portion of the PPS capital
payment.

119

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

119

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

119

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.
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119

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

119

DEVICE CREDIT

This amount represents the credit that a provider received to
replace a medical device that may have been defective or
under warranty. This amount can be identified with a value
code of “FD” on the claim.

119

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

119

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.

119

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

119

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.

119

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.

119

OTHER ADJUSTMENTS

This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

119

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

119

CALCULATED NET REIMB FOR PIP
CLAIMS

For intermediary use. Indicates that provider received PIP
payments. May be used to identify duplicate payments.

119

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.

119

CLAIM INTEREST PAYMENTS

Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

119

IRF PENALTY AMOUNT

The 25% penalty assessed for failure to submit IRF PAI data
timely.
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119

LTCH SHORT STAY OUTLIER
PAYMENTS

The per diem payments made under PPS to the provider for a
patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.

119

CAP FED-SPECIFIC @ 100%

Note: This field equals the federal specific field for providers
that were paid based on the hold-harmless 100 percent
federal method (method B) for the entire reporting period.
This field should be used by hold-harmless providers only.

119

CAP OUTLIER @ 100%

Note: This field equals the outlier field for providers that were
paid based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period.

119

DRG/CMG WEIGHT

This is the actual weight of the DRG/CMG determined by the
PPS Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

119

WEIGHT / DISCHARGES

This is the actual weight (non-transfer adjusted) of the DRG,
determined by the PPS Pricer program, divided by the
discharges.

119

DISCHARGE FRACTION

For transfer cases, the billed days are divided by the average
length of stay for the DRG and the result is entered in this
field. The amounts in this field cannot exceed 1.0000. For
non-transfer cases, the amount 1.0000 will always appear in
this field.

119

DRG WEIGHT FRACTION

This is the actual weight of the DRG determined by the PPS
Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

119

DRG WEIGHT FRACTION /
DISCHARGES

This field reflects the DRG weight times the discharge fraction
divided by the discharges. This amount can be used to
calculate a transfer adjusted case mix.

119

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

119

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.
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119

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.

11K

DISCHARGES

This field is only valid for inpatient claims. This indicates the
number of patients discharged.

11K

MEDICARE DAYS

The provider's hospital routine (adults and peds) days. (Note:
The provider's crosswalk may be used to allocate days for cost
reporting purposes.)

11K

CLAIMS

Currently this field has no cost report usage.

11K

UNITS

The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.

11K

CHARGES

The charges applicable to each revenue code.

11K

REV CODE

Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

11K

DESCRIPTION

The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

11K

TOTAL ACCOMODATIONS

This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

11K

TOTAL ANCILLARY

All Medicare covered charges associated with revenue codes
designated as ancillary.

11K

TOTAL COVERED CHARGES

All Medicare covered charges associated with revenue codes
designated as routine and ancillary.

11K

HOSPITAL SPECIFIC

This line plus any federal specific amounts are the total DRG
amounts other than outlier.

11K

FEDERAL SPECIFIC

This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

11K

OUTLIER

Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

11K

DSH/LIP

The DSH/LIP amount (value code 18) shown on the PS&R
report represents interim payments calculated by the PPS
Pricer program. For cost reporting purposes the DSH/LIP
amount must be recomputed for qualifying hospitals.
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11K

IME/ TEACHING ADJ.

Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS Pricer program. For
cost reporting purposes the amount must be recomputed.

11K

NEW TECHNOLOGY

Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

11K

IPF ECT

Summarizes IPF ECT (Inpatient Psych Facility Electro
Convulsive Therapy) payments made under the Prospective
Payment System.

11K

TOTAL OPERATING PAYMENTS

This is the sum of the operating amounts for HSP, FSP,
outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.

11K

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.

11K

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

11K

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.

11K

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

11K

DSH

This is the disproportionate share portion of the PPS capital
payment.

11K

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

11K

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

11K

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.

11K

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

11K

DEVICE CREDIT

This amount represents the credit that a provider received to
replace a medical device that may have been defective or
under warranty. This amount can be identified with a value
code of “FD” on the claim.

11K

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

11K

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.
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11K

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

11K

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.

11K

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.

11K

OTHER ADJUSTMENTS

This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

11K

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

11K

CALCULATED NET REIMB FOR PIP
CLAIMS

For intermediary use. Indicates that provider received PIP
payments. May be used to identify duplicate payments.

11K

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.

11K

CLAIM INTEREST PAYMENTS

Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

11K

IRF PENALTY AMOUNT

The 25% penalty assessed for failure to submit IRF PAI data
timely.

11K

LTCH SHORT STAY OUTLIER
PAYMENTS

The per diem payments made under PPS to the provider for a
patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.

11K

CAP FED-SPECIFIC @ 100%

This field equals the federal specific field for providers that
were paid based on the hold-harmless 100 percent federal
method (method B) for the entire reporting period. This field
should be used by hold-harmless providers only. Note: This
field is populated for IPPS Hospitals only.
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11K

CAP OUTLIER @ 100%

This field equals the outlier field for providers that were paid
based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period. Note: This field is
populated for IPPS Hospitals only.

11K

DRG/CMG WEIGHT

This is the actual weight of the DRG/CMG determined by the
PPS Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

11K

WEIGHT / DISCHARGES

This is the actual weight (non-transfer adjusted) of the DRG,
determined by the PPS Pricer program, divided by the
discharges.

11K

DISCHARGE FRACTION

For transfer cases, the billed days are divided by the average
length of stay for the DRG and the result is entered in this
field. The amounts in this field cannot exceed 1.0000. For
non-transfer cases, the amount 1.0000 will always appear in
this field.

11K

DRG WEIGHT FRACTION

This is the actual weight of the DRG determined by the PPS
Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

11K

DRG WEIGHT FRACTION /
DISCHARGES

This field reflects the DRG weight times the discharge fraction
divided by the discharges. This amount can be used to
calculate a transfer adjusted case mix.

11K

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

11K

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.

11K

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.
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11R DISCHARGES This field is only valid for inpatient claims. This indicates the
number of patients discharged.

11R MEDICARE DAYS The provider's hospital routine (adults and peds) days. (Note:
The provider's crosswalk may be used to allocate days for cost
reporting purposes.)

11R CLAIMS Currently this field has no cost report usage.

11R UNITS The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.

11R CHARGES The charges applicable to each revenue code.

11R REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

11R DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

11R TOTAL ACCOMODATIONS This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

11R TOTAL ANCILLARY All Medicare covered charges associated with revenue codes
designated as ancillary.

11R TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as routine and ancillary.

11R HOSPITAL SPECIFIC This line plus any federal specific amounts are the total DRG
amounts other than outlier.

11R FEDERAL SPECIFIC This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

11R OUTLIER Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

11R DSH/LIP The DSH/LIP amount (value code 18) shown on the PS&R
report represents interim payments calculated by the PPS
Pricer program. For cost reporting purposes the DSH/LIP
amount must be recomputed for qualifying hospitals.

11R IME/ TEACHING ADJ. Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS Pricer program. For
cost reporting purposes the amount must be recomputed.

11R NEW TECHNOLOGY Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

11R IPF ECT Summarizes IPF ECT (Inpatient Psych Facility Electro

Convulsive Therapy) payments made under the Prospective
Payment System.

User Manual

May 2011

Version No. 04.00

Report Data

B-20




Provider Statistical and Reimbursement System

Report
Type

Data Element

Description

11R

TOTAL OPERATING PAYMENTS

This is the sum of the operating amounts for HSP, FSP,
outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.

11R

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.

11R

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

11R

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.

11R

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

11R

DSH

This is the disproportionate share portion of the PPS capital
payment.

11R

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

11R

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

11R

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.

11R

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

11R

DEVICE CREDIT

This amount represents the credit that a provider received to
replace a medical device that may have been defective or
under warranty. This amount can be identified with a value
code of “FD” on the claim.

11R

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

11R

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.

11R

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

11R

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.
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11R

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.

11R

OTHER ADJUSTMENTS

This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

11R

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

11R

CALCULATED NET REIMB FOR PIP
CLAIMS

For intermediary use. Indicates that provider received PIP
payments. May be used to identify duplicate payments.

11R

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.

11R

CLAIM INTEREST PAYMENTS

Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

11R

IRF PENALTY AMOUNT

The 25% penalty assessed for failure to submit IRF PAI data
timely.

11R

LTCH SHORT STAY OUTLIER
PAYMENTS

The per diem payments made under PPS to the provider for a
patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.

11R

CAP FED-SPECIFIC @ 100%

Note: This field equals the federal specific field for providers
that were paid based on the hold-harmless 100 percent
federal method (method B) for the entire reporting period.
This field should be used by hold-harmless providers only.

11R

CAP OUTLIER @ 100%

Note: This field equals the outlier field for providers that were
paid based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period.

11R

DRG/CMG WEIGHT

This is the actual weight of the DRG/CMG determined by the
PPS Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.
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11R

WEIGHT / DISCHARGES

This is the actual weight (non-transfer adjusted) of the DRG,
determined by the PPS Pricer program, divided by the
discharges.

11R

DISCHARGE FRACTION

For transfer cases, the billed days are divided by the average
length of stay for the DRG and the result is entered in this
field. The amounts in this field cannot exceed 1.0000. For
non-transfer cases, the amount 1.0000 will always appear in
this field.

11R

DRG WEIGHT FRACTION

This is the actual weight of the DRG determined by the PPS
Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

11R

DRG WEIGHT FRACTION /
DISCHARGES

This field reflects the DRG weight times the discharge fraction
divided by the discharges. This amount can be used to
calculate a transfer adjusted case mix.

11R

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

11R

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.

11R

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.

11S

DISCHARGES

This field is only valid for inpatient claims. This indicates the
number of patients discharged.

11S

MEDICARE DAYS

The provider's hospital routine (adults and peds) days. (Note:
The provider's crosswalk may be used to allocate days for cost
reporting purposes.)

11S

CLAIMS

Currently this field has no cost report usage.

11S

UNITS

The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.
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11S

CHARGES

The charges applicable to each revenue code.

11S

REV CODE

Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

11S

DESCRIPTION

The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

11S

TOTAL ACCOMODATIONS

This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

11S

TOTAL ANCILLARY

All Medicare covered charges associated with revenue codes
designated as ancillary.

11S

TOTAL COVERED CHARGES

All Medicare covered charges associated with revenue codes
designated as routine and ancillary.

11S

HOSPITAL SPECIFIC

This line plus any federal specific amounts are the total DRG
amounts other than outlier.

11S

FEDERAL SPECIFIC

This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

11S

OUTLIER

Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

11S

DSH/LIP

The DSH/LIP amount (value code 18) shown on the PS&R
report represents interim payments calculated by the PPS
Pricer program. For cost reporting purposes the DSH/LIP
amount must be recomputed for qualifying hospitals.

11S

IME/ TEACHING ADJ.

Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS Pricer program. For
cost reporting purposes the amount must be recomputed.

11S

NEW TECHNOLOGY

Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

11S

IPF ECT

Summarizes IPF ECT (Inpatient Psych Facility Electro
Convulsive Therapy) payments made under the Prospective
Payment System.

11S

TOTAL OPERATING PAYMENTS

This is the sum of the operating amounts for HSP, FSP,
outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.

11S

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.
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11S

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

11S

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.

11S

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

11S

DSH

This is the disproportionate share portion of the PPS capital
payment.

11S

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

11S

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

11S

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.

11S

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

11S

DEVICE CREDIT

This amount represents the credit that a provider received to
replace a medical device that may have been defective or
under warranty. This amount can be identified with a value
code of “FD” on the claim.

11S

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

11S

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.

11S

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

11S

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.

11S

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.

11S

OTHER ADJUSTMENTS

This amount should be zero. If not please investigate the
amount by using Detail Other Reports.
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11S

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

11S

CALCULATED NET REIMB FOR PIP

CLAIMS

For intermediary use. Indicates that provider received PIP
payments. May be used to identify duplicate payments.

11S

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.

11S

CLAIM INTEREST PAYMENTS

Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

11S

IRF PENALTY AMOUNT

The 25% penalty assessed for failure to submit IRF PAI data
timely.

11S

LTCH SHORT STAY OUTLIER
PAYMENTS

The per diem payments made under PPS to the provider for a
patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.

11S

CAP FED-SPECIFIC @ 100%

Note: This field equals the federal specific field for providers
that were paid based on the hold-harmless 100 percent
federal method (method B) for the entire reporting period.
This field should be used by hold-harmless providers only.

11S

CAP OUTLIER @ 100%

Note: This field equals the outlier field for providers that were
paid based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period.

11S

DRG/CMG WEIGHT

This is the actual weight of the DRG/CMG determined by the
PPS Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

11S

WEIGHT / DISCHARGES

This is the actual weight (non-transfer adjusted) of the DRG,
determined by the PPS Pricer program, divided by the
discharges.

11S

DISCHARGE FRACTION

This field does not apply and will be zero.

11S

DRG WEIGHT FRACTION

This field does not apply and will be zero.

11S

DRG WEIGHT FRACTION /
DISCHARGES

This field does not apply and will be zero.
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11S

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

11S

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.

11S

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.

11T

DISCHARGES

This field is only valid for inpatient claims. This indicates the
number of patients discharged.

11T

MEDICARE DAYS

The provider's hospital routine (adults and peds) days. (Note:
The provider's crosswalk may be used to allocate days for cost
reporting purposes.)

11T

CLAIMS

Currently this field has no cost report usage.

11T

UNITS

The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.

11T

CHARGES

The charges applicable to each revenue code.

11T

REV CODE

Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

11T

DESCRIPTION

The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

11T

TOTAL ACCOMODATIONS

This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

11T

TOTAL ANCILLARY

All Medicare covered charges associated with revenue codes
designated as ancillary.

11T

TOTAL COVERED CHARGES

All Medicare covered charges associated with revenue codes
designated as routine and ancillary.
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11T

HOSPITAL SPECIFIC

This line plus any federal specific amounts are the total DRG
amounts other than outlier.

11T

FEDERAL SPECIFIC

This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

11T

OUTLIER

Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

11T

DSH/LIP

The DSH/LIP amount (value code 18) shown on the PS&R
report represents interim payments calculated by the PPS
Pricer program. For cost reporting purposes the DSH/LIP
amount must be recomputed for qualifying hospitals.

11T

IME/ TEACHING ADJ.

Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS Pricer program. For
cost reporting purposes the amount must be recomputed.

11T

NEW TECHNOLOGY

Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

11T

IPF ECT

Summarizes IPF ECT (Inpatient Psych Facility Electro
Convulsive Therapy) payments made under the Prospective
Payment System.

11T

TOTAL OPERATING PAYMENTS

This is the sum of the operating amounts for HSP, FSP,
outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.

11T

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.

11T

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

11T

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.

11T

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

11T

DSH

This is the disproportionate share portion of the PPS capital
payment.

11T

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

11T

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

11T

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.
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11T

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

11T

DEVICE CREDIT

This amount represents the credit that a provider received to
replace a medical device that may have been defective or
under warranty. This amount can be identified with a value
code of “FD” on the claim.

11T

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

11T

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.

11T

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

11T

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.

11T

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.

11T

OTHER ADJUSTMENTS

This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

11T

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

11T

CALCULATED NET REIMB FOR PIP
CLAIMS

For intermediary use. Indicates that provider received PIP
payments. May be used to identify duplicate payments.

11T

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.

11T

CLAIM INTEREST PAYMENTS

Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

11T

IRF PENALTY AMOUNT

The 25% penalty assessed for failure to submit IRF PAI data
timely.
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11T

LTCH SHORT STAY OUTLIER
PAYMENTS

The per diem payments made under PPS to the provider for a
patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.

11T

CAP FED-SPECIFIC @ 100%

Note: This field equals the federal specific field for providers
that were paid based on the hold-harmless 100 percent
federal method (method B) for the entire reporting period.
This field should be used by hold-harmless providers only.

11T

CAP OUTLIER @ 100%

Note: This field equals the outlier field for providers that were
paid based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period.

11T

DRG/CMG WEIGHT

This is the actual weight of the DRG/CMG determined by the
PPS Pricer program. The aggregate amount in this field, for a
provider’s fiscal year, may be used to calculate a case mix
index (CMI) for PPS operating payments made to a specific
provider.

11T

WEIGHT / DISCHARGES

This is the actual weight (non-transfer adjusted) of the DRG,
determined by the PPS Pricer program, divided by the
discharges.

11T

DISCHARGE FRACTION

This field does not apply and will be zero.

11T

DRG WEIGHT FRACTION

This field does not apply and will be zero.

11T

DRG WEIGHT FRACTION /
DISCHARGES

This field does not apply and will be zero.

11T

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

11T

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.

11T

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.
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Type Data Element Description

410 DISCHARGES This field is only valid for inpatient claims. This indicates the
number of patients discharged.

410 MEDICARE DAYS The provider's hospital routine (adults and peds) days. (Note:
The provider's crosswalk may be used to allocate days for cost
reporting purposes.)

410 CLAIMS Currently this field has no cost report usage.

410 UNITS The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.

410 CHARGES The charges applicable to each revenue code.

410 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

410 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

410 TOTAL ACCOMODATIONS This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

410 TOTAL ANCILLARY All Medicare covered charges associated with revenue codes
designated as ancillary.

410 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as routine and ancillary.

410 HOSPITAL SPECIFIC This line plus any federal specific amounts are the total DRG
amounts other than outlier.

410 FEDERAL SPECIFIC This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

410 OUTLIER Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

410 DSH/LIP The DSH/LIP amount (value code 18) shown on the PS&R
report represents interim payments calculated by the PPS
Pricer program. For cost reporting purposes the DSH/LIP
amount must be recomputed for qualifying hospitals.

410 IME/ TEACHING ADJ. Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS Pricer program. For
cost reporting purposes the amount must be recomputed.

410 NEW TECHNOLOGY Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

410 IPF ECT Summarizes IPF ECT (Inpatient Psych Facility Electro

Convulsive Therapy) payments made under the Prospective
Payment System.
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410

TOTAL OPERATING PAYMENTS

This is the sum of the operating amounts for HSP, FSP,
outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.

410

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.

410

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

410

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.

410

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

410

DSH

This is the disproportionate share portion of the PPS capital
payment.

410

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

410

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

410

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.

410

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

410

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

410

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.

410

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

410

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.

410

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.
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410 OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

410 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

410 CALCULATED NET REIMB FOR PIP For intermediary use. Indicates that provider received PIP

CLAIMS payments. May be used to identify duplicate payments.

410 ACTUAL CLAIM PAYMENTS FOR PIP This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.

410 CLAIM INTEREST PAYMENTS Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

410 IRF PENALTY AMOUNT The 25% penalty assessed for failure to submit IRF PAI data
timely.

410 LTCH SHORT STAY OUTLIER The per diem payments made under PPS to the provider for a

PAYMENTS patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.

410 CAP FED-SPECIFIC @ 100% Note: This field equals the federal specific field for providers
that were paid based on the hold-harmless 100 percent
federal method (method B) for the entire reporting period.
This field should be used by hold-harmless providers only.

410 CAP OUTLIER @ 100% Note: This field equals the outlier field for providers that were
paid based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period.

410 DRG/CMG WEIGHT This field does not apply and will be zero.

410 WEIGHT / DISCHARGES This field does not apply and will be zero.

410 DISCHARGE FRACTION This field does not apply and will be zero.

410 DRG WEIGHT FRACTION This field does not apply and will be zero.

410 DRG WEIGHT FRACTION / This field does not apply and will be zero.

DISCHARGES
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410

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

410

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.

410

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.

11U

DISCHARGES

This field is only valid for inpatient claims. This indicates the
number of patients discharged.

11U

MEDICARE DAYS

The provider's hospital routine (adults and peds) days. (Note:
The provider's crosswalk may be used to allocate days for cost
reporting purposes.)

11U

CLAIMS

Currently this field has no cost report usage.

11U

UNITS

The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.

11U

CHARGES

The charges applicable to each revenue code.

11U

REV CODE

Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

11U

DESCRIPTION

The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

11U

TOTAL ACCOMODATIONS

This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

11U

TOTAL ANCILLARY

All Medicare covered charges associated with revenue codes
designated as ancillary.

11U

TOTAL COVERED CHARGES

All Medicare covered charges associated with revenue codes
designated as routine and ancillary.
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11U

HOSPITAL SPECIFIC

This line plus any federal specific amounts are the total DRG
amounts other than outlier.

11U

FEDERAL SPECIFIC

This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

11U

OUTLIER

Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

11U

DSH/LIP

The DSH/LIP amount (value code 18) shown on the PS&R
report represents interim payments calculated by the PPS
Pricer program. For cost reporting purposes the DSH/LIP
amount must be recomputed for qualifying hospitals.

11U

IME/ TEACHING ADJ.

Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS Pricer program. For
cost reporting purposes the amount must be recomputed.

11U

NEW TECHNOLOGY

Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

11U

IPF ECT

Summarizes IPF ECT (Inpatient Psych Facility Electro
Convulsive Therapy) payments made under the Prospective
Payment System.

11U

TOTAL OPERATING PAYMENTS

This is the sum of the operating amounts for HSP, FSP,
outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.

11U

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.

11U

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

11U

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.

11U

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

11U

DSH

This is the disproportionate share portion of the PPS capital
payment.

11U

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

11U

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

11U

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.
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11U

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

11U

DEVICE CREDIT

This amount represents the credit that a provider received to
replace a medical device that may have been defective or
under warranty. This amount can be identified with a value
code of “FD” on the claim.

11U

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

11U

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.

11U

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

11U

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.

11U

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.

11U

OTHER ADJUSTMENTS

This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

11U

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

11U

CALCULATED NET REIMB FOR PIP
CLAIMS

For intermediary use. Indicates that provider received PIP
payments. May be used to identify duplicate payments.

11U

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.

11U

CLAIM INTEREST PAYMENTS

Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

11U

IRF PENALTY AMOUNT

The 25% penalty assessed for failure to submit IRF PAI data
timely.
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11U

LTCH SHORT STAY OUTLIER
PAYMENTS

The per diem payments made under PPS to the provider for a
patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.

11U

CAP FED-SPECIFIC @ 100%

Note: This field equals the federal specific field for providers
that were paid based on the hold-harmless 100 percent
federal method (method B) for the entire reporting period.
This field should be used by hold-harmless providers only.

11U

CAP OUTLIER @ 100%

Note: This field equals the outlier field for providers that were
paid based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period.

11U

DRG/CMG WEIGHT

This field does not apply and will be zero.

11U

WEIGHT / DISCHARGES

This field does not apply and will be zero.

11U

DISCHARGE FRACTION

This field does not apply and will be zero.

11U

DRG WEIGHT FRACTION

This field does not apply and will be zero.

11U

DRG WEIGHT FRACTION /
DISCHARGES

This field does not apply and will be zero.

11U

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

11U

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.

11U

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.

11V

DISCHARGES

This field is only valid for inpatient claims. This indicates the
number of patients discharged.

11V

MEDICARE DAYS

The provider's hospital routine (adults and peds) days. (Note:
The provider's crosswalk may be used to allocate days for cost
reporting purposes.)

11V

CLAIMS

Currently this field has no cost report usage.
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11V UNITS The number of units applicable to each revenue code. Note:
for accommodations revenue codes this may include non-
covered days.

11V CHARGES The charges applicable to each revenue code.

11V REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

11V DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

11V TOTAL ACCOMODATIONS This category may include provider liable days that are non-
covered days. This category may be used to prorate the
“Medicare Days” field for cost reporting purposes.

11V TOTAL ANCILLARY All Medicare covered charges associated with revenue codes
designated as ancillary.

11V TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as routine and ancillary.

11V HOSPITAL SPECIFIC This line plus any federal specific amounts are the total DRG
amounts other than outlier.

11V FEDERAL SPECIFIC This line plus any hospital specific amounts are the total DRG
amounts other than outlier.

11V OUTLIER Summarizes cost outlier payments (Value code 17) made
under the Prospective Payment System.

11V DSH/LIP The DSH/LIP amount (value code 18) shown on the PS&R
report represents interim payments calculated by the PPS
Pricer program. For cost reporting purposes the DSH/LIP
amount must be recomputed for qualifying hospitals.

11V IME/ TEACHING ADJ. Indirect medical education/Teaching adjustment (Value Code
19) amount shown on the PS&R are estimated payments
made on a bill-by-bill basis by the PPS Pricer program. For
cost reporting purposes the amount must be recomputed.

11V NEW TECHNOLOGY Summarizes new technology payments (Value code 77) made
under the Prospective Payment System.

11V IPF ECT Summarizes IPF ECT (Inpatient Psych Facility Electro
Convulsive Therapy) payments made under the Prospective
Payment System.

11V TOTAL OPERATING PAYMENTS This is the sum of the operating amounts for HSP, FSP,

outlier, DSH/LIP, IME/teaching adjustment, new technology,
IPF ECT and exception payments.
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11V

HOSPITAL SPECIFIC

This is the hospital-specific portion of the PPS payment for
capital. The field will be zero for providers paid based on the
hold-harmless old capital or the hold-harmless 100 percent
federal method and for new hospitals during their first two
years of operation.

11V

FEDERAL SPECIFIC

This field includes the federal portion of the PPS payment for
capital. This field will also include the new capital amount for
hospitals paid under the hold-harmless old capital method.

11V

OUTLIER

This field will show the outlier portion of the PPS payment for
capital.

11V

HOLD HARMLESS

This field shows the hold harmless amount paid for old capital
based on the hold-harmless old capital method.

11V

DSH

This is the disproportionate share portion of the PPS capital
payment.

11V

INDIRECT MEDICAL EDUCATION

This is the indirect medical education adjustment payment to
PPS teaching hospitals applicable to PPS capital payments.

11V

EXCEPTIONS

This is the per discharge exception interim payment for
capital-related costs that qualifying hospitals are entitled to
receive in accordance with Medicare payment policy.

11V

TOTAL CAPITAL PAYMENTS

This is the sum of the capital amounts for HSP, FSP, outlier,
hold harmless, disproportionate share adjustment, indirect
medical education, and exception payments.

11V

GROSS REIMBURSEMENT

This amount is the sum of total operating and total capital
payments.

11V

DEVICE CREDIT

This amount represents the credit that a provider received to
replace a medical device that may have been defective or
under warranty. This amount can be identified with a value
code of “FD” on the claim.

11V

CASH DEDUCTIBLE

The sum of actual cash deductible amount from the paid claim
records.

11V

BLOOD DEDUCTIBLE

The sum of actual blood deductible amount from the paid
claim records.

11V

COINSURANCE

The sum of actual coinsurance amount from the paid claim
records.

11V

NET MSP PAYMENTS

The sum of net payments made by a higher priority payer
under the MSP provisions is shown in this field. Note: Primary
payments are first allocated to the extent of any deductibles
or coinsurance.

11V

MSP PASS THRU RECONCILIATION

This field is informational only and should not be included in
the cost report. This amount occurs in cases where Medicare
has made no payment on the claim yet classifies it as PR
(Partial Recovery) because of the estimated pass through
payments. The actual pass through amounts will be
determined in the cost report. The MSP Pass Thru
Reconciliation amount must be ignored for cost reporting.
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11V OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.
11V NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)
11V CALCULATED NET REIMB FOR PIP For intermediary use. Indicates that provider received PIP
CLAIMS payments. May be used to identify duplicate payments.
11V ACTUAL CLAIM PAYMENTS FOR PIP This field reflects the actual payments made on a claim basis
on PIP claims, such as operating Outlier and ECT (the MSP
LCC net reimbursement is not paid on a PIP claim so is
reflected in this field as a negative amount). Transfer all
amounts in this field directly to the cost report worksheet E-1
in addition to the PIP payments. Ensure the amounts from
reports 11A, 18A, 21A, 118, and all other inpatient reports are
transferred to the cost report.
11V CLAIM INTEREST PAYMENTS Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.
11V IRF PENALTY AMOUNT The 25% penalty assessed for failure to submit IRF PAI data
timely.
11V LTCH SHORT STAY OUTLIER The per diem payments made under PPS to the provider for a
PAYMENTS patient's stay in the facility prior to being transferred to
another facility. These payments are included in the net
reimbursement field. This field is shown for informational
purposes only.
11V CAP FED-SPECIFIC @ 100% Note: This field equals the federal specific field for providers
that were paid based on the hold-harmless 100 percent
federal method (method B) for the entire reporting period.
This field should be used by hold-harmless providers only.
11V CAP OUTLIER @ 100% Note: This field equals the outlier field for providers that were
paid based on the hold-harmless 100 percent federal method
(method B) for the entire reporting period.
11V DRG/CMG WEIGHT This field does not apply and will be zero.
11V WEIGHT / DISCHARGES This field does not apply and will be zero.
11V DISCHARGE FRACTION This field does not apply and will be zero.
11V DRG WEIGHT FRACTION This field does not apply and will be zero.
11V DRG WEIGHT FRACTION / This field does not apply and will be zero.
DISCHARGES
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11V

SERVICE THRU ON CLAIM

This field is populated when the claim is identified as being a
Medicare benefits exhaust claim. The date in this field
represents the final discharge date of the patient from the
facility.

If this field is populated, the “Service Thru” field on the claim
will reflect the date that the patient's Medicare benefits
exhausted.

11V

PPS PAYMENT

This amount represents the PPS payment calculated by the
inpatient PPS Pricer program. The amount includes the
federal, hospital specific, outlier, indirect teaching,
disproportionate share and low volume interim payments.
This is an information only field and should not be included in
the cost report.

11V

LOW VOLUME

This is the interim payment made to hospitals that qualified
for the low volume payment adjustment for discharges
occurring on or after October 1, 2010. Currently, the claims
processing does not separately indentify the low volume
interim payment amount. The PS&R system uses an
algorithm to indentify the low volume interim payments made
to the provider. Refer to cost report instructions for
additional information.

115

CLAIMS

Currently this field has no cost report usage.

115

UNITS

The number of units applicable to each revenue code.

115

CHARGES

The charges applicable to each revenue code.

115

REV CODE

Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

115

DESCRIPTION

The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

115

TOTAL COVERED CHARGES

All Medicare covered charges associated with revenue codes
designated as ancillary.

115

GROSS REIMBURSEMENT

The gross amount paid to the provider on a claim-by-claim
basis.

115

CASH DEDUCTIBLE

The actual cash deductible amount from the paid claim record.

115

BLOOD DEDUCTIBLE

The actual blood deductible amount from the paid claim
record.

115

COINSURANCE

The actual coinsurance amount from the paid claim record.

115

NET MSP PAYMENTS

The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.
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115

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

115

CLAIM INTEREST PAYMENTS

Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

210

GROSS REIMBURSEMENT

The gross amount paid to the provider on a claim-by-claim
basis.

210

CASH DEDUCTIBLE

The actual cash deductible amount from the paid claim record.

210

BLOOD DEDUCTIBLE

The actual blood deductible amount from the paid claim
record.

210

COINSURANCE

The actual coinsurance amount from the paid claim record.

210

NET MSP PAYMENTS

The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

210

NET REIMBURSEMENT

This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

210

CALCULATED NET REIMB FOR PIP
CLAIMS

For intermediary use. Indicates that provider received PIP
payments. May be used to identify duplicate payments.

210

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, (the MSP LCC net reimbursement is not paid on
a PIP claim so is reflected in this field as a negative amount).
Transfer all amounts in this field directly to the cost report
worksheet E-1 in addition to the PIP payments. Ensure the
amounts from reports 18A and 21A are transferred to the cost
report.

210

CLAIM INTEREST PAYMENTS

Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

21A

ACTUAL CLAIM PAYMENTS FOR PIP

This field reflects the actual payments made on a claim basis
on PIP claims, (the MSP LCC net reimbursement is not paid on
a PIP claim so is reflected in this field as a negative amount).
Transfer all amounts in this field directly to the cost report
worksheet E-1 in addition to the PIP payments. Ensure the
amounts from reports 18A and 21A are transferred to the cost
report.

180

RUC

This field reflects the units paid per RUG category.

180

RUB

This field reflects the units paid per RUG category.

180

RUA

This field reflects the units paid per RUG category.

180

RUX

This field reflects the units paid per RUG category.
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180 RUL This field reflects the units paid per RUG category.
180 RVC This field reflects the units paid per RUG category.
180 RVB This field reflects the units paid per RUG category.
180 RVA This field reflects the units paid per RUG category.
180 RVX This field reflects the units paid per RUG category.
180 RVL This field reflects the units paid per RUG category.
180 RHC This field reflects the units paid per RUG category.
180 RHB This field reflects the units paid per RUG category.
180 RHA This field reflects the units paid per RUG category.
180 RHX This field reflects the units paid per RUG category.
180 RHL This field reflects the units paid per RUG category.
180 RMC This field reflects the units paid per RUG category.
180 RMB This field reflects the units paid per RUG category.
180 RMA This field reflects the units paid per RUG category.
180 RMX This field reflects the units paid per RUG category.
180 RML This field reflects the units paid per RUG category.
180 RLB This field reflects the units paid per RUG category.
180 RLA This field reflects the units paid per RUG category.
180 RLX This field reflects the units paid per RUG category.
180 SE3 This field reflects the units paid per RUG category.
180 SE2 This field reflects the units paid per RUG category.
180 SE1 This field reflects the units paid per RUG category.
180 SSC This field reflects the units paid per RUG category.
180 SSB This field reflects the units paid per RUG category.
180 SSA This field reflects the units paid per RUG category.
180 cc2 This field reflects the units paid per RUG category.
180 CC1 This field reflects the units paid per RUG category.
180 CB2 This field reflects the units paid per RUG category.
180 CB1 This field reflects the units paid per RUG category.
180 CA2 This field reflects the units paid per RUG category.
180 CAl This field reflects the units paid per RUG category.
180 1B2 This field reflects the units paid per RUG category.
180 1B1 This field reflects the units paid per RUG category.
180 1A2 This field reflects the units paid per RUG category.
180 1A1 This field reflects the units paid per RUG category.
180 BB2 This field reflects the units paid per RUG category.
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180 BB1 This field reflects the units paid per RUG category.

180 BA2 This field reflects the units paid per RUG category.

180 BA1 This field reflects the units paid per RUG category.

180 PE2 This field reflects the units paid per RUG category.

180 PE1 This field reflects the units paid per RUG category.

180 PD2 This field reflects the units paid per RUG category.

180 PD1 This field reflects the units paid per RUG category.

180 PC2 This field reflects the units paid per RUG category.

180 PC1 This field reflects the units paid per RUG category.

180 PB2 This field reflects the units paid per RUG category.

180 PB1 This field reflects the units paid per RUG category.

180 PA2 This field reflects the units paid per RUG category.

180 PAL1 This field reflects the units paid per RUG category.

180 AAA This field reflects the units paid per RUG category.

12A CLAIMS Currently this field has no cost report usage.

12A UNITS The number of units applicable to each revenue code.

12A CHARGES The charges applicable to each revenue code.

12A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

12A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

12A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

12A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

12A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

12A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

12A COINSURANCE The actual coinsurance amount from the paid claim record.

12A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

12A NET REIMBURSEMENT This amount represents an accumulation of interim payments

made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)
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12A CLAIM INTEREST PAYMENTS Sum of interest paid on claims due to untimely claims
processing. Currently this field has no cost report usage.

13A CLAIMS Currently this field has no cost report usage.

13A UNITS The number of units applicable to each revenue code.

13A CHARGES The charges applicable to each revenue code.

13A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

13A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

13A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

13A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

13A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

13A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

13A COINSURANCE The actual coinsurance amount from the paid claim record.

13A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

13A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

13A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

14A CLAIMS Currently this field has no cost report usage.

14A UNITS The number of units applicable to each revenue code.

14A CHARGES The charges applicable to each revenue code.

14A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

14A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

14A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes

designated as ancillary.
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14A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

14A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

14A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

14A COINSURANCE The actual coinsurance amount from the paid claim record.

14A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

14A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

14A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

22A CLAIMS Currently this field has no cost report usage.

22A UNITS The number of units applicable to each revenue code.

22A CHARGES The charges applicable to each revenue code.

22A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

22A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

22A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

22A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

22A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

22A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

22A COINSURANCE The actual coinsurance amount from the paid claim record.

22A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

22A NET REIMBURSEMENT This amount represents an accumulation of interim payments

made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)
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22A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

23A CLAIMS Currently this field has no cost report usage.

23A UNITS The number of units applicable to each revenue code.

23A CHARGES The charges applicable to each revenue code.

23A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

23A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

23A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

23A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

23A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

23A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

23A COINSURANCE The actual coinsurance amount from the paid claim record.

23A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

23A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

23A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

34A CLAIMS Currently this field has no cost report usage.

34A UNITS The number of units applicable to each revenue code.

34A CHARGES The charges applicable to each revenue code.

34A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

34A DESCRIPTION The description of each revenue code and its associated

covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)
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34A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

34A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

34A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

34A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

34A COINSURANCE The actual coinsurance amount from the paid claim record.

34A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

34A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

34A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

71A CLAIMS Currently this field has no cost report usage.

71A UNITS The number of units applicable to each revenue code.

71A CHARGES The charges applicable to each revenue code.

71A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

71A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

71A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

71A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

71A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

71A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

71A COINSURANCE The actual coinsurance amount from the paid claim record.

71A NET MSP PAYMENTS The net payment made by a higher priority payer under the

MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.
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71A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

71A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

73A CLAIMS Currently this field has no cost report usage.

73A UNITS The number of units applicable to each revenue code.

73A CHARGES The charges applicable to each revenue code.

73A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

73A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

73A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

73A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

73A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

73A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

73A COINSURANCE The actual coinsurance amount from the paid claim record.

73A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

73A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

73A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

T4A CLAIMS Currently this field has no cost report usage.

T74A UNITS The number of units applicable to each revenue code.

74A CHARGES The charges applicable to each revenue code.

74A REV CODE Each revenue code and its associated covered units and

charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)
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74A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

74A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

74A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

T4A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

74A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

74A COINSURANCE The actual coinsurance amount from the paid claim record.

74A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

T4A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

T74A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

75A CLAIMS Currently this field has no cost report usage.

75A UNITS The number of units applicable to each revenue code.

75A CHARGES The charges applicable to each revenue code.

75A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

75A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

75A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

75A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

75A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

75A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

75A COINSURANCE The actual coinsurance amount from the paid claim record.
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75A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

75A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

75A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

76A CLAIMS Currently this field has no cost report usage.

76A UNITS The number of units applicable to each revenue code.

76A CHARGES The charges applicable to each revenue code.

76A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

76A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

76A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

76A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

76A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

76A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

76A COINSURANCE The actual coinsurance amount from the paid claim record.

76A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

76A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

76A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

T7A CLAIMS Currently this field has no cost report usage.

77A UNITS The number of units applicable to each revenue code.

77A CHARGES The charges applicable to each revenue code.
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T7A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

77A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

T7A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

T77A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

T7A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

77A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

77A COINSURANCE The actual coinsurance amount from the paid claim record.

T7A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

T77A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

77A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

83A CLAIMS Currently this field has no cost report usage.

83A UNITS The number of units applicable to each revenue code.

83A CHARGES The charges applicable to each revenue code.

83A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

83A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

83A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

83A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

83A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

83A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim

record.
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83A COINSURANCE The actual coinsurance amount from the paid claim record.

83A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

83A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

83A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

85A CLAIMS Currently this field has no cost report usage.

85A UNITS The number of units applicable to each revenue code.

85A CHARGES The charges applicable to each revenue code.

85A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

85A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

85A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

85A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

85A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

85A BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

85A COINSURANCE The actual coinsurance amount from the paid claim record.

85A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

85A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

85A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

12P CLAIMS Currently this field has no cost report usage.

12P UNITS The number of units applicable to each revenue code.
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Type Data Element Description

12P CHARGES The charges applicable to each revenue code.

12P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

12pP DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

12p TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

12P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

12P OUTLIER The outlier portion of the OPPS payment for the APC.

12pP GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

12pP CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

12P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

12P COINSURANCE The actual coinsurance amount from the paid claim record.

12P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

12pP MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

12P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

12P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

12P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

12pP ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

13P CLAIMS Currently this field has no cost report usage.

13P UNITS The number of units applicable to each revenue code.

13P CHARGES The charges applicable to each revenue code.
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13P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

13P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

13P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

13P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

13P OUTLIER The outlier portion of the OPPS payment for the APC.

13P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

13P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

13P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

13P COINSURANCE The actual coinsurance amount from the paid claim record.

13P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

13P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

13P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

13P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

13P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

13P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

14pP CLAIMS Currently this field has no cost report usage.

14P UNITS The number of units applicable to each revenue code.

14P CHARGES The charges applicable to each revenue code.
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14P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

14P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

14P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

14P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

14P OUTLIER The outlier portion of the OPPS payment for the APC.

14P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

14P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

14P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

14P COINSURANCE The actual coinsurance amount from the paid claim record.

14P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

14P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

14P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

14P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

14P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

14P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

22P CLAIMS Currently this field has no cost report usage.

22P UNITS The number of units applicable to each revenue code.

22P CHARGES The charges applicable to each revenue code.
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22P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

22P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

22P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

22P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

22P OUTLIER The outlier portion of the OPPS payment for the APC.

22P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

22P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

22pP BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

22P COINSURANCE The actual coinsurance amount from the paid claim record.

22P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

22P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

22P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

22P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

22P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

22P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

23P CLAIMS Currently this field has no cost report usage.

23P UNITS The number of units applicable to each revenue code.

23P CHARGES The charges applicable to each revenue code.
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23P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

23P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

23P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

23P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

23P OUTLIER The outlier portion of the OPPS payment for the APC.

23P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

23P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

23P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

23P COINSURANCE The actual coinsurance amount from the paid claim record.

23P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

23P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

23P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

23P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

23P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

23P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

24P CLAIMS Currently this field has no cost report usage.

24P UNITS The number of units applicable to each revenue code.

24P CHARGES The charges applicable to each revenue code.
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24P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

24P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

24P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

24p GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

24P OUTLIER The outlier portion of the OPPS payment for the APC.

24P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

24P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

24P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

24P COINSURANCE The actual coinsurance amount from the paid claim record.

24P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

24P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

24P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

24P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

24P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

24P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

34P CLAIMS Currently this field has no cost report usage.

34P UNITS The number of units applicable to each revenue code.

34P CHARGES The charges applicable to each revenue code.
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34P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

34P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

34P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

34P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

34P OUTLIER The outlier portion of the OPPS payment for the APC.

34P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

34P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

34P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

34P COINSURANCE The actual coinsurance amount from the paid claim record.

34P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

34P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

34P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

34P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

34P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

34P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

71P CLAIMS Currently this field has no cost report usage.

71P UNITS The number of units applicable to each revenue code.

71P CHARGES The charges applicable to each revenue code.
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71P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

71P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

71P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

71P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

71P OUTLIER The outlier portion of the OPPS payment for the APC.

71P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

71P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

71P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

71P COINSURANCE The actual coinsurance amount from the paid claim record.

71P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

71P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

71P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

71P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

71P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

71P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

73P CLAIMS Currently this field has no cost report usage.

73P UNITS The number of units applicable to each revenue code.

73P CHARGES The charges applicable to each revenue code.
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73P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

73P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

73P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

73P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

73P OUTLIER The outlier portion of the OPPS payment for the APC.

73P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

73P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

73P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

73P COINSURANCE The actual coinsurance amount from the paid claim record.

73P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

73P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

73P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

73P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

73P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

73P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

74P CLAIMS Currently this field has no cost report usage.

74P UNITS The number of units applicable to each revenue code.

74P CHARGES The charges applicable to each revenue code.
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74P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

74P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

74P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

74P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

74P OUTLIER The outlier portion of the OPPS payment for the APC.

74P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

74P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

74P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

74P COINSURANCE The actual coinsurance amount from the paid claim record.

74P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

74P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

74P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

74P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

74P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

74P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

75P CLAIMS Currently this field has no cost report usage.

75P UNITS The number of units applicable to each revenue code.

75P CHARGES The charges applicable to each revenue code.
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75P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

75P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

75P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

75P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

75P OUTLIER The outlier portion of the OPPS payment for the APC.

75P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

75P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

75P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

75P COINSURANCE The actual coinsurance amount from the paid claim record.

75P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

75P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

75P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

75P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

75P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

75P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

76P CLAIMS Currently this field has no cost report usage.

76P UNITS The number of units applicable to each revenue code.

76P CHARGES The charges applicable to each revenue code.

User Manual

May 2011

Version No. 04.00

Report Data

B-64




Provider Statistical and Reimbursement System

Report

Type Data Element Description

76P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

76P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

76P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

76P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

76P OUTLIER The outlier portion of the OPPS payment for the APC.

76P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

76P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

76P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

76P COINSURANCE The actual coinsurance amount from the paid claim record.

76P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

76P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

76P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

76P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

76P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

76P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

77P CLAIMS Currently this field has no cost report usage.

77P UNITS The number of units applicable to each revenue code.

77P CHARGES The charges applicable to each revenue code.
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77P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

77P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

77P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

77P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

77P OUTLIER The outlier portion of the OPPS payment for the APC.

77P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

77P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

77P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

77P COINSURANCE The actual coinsurance amount from the paid claim record.

77P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

77P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

77P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

77P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

77P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

77P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

81P CLAIMS Currently this field has no cost report usage.

81P UNITS The number of units applicable to each revenue code.

81P CHARGES The charges applicable to each revenue code.
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81P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

81P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

81P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

81P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

81P OUTLIER The outlier portion of the OPPS payment for the APC.

81P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

81P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

81P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

81P COINSURANCE The actual coinsurance amount from the paid claim record.

81P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

81P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

81P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

81P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

81P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

81P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

82P CLAIMS Currently this field has no cost report usage.

82P UNITS The number of units applicable to each revenue code.

82P CHARGES The charges applicable to each revenue code.
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82P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

82P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

82P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

82P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

82P OUTLIER The outlier portion of the OPPS payment for the APC.

82P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

82P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

82P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

82P COINSURANCE The actual coinsurance amount from the paid claim record.

82P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

82P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

82P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

82P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

82P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

82P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

83P CLAIMS Currently this field has no cost report usage.

83P UNITS The number of units applicable to each revenue code.

83P CHARGES The charges applicable to each revenue code.
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83P REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

83P DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

83P TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

83P GROSS APC PAYMENT The gross APC amount paid to the provider on a claim-by-
claim basis as determined by the OPPS Pricer.

83P OUTLIER The outlier portion of the OPPS payment for the APC.

83P GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

83P CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

83P BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

83P COINSURANCE The actual coinsurance amount from the paid claim record.

83P NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

83P MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

83P OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

83P NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

83P CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

83P ELECTED COINSURANCE The OPPS reduced coinsurance amount that the provider has
elected to receive under the OPPS regulations. This is an
information only field.

127 CLAIMS Currently this field has no cost report usage.

127 UNITS The number of units applicable to each revenue code.

127 CHARGES The charges applicable to each revenue code.

127 GROSS FEE AMT This is an accumulation of 100% fee reimbursed ambulance

services. Sorted by trips and mileage.
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127 TOTAL AMBULANCE TRIPS Accumulated number of trips from paid claims.

127 TOTAL AMBULANCE MILES Accumulated number of miles from paid claims.

127 TOTAL GROSS FEE SCHEDULE AMT This is an accumulation of 100% fee reimbursed ambulance
services.

127 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.40r a
complete listing of revenue codes.)

127 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

127 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

127 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

127 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

127 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

127 COINSURANCE The actual coinsurance amount from the paid claim record.

127 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

127 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

127 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

13z CLAIMS Currently this field has no cost report usage.

13z UNITS The number of units applicable to each revenue code.

13z CHARGES The charges applicable to each revenue code.

13z2 GROSS FEE AMT This is an accumulation of 100% fee reimbursed ambulance
services. Sorted by trips and mileage.

13z TOTAL AMBULANCE TRIPS Accumulated number of trips from paid claims.

13z TOTAL AMBULANCE MILES Accumulated number of miles from paid claims.

13z TOTAL GROSS FEE SCHEDULE AMT This is an accumulation of 100% fee reimbursed ambulance
services.

13z2 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)
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13Z DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

137 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

13z GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

13z CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

13Z BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

13z COINSURANCE The actual coinsurance amount from the paid claim record.

13z NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

13z NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

132 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

227 CLAIMS Currently this field has no cost report usage.

227 UNITS The number of units applicable to each revenue code.

227 CHARGES The charges applicable to each revenue code.

227 GROSS FEE AMT This is an accumulation of 100% fee reimbursed ambulance
services. Sorted by trips and mileage.

227 TOTAL AMBULANCE TRIPS Accumulated number of trips from paid claims.

227 TOTAL AMBULANCE MILES Accumulated number of miles from paid claims.

227 TOTAL GROSS FEE SCHEDULE AMT This is an accumulation of 100% fee reimbursed ambulance
services.

227 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

227 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

227 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

227 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim

basis.
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227 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

227 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

227 COINSURANCE The actual coinsurance amount from the paid claim record.

227 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

227 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

227 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

237 CLAIMS Currently this field has no cost report usage.

23Z UNITS The number of units applicable to each revenue code.

23Z CHARGES The charges applicable to each revenue code.

23z GROSS FEE AMT This is an accumulation of 100% fee reimbursed ambulance
services. Sorted by trips and mileage.

237 TOTAL AMBULANCE TRIPS Accumulated number of trips from paid claims.

237 TOTAL AMBULANCE MILES Accumulated number of miles from paid claims.

23z TOTAL GROSS FEE SCHEDULE AMT This is an accumulation of 100% fee reimbursed ambulance
services.

23z REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

2372 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

2372 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

23Z GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

237 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

237 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

237 COINSURANCE The actual coinsurance amount from the paid claim record.
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23Z NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

237 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

237 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

83z CLAIMS Currently this field has no cost report usage.

83Z UNITS The number of units applicable to each revenue code.

83Z CHARGES The charges applicable to each revenue code.

83z GROSS FEE AMT This is an accumulation of 100% fee reimbursed ambulance
services. Sorted by trips and mileage.

83z TOTAL AMBULANCE TRIPS Accumulated number of trips from paid claims.

83Z TOTAL AMBULANCE MILES Accumulated number of miles from paid claims.

83z TOTAL GROSS FEE SCHEDULE AMT This is an accumulation of 100% fee reimbursed ambulance
services.

83z REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

83z DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

83Z TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

83z GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

83z CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

83z BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

83Z COINSURANCE The actual coinsurance amount from the paid claim record.

83Z NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

83z NET REIMBURSEMENT This amount represents an accumulation of interim payments

made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)
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83Z CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

857 CLAIMS Currently this field has no cost report usage.

857 UNITS The number of units applicable to each revenue code.

857 CHARGES The charges applicable to each revenue code.

857 GROSS FEE AMT This is an accumulation of 100% fee reimbursed ambulance
services. Sorted by trips and mileage. Not applicable for CAH
ambulance services paid at cost.

857 TOTAL AMBULANCE TRIPS Accumulated number of trips from paid claims.

857 TOTAL AMBULANCE MILES Accumulated number of miles from paid claims.

857 TOTAL GROSS FEE SCHEDULE AMT This is an accumulation of 100% fee reimbursed ambulance
services. Not applicable for CAH ambulance services paid at
cost.

857 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

857 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

857 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

857 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

85Z CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

857 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

857 COINSURANCE The actual coinsurance amount from the paid claim record.

857 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

85Z NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

857 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

122 CLAIMS Currently this field has no cost report usage.

122 UNITS The number of units applicable to each revenue code.
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122 CHARGES The charges applicable to each revenue code.

122 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

122 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

122 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

122 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

122 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

122 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

122 COINSURANCE The actual coinsurance amount from the paid claim record.

122 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

122 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

122 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

132 CLAIMS Currently this field has no cost report usage.

132 UNITS The number of units applicable to each revenue code.

132 CHARGES The charges applicable to each revenue code.

132 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

132 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

132 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

132 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

132 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.
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132 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

132 COINSURANCE The actual coinsurance amount from the paid claim record.

132 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

132 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

132 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

142 CLAIMS Currently this field has no cost report usage.

142 UNITS The number of units applicable to each revenue code.

142 CHARGES The charges applicable to each revenue code.

142 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

142 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

142 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

142 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

142 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

142 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

142 COINSURANCE The actual coinsurance amount from the paid claim record.

142 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

142 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

142 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS

Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.
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222 CLAIMS Currently this field has no cost report usage.

222 UNITS The number of units applicable to each revenue code.

222 CHARGES The charges applicable to each revenue code.

222 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

222 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

222 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

222 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

222 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

222 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

222 COINSURANCE The actual coinsurance amount from the paid claim record.

222 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

222 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

222 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

232 CLAIMS Currently this field has no cost report usage.

232 UNITS The number of units applicable to each revenue code.

232 CHARGES The charges applicable to each revenue code.

232 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

232 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

232 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

232 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim

basis.
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232 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

232 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

232 COINSURANCE The actual coinsurance amount from the paid claim record.

232 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

232 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

232 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

342 CLAIMS Currently this field has no cost report usage.

342 UNITS The number of units applicable to each revenue code.

342 CHARGES The charges applicable to each revenue code.

342 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

342 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

342 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

342 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

342 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

342 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

342 COINSURANCE The actual coinsurance amount from the paid claim record.

342 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

342 NET REIMBURSEMENT This amount represents an accumulation of interim payments

made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)
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342 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

712 CLAIMS Currently this field has no cost report usage.

712 UNITS The number of units applicable to each revenue code.

712 CHARGES The charges applicable to each revenue code.

712 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

712 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

712 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

712 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

712 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

712 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

712 COINSURANCE The actual coinsurance amount from the paid claim record.

712 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

712 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

712 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

732 CLAIMS Currently this field has no cost report usage.

732 UNITS The number of units applicable to each revenue code.

732 CHARGES The charges applicable to each revenue code.

732 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

732 DESCRIPTION The description of each revenue code and its associated

covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)
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732 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

732 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

732 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

732 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

732 COINSURANCE The actual coinsurance amount from the paid claim record.

732 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

732 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

732 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

742 CLAIMS Currently this field has no cost report usage.

742 UNITS The number of units applicable to each revenue code.

742 CHARGES The charges applicable to each revenue code.

742 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

742 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

742 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

742 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

742 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

742 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

742 COINSURANCE The actual coinsurance amount from the paid claim record.

742 NET MSP PAYMENTS The net payment made by a higher priority payer under the

MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.
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742 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

742 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

752 CLAIMS Currently this field has no cost report usage.

752 UNITS The number of units applicable to each revenue code.

752 CHARGES The charges applicable to each revenue code.

752 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

752 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

752 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

752 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

752 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

752 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

752 COINSURANCE The actual coinsurance amount from the paid claim record.

752 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

752 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

752 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

762 CLAIMS Currently this field has no cost report usage.

762 UNITS The number of units applicable to each revenue code.

762 CHARGES The charges applicable to each revenue code.

762 REV CODE Each revenue code and its associated covered units and

charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)
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762 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

762 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

762 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

762 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

762 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

762 COINSURANCE The actual coinsurance amount from the paid claim record.

762 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

762 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

762 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

772 CLAIMS Currently this field has no cost report usage.

772 UNITS The number of units applicable to each revenue code.

772 CHARGES The charges applicable to each revenue code.

772 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

772 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

772 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

772 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

772 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

772 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

772 COINSURANCE The actual coinsurance amount from the paid claim record.
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772 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

772 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

772 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

832 CLAIMS Currently this field has no cost report usage.

832 UNITS The number of units applicable to each revenue code.

832 CHARGES The charges applicable to each revenue code.

832 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

832 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

832 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

832 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

832 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

832 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

832 COINSURANCE The actual coinsurance amount from the paid claim record.

832 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

832 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

832 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

852 CLAIMS Currently this field has no cost report usage.

852 UNITS The number of units applicable to each revenue code.

852 CHARGES The charges applicable to each revenue code.
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852 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

852 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

852 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

852 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

852 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

852 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

852 COINSURANCE The actual coinsurance amount from the paid claim record.

852 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

852 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

852 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

230 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

340 CLAIMS Currently this field has no cost report usage.

340 UNITS The number of units applicable to each revenue code.

340 CHARGES The charges applicable to each revenue code.

340 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

340 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

340 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

340 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim

basis.
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340 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

340 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

340 COINSURANCE The actual coinsurance amount from the paid claim record.

340 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

340 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

340 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

710 CLAIMS Currently this field has no cost report usage.

710 UNITS The number of units applicable to each revenue code.

710 CHARGES The charges applicable to each revenue code.

710 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

710 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

710 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

710 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

710 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

710 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

710 COINSURANCE The actual coinsurance amount from the paid claim record.

710 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

710 NET REIMBURSEMENT This amount represents an accumulation of interim payments

made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)
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710 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

730 CLAIMS Currently this field has no cost report usage.

730 UNITS The number of units applicable to each revenue code.

730 CHARGES The charges applicable to each revenue code.

730 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

730 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

730 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

730 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

730 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

730 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

730 COINSURANCE The actual coinsurance amount from the paid claim record.

730 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

730 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

730 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

740 CLAIMS Currently this field has no cost report usage.

740 UNITS The number of units applicable to each revenue code.

740 CHARGES The charges applicable to each revenue code.

740 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

740 DESCRIPTION The description of each revenue code and its associated

covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)
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740 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

740 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

740 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

740 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

740 COINSURANCE The actual coinsurance amount from the paid claim record.

740 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

740 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

740 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

750 CLAIMS Currently this field has no cost report usage.

750 UNITS The number of units applicable to each revenue code.

750 CHARGES The charges applicable to each revenue code.

750 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

750 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

750 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

750 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

750 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

750 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

750 COINSURANCE The actual coinsurance amount from the paid claim record.

750 NET MSP PAYMENTS The net payment made by a higher priority payer under the

MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.
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750 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

750 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

760 CLAIMS Currently this field has no cost report usage.

760 UNITS The number of units applicable to each revenue code.

760 CHARGES The charges applicable to each revenue code.

760 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

760 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

760 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

760 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

760 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

760 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

760 COINSURANCE The actual coinsurance amount from the paid claim record.

760 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

760 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

760 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

770 CLAIMS Currently this field has no cost report usage.

770 UNITS The number of units applicable to each revenue code.

770 CHARGES The charges applicable to each revenue code.

770 REV CODE Each revenue code and its associated covered units and

charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)
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770 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

770 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

770 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

770 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

770 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

770 COINSURANCE The actual coinsurance amount from the paid claim record.

770 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

770 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

770 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

850 CLAIMS Currently this field has no cost report usage.

850 UNITS The number of units applicable to each revenue code.

850 CHARGES The charges applicable to each revenue code.

850 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

850 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

850 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

850 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

850 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

850 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

850 COINSURANCE The actual coinsurance amount from the paid claim record.
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850 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

850 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

850 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

85C CLAIMS Currently this field has no cost report usage.

85C UNITS The number of units applicable to each revenue code.

85C CHARGES The charges applicable to each revenue code.

85C REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

85C DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

85C TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

85C GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

85C CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

85C BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

85C COINSURANCE The actual coinsurance amount from the paid claim record.

85C NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

85C NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

85C CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

125 CLAIMS Currently this field has no cost report usage.

125 UNITS The number of units applicable to each revenue code.

125 CHARGES The charges applicable to each revenue code.
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125 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

125 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

125 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

125 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

125 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

125 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

125 COINSURANCE The actual coinsurance amount from the paid claim record.

125 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

125 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

125 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

135 CLAIMS Currently this field has no cost report usage.

135 UNITS The number of units applicable to each revenue code.

135 CHARGES The charges applicable to each revenue code.

135 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

135 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

135 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

135 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

135 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

135 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim

record.
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135 COINSURANCE The actual coinsurance amount from the paid claim record.

135 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

135 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

135 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

145 CLAIMS Currently this field has no cost report usage.

145 UNITS The number of units applicable to each revenue code.

145 CHARGES The charges applicable to each revenue code.

145 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

145 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

145 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

145 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

145 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

145 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

145 COINSURANCE The actual coinsurance amount from the paid claim record.

145 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

145 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

145 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

225 CLAIMS Currently this field has no cost report usage.

225 UNITS The number of units applicable to each revenue code.
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225 CHARGES The charges applicable to each revenue code.

225 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

225 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

225 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

225 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

225 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

225 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

225 COINSURANCE The actual coinsurance amount from the paid claim record.

225 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

225 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

225 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

235 CLAIMS Currently this field has no cost report usage.

235 UNITS The number of units applicable to each revenue code.

235 CHARGES The charges applicable to each revenue code.

235 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

235 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

235 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

235 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

235 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.
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235 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

235 COINSURANCE The actual coinsurance amount from the paid claim record.

235 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

235 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

235 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

345 CLAIMS Currently this field has no cost report usage.

345 UNITS The number of units applicable to each revenue code.

345 CHARGES The charges applicable to each revenue code.

345 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

345 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

345 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

345 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

345 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

345 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

345 COINSURANCE The actual coinsurance amount from the paid claim record.

345 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

345 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

345 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS

Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.
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715 CLAIMS Currently this field has no cost report usage.

715 UNITS The number of units applicable to each revenue code.

715 CHARGES The charges applicable to each revenue code.

715 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

715 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

715 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

715 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

715 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

715 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

715 COINSURANCE The actual coinsurance amount from the paid claim record.

715 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

715 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

715 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

735 CLAIMS Currently this field has no cost report usage.

735 UNITS The number of units applicable to each revenue code.

735 CHARGES The charges applicable to each revenue code.

735 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

735 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

735 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

735 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim

basis.
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735 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

735 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

735 COINSURANCE The actual coinsurance amount from the paid claim record.

735 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

735 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

735 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

738 CLAIMS Currently this field has no cost report usage.

738 UNITS The number of units applicable to each revenue code.

738 CHARGES The charges applicable to each revenue code.

738 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

738 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

738 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

738 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

738 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

738 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

738 COINSURANCE The actual coinsurance amount from the paid claim record.

738 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

738 NET REIMBURSEMENT This amount represents an accumulation of interim payments

made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)
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738 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

745 CLAIMS Currently this field has no cost report usage.

745 UNITS The number of units applicable to each revenue code.

745 CHARGES The charges applicable to each revenue code.

745 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

745 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

745 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

745 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

745 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

745 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

745 COINSURANCE The actual coinsurance amount from the paid claim record.

745 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

745 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

745 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

755 CLAIMS Currently this field has no cost report usage.

755 UNITS The number of units applicable to each revenue code.

755 CHARGES The charges applicable to each revenue code.

755 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

755 DESCRIPTION The description of each revenue code and its associated

covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)
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755 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

755 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

755 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

755 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

755 COINSURANCE The actual coinsurance amount from the paid claim record.

755 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

755 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

755 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

765 CLAIMS Currently this field has no cost report usage.

765 UNITS The number of units applicable to each revenue code.

765 CHARGES The charges applicable to each revenue code.

765 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

765 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

765 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

765 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

765 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

765 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

765 COINSURANCE The actual coinsurance amount from the paid claim record.

765 NET MSP PAYMENTS The net payment made by a higher priority payer under the

MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.
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765 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

765 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

775 CLAIMS Currently this field has no cost report usage.

775 UNITS The number of units applicable to each revenue code.

775 CHARGES The charges applicable to each revenue code.

775 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

775 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

775 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

775 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

775 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

775 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

775 COINSURANCE The actual coinsurance amount from the paid claim record.

775 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

775 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

775 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

778 CLAIMS Currently this field has no cost report usage.

778 UNITS The number of units applicable to each revenue code.

778 CHARGES The charges applicable to each revenue code.

778 REV CODE Each revenue code and its associated covered units and

charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)
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778 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

778 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

778 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

778 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

778 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

778 COINSURANCE The actual coinsurance amount from the paid claim record.

778 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

778 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

778 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

835 CLAIMS Currently this field has no cost report usage.

835 UNITS The number of units applicable to each revenue code.

835 CHARGES The charges applicable to each revenue code.

835 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

835 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

835 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

835 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

835 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

835 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

835 COINSURANCE The actual coinsurance amount from the paid claim record.
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835 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

835 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

835 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

855 CLAIMS Currently this field has no cost report usage.

855 UNITS The number of units applicable to each revenue code.

855 CHARGES The charges applicable to each revenue code.

855 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

855 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

855 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

855 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

855 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

855 BLOOD DEDUCTIBLE The actual blood deductible amount from the paid claim
record.

855 COINSURANCE The actual coinsurance amount from the paid claim record.

855 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

855 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

855 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

720 CLAIMS Currently this field has no cost report usage.

720 UNITS - Rev Code 821 - Cond Code 71 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 821 - Cond Code 72 | The number of units applicable to each revenue code.
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720 UNITS - Rev Code 821 - Cond Code 73 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 821 - Cond Code 74 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 821 - Cond Code 76 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 831 - Cond Code 71 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 831 - Cond Code 72 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 831 - Cond Code 73 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 831 - Cond Code 74 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 831 - Cond Code 76 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 841 - Cond Code 73 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 841 - Cond Code 74 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 851 - Cond Code 73 | The number of units applicable to each revenue code.

720 UNITS - Rev Code 851 - Cond Code 74 | The number of units applicable to each revenue code.

720 CQOV CHG/PYMTS The charges applicable to each revenue code.

720 AVG PYMT RATE - Rev Code 821 - The average composite rate reimbursement by treatment
Cond Code 71 type.

720 AVG PYMT RATE - Rev Code 821 - The average composite rate reimbursement by treatment
Cond Code 72 type.

720 AVG PYMT RATE - Rev Code 821 - The average composite rate reimbursement by treatment
Cond Code 73 type.

720 AVG PYMT RATE - Rev Code 821 - The average composite rate reimbursement by treatment
Cond Code 74 type.

720 AVG PYMT RATE - Rev Code 821 - The average composite rate reimbursement by treatment
Cond Code 76 type.

720 AVG PYMT RATE - Rev Code 831 - The average composite rate reimbursement by treatment
Cond Code 71 type.

720 AVG PYMT RATE - Rev Code 831 - The average composite rate reimbursement by treatment
Cond Code 72 type.

720 AVG PYMT RATE - Rev Code 831 - The average composite rate reimbursement by treatment
Cond Code 73 type.

720 AVG PYMT RATE - Rev Code 831 - The average composite rate reimbursement by treatment
Cond Code 74 type.

720 AVG PYMT RATE - Rev Code 831 - The average composite rate reimbursement by treatment
Cond Code 76 type.

720 AVG PYMT RATE - Rev Code 841 - The average composite rate reimbursement by treatment
Cond Code 73 type.

720 AVG PYMT RATE - Rev Code 841 - The average composite rate reimbursement by treatment
Cond Code 74 type.

720 AVG PYMT RATE - Rev Code 851 - The average composite rate reimbursement by treatment
Cond Code 73 type.
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720 AVG PYMT RATE - Rev Code 851 - The average composite rate reimbursement by treatment

Cond Code 74 type.

720 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

720 ESRD COND CODE The condition code tells the type of treatment furnished.

720 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

720 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

720 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

720 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

720 COINSURANCE The actual coinsurance amount from the paid claim record.

720 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

720 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

720 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

725 CLAIMS Currently this field has no cost report usage.

725 UNITS The number of units applicable to each revenue code.

725 COV CHG/PYMTS The charges applicable to each revenue code.

725 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

725 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

725 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

725 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

725 CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

725 COINSURANCE The actual coinsurance amount from the paid claim record.
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725 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

725 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

725 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

72A CLAIMS Currently this field has no cost report usage.

72A UNITS The number of units applicable to each revenue code.

72A CHARGES The charges applicable to each revenue code.

72A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

72A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

72A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

72A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

72A CASH DEDUCTIBLE The actual cash deductible amount from the paid claim record.

72A COINSURANCE The actual coinsurance amount from the paid claim record.

72A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

72A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

72A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

810 MEDICARE DAYS Currently this field has no cost report usage.

810 CLAIMS Currently this field has no cost report usage.

810 TOTAL UNDUPLICATED CENSUS The unduplicated census count of the hospice for all patients

COUNT initially admitted and filing an election within the reporting
period.
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810 UNDUP DAYS Currently this field has no cost report usage.

810 HOURS - REV CODE 0652 The number of hours applicable to this revenue code.

810 UNITS - REV CODE 0651 The number of units applicable to each revenue code.

810 UNITS - REV CODE 0652 The number of hours applicable to this revenue code.

810 UNITS - REV CODE 0655 The number of units applicable to each revenue code.

810 UNITS - REV CODE 0656 The number of units applicable to each revenue code.

810 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

810 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

810 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

810 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

810 DEDUCTIBLES The actual deductible amount from the paid claim record.

810 COINSURANCE The actual coinsurance amount from the paid claim record.

810 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

810 MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

810 OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

810 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

810 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

810 PRE-EVALUATION SERVICES This amount represents the accumulation of interim payments
made for hospice pre-evaluation testing and counseling
services. This amount should not be included in the interim
payments when calculating the Hospice Cap.

81A MEDICARE DAYS Currently this field has no cost report usage.

81A CLAIMS Currently this field has no cost report usage.
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81A TOTAL UNDUPLICATED CENSUS The unduplicated census count of the hospice for all patients

COUNT initially admitted and filing an election within the reporting

period.

81A UNDUP DAYS Currently this field has no cost report usage.

81A HOURS The number of hours applicable to this revenue code.

81A UNITS - REV CODE 0651 The number of units applicable to each revenue code.

81A UNITS - REV CODE 0652 The number of hours applicable to this revenue code.

81A UNITS - REV CODE 0655 The number of units applicable to each revenue code.

81A UNITS - REV CODE 0656 The number of units applicable to each revenue code.

81A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

81A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

81A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

81A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

81A DEDUCTIBLES The actual deductible amount from the paid claim record.

81A COINSURANCE The actual coinsurance amount from the paid claim record.

81A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

81A MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

81A OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

81A NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

81A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

81A PRE-EVALUATION SERVICES This amount represents the accumulation of interim payments

made for hospice pre-evaluation testing and counseling
services. This amount should not be included in the interim
payments when calculating the Hospice Cap.
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820 MEDICARE DAYS Currently this field has no cost report usage.

820 CLAIMS Currently this field has no cost report usage.

820 TOTAL UNDUPLICATED CENSUS The unduplicated census count of the hospice for all patients

COUNT initially admitted and filing an election within the reporting
period.

820 UNDUP DAYS Currently this field has no cost report usage.

820 HOURS The number of hours applicable to this revenue code.

820 UNITS - REV CODE 0651 The number of units applicable to each revenue code.

820 UNITS - REV CODE 0652 The number of hours applicable to this revenue code.

820 UNITS - REV CODE 0655 The number of units applicable to each revenue code.

820 UNITS - REV CODE 0656 The number of units applicable to each revenue code.

820 REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

820 DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

820 TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

820 GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

820 DEDUCTIBLES The actual deductible amount from the paid claim record.

820 COINSURANCE The actual coinsurance amount from the paid claim record.

820 NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

820 MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

820 OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

820 NET REIMBURSEMENT This amount represents an accumulation of interim payments
made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)

820 CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS

Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.
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820 PRE-EVALUATION SERVICES This amount represents the accumulation of interim payments
made for hospice pre-evaluation testing and counseling
services. This amount should not be included in the interim
payments when calculating the Hospice Cap.

82A MEDICARE DAYS Currently this field has no cost report usage.

82A CLAIMS Currently this field has no cost report usage.

82A TOTAL UNDUPLICATED CENSUS The unduplicated census count of the hospice for all patients

COUNT initially admitted and filing an election within the reporting

period.

82A UNDUP DAYS Currently this field has no cost report usage.

82A HOURS The number of hours applicable to this revenue code.

82A UNITS - REV CODE 0651 The number of units applicable to each revenue code.

82A UNITS - REV CODE 0652 The number of hours applicable to this revenue code.

82A UNITS - REV CODE 0655 The number of units applicable to each revenue code.

82A UNITS - REV CODE 0656 The number of units applicable to each revenue code.

82A REV CODE Each revenue code and its associated covered units and
charges. (See IOM 100-04, Chapter 25, Section 60.4 for a
complete listing of revenue codes.)

82A DESCRIPTION The description of each revenue code and its associated
covered units and charges. (See IOM 100-04, Chapter 25,
Section 60.4 for a complete listing and a description of all
revenue codes.)

82A TOTAL COVERED CHARGES All Medicare covered charges associated with revenue codes
designated as ancillary.

82A GROSS REIMBURSEMENT The gross amount paid to the provider on a claim-by-claim
basis.

82A DEDUCTIBLES The actual deductible amount from the paid claim record.

82A COINSURANCE The actual coinsurance amount from the paid claim record.

82A NET MSP PAYMENTS The net payment made by a higher priority payer under the
MSP provisions is shown in this field. Note: Primary payments
are first allocated to the extent of any deductibles or
coinsurance.

82A MSP RECONCILIATION This field is the accumulation of the difference between the
Medicare allowable amount and the actual Medicare
reimbursement. This occurs in situations where there is OTAF
or MSP-LCC.

82A OTHER ADJUSTMENTS This amount should be zero. If not please investigate the
amount by using Detail Other Reports.

82A NET REIMBURSEMENT This amount represents an accumulation of interim payments

made on the claims. (This does not include payments such as
bi-weekly pass-through payments, lump sums and financial
adjustments, etc.)
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82A CLAIM INTEREST PAYMENTS Interest payments are accumulated primarily for the IRS
Form-1099 reporting requirements. The amounts shown are
related to the claims payment timeliness (CPT) provisions.

82A PRE-EVALUATION SERVICES This amount represents the accumulation of interim payments
made for hospice pre-evaluation testing and counseling
services. This amount should not be included in the interim
payments when calculating the Hospice Cap.

322 COUNT This is the total number of Requests for Advance Payment
(RAP) for Part B.

322 REIMB This is the total RAP payment amount for Part B.

322 TOTAL INITIAL RAP This is the initial Request for Advance Payment (RAP)
submitted by the HHA for Part B.

322 RAP CANCELLED BY CLAIM This is a claim cancel normally part of a claim adjustment for
Part B.

322 RAP AUTO CANCELLED This is the (initial) RAP cancel which is made when the final
RAP is processed for Part B.

322 RAP PROVIDER CANCELLED This is a RAP cancel initiated by the HHA for Part B.

322 RAP FI CANCELLED This is the RAP cancel by the FI since the HHA did not submit
the final RAP within the required timeline for Part B.

322 TOTAL CANCELLED RAPS This is the total of all RAP cancel types for Part B.

322 TOT RAPS OUTSTANDING This indicates the difference between the initial and final RAP
payments for Part B.

322 GROSS REIMBURSEMENT This is the gross RAP payment for Part B.

322 NET REIMBURSEMENT This is the net RAP payment for Part B.

332 COUNT This is the total number of Requests for Advance Payment
(RAP) for PART A.

332 REIMB This is the total RAP payment amount for PART A.

332 TOTAL INITIAL RAP this is the initial Request for Advance (RAP) submitted by the
HHA for Part A.

332 RAP CANCELLED BY CLAIM This is a claim cancel normally part of a claim adjustment for
Part A.

332 RAP AUTO CANCELLED This is the (initial) RAP cancel which is made when the final
RAP is processed for Part A.

332 RAP PROVIDER CANCELLED This is a RAP cancel initiated by the HHA for Part A.

332 RAP FI CANCELLED This is the RAP cancel by the FI since the HHA did not submit
the final RAP within required timeline for Part A.

332 TOTAL CANCELLED RAPS This is the total of all RAP cancel types for Part A.

332 TOT RAPS OUTSTANDING This indicates the difference between the initial and final RAP
payments for Part A.

332 GROSS REIMBURSEMENT This is the gross RAP payment for Part A

332 NET REIMBURSEMENT This is the net RAP payment for Part A.
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329 FULL 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

329 FULL 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 FULL 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 FULL 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 FULL 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 FULL 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 FULL 0623 - Displays by itself These fields are not populated on this report.

329 FULL All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 LUPA 0023 - Does not display These fields are not populated on this report.

329 LUPA 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 LUPA 0274 - Displays by itself These fields are not populated on this report.

329 LUPA 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 LUPA 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 LUPA 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 LUPA 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 LUPA 055X - All revenue code lines These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 LUPA 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056*
are rolled up

329 LUPA 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 LUPA 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 LUPA 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 LUPA 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 LUPA 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 LUPA 0623 - Displays by itself These fields are not populated on this report.

329 LUPA All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 PEP 0023 - Does not display These fields are not populated on this report.

329 PEP 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 PEP 0274 - Displays by itself These fields are not populated on this report.

329 PEP 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 PEP 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 PEP 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 PEP 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 PEP 055X - All revenue code lines These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 PEP 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056*
are rolled up

329 PEP 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 PEP 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 PEP 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 PEP 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 PEP 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 PEP 0623 - Displays by itself These fields are not populated on this report.

329 PEP All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 SCIC/PEP 0023 - Does not display These fields are not populated on this report.

329 SCIC/PEP 027X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 SCIC/PEP 0274 - Displays by itself These fields are not populated on this report.

329 SCIC/PEP 029X - All revenue codes These fields are not populated on this report.
lines where the first three positions =
‘029" are rolled up

329 SCIC/PEP 042X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 SCIC/PEP 043X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 SCIC/PEP 044X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 SCIC/PEP 055X - All revenue code lines | These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 SCIC/PEP 056X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '056'
are rolled up

329 SCIC/PEP 057X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 SCIC/PEP 058X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 SCIC/PEP 059X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 SCIC/PEP 060X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 SCIC/PEP 062X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 SCIC/PEP 0623 - Displays by itself These fields are not populated on this report.

329 SCIC/PEP All other Rev Codes display These fields are not populated on this report.
as they come in on the claim (they do
not roll up)

329 SCIC 0023 - Does not display These fields are not populated on this report.

329 SCIC 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 SCIC 0274 - Displays by itself These fields are not populated on this report.

329 SCIC 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 SCIC 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 SCIC 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 SCIC 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 SCIC 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up
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329 SCIC 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

329 SCIC 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 SCIC 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 SCIC 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 SCIC 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 SCIC 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 SCIC 0623 - Displays by itself These fields are not populated on this report.

329 SCIC All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 TOTAL 0023 - Does not display These fields are not populated on this report.

329 TOTAL 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 TOTAL 0274 - Displays by itself These fields are not populated on this report.

329 TOTAL 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 TOTAL 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 TOTAL 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 TOTAL 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 TOTAL 055X - All revenue code lines These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 TOTAL 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056*
are rolled up

329 TOTAL 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 TOTAL 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 TOTAL 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 TOTAL 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 TOTAL 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 TOTAL 0623 - Displays by itself These fields are not populated on this report.

329 TOTAL All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 FULL 0023 - Does not display These fields are not populated on this report.

329 FULL 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 FULL 0274 - Displays by itself These fields are not populated on this report.

329 FULL 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 FULL 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 FULL 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 FULL 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 FULL 055X - All revenue code lines These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 FULL 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

329 FULL 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 FULL 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 FULL 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 FULL 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 FULL 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 FULL 0623 - Displays by itself These fields are not populated on this report.

329 FULL All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 LUPA 0023 - Does not display These fields are not populated on this report.

329 LUPA 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 LUPA 0274 - Displays by itself These fields are not populated on this report.

329 LUPA 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 LUPA 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 LUPA 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 LUPA 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 LUPA 055X - All revenue code lines These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 LUPA 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056*
are rolled up

329 LUPA 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 LUPA 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 LUPA 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 LUPA 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 LUPA 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 LUPA 0623 - Displays by itself These fields are not populated on this report.

329 LUPA All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 PEP 0023 - Does not display These fields are not populated on this report.

329 PEP 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 PEP 0274 - Displays by itself These fields are not populated on this report.

329 PEP 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 PEP 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 PEP 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 PEP 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 PEP 055X - All revenue code lines These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 PEP 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056*
are rolled up

329 PEP 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 PEP 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 PEP 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 PEP 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 PEP 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 PEP 0623 - Displays by itself These fields are not populated on this report.

329 PEP All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 SCIC/PEP 0023 - Does not display These fields are not populated on this report.

329 SCIC/PEP 027X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 SCIC/PEP 0274 - Displays by itself These fields are not populated on this report.

329 SCIC/PEP 029X - All revenue codes These fields are not populated on this report.
lines where the first three positions =
‘029" are rolled up

329 SCIC/PEP 042X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 SCIC/PEP 043X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 SCIC/PEP 044X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 SCIC/PEP 055X - All revenue code lines | These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 SCIC/PEP 056X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '056'
are rolled up

329 SCIC/PEP 057X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 SCIC/PEP 058X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 SCIC/PEP 059X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 SCIC/PEP 060X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 SCIC/PEP 062X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 SCIC/PEP 0623 - Displays by itself These fields are not populated on this report.

329 SCIC/PEP All other Rev Codes display These fields are not populated on this report.
as they come in on the claim (they do
not roll up)

329 SCIC 0023 - Does not display These fields are not populated on this report.

329 SCIC 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 SCIC 0274 - Displays by itself These fields are not populated on this report.

329 SCIC 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 SCIC 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 SCIC 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 SCIC 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 SCIC 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up
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329 SCIC 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

329 SCIC 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 SCIC 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 SCIC 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 SCIC 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 SCIC 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 SCIC 0623 - Displays by itself These fields are not populated on this report.

329 SCIC All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 TOTAL 0023 - Does not display These fields are not populated on this report.

329 TOTAL 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 TOTAL 0274 - Displays by itself These fields are not populated on this report.

329 TOTAL 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 TOTAL 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 TOTAL 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 TOTAL 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 TOTAL 055X - All revenue code lines These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 TOTAL 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056*
are rolled up

329 TOTAL 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 TOTAL 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 TOTAL 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 TOTAL 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 TOTAL 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 TOTAL 0623 - Displays by itself These fields are not populated on this report.

329 TOTAL All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 FULL 0023 - Does not display These fields are not populated on this report.

329 FULL 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 FULL 0274 - Displays by itself These fields are not populated on this report.

329 FULL 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 FULL 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 FULL 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 FULL 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 FULL 055X - All revenue code lines These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 FULL 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

329 FULL 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 FULL 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 FULL 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 FULL 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 FULL 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 FULL 0623 - Displays by itself These fields are not populated on this report.

329 FULL All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 LUPA 0023 - Does not display These fields are not populated on this report.

329 LUPA 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 LUPA 0274 - Displays by itself These fields are not populated on this report.

329 LUPA 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 LUPA 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 LUPA 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 LUPA 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 LUPA 055X - All revenue code lines These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 LUPA 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056*
are rolled up

329 LUPA 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 LUPA 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 LUPA 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 LUPA 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 LUPA 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 LUPA 0623 - Displays by itself These fields are not populated on this report.

329 LUPA All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 PEP 0023 - Does not display These fields are not populated on this report.

329 PEP 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 PEP 0274 - Displays by itself These fields are not populated on this report.

329 PEP 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 PEP 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 PEP 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 PEP 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 PEP 055X - All revenue code lines These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 PEP 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056*
are rolled up

329 PEP 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 PEP 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 PEP 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 PEP 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 PEP 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 PEP 0623 - Displays by itself These fields are not populated on this report.

329 PEP All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 SCIC/PEP 0023 - Does not display These fields are not populated on this report.

329 SCIC/PEP 027X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 SCIC/PEP 0274 - Displays by itself These fields are not populated on this report.

329 SCIC/PEP 029X - All revenue codes These fields are not populated on this report.
lines where the first three positions =
‘029" are rolled up

329 SCIC/PEP 042X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 SCIC/PEP 043X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 SCIC/PEP 044X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 SCIC/PEP 055X - All revenue code lines | These fields are not populated on this report.

where the first three positions = '055'
are rolled up
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329 SCIC/PEP 056X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '056'
are rolled up

329 SCIC/PEP 057X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 SCIC/PEP 058X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 SCIC/PEP 059X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 SCIC/PEP 060X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 SCIC/PEP 062X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 SCIC/PEP 0623 - Displays by itself These fields are not populated on this report.

329 SCIC/PEP All other Rev Codes display These fields are not populated on this report.
as they come in on the claim (they do
not roll up)

329 SCIC 0023 - Does not display These fields are not populated on this report.

329 SCIC 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

329 SCIC 0274 - Displays by itself These fields are not populated on this report.

329 SCIC 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

329 SCIC 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

329 SCIC 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

329 SCIC 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

329 SCIC 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up
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329 SCIC 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

329 SCIC 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

329 SCIC 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

329 SCIC 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

329 SCIC 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

329 SCIC 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

329 SCIC 0623 - Displays by itself These fields are not populated on this report.

329 SCIC All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

329 TOTAL 0023 - Does not display These fields are not populated on this report.

329 TOTAL 027X - All revenue code lines Part B durable medical equipment payments without outlier.
where the first three positions = '027*
(excluding 0274) are rolled up

329 TOTAL 0274 - Displays by itself Total Part B Prosthetics & Orthotics charges without outlier.

329 TOTAL 029X - All revenue codes lines Total Part B Durable Med Equip charges without outlier.
where the first three positions = '029*
are rolled up

329 TOTAL 042X - All revenue code lines Part B physical therapy count for full episodes without outlier.
where the first three positions = '042*
are rolled up

329 TOTAL 043X - All revenue code lines Part B occupational therapy count without outlier.
where the first three positions = '043'
are rolled up

329 TOTAL 044X - All revenue code lines Part B speech count without outlier.
where the first three positions = '044'
are rolled up

329 TOTAL 055X - All revenue code lines Part B nursing count without outlier.

where the first three positions = '055'
are rolled up
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329 TOTAL 056X - All revenue code lines Part B med soc serv without outlier.
where the first three positions = '056*
are rolled up
329 TOTAL 057X - All revenue code lines Part B home health aide count without outlier.
where the first three positions = '057*
are rolled up
329 TOTAL 058X - All revenue code lines Total Part B visits without outlier.
where the first three positions = '058'
are rolled up
329 TOTAL 059X - All revenue code lines Total Part B visits without outlier.
where the first three positions = '059'
are rolled up
329 TOTAL 060X - All revenue code lines Total Part B Oxygen charges without outlier.
where the first three positions = '060*
are rolled up
329 TOTAL 062X - All revenue code lines Total Part B Med Supplies charges without outlier.
where the first three positions =
are rolled up
329 TOTAL 0623 - Displays by itself Total Part B Surgical Dressings charges without outlier.
329 TOTAL All other Rev Codes display as All other Part B Revenue Code Charges.
they come in on the claim (they do not
roll up)
329 FULL # EPISODES WITHOUT OUTLIER Part B number of Episodes without outlier for full episodes.
329 FULL HIPPS REIMBURSEMENT Part B HIPPS Reimbursement without outlier for full episodes.
WITHOUT OUTLIER
329 FULL # EPISODES WITH OUTLIER Part B number of Episodes with outlier for full episodes.
329 FULL HIPPS REIMBURSEMENT WITH Part B HIPPS Reimbursement with outlier for full episodes.
OUTLIER
329 FULL OUTLIER REIMBURSEMENTS Part B outlier reimbursement for full episodes.
329 FULL PROSTHETIC/ORTHOTIC This is prosthetics and orthotics for full episodes.
DEVICES
329 FULL DME This is DME for full episodes.
329 FULL OXYGEN This is oxygen for full episodes.
329 FULL OTHER FEE REIMBURSEMENTS Part B Other Fee for full episodes.
329 FULL GROSS REIMBURSEMENT Part B gross reimbursement for full episodes.
329 FULL DEDUCTIBLES This is deductibles for Part B.
329 FULL COINSURANCE This is coinsurance for Part B.
329 FULL NET MSP PAYMENTS This is MSP for Part B.
329 FULL MSP RECONCILIATION Net MSP for Part B.
329 FULL OTHER ADJUSTMENTS Other adjustments for Part B.
329 FULL NET REIMBURSEMENT Net reimbursement for Part B.

User Manual
May 2011
Version No. 04.00

Report Data

B-127




Provider Statistical and Reimbursement System

Report

Type Data Element Description

329 FULL CLAIM INTEREST PAYMENTS Part B claim interest payment for full episode.

329 LUPA # EPISODES WITHOUT OUTLIER This is Part B number episodes without outlier for LUPA.

329 LUPA HIPPS REIMBURSEMENT This is Part B HHPPS reimbursement without outlier for LUPA.
WITHOUT OUTLIER

329 LUPA # EPISODES WITH OUTLIER This is Part B number episodes with outlier for LUPA.

329 LUPA HIPPS REIMBURSEMENT WITH This is Part B HHPPS reimbursement with outlier for LUPA.
OUTLIER

329 LUPA OUTLIER REIMBURSEMENTS This is Part B outlier reimbursement for LUPA.

329 LUPA PROSTHETIC/ORTHOTIC This is Part B P&O for LUPA.
DEVICES

329 LUPA DME This is Part B DME for LUPA.

329 LUPA OXYGEN This is Part B oxygen for LUPA.

329 LUPA OTHER FEE REIMBURSEMENTS This is Part B - other fee, LUPA.

329 LUPA GROSS REIMBURSEMENT Part B Gross Reimbursement for LUPA.

329 LUPA DEDUCTIBLES This is Part B deductibles for LUPA.

329 LUPA COINSURANCE This is Part B coinsurance for LUPA.

329 LUPA NET MSP PAYMENTS This is Part B MSP recon for LUPA.

329 LUPA MSP RECONCILIATION This is Part B net MSP payment for LUPA.

329 LUPA OTHER ADJUSTMENTS This is Part B other adjustments for LUPA.

329 LUPA NET REIMBURSEMENT This is Part B net reimbursement for LUPA.

329 LUPA CLAIM INTEREST PAYMENTS Part B Claim Interest Payments for LUPA.

329 PEP # EPISODES WITHOUT OUTLIER This is Part B number of episodes without outlier for PEP.

329 PEP HIPPS REIMBURSEMENT WITHOUT | This is Part B HHPPS reimbursement without outlier for PEP.
OUTLIER

329 PEP # EPISODES WITH OUTLIER This is Part B number of episodes with outlier for PEP.

329 PEP HIPPS REIMBURSEMENT WITH This is Part B HHPPS reimbursement with outlier for PEP.
OUTLIER

329 PEP OUTLIER REIMBURSEMENTS This is Part B outlier reimbursement for PEP.

329 PEP PROSTHETIC/ORTHOTIC DEVICES This is Part B P&O for PEP.

329 PEP DME This is Part B DME for PEP.

329 PEP OXYGEN This is Part B oxygen for PEP.

329 PEP OTHER FEE REIMBURSEMENTS This is Part B - other fee PEP.

329 PEP GROSS REIMBURSEMENT Part B Gross Reimbursement for PEP.

329 PEP DEDUCTIBLES This is Part B deductibles for PEP.

329 PEP COINSURANCE This is Part B coinsurance for PEP.

329 PEP NET MSP PAYMENTS This is Part B MSP recon for PEP.

329 PEP MSP RECONCILIATION This is Part B net MSP payment for PEP.

329 PEP OTHER ADJUSTMENTS This is Part B other adjustments for PEP.
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329 PEP NET REIMBURSEMENT This is Part B net reimbursement for PEP.

329 PEP CLAIM INTEREST PAYMENTS Part B Claim Interest Payments for PEP.

329 SCIC/PEP # EPISODES WITHOUT This is Part B number of episodes without outlier for PEP.
OUTLIER

329 SCIC/PEP HIPPS REIMBURSEMENT This is Part B HHPPS reimbursement without outlier for
WITHOUT OUTLIER SCIS/PEP.

329 SCIC/PEP # EPISODES WITH OUTLIER This is Part B number of episodes with outlier for SCIC/PEP.

329 SCIC/PEP HIPPS REIMBURSEMENT This is Part B HHPPS reimbursement with outlier for SCIC/PEP.
WITH OUTLIER

329 SCIC/PEP OUTLIER REIMBURSEMENTS This is Part B OUTLIER reimbursement for SCIC/PEP.

329 SCIC/PEP PROSTHETIC/ORTHOTIC This is Part B P&O for SCIC/PEP.
DEVICES

329 SCIC/PEP DME This is Part B DME for SCIS/PEP.

329 SCIC/PEP OXYGEN This is Part B oxygen for SCIC/PEP.

329 SCIC/PEP OTHER FEE This is Part B - other fee SCIC/PEP.
REIMBURSEMENTS

329 SCIC/PEP GROSS REIMBURSEMENT Part B Gross Reimbursement for SCIC/PEP.

329 SCIC/PEP DEDUCTIBLES This is Part B deduct for SCIC/PEP.

329 SCIC/PEP COINSURANCE This is Part B coinsurance for SCIC/PEP.

329 SCIC/PEP NET MSP PAYMENTS This is Part B MSP recon for SCIC/PEP.

329 SCIC/PEP MSP RECONCILIATION This is Part B net MSP payment for SCIC/PEP.

329 SCIC/PEP OTHER ADJUSTMENTS This is Part B other adjustment for SCIC/ PEP.

329 SCIC/PEP NET REIMBURSEMENT This is Part B NET reimbursement for SCIC/PEP.

329 SCIC/PEP CLAIM INTEREST PAYMENTS Part B Claim Interest Payments for SCIC/PEP.

329 SCIC # EPISODES WITHOUT OUTLIER Part B number of episodes without outlier for SCIC.

329 SCIC HIPPS REIMBURSEMENT This is Part B number of episodes without outlier for SCIC
WITHOUT OUTLIER only.

329 SCIC # EPISODES WITH OUTLIER This is Part B HHPPS reimbursement without outlier for SCIC

only.

329 SCIC HIPPS REIMBURSEMENT WITH This is Part B number of episodes with outlier for SCIC only.
OUTLIER

329 SCIC OUTLIER REIMBURSEMENTS This is Part B HHPPS reimbursement with outlier for SCIC

only.

329 SCIC PROSTHETIC/ORTHOTIC This is Part B outlier reimbursement for SCIC only.
DEVICES

329 SCIC DME This is Part B P&O for SCIC only.

329 SCIC OXYGEN This is Part B DME for SCIC only.

329 SCIC OTHER FEE REIMBURSEMENTS This is Part B oxygen for SCIC only.

329 SCIC GROSS REIMBURSEMENT This is Part B - other fee SCIC only.
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329 SCIC DEDUCTIBLES Part B deductibles for SCIC.

329 SCIC COINSURANCE This is Part B deductibles for SCIC only.

329 SCIC NET MSP PAYMENTS This is Part B coinsurance for SCIC only.

329 SCIC MSP RECONCILIATION This is Part B MSP reconciliation for SCIC only.

329 SCIC OTHER ADJUSTMENTS This is Part B net MSP payment for SCIC only.

329 SCIC NET REIMBURSEMENT This is Part B other adjustments for SCIC only.

329 SCIC CLAIM INTEREST PAYMENTS This is Part B NET reimbursement for SCIC only.

329 TOTAL HIPPS REIMBURSEMENT Total Part B HIPPS reimbursement without outlier.
WITHOUT OUTLIER

329 TOTAL # EPISODES WITH OUTLIER

329 TOTAL HIPPS REIMBURSEMENT WITH This is the total Part B number of episodes without outlier.
OUTLIER

329 TOTAL OUTLIER REIMBURSEMENTS This is the total Part B HHPPS reimbursement without outlier.

329 TOTAL PROSTHETIC/ORTHOTIC This is the total Part B number of episodes with outlier.
DEVICES

329 TOTAL DME This is Part B HHPPS reimbursement with outlier for SCIC

only.

329 TOTAL OXYGEN This is Part B oxygen.

329 TOTAL OTHER FEE REIMBURSEMENTS This is Part B other fee.

329 TOTAL GROSS REIMBURSEMENT This is TOTAL Part B DME.

329 TOTAL DEDUCTIBLES This is Part B deductibles.

329 TOTAL COINSURANCE This is Part B coinsurance.

329 TOTAL NET MSP PAYMENTS This is Part B MSP payments.

329 TOTAL MSP RECONCILIATION This is Part B MSP reconciliation.

329 TOTAL OTHER ADJUSTMENTS This is Part B other adjustments.

329 TOTAL NET REIMBURSEMENT This is Part B net reimbursement.

329 TOTAL CLAIM INTEREST PAYMENTS Total Part B claim interest payments.

339 "Rev Code"(PDF)/ "Revenue These fields are not populated on this report.
Code"(CSV) Column)

339 FULL 0023 - Does not display These fields are not populated on this report.

339 FULL 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 FULL 0274 - Displays by itself These fields are not populated on this report.

339 FULL 029X - All revenue codes lines These fields are not populated on this report.
where the first three positions = '029*
are rolled up

User Manual
May 2011
Version No. 04.00

Report Data

B-130




Provider Statistical and Reimbursement System

Report

Type Data Element Description

339 FULL 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 FULL 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 FULL 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 FULL 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 FULL 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 FULL 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 FULL 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 FULL 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 FULL 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 FULL 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062*
are rolled up

339 FULL 0623 - Displays by itself These fields are not populated on this report.

339 FULL All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

339 LUPA 0023 - Does not display These fields are not populated on this report.

339 LUPA 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 LUPA 0274 - Displays by itself These fields are not populated on this report.

339 LUPA 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339 LUPA 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 LUPA 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 LUPA 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 LUPA 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 LUPA 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 LUPA 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 LUPA 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 LUPA 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 LUPA 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 LUPA 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

339 LUPA 0623 - Displays by itself These fields are not populated on this report.

339 LUPA All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

339 PEP 0023 - Does not display These fields are not populated on this report.

339 PEP 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 PEP 0274 - Displays by itself These fields are not populated on this report.

339 PEP 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339

PEP 042X - All revenue code lines
where the first three positions = '042*
are rolled up

These fields

are

not populated on this

report.

339

PEP 043X - All revenue code lines
where the first three positions = '043'
are rolled up

These fields

are

not populated on this

report.

339

PEP 044X - All revenue code lines
where the first three positions = '044'
are rolled up

These fields

are

not populated on this

report.

339

PEP 055X - All revenue code lines
where the first three positions = '055'
are rolled up

These fields

are

not populated on this

report.

339

PEP 056X - All revenue code lines
where the first three positions = '056'
are rolled up

These fields

are

not populated on this

report.

339

PEP 057X - All revenue code lines
where the first three positions = '057*
are rolled up

These fields

are

not populated on this

report.

339

PEP 058X - All revenue code lines
where the first three positions = '058'
are rolled up

These fields

are

not populated on this

report.

339

PEP 059X - All revenue code lines
where the first three positions = '059'
are rolled up

These fields

are

not populated on this

report.

339

PEP 060X - All revenue code lines
where the first three positions = '060*
are rolled up

These fields

are

not populated on this

report.

339

PEP 062X - All revenue code lines
where the first three positions = '062'
are rolled up

These fields

are

not populated on this

report.

339

PEP 0623 - Displays by itself

These fields

are

not populated on this

report.

339

PEP All other Rev Codes display as
they come in on the claim (they do not
roll up)

These fields

are

not populated on this

report.

339

SCIC/PEP 0023 - Does not display

These fields

are

not populated on this

report.

339

SCIC/PEP 027X - All revenue code lines
where the first three positions = '027*
(excluding 0274) are rolled up

These fields

are

not populated on this

report.

339

SCIC/PEP 0274 - Displays by itself

These fields

are

not populated on this

report.

339

SCIC/PEP 029X - All revenue codes
lines where the first three positions =
‘029" are rolled up

These fields

are

not populated on this

report.
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339 SCIC/PEP 042X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 SCIC/PEP 043X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 SCIC/PEP 044X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 SCIC/PEP 055X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 SCIC/PEP 056X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 SCIC/PEP 057X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 SCIC/PEP 058X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 SCIC/PEP 059X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 SCIC/PEP 060X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 SCIC/PEP 062X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '062*
are rolled up

339 SCIC/PEP 0623 - Displays by itself These fields are not populated on this report.

339 SCIC/PEP All other Rev Codes display These fields are not populated on this report.
as they come in on the claim (they do
not roll up)

339 SCIC 0023 - Does not display These fields are not populated on this report.

339 SCIC 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 SCIC 0274 - Displays by itself These fields are not populated on this report.

339 SCIC 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339 SCIC 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 SCIC 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 SCIC 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 SCIC 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 SCIC 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 SCIC 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 SCIC 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 SCIC 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 SCIC 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 SCIC 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062*
are rolled up

339 SCIC 0623 - Displays by itself These fields are not populated on this report.

339 SCIC All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

339 TOTAL 0023 - Does not display These fields are not populated on this report.

339 TOTAL 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 TOTAL 0274 - Displays by itself These fields are not populated on this report.

339 TOTAL 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339 TOTAL 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up
339 TOTAL 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up
339 TOTAL 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up
339 TOTAL 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up
339 TOTAL 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up
339 TOTAL 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up
339 TOTAL 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up
339 TOTAL 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up
339 TOTAL 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up
339 TOTAL 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up
339 TOTAL 0623 - Displays by itself These fields are not populated on this report.
339 TOTAL All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)
339 SERVICES WITH OUTLIER These fields are not populated on this report.
339 FULL 0023 - Does not display These fields are not populated on this report.
339 FULL 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up
339 FULL 0274 - Displays by itself These fields are not populated on this report.
339 FULL 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339 FULL 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 FULL 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 FULL 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 FULL 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 FULL 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 FULL 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 FULL 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 FULL 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 FULL 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 FULL 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062*
are rolled up

339 FULL 0623 - Displays by itself These fields are not populated on this report.

339 FULL All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

339 LUPA 0023 - Does not display These fields are not populated on this report.

339 LUPA 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 LUPA 0274 - Displays by itself These fields are not populated on this report.

339 LUPA 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339 LUPA 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 LUPA 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 LUPA 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 LUPA 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 LUPA 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 LUPA 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 LUPA 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 LUPA 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 LUPA 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 LUPA 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

339 LUPA 0623 - Displays by itself These fields are not populated on this report.

339 LUPA All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

339 PEP 0023 - Does not display These fields are not populated on this report.

339 PEP 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 PEP 0274 - Displays by itself These fields are not populated on this report.

339 PEP 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339

PEP 042X - All revenue code lines
where the first three positions = '042*
are rolled up

These fields

are

not populated on this

report.

339

PEP 043X - All revenue code lines
where the first three positions = '043'
are rolled up

These fields

are

not populated on this

report.

339

PEP 044X - All revenue code lines
where the first three positions = '044'
are rolled up

These fields

are

not populated on this

report.

339

PEP 055X - All revenue code lines
where the first three positions = '055'
are rolled up

These fields

are

not populated on this

report.

339

PEP 056X - All revenue code lines
where the first three positions = '056'
are rolled up

These fields

are

not populated on this

report.

339

PEP 057X - All revenue code lines
where the first three positions = '057*
are rolled up

These fields

are

not populated on this

report.

339

PEP 058X - All revenue code lines
where the first three positions = '058'
are rolled up

These fields

are

not populated on this

report.

339

PEP 059X - All revenue code lines
where the first three positions = '059'
are rolled up

These fields

are

not populated on this

report.

339

PEP 060X - All revenue code lines
where the first three positions = '060*
are rolled up

These fields

are

not populated on this

report.

339

PEP 062X - All revenue code lines
where the first three positions = '062'
are rolled up

These fields

are

not populated on this

report.

339

PEP 0623 - Displays by itself

These fields

are

not populated on this

report.

339

PEP All other Rev Codes display as
they come in on the claim (they do not
roll up)

These fields

are

not populated on this

report.

339

SCIC/PEP 0023 - Does not display

These fields

are

not populated on this

report.

339

SCIC/PEP 027X - All revenue code lines
where the first three positions = '027*
(excluding 0274) are rolled up

These fields

are

not populated on this

report.

339

SCIC/PEP 0274 - Displays by itself

These fields

are

not populated on this

report.

339

SCIC/PEP 029X - All revenue codes
lines where the first three positions =
‘029" are rolled up

These fields

are

not populated on this

report.
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339 SCIC/PEP 042X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 SCIC/PEP 043X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 SCIC/PEP 044X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 SCIC/PEP 055X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 SCIC/PEP 056X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 SCIC/PEP 057X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 SCIC/PEP 058X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 SCIC/PEP 059X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 SCIC/PEP 060X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 SCIC/PEP 062X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '062*
are rolled up

339 SCIC/PEP 0623 - Displays by itself These fields are not populated on this report.

339 SCIC/PEP All other Rev Codes display These fields are not populated on this report.
as they come in on the claim (they do
not roll up)

339 SCIC 0023 - Does not display These fields are not populated on this report.

339 SCIC 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 SCIC 0274 - Displays by itself These fields are not populated on this report.

339 SCIC 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339 SCIC 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 SCIC 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 SCIC 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 SCIC 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 SCIC 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 SCIC 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 SCIC 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 SCIC 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 SCIC 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 SCIC 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062*
are rolled up

339 SCIC 0623 - Displays by itself These fields are not populated on this report.

339 SCIC All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

339 TOTAL 0023 - Does not display These fields are not populated on this report.

339 TOTAL 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 TOTAL 0274 - Displays by itself These fields are not populated on this report.

339 TOTAL 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339 TOTAL 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 TOTAL 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 TOTAL 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 TOTAL 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 TOTAL 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 TOTAL 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 TOTAL 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 TOTAL 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 TOTAL 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 TOTAL 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

339 TOTAL 0623 - Displays by itself These fields are not populated on this report.

339 TOTAL All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

339 FULL 0023 - Does not display These fields are not populated on this report.

339 FULL 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 FULL 0274 - Displays by itself These fields are not populated on this report.

339 FULL 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339 FULL 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 FULL 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 FULL 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 FULL 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 FULL 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 FULL 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 FULL 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 FULL 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 FULL 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 FULL 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062*
are rolled up

339 FULL 0623 - Displays by itself These fields are not populated on this report.

339 FULL All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

339 LUPA 0023 - Does not display These fields are not populated on this report.

339 LUPA 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 LUPA 0274 - Displays by itself These fields are not populated on this report.

339 LUPA 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339 LUPA 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 LUPA 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 LUPA 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 LUPA 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 LUPA 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 LUPA 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 LUPA 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 LUPA 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 LUPA 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 LUPA 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062'
are rolled up

339 LUPA 0623 - Displays by itself These fields are not populated on this report.

339 LUPA All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)

339 PEP 0023 - Does not display These fields are not populated on this report.

339 PEP 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 PEP 0274 - Displays by itself These fields are not populated on this report.

339 PEP 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339

PEP 042X - All revenue code lines
where the first three positions = '042*
are rolled up

These fields

are

not populated on this

report.

339

PEP 043X - All revenue code lines
where the first three positions = '043'
are rolled up

These fields

are

not populated on this

report.

339

PEP 044X - All revenue code lines
where the first three positions = '044'
are rolled up

These fields

are

not populated on this

report.

339

PEP 055X - All revenue code lines
where the first three positions = '055'
are rolled up

These fields

are

not populated on this

report.

339

PEP 056X - All revenue code lines
where the first three positions = '056'
are rolled up

These fields

are

not populated on this

report.

339

PEP 057X - All revenue code lines
where the first three positions = '057*
are rolled up

These fields

are

not populated on this

report.

339

PEP 058X - All revenue code lines
where the first three positions = '058'
are rolled up

These fields

are

not populated on this

report.

339

PEP 059X - All revenue code lines
where the first three positions = '059'
are rolled up

These fields

are

not populated on this

report.

339

PEP 060X - All revenue code lines
where the first three positions = '060*
are rolled up

These fields

are

not populated on this

report.

339

PEP 062X - All revenue code lines
where the first three positions = '062'
are rolled up

These fields

are

not populated on this

report.

339

PEP 0623 - Displays by itself

These fields

are

not populated on this

report.

339

PEP All other Rev Codes display as
they come in on the claim (they do not
roll up)

These fields

are

not populated on this

report.

339

SCIC/PEP 0023 - Does not display

These fields

are

not populated on this

report.

339

SCIC/PEP 027X - All revenue code lines
where the first three positions = '027*
(excluding 0274) are rolled up

These fields

are

not populated on this

report.

339

SCIC/PEP 0274 - Displays by itself

These fields

are

not populated on this

report.

339

SCIC/PEP 029X - All revenue codes
lines where the first three positions =
‘029" are rolled up

These fields

are

not populated on this

report.
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339 SCIC/PEP 042X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '042*
are rolled up

339 SCIC/PEP 043X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '043'
are rolled up

339 SCIC/PEP 044X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '044'
are rolled up

339 SCIC/PEP 055X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '055'
are rolled up

339 SCIC/PEP 056X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '056'
are rolled up

339 SCIC/PEP 057X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '057*
are rolled up

339 SCIC/PEP 058X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '058'
are rolled up

339 SCIC/PEP 059X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '059'
are rolled up

339 SCIC/PEP 060X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '060*
are rolled up

339 SCIC/PEP 062X - All revenue code lines | These fields are not populated on this report.
where the first three positions = '062*
are rolled up

339 SCIC/PEP 0623 - Displays by itself These fields are not populated on this report.

339 SCIC/PEP All other Rev Codes display These fields are not populated on this report.
as they come in on the claim (they do
not roll up)

339 SCIC 0023 - Does not display These fields are not populated on this report.

339 SCIC 027X - All revenue code lines These fields are not populated on this report.
where the first three positions = '027*
(excluding 0274) are rolled up

339 SCIC 0274 - Displays by itself These fields are not populated on this report.

339 SCIC 029X - All revenue codes lines These fields are not populated on this report.

where the first three positions = '029*
are rolled up
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339 SCIC 042X - All revenue code lines These fields are not populated on this report.
where the first three positions = '042*
are rolled up
339 SCIC 043X - All revenue code lines These fields are not populated on this report.
where the first three positions = '043'
are rolled up
339 SCIC 044X - All revenue code lines These fields are not populated on this report.
where the first three positions = '044'
are rolled up
339 SCIC 055X - All revenue code lines These fields are not populated on this report.
where the first three positions = '055'
are rolled up
339 SCIC 056X - All revenue code lines These fields are not populated on this report.
where the first three positions = '056'
are rolled up
339 SCIC 057X - All revenue code lines These fields are not populated on this report.
where the first three positions = '057*
are rolled up
339 SCIC 058X - All revenue code lines These fields are not populated on this report.
where the first three positions = '058'
are rolled up
339 SCIC 059X - All revenue code lines These fields are not populated on this report.
where the first three positions = '059'
are rolled up
339 SCIC 060X - All revenue code lines These fields are not populated on this report.
where the first three positions = '060*
are rolled up
339 SCIC 062X - All revenue code lines These fields are not populated on this report.
where the first three positions = '062*
are rolled up
339 SCIC 0623 - Displays by itself These fields are not populated on this report.
339 SCIC All other Rev Codes display as These fields are not populated on this report.
they come in on the claim (they do not
roll up)
339 TOTAL 0023 - Does not display These fields are not populated on this report.
339 TOTAL 027X - All revenue code lines Total Part B Med Supplies charges.
where the first three positions = '027*
(excluding 0274) are rolled up
339 TOTAL 0274 - Displays by itself Total Part B Prosthetics and Orthotics charges without outlier.
339 TOTAL 029X - All revenue codes lines Total Part B Durable Medical Equipment charges without

where the first three positions = '029*
are rolled up

outlier.
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339 TOTAL 042X - All revenue code lines Total Part B physical therapy count without outlier.
where the first three positions = '042*
are rolled up
339 TOTAL 043X - All revenue code lines Total Part B occupational therapy count without outlier.
where the first three positions = '043'
are rolled up
339 TOTAL 044X - All revenue code lines Total Part B speech count without outlier.
where the first three positions = '044'
are rolled up
339 TOTAL 055X - All revenue code lines Total Part B nursing count without outlier.
where the first three positions = '055'
are rolled up
339 TOTAL 056X - All revenue code lines Total Part B Med Soc Serv without outlier
where the first three positions = '056'
are rolled up
339 TOTAL 057X - All revenue code lines Total Part B home health aide count without outlier.
where the first three positions = '057*
are rolled up
339 TOTAL 058X - All revenue code lines Total Part B Other Visits without outlier.
where the first three positions = '058'
are rolled up
339 TOTAL 059X - All revenue code lines These fields are not normally used.
where the first three positions = '059'
are rolled up
339 TOTAL 060X - All revenue code lines Total Part B Oxygen charges without outlier
where the first three positions = '060*
are rolled up
339 TOTAL 062X - All revenue code lines Total Part B Med Supplies charges without outlier.
where the first three positions = '062'
are rolled up
339 TOTAL 0623 - Displays by itself Total Part B Surgical Dressings charges without outlier.
339 TOTAL All other Rev Codes display as All other Part B Revenue Code Charges.
they come in on the claim (they do not
roll up)
339 FULL # EPISODES WITHOUT OUTLIER Part B Medical Supplies charges with outlier.
339 FULL HIPPS REIMBURSEMENT Part B HIPPS Reimbursement without outlier for full episodes.
WITHOUT OUTLIER
339 FULL # EPISODES WITH OUTLIER Part B number of episodes with outlier for full episodes.
339 FULL HIPPS REIMBURSEMENT WITH Part B HIPPS Reimbursement with outlier for full episodes.
OUTLIER
339 FULL OUTLIER REIMBURSEMENTS Part B outlier reimbursement for full episodes.
339 FULL PROSTHETIC/ORTHOTIC This is P&O for full episodes.

DEVICES
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339 FULL DME This is DME for full episodes.

339 FULL OXYGEN This is oxygen for full episodes.

339 FULL OTHER FEE REIMBURSEMENTS Part B other fee for full episodes.

339 FULL GROSS REIMBURSEMENT Part B gross reimbursement for full episodes.

339 FULL DEDUCTIBLES This is DED for Part B.

339 FULL COINSURANCE This is coinsurance for Part B.

339 FULL NET MSP PAYMENTS This is MSP for Part B.

339 FULL MSP RECONCILIATION Net MSP for Part B.

339 FULL OTHER ADJUSTMENTS Other adjustments for Part B.

339 FULL NET REIMBURSEMENT Net reimbursement for Part B.

339 FULL CLAIM INTEREST PAYMENTS This is the Part A information.

339 LUPA # EPISODES WITHOUT OUTLIER This is the Part A information.

339 LUPA HIPPS REIMBURSEMENT This is the Part A information.
WITHOUT OUTLIER

339 LUPA # EPISODES WITH OUTLIER This is the Part A information.

339 LUPA HIPPS REIMBURSEMENT WITH This is the Part A information.
OUTLIER

339 LUPA OUTLIER REIMBURSEMENTS This is the Part A information.

339 LUPA PROSTHETIC/ORTHOTIC This is the Part A information.
DEVICES

339 LUPA DME This is the Part A information.

339 LUPA OXYGEN This is the Part A information.

339 LUPA OTHER FEE REIMBURSEMENTS This is the Part A information.

339 LUPA GROSS REIMBURSEMENT This is the Part A information.

339 LUPA DEDUCTIBLES This is the Part A information.

339 LUPA COINSURANCE This is the Part A information.

339 LUPA NET MSP PAYMENTS This is the Part A information.

339 LUPA MSP RECONCILIATION This is the Part A information.

339 LUPA OTHER ADJUSTMENTS This is the Part A information.

339 LUPA NET REIMBURSEMENT This is the Part A information.

339 LUPA CLAIM INTEREST PAYMENTS This is the Part A information.

339 PEP # EPISODES WITHOUT OUTLIER This is the Part A information.

339 PEP HIPPS REIMBURSEMENT WITHOUT | This is the Part A information.
OUTLIER

339 PEP # EPISODES WITH OUTLIER This is the Part A information.

339 PEP HIPPS REIMBURSEMENT WITH This is the Part A information.
OUTLIER

339 PEP OUTLIER REIMBURSEMENTS This is THE Part A information.
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339 PEP PROSTHETIC/ORTHOTIC DEVICES This is the Part A information.
339 PEP DME This is the Part A information.
339 PEP OXYGEN This is the Part A information.
339 PEP OTHER FEE REIMBURSEMENTS This is the Part A information.
339 PEP GROSS REIMBURSEMENT This is the Part A information.
339 PEP DEDUCTIBLES This is the Part A information.
339 PEP COINSURANCE This is the Part A information.
339 PEP NET MSP PAYMENTS This is the Part A information.
339 PEP MSP RECONCILIATION This is the Part A information.
339 PEP OTHER ADJUSTMENTS This is the Part A information.
339 PEP NET REIMBURSEMENT This is the Part A information.
339 PEP CLAIM INTEREST PAYMENTS This is the Part A information.
339 SCIC/PEP # EPISODES WITHOUT This is the Part A information.
OUTLIER
339 SCIC/PEP HIPPS REIMBURSEMENT This is the Part A information.
WITHOUT OUTLIER
339 SCIC/PEP # EPISODES WITH OUTLIER This is the Part A information.
339 SCIC/PEP HIPPS REIMBURSEMENT This is the Part A information.
WITH OUTLIER
339 SCIC/PEP OUTLIER REIMBURSEMENTS This is the Part A information.
339 SCIC/PEP PROSTHETIC/ORTHOTIC This is the Part A information.
DEVICES
339 SCIC/PEP DME This is the Part A information.
339 SCIC/PEP OXYGEN This is the Part A information.
339 SCIC/PEP OTHER FEE This is the Part A information.
REIMBURSEMENTS
339 SCIC/PEP GROSS REIMBURSEMENT This is the Part A information.
339 SCIC/PEP DEDUCTIBLES This is the Part A information.
339 SCIC/PEP COINSURANCE This is the Part A information.
339 SCIC/PEP NET MSP PAYMENTS This is the Part A information.
339 SCIC/PEP MSP RECONCILIATION This is the Part A information.
339 SCIC/PEP OTHER ADJUSTMENTS This is the Part A information.
339 SCIC/PEP NET REIMBURSEMENT This is the Part A information.
339 SCIC/PEP CLAIM INTEREST PAYMENTS | This is the Part A information.
339 SCIC # EPISODES WITHOUT OUTLIER This is the Part A information.
339 SCIC HIPPS REIMBURSEMENT This is the Part A information.
WITHOUT OUTLIER
339 SCIC # EPISODES WITH OUTLIER This is the Part A information.
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339 SCIC HIPPS REIMBURSEMENT WITH This is the Part A information.
OUTLIER
339 SCIC OUTLIER REIMBURSEMENTS This is the Part A information.
339 SCIC PROSTHETIC/ORTHOTIC This is the Part A information.
DEVICES
339 SCIC DME This is the Part A information.
339 SCIC OXYGEN This is the Part A information.
339 SCIC OTHER FEE REIMBURSEMENTS This is the Part A information.
339 SCIC GROSS REIMBURSEMENT This is the Part A information.
339 SCIC DEDUCTIBLES This is the Part A information.
339 SCIC COINSURANCE This is the Part A information.
339 SCIC NET MSP PAYMENTS This is the Part A information.
339 SCIC MSP RECONCILIATION This is the Part A information.
339 SCIC OTHER ADJUSTMENTS This is the Part A information.
339 SCIC NET REIMBURSEMENT This is the Part A information.
339 SCIC CLAIM INTEREST PAYMENTS This is the Part A information.
339 TOTAL HIPPS REIMBURSEMENT This is the Part A information.
WITHOUT OUTLIER
339 TOTAL # EPISODES WITH OUTLIER This is the Part A information.
339 TOTAL HIPPS REIMBURSEMENT WITH This is the Part A information.
OUTLIER
339 TOTAL OUTLIER REIMBURSEMENTS This is the Part A information.
339 TOTAL PROSTHETIC/ORTHOTIC This is the Part A information.
DEVICES
339 TOTAL DME This is the Part A information.
339 TOTAL OXYGEN This is the Part A information.
339 TOTAL OTHER FEE REIMBURSEMENTS This is the Part A information.
339 TOTAL GROSS REIMBURSEMENT This is the Part A information.
339 TOTAL DEDUCTIBLES This is the Part A information.
339 TOTAL COINSURANCE This is the Part A information.
339 TOTAL NET MSP PAYMENTS This is the Part A information.
339 TOTAL MSP RECONCILIATION This is the Part A information.
339 TOTAL OTHER ADJUSTMENTS This is the Part A information.
339 TOTAL NET REIMBURSEMENT This is the Part A information.
339 TOTAL CLAIM INTEREST PAYMENTS This is the Part A information.
32M FULL EPISODES This is the Part B MSP-LCC information.
32M LUPA EPISODES This is the Part B MSP-LCC information.
32M PEP ONLY EPISODES This is the Part B MSP-LCC information.

User Manual

May 2011

Version No. 04.00

Report Data

B-151




Provider Statistical and Reimbursement System

Report

Type Data Element Description

32M SCIC ONLY EPISODES This is the Part B MSP-LCC information.
32M SCIC WITHIN A PEP This is the Part B MSP-LCC information.
32M TOTAL This is the Part B MSP-LCC information.
32M VISITS This is the Part B MSP-LCC information.
32M CHARGES This is the Part B MSP-LCC information.
32M REV CODE This is the Part B MSP-LCC information.
32M DESCRIPTION This is the Part B MSP-LCC information.
32M TOT SERVICES WITHOUT OUTLIER This is the Part B MSP-LCC information.
32M TOT SERVICES WITH OUTLIER This is the Part B MSP-LCC information.
32M TOT COVERED SERVICES This is the Part B MSP-LCC information.
32M # EPISODES WITHOUT OUTLIER This is the Part B MSP-LCC information.
32M HIPPS REIMBURSEMENT WITHOUT This is the Part B MSP-LCC information.

OUTLIER
32M # EPISODES WITH OUTLIER This is the Part B MSP-LCC information.
32M HIPPS REIMBURSEMENT WITH This is the Part B MSP-LCC information.
OUTLIER

32M OUTLIER REIMBURSEMENTS This is the Part B MSP-LCC information.
32M PROSTHETIC/ORTHOTIC DEVICES This is the Part B MSP-LCC information.
32M DME This is the Part B MSP-LCC information.
32M OXYGEN This is the Part B MSP-LCC information.
32M OTHER FEE REIMBURSEMENTS This is the Part B MSP-LCC information.
32M GROSS REIMBURSEMENT This is the Part B MSP-LCC information.
32M DEDUCTIBLES This is the Part B MSP-LCC information.
32M COINSURANCE This is the Part B MSP-LCC information.
32M NET MSP PAYMENTS This is the Part B MSP-LCC information.
32M MSP RECONCILIATION This is the Part B MSP-LCC information.
32M OTHER ADJUSTMENTS This is the Part B MSP-LCC information.
32M NET REIMBURSEMENT This is the Part B MSP-LCC information.
32M CLAIM INTEREST PAYMENTS This is the Part B MSP-LCC information.

"Rev Code"(PDF)/ "Revenue
Code"(CSV) Column)

This

is the Part B MSP-LCC information.
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32M 0023 - Does not display This is the Part B MSP-LCC information.

027X - All revenue code lines where

the first three positions = ‘027"

(excluding 0274) are rolled up

0274 - Displays by itself

029X - All revenue code lines where

the first three positions = '029" are

rolled up

042X - All revenue code lines where

the first three positions = '042' are

rolled up

043X - All revenue code lines where

the first three positions = '043' are

rolled up

044X - All revenue code lines where

the first three positions = '044" are

rolled up

055X - All revenue code lines where

the first three positions = ‘055" are

rolled up

056X - All revenue code lines where

the first three positions = ‘056" are

rolled up

057X - All revenue code lines where

the first three positions = ‘057" are

rolled up

058X - All revenue code lines where

the first three positions = ‘058" are

rolled up

059X - All revenue code lines where

the first three positions = ‘059" are

rolled up

060X - All revenue code lines where

the first three positions = ‘060" are

rolled up

062X - All revenue code lines where

the first three positions = ‘062"

(excluding 0623) are rolled up

0623 - Displays by itself

All other Rev Codes display as they

come in on the claim (they do not roll

up)
33M FULL EPISODES This is the Part B MSP-LCC information.
33M LUPA EPISODES This is the Part B MSP-LCC information.
33M PEP ONLY EPISODES This is the Part B MSP-LCC information.
33M SCIC ONLY EPISODES This is the Part B MSP-LCC information.
33M SCIC WITHIN A PEP This is the Part B MSP-LCC information.
33M TOTAL This is the Part B MSP-LCC information.
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Provider Statistical and Reimbursement System

Report
Type Data Element Description
33M VISITS This is the Part B MSP-LCC information.
33M CHARGES This is the Part B MSP-LCC information.
33M REV CODE This is the Part B MSP-LCC information.
33M DESCRIPTION This is the Part B MSP-LCC information.
33M TOT SERVICES WITHOUT OUTLIER This is the Part B MSP-LCC information.
33M TOT SERVICES WITH OUTLIER This is the Part B MSP-LCC information.
33M TOT COVERED SERVICES This is the Part B MSP-LCC information.
33M # EPISODES WITHOUT OUTLIER This is the Part B MSP-LCC information.
33M HIPPS REIMBURSEMENT WITHOUT This is the Part B MSP-LCC information.
OUTLIER
33M # EPISODES WITH OUTLIER This is the Part B MSP-LCC information.
33M HIPPS REIMBURSEMENT WITH This is the Part B MSP-LCC information.
OUTLIER
33M OUTLIER REIMBURSEMENTS This is the Part B MSP-LCC information.
33M PROSTHETIC/ORTHOTIC DEVICES This is the Part B MSP-LCC information.
33M DME This is the Part B MSP-LCC information.
33M OXYGEN This is the Part B MSP-LCC information.
33M OTHER FEE REIMBURSEMENTS This is the Part B MSP-LCC information.
33M GROSS REIMBURSEMENT This is the Part B MSP-LCC information.
33M DEDUCTIBLES This is the Part B MSP-LCC information.
33M COINSURANCE This is the Part B MSP-LCC information.
33M NET MSP PAYMENTS This is the Part B MSP-LCC information.
33M MSP RECONCILIATION This is the Part B MSP-LCC information.
33M OTHER ADJUSTMENTS This is the Part B MSP-LCC information.
33M NET REIMBURSEMENT This is the Part B MSP-LCC information.
33M CLAIM INTEREST PAYMENTS This is the Part B MSP-LCC information.
"Rev Code"(PDF)/ "Revenue This is the Part B MSP-LCC information.
Code"(CSV) Column)
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33M 0023 - Does not display This is the Part A MSP-LCC information.

027X - All revenue code lines where

the first three positions = ‘027"

(excluding 0274) are rolled up

0274 - Displays by itself

029X - All revenue code lines where

the first three positions = '029" are

rolled up

042X - All revenue code lines where

the first three positions = '042' are

rolled up

043X - All revenue code lines where

the first three positions = '043' are

rolled up

044X - All revenue code lines where

the first three positions = '044" are

rolled up

055X - All revenue code lines where

the first three positions = ‘055" are

rolled up

056X - All revenue code lines where

the first three positions = ‘056" are

rolled up

057X - All revenue code lines where

the first three positions = ‘057" are

rolled up

058X - All revenue code lines where

the first three positions = ‘058" are

rolled up

059X - All revenue code lines where

the first three positions = ‘059" are

rolled up

060X - All revenue code lines where

the first three positions = ‘060" are

rolled up

062X - All revenue code lines where

the first three positions = ‘062"

(excluding 0623) are rolled up

0623 - Displays by itself

All other Rev Codes display as they

come in on the claim (they do not roll

up)
399 TOTAL UNDUPLICATED CENSUS

COUNT
399 FULL EPISODES Total Part A and Part B undup census count for 60 day (full)

episodes.

399 LUPA EPISODES Total Part A and Part B undup census count for 4 or fewer

visits during 60 day episode period.
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Report
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399 PEP ONLY EPISODES Total Part A and Part B undup census count for transfer or
discharge and return within 60 days.
399 SCIC ONLY EPISODES Total Part A and Part B undup census count for significant chg
in condition (revised diagnosis).
399 SCIC WITHIN A PEP Total Part A and Part B undup census count for SCIC within
PEP definition.
399 TOTAL Total Part A and Part B undup census counts for all episode
types.
399 VISITS Total Part A and Part B visits.
399 CHARGES Total Part A and Part B covered charges.
399 REV CODE
399 DESCRIPTION
399 TOT SERVICES WITHOUT OUTLIER
399 TOT SERVICES WITH OUTLIER
399 TOT COVERED SERVICES
399 "Rev Code"(PDF)/ "Revenue
Code"(CSV) Column)
399 SERVICES WITHOUT OUTLIER
399 FULL 0023 - Does not display
399 FULL 027X - All revenue code lines This is the total (Part A and Part B) med supplies payments.
where the first three positions = '027*
(excluding 0274) are rolled up
399 FULL 0274 - Displays by itself Part B Prosthetic/Orthotic Device charges without outlier.
399 FULL 029X - All revenue codes lines This is the total (Part A and Part B) durable medical
where the first three positions = '029' equipment payments.
are rolled up
399 FULL 042X - All revenue code lines Total Part A and Part B physical therapy visit count during full
where the first three positions = '042' episode without outlier.
are rolled up
399 FULL 043X - All revenue code lines Total Part A and Part B occupational therapy visit count during
where the first three positions = '043' full episode without outlier.
are rolled up
399 FULL 044X - All revenue code lines Total Part A and Part B occupational therapy visit count during
where the first three positions = '044' full episode without outlier.
are rolled up
399 FULL 055X - All revenue code lines Total Part A and Part B visit count related to nursing services
where the first three positions = '055* during full episode without outlier.
are rolled up
399 FULL 056X - All revenue code lines Total Part A and Part B visit count related to med soc serv
where the first three positions = '056' during full episode without outlier.
are rolled up
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399 FULL 057X - All revenue code lines Total Part A and Part B visit count related to home health aide
where the first three positions = '057* service during full episode without outlier.
are rolled up
399 FULL 058X - All revenue code lines Part B other visits without outlier.
where the first three positions = '058'
are rolled up
399 FULL 059X - All revenue code lines Total Part A and Part B visit count for various disciplines for
where the first three positions = '059' full episode without outlier.
are rolled up
399 FULL 060X - All revenue code lines This is the total oxygen for full episode.
where the first three positions = '060*
are rolled up
399 FULL 062X - All revenue code lines This is the total med suppl for full episode.
where the first three positions = '062*
are rolled up
399 FULL 0623 - Displays by itself This is the total surg dress for full episode.
399 FULL All other Rev Codes display as All other Part B revenue code charges.
they come in on the claim (they do not
roll up)
399 LUPA 0023 - Does not display These fields are not populated on this report.
399 LUPA 027X - All revenue code lines This is the total medical supplies for full episode.
where the first three positions = '027*
(excluding 0274) are rolled up
399 LUPA 0274 - Displays by itself Part B Prosthetic/Orthotic Device charges without outlier.
399 LUPA 029X - All revenue codes lines This is the total durable medical equipment for LUPA.
where the first three positions = '029'
are rolled up
399 LUPA 042X - All revenue code lines Total Part A and Part B physical therapy visit count during
where the first three positions = '042* LUPA episode.
are rolled up
399 LUPA 043X - All revenue code lines Total Part A and Part B occupational therapy visit count during
where the first three positions = '043' LUPA episode.
are rolled up
399 LUPA 044X - All revenue code lines Total Part A and Part B speech therapy visit count during LUPA
where the first three positions = '044' episode.
are rolled up
399 LUPA 055X - All revenue code lines Total Part A and Part B visit count related to nursing services
where the first three positions = '055' during PEP episode.
are rolled up
399 LUPA 056X - All revenue code lines Total Part A and Part B visit count related to med soc serv

where the first three positions = '056'
are rolled up

during LUPA episode.
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399 LUPA 057X - All revenue code lines Total Part A and Part B visit count related to home health aide
where the first three positions = '057* serv during LUPA episode.
are rolled up
399 LUPA 058X - All revenue code lines Part B Other Visits without outlier.
where the first three positions = '058'
are rolled up
399 LUPA 059X - All revenue code lines Total Part A and Part B visit count for all disciplines for LUPA
where the first three positions = '059' episodes.
are rolled up
399 LUPA 060X - All revenue code lines Part B Oxygen charges without outlier.
where the first three positions = '060*
are rolled up
399 LUPA 062X - All revenue code lines Part B Med Supplies charges without outlier.
where the first three positions = '062*
are rolled up
399 LUPA 0623 - Displays by itself Total Part B Surgical Dressings charges without outlier.
399 LUPA All other Rev Codes display as All other Part B Revenue Code Charges.
they come in on the claim (they do not
roll up)
399 PEP 0023 - Does not display These fields are not populated on this report.
399 PEP 027X - All revenue code lines Part B Med Supplies charges with outlier.
where the first three positions = '027*
(excluding 0274) are rolled up
399 PEP 0274 - Displays by itself Part B Prosthetics and Orthotics charges with outlier.
399 PEP 029X - All revenue codes lines Part B Durable Med Equip charges with outlier.
where the first three positions = '029'
are rolled up
399 PEP 042X - All revenue code lines Total Part A and Part B physical therapy visit count during PEP
where the first three positions = '042* episode.
are rolled up
399 PEP 043X - All revenue code lines Total Part A and Part B occupational therapy visit count during
where the first three positions = '043' PEP episode.
are rolled up
399 PEP 044X - All revenue code lines Total Part A and Part B speech therapy visit count during PEP
where the first three positions = '044' episode.
are rolled up
399 PEP 055X - All revenue code lines Total Part A and Part B visit count related to nursing services
where the first three positions = '055' during PEP episode.
are rolled up
399 PEP 056X - All revenue code lines Total Part A and Part B visit count related to med soc serv

where the first three positions = '056'
are rolled up

during PEP episode.
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399 PEP 057X - All revenue code lines Total Part A and Part B visit count related to home health aide
where the first three positions = '057* serv during PEP episode.
are rolled up
399 PEP 058X - All revenue code lines Part B Other Visits with outlier.
where the first three positions = '058'
are rolled up
399 PEP 059X - All revenue code lines Total Part A and Part B visit count for all disciplines for PEP
where the first three positions = '059' episodes.
are rolled up
399 PEP 060X - All revenue code lines Part B Oxygen charges with outlier
where the first three positions = '060*
are rolled up
399 PEP 062X - All revenue code lines Part B Med Supplies charges with outlier.
where the first three positions = '062*
are rolled up
399 PEP 0623 - Displays by itself Part B Surgical Dressings charges with outlier.
399 PEP All other Rev Codes display as All other Part B Revenue Code Charges.
they come in on the claim (they do not
roll up)
399 SCIC/PEP 0023 - Does not display These fields are not populated on this report.
399 SCIC/PEP 027X - All revenue code lines | Part B Med Supplies charges with outlier.
where the first three positions = '027*
(excluding 0274) are rolled up
399 SCIC/PEP 0274 - Displays by itself Part B Prosthetics and Orthotics charges with outlier.
399 SCIC/PEP 029X - All revenue codes Part B Durable Med Equip charges with outlier.
lines where the first three positions =
'029" are rolled up
399 SCIC/PEP 042X - All revenue code lines | Total Part A and Part B occupational therapy visit count during
where the first three positions = '042' SCIC/ PEP episode.
are rolled up
399 SCIC/PEP 043X - All revenue code lines | Total Part A and Part B occupational therapy visit count during
where the first three positions = '043' SCIC/PEP episode.
are rolled up
399 SCIC/PEP 044X - All revenue code lines | Total Part A and Part B speech therapy visit count during
where the first three positions = '044' SCIC/PEP episode.
are rolled up
399 SCIC/PEP 055X - All revenue code lines | Total Part A and Part B visit count related to nursing services
where the first three positions = '055' during SCIC/PEP episode.
are rolled up
399 SCIC/PEP 056X - All revenue code lines | Total Part A and Part B visit count related to med soc serv

where the first three positions = '056'
are rolled up

during SCIC/PEP episode.
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399 SCIC/PEP 057X - All revenue code lines | Total Part A and Part B visit count related to home health aide
where the first three positions = '057* serv during SCIC/PEP episode.
are rolled up

399 SCIC/PEP 058X - All revenue code lines | Part B Other Visits with outlier.
where the first three positions = '058'
are rolled up

399 SCIC/PEP 059X - All revenue code lines | Total Part A and Part B visit count for all disciplines for
where the first three positions = '059' SCIC/PEP episodes.
are rolled up

399 SCIC/PEP 060X - All revenue code lines | Part B oxygen charges with outlier.
where the first three positions = '060*
are rolled up

399 SCIC/PEP 062X - All revenue code lines | Part B medical supplies charges with outlier.
where the first three positions = '062*
are rolled up

399 SCIC/PEP 0623 - Displays by itself Part B surgical dressings charges with outlier.

399 SCIC/PEP All other Rev Codes display All other Part B revenue code charges.
as they come in on the claim (they do
not roll up)

399 SCIC 0023 - Does not display These fields are not populated on this report.

399 SCIC 027X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '027*
(excluding 0274) are rolled up

399 SCIC 0274 - Displays by itself Part B prosthetics and orthotics charges with outlier.

399 SCIC 029X - All revenue codes lines Part B durable medical equipment charges with outlier.
where the first three positions = '029'
are rolled up

399 SCIC 042X - All revenue code lines Total Part A and Part B occupational therapy visit count during
where the first three positions = '042' SCIC only episode.
are rolled up

399 SCIC 043X - All revenue code lines Total Part A and Part B occupational therapy visit count during
where the first three positions = '043' SCIC only episode.
are rolled up

399 SCIC 044X - All revenue code lines Total Part A and Part B speech therapy visit count during SCIC
where the first three positions = '044' only episode.
are rolled up

399 SCIC 055X - All revenue code lines Total Part A and Part B visit count related to nursing services
where the first three positions = '055' during SCIC only episode.
are rolled up

399 SCIC 056X - All revenue code lines Total Part A and Part B visit count related to med soc serv
where the first three positions = '056' during SCIC only episode.
are rolled up
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399 SCIC 057X - All revenue code lines Total Part A and Part B visit count related to home health aide
where the first three positions = '057* serv during SCIC only episode.
are rolled up
399 SCIC 058X - All revenue code lines Part B other visits with outlier.
where the first three positions = '058'
are rolled up
399 SCIC 059X - All revenue code lines Total Part A and Part B visit count for all disciplines for SCIC
where the first three positions = '059' only episodes.
are rolled up
399 SCIC 060X - All revenue code lines Part B oxygen charges with outlier.
where the first three positions = '060*
are rolled up
399 SCIC 062X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '062*
are rolled up
399 SCIC 0623 - Displays by itself Part B surgical dressings charges with outlier.
399 SCIC All other Rev Codes display as All other Part B revenue code charges.
they come in on the claim (they do not
roll up)
399 TOTAL 0023 - Does not display These fields are not populated on this report.
399 TOTAL 027X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '027*
(excluding 0274) are rolled up
399 TOTAL 0274 - Displays by itself Part B prosthetics and orthotics charges with outlier.
399 TOTAL 029X - All revenue codes lines Part B durable medical equipment charges with outlier.
where the first three positions = '029'
are rolled up
399 TOTAL 042X - All revenue code lines Total Part A and Part B occupational therapy visit count for all
where the first three positions = '042* disciplines.
are rolled up
399 TOTAL 043X - All revenue code lines Total Part A and Part B occupational therapy visit count for all
where the first three positions = '043' disciplines.
are rolled up
399 TOTAL 044X - All revenue code lines Total Part A and Part B speech therapy visit count for all
where the first three positions = '044' disciplines.
are rolled up
399 TOTAL 055X - All revenue code lines Total Part A and Part B visit count related to nursing services
where the first three positions = '055' for all disciplines.
are rolled up
399 TOTAL 056X - All revenue code lines Total Part A and Part B visit count related to med soc serv for

where the first three positions = '056'
are rolled up

all disciplines.
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399 TOTAL 057X - All revenue code lines Total Part A and Part B visit count related to home health aide
where the first three positions = '057* serv for all disciplines.
are rolled up
399 TOTAL 058X - All revenue code lines Part B other visits with outlier.
where the first three positions = '058'
are rolled up
399 TOTAL 059X - All revenue code lines Total Part A and Part B visit count for all disciplines for all
where the first three positions = '059' disciplines.
are rolled up
399 TOTAL 060X - All revenue code lines Total Part B oxygen charges without outlier.
where the first three positions = '060*
are rolled up
399 TOTAL 062X - All revenue code lines Total Part B Med Supplies charges without outlier.
where the first three positions = '062*
are rolled up
399 TOTAL 0623 - Displays by itself Total Part B Surgical Dressings charges without outlier.
399 TOTAL All other Rev Codes display as All other Part B Revenue Code Charges.
they come in on the claim (they do not
roll up)
399 SERVICES WITH OUTLIER
399 FULL 0023 - Does not display These fields are not populated on this report.
399 FULL 027X - All revenue code lines Total (Part A and Part B) med supplies payments.
where the first three positions = '027*
(excluding 0274) are rolled up
399 FULL 0274 - Displays by itself Part B Prosthetics and Orthotics charges with outlier.
399 FULL 029X - All revenue codes lines Total (Part A and Part B) durable medical equipment
where the first three positions = '029* payments.
are rolled up
399 FULL 042X - All revenue code lines Physical therapy visit count during full episode with outlier.
where the first three positions = '042*
are rolled up
399 FULL 043X - All revenue code lines Occupational therapy visit count during full episode with
where the first three positions = '043' outlier.
are rolled up
399 FULL 044X - All revenue code lines Occupational therapy visit count during full episode with
where the first three positions = '044' outlier.
are rolled up
399 FULL 055X - All revenue code lines Visit count related to nursing services during full episode with
where the first three positions = '055' outlier.
are rolled up
399 FULL 056X - All revenue code lines Visit count related to med soc serv during full episode without

where the first three positions = '056'
are rolled up

outlier.
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399 FULL 057X - All revenue code lines Visit count related to home health aide serv during full episode
where the first three positions = '057* with outlier.
are rolled up
399 FULL 058X - All revenue code lines Part B other visits.
where the first three positions = '058'
are rolled up
399 FULL 059X - All revenue code lines Total visit count for various disciplines for full episode with
where the first three positions = '059' outlier.
are rolled up
399 FULL 060X - All revenue code lines Part B oxygen charges with outlier.
where the first three positions = '060*
are rolled up
399 FULL 062X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '062*
are rolled up
399 FULL 0623 - Displays by itself Part B surgical dressings charges with outlier.
399 FULL All other Rev Codes display as All other Part B revenue code charges.
they come in on the claim (they do not
roll up)
399 LUPA 0023 - Does not display These fields are not populated on this report.
399 LUPA 027X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '027*
(excluding 0274) are rolled up
399 LUPA 0274 - Displays by itself Part B prosthetics and orthotics charges with outlier.
399 LUPA 029X - All revenue codes lines Part B durable medical equipment charges with outlier.
where the first three positions = '029'
are rolled up
399 LUPA 042X - All revenue code lines Total physical therapy covered charges during LUPA episode.
where the first three positions = '042*
are rolled up
399 LUPA 043X - All revenue code lines Total occupational therapy covered charges during LUPA
where the first three positions = '043' episode.
are rolled up
399 LUPA 044X - All revenue code lines Total speech therapy covered charges during LUPA episode.
where the first three positions = '044'
are rolled up
399 LUPA 055X - All revenue code lines Total covered charges related to nursing services during PEP
where the first three positions = '055' episode.
are rolled up
399 LUPA 056X - All revenue code lines Total covered charges related to med soc serv during LUPA

where the first three positions = '056'
are rolled up

episode.
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399 LUPA 057X - All revenue code lines Total covered charges related to home health aide serv during
where the first three positions = '057* LUPA episode.
are rolled up
399 LUPA 058X - All revenue code lines Part B other visits.
where the first three positions = '058'
are rolled up
399 LUPA 059X - All revenue code lines Total visit covered charges for various disciplines for LUPA
where the first three positions = '059' episode.
are rolled up
399 LUPA 060X - All revenue code lines Part B oxygen charges with outlier.
where the first three positions = '060*
are rolled up
399 LUPA 062X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '062*
are rolled up
399 LUPA 0623 - Displays by itself Part B surgical dressings charges with outlier.
399 LUPA All other Rev Codes display as All other Part B revenue code charges.
they come in on the claim (they do not
roll up)
399 PEP 0023 - Does not display These fields are not populated on this report.
399 PEP 027X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '027*
(excluding 0274) are rolled up
399 PEP 0274 - Displays by itself Part B prosthetics and orthotics charges with outlier.
399 PEP 029X - All revenue codes lines Part B durable medical equipment charges with outlier.
where the first three positions = '029'
are rolled up
399 PEP 042X - All revenue code lines Total physical therapy covered charges during PEP episode.
where the first three positions = '042*
are rolled up
399 PEP 043X - All revenue code lines Total occupational therapy covered charges during PEP
where the first three positions = '043' episode.
are rolled up
399 PEP 044X - All revenue code lines Total speech therapy covered charges during PEP episode.
where the first three positions = '044'
are rolled up
399 PEP 055X - All revenue code lines Total covered charges related to nursing services during PEP
where the first three positions = '055' episode.
are rolled up
399 PEP 056X - All revenue code lines Total covered charges related to med soc serv during PEP

where the first three positions = '056'
are rolled up

episode.
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399 PEP 057X - All revenue code lines Total covered charges related to home health aide serv during
where the first three positions = '057* PEP episode.
are rolled up
399 PEP 058X - All revenue code lines Part B other visits.
where the first three positions = '058'
are rolled up
399 PEP 059X - All revenue code lines Total visit covered charges for various disciplines for PEP
where the first three positions = '059' episode.
are rolled up
399 PEP 060X - All revenue code lines Part B oxygen charges with outlier.
where the first three positions = '060*
are rolled up
399 PEP 062X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '062*
are rolled up
399 PEP 0623 - Displays by itself Part B surgical dressings charges with outlier.
399 PEP All other Rev Codes display as All other Part B revenue code charges.
they come in on the claim (they do not
roll up)
399 SCIC/PEP 0023 - Does not display These fields are not populated on this report.
399 SCIC/PEP 027X - All revenue code lines | Part B medical supplies charges with outlier.
where the first three positions = '027*
(excluding 0274) are rolled up
399 SCIC/PEP 0274 - Displays by itself Part B prosthetics and orthotics charges with outlier.
399 SCIC/PEP 029X - All revenue codes Part B durable medical equipment charges with outlier.
lines where the first three positions =
'029" are rolled up
399 SCIC/PEP 042X - All revenue code lines | Total physical therapy covered charges during SCIC/PEP
where the first three positions = '042' episode.
are rolled up
399 SCIC/PEP 043X - All revenue code lines | Total occupational therapy covered charges during SCIC/PEP
where the first three positions = '043' episode.
are rolled up
399 SCIC/PEP 044X - All revenue code lines | Total speech therapy covered charges during SCIC/PEP
where the first three positions = '044' episode.
are rolled up
399 SCIC/PEP 055X - All revenue code lines | Total covered charges related to nursing services during
where the first three positions = '055' SCIC/PEP episode.
are rolled up
399 SCIC/PEP 056X - All revenue code lines | Total covered charges related to med soc serv during SCIC/

where the first three positions = '056'
are rolled up

PEP episode.

User Manual

May 2011

Version No. 04.00

Report Data

B-165




Provider Statistical and Reimbursement System

Report

Type Data Element Description

399 SCIC/PEP 057X - All revenue code lines | Total covered charges related to home health aide serv during
where the first three positions = '057* SCIC/PEP episode.
are rolled up

399 SCIC/PEP 058X - All revenue code lines | Part B other visits.
where the first three positions = '058'
are rolled up

399 SCIC/PEP 059X - All revenue code lines | Total visit covered charges for various disciplines for SCIC/PEP
where the first three positions = '059' episode.
are rolled up

399 SCIC/PEP 060X - All revenue code lines | Part B oxygen charges with outlier.
where the first three positions = '060*
are rolled up

399 SCIC/PEP 062X - All revenue code lines | Part B medical supplies charges with outlier.
where the first three positions = '062*
are rolled up

399 SCIC/PEP 0623 - Displays by itself Part B surgical dressings charges with outlier.

399 SCIC/PEP All other Rev Codes display All other Part B revenue code charges.
as they come in on the claim (they do
not roll up)

399 SCIC 0023 - Does not display These fields are not populated on this report.

399 SCIC 027X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '027*
(excluding 0274) are rolled up

399 SCIC 0274 - Displays by itself Part B prosthetics and orthotics charges with outlier.

399 SCIC 029X - All revenue codes lines Part B durable medical equipment charges with outlier.
where the first three positions = '029'
are rolled up

399 SCIC 042X - All revenue code lines Total physical therapy covered charges during SCIC only
where the first three positions = '042' episode.
are rolled up

399 SCIC 043X - All revenue code lines Total occupational therapy covered charges during SCIC only
where the first three positions = '043' episode.
are rolled up

399 SCIC 044X - All revenue code lines Total speech therapy covered charges during SCIC only
where the first three positions = '044' episode.
are rolled up

399 SCIC 055X - All revenue code lines Total covered charges related to nursing services during SCIC
where the first three positions = '055' only episode.
are rolled up

399 SCIC 056X - All revenue code lines Total covered charges related to med soc serv during SCIC
where the first three positions = '056' only episode.
are rolled up
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Provider Statistical and Reimbursement System

Report
Type Data Element Description
399 SCIC 057X - All revenue code lines Total covered charges related to home health aide services
where the first three positions = '057* during SCIC only episode.
are rolled up
399 SCIC 058X - All revenue code lines Part B other visits.
where the first three positions = '058'
are rolled up
399 SCIC 059X - All revenue code lines Total visit covered charges for various disciplines for SCIC
where the first three positions = '059' only episode.
are rolled up
399 SCIC 060X - All revenue code lines Part B Oxygen charges with outlier.
where the first three positions = '060*
are rolled up
399 SCIC 062X - All revenue code lines Part B Med Supplies charges with outlier.
where the first three positions = '062*
are rolled up
399 SCIC 0623 - Displays by itself Part B Surgical Dressings charges with outlier.
399 SCIC All other Rev Codes display as All other Part B Revenue Code Charges.
they come in on the claim (they do not
roll up)
399 TOTAL 0023 - Does not display These fields are not populated on this report.
399 TOTAL 027X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '027*
(excluding 0274) are rolled up
399 TOTAL 0274 - Displays by itself Part B prosthetics and orthotics charges with outlier.
399 TOTAL 029X - All revenue codes lines Part B durable medical equipment charges with outlier.
where the first three positions = '029'
are rolled up
399 TOTAL 042X - All revenue code lines Part B physical therapy count with outlier.
where the first three positions = '042*
are rolled up
399 TOTAL 043X - All revenue code lines Part B occupational therapy count with outlier.
where the first three positions = '043'
are rolled up
399 TOTAL 044X - All revenue code lines Part B speech count with outlier.
where the first three positions = '044'
are rolled up
399 TOTAL 055X - All revenue code lines Part B nursing count with outlier.
where the first three positions = '055'
are rolled up
399 TOTAL 056X - All revenue code lines Part B Med Soc Serv with outlier.

where the first three positions = '056'
are rolled up
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Provider Statistical and Reimbursement System

Report
Type Data Element Description
399 TOTAL 057X - All revenue code lines Part B home health aide count with outlier.
where the first three positions = '057*
are rolled up
399 TOTAL 058X - All revenue code lines Part B other visits.
where the first three positions = '058'
are rolled up
399 TOTAL 059X - All revenue code lines These fields are not normally used.
where the first three positions = '059'
are rolled up
399 TOTAL 060X - All revenue code lines Part B oxygen charges with outlier.
where the first three positions = '060*
are rolled up
399 TOTAL 062X - All revenue code lines Part B medical supplies charges with outlier.
where the first three positions = '062*
are rolled up
399 TOTAL 0623 - Displays by itself Part B surgical dressings charges with outlier.
399 TOTAL All other Rev Codes display as All other Part B revenue code charges.
they come in on the claim (they do not
roll up)
399 TOTAL SERVICES
399 FULL 0023 - Does not display These fields are not populated on this report.
399 FULL 027X - All revenue code lines Part B medical supplies charges.
where the first three positions = '027*
(excluding 0274) are rolled up
399 FULL 0274 - Displays by itself Part B prosthetics and orthotics charges.
399 FULL 029X - All revenue codes lines Part B durable medical equipment charges.
where the first three positions = '029*
are rolled up
399 FULL 042X - All revenue code lines Part B physical therapy count.
where the first three positions = '042*
are rolled up
399 FULL 043X - All revenue code lines Part B occupational therapy count.
where the first three positions = '043'
are rolled up
399 FULL 044X - All revenue code lines Part B speech count.
where the first three positions = '044'
are rolled up
399 FULL 055X - All revenue code lines Part B nursing count.
where the first three positions = '055'
are rolled up
399 FULL 056X - All revenue code lines Part B Med Soc Serv.
where the first three positions = '056'
are rolled up
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Provider Statistical and Reimbursement System

Report
Type Data Element Description
399 FULL 057X - All revenue code lines Part B Home Health Aide count.
where the first three positions = '057*
are rolled up
399 FULL 058X - All revenue code lines Part B other visits without outlier.
where the first three positions = '058'
are rolled up
399 FULL 059X - All revenue code lines These fields are not normally used.
where the first three positions = '059'
are rolled up
399 FULL 060X - All revenue code lines Part B Oxygen charges.
where the first three positions = '060*
are rolled up
399 FULL 062X - All revenue code lines Part B Med Supplies charges.
where the first three positions = '062*
are rolled up
399 FULL 0623 - Displays by itself Part B Surgical Dressings charges.
399 FULL All other Rev Codes display as All other
they come in on the claim (they do not
roll up)
399 LUPA 0023 - Does not display These fields are not populated on this report.
399 LUPA 027X - All revenue code lines Part B Med Supplies charges.
where the first three positions = '027*
(excluding 0274) are rolled up
399 LUPA 0274 - Displays by itself Part B Prosthetics and Orthotics charges.
399 LUPA 029X - All revenue codes lines Part B Durable Med Equip charges.
where the first three positions = '029'
are rolled up
399 LUPA 042X - All revenue code lines Total physical therapy covered charges during LUPA episode.
where the first three positions = '042*
are rolled up
399 LUPA 043X - All revenue code lines Total occupational therapy covered charges during LUPA
where the first three positions = '043' episode.
are rolled up
399 LUPA 044X - All revenue code lines Total speech therapy covered charges during LUPA episode.
where the first three positions = '044'
are rolled up
399 LUPA 055X - All revenue code lines Total covered charges related to nursing services during PEP
where the first three positions = '055' episode.
are rolled up
399 LUPA 056X - All revenue code lines Total covered charges related to med soc serv during LUPA

where the first three positions = '056'
are rolled up

episode.
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Provider Statistical and Reimbursement System

Report
Type Data Element Description
399 LUPA 057X - All revenue code lines Total covered charges related to home health aide serv during
where the first three positions = '057* LUPA episode.
are rolled up
399 LUPA 058X - All revenue code lines Part B other visits without outlier.
where the first three positions = '058'
are rolled up
399 LUPA 059X - All revenue code lines Total visit covered charges for various disciplines for LUPA
where the first three positions = '059' episode.
are rolled up
399 LUPA 060X - All revenue code lines Part B oxygen charges.
where the first three positions = '060*
are rolled up
399 LUPA 062X - All revenue code lines Part B medical supplies charges.
where the first three positions = '062*
are rolled up
399 LUPA 0623 - Displays by itself Part B surgical dressings charges.
399 LUPA All other Rev Codes display as All other Part B revenue code charges.
they come in on the claim (they do not
roll up)
399 PEP 0023 - Does not display These fields are not populated on this report.
399 PEP 027X - All revenue code lines Part B Med Supplies charges.
where the first three positions = '027*
(excluding 0274) are rolled up
399 PEP 0274 - Displays by itself Part B prosthetics and orthotics charges.
399 PEP 029X - All revenue codes lines Part B durable medical equipment charges.
where the first three positions = '029'
are rolled up
399 PEP 042X - All revenue code lines Total physical therapy covered charges during PEP episode.
where the first three positions = '042*
are rolled up
399 PEP 043X - All revenue code lines Total occupational therapy covered charges during PEP
where the first three positions = '043' episode.
are rolled up
399 PEP 044X - All revenue code lines Total speech therapy covered charges during PEP episode.
where the first three positions = '044'
are rolled up
399 PEP 055X - All revenue code lines Total covered charges related to nursing services during PEP
where the first three positions = '055' episode.
are rolled up
399 PEP 056X - All revenue code lines Total covered charges related to med soc serv during PEP

where the first three positions = '056'
are rolled up

episode.
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Provider Statistical and Reimbursement System

Report
Type Data Element Description
399 PEP 057X - All revenue code lines Total covered charges related to home health aide serv during
where the first three positions = '057* PEP episode.
are rolled up
399 PEP 058X - All revenue code lines Part B other visits without outlier.
where the first three positions = '058'
are rolled up
399 PEP 059X - All revenue code lines Total visit covered charges for various disciplines for PEP
where the first three positions = '059' episode.
are rolled up
399 PEP 060X - All revenue code lines Part B oxygen charges.
where the first three positions = '060*
are rolled up
399 PEP 062X - All revenue code lines Part B medical supplies charges.
where the first three positions = '062*
are rolled up
399 PEP 0623 - Displays by itself Part B surgical dressings charges.
399 PEP All other Rev Codes display as All other Part B revenue code charges.
they come in on the claim (they do not
roll up)
399 SCIC/PEP 0023 - Does not display These fields are not populated on this report.
399 SCIC/PEP 027X - All revenue code lines | Part B medical supplies charges.
where the first three positions = '027*
(excluding 0274) are rolled up
399 SCIC/PEP 0274 - Displays by itself Part B prosthetics and orthotics charges.
399 SCIC/PEP 029X - All revenue codes Part B durable medical equipment charges.
lines where the first three positions =
'029" are rolled up
399 SCIC/PEP 042X - All revenue code lines | Total physical therapy covered charges during SCIC/PEP
where the first three positions = '042' episode.
are rolled up
399 SCIC/PEP 043X - All revenue code lines | Total occupational therapy covered charges during SCIC/PEP
where the first three positions = '043' episode.
are rolled up
399 SCIC/PEP 044X - All revenue code lines | Total speech therapy covered charges during SCIC/PEP
where the first three positions = '044' episode.
are rolled up
399 SCIC/PEP 055X - All revenue code lines | Total covered charges related to nursing services during
where the first three positions = '055' SCIC/PEP episode.
are rolled up
399 SCIC/PEP 056X - All revenue code lines | Total covered charges related to med soc serv during SCIC/

where the first three positions = '056'
are rolled up

PEP episode.
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Provider Statistical and Reimbursement System

Report
Type Data Element Description
399 SCIC/PEP 057X - All revenue code lines | Total covered charges related to home health aide serv during
where the first three positions = '057* SCIC/PEP episode.
are rolled up
399 SCIC/PEP 058X - All revenue code lines | Part B other visits without outlier.
where the first three positions = '058'
are rolled up
399 SCIC/PEP 059X - All revenue code lines | Total visit covered charges for various disciplines for SCIC/PEP
where the first three positions = '059' episode.
are rolled up
399 SCIC/PEP 060X - All revenue code lines | Part B oxygen charges.
where the first three positions = '060*
are rolled up
399 SCIC/PEP 062X - All revenue code lines | Part B medical supplies charges.
where the first three positions = '062*
are rolled up
399 SCIC/PEP 0623 - Displays by itself Part B surgical dressings charges.
399 SCIC/PEP All other Rev Codes display All other Part B revenue code charges.
as they come in on the claim (they do
not roll up)
399 SCIC 0023 - Does not display These fields are not populated on this report.
399 SCIC 027X - All revenue code lines Part B med supplies charges.
where the first three positions = '027*
(excluding 0274) are rolled up
399 SCIC 0274 - Displays by itself Part B prosthetics and orthotics charges.
399 SCIC 029X - All revenue codes lines Part B durable medical equipment charges.
where the first three positions = '029'
are rolled up
399 SCIC 042X - All revenue code lines Total physical therapy covered charges during SCIC only
where the first three positions = '042' episode.
are rolled up
399 SCIC 043X - All revenue code lines Total occupational therapy covered charges during SCIC only
where the first three positions = '043' episode.
are rolled up
399 SCIC 044X - All revenue code lines Total speech therapy covered charges during SCIC only
where the first three positions = '044' episode.
are rolled up
399 SCIC 055X - All revenue code lines Total covered charges related to nursing services during SCIC
where the first three positions = '055' only episode.
are rolled up
399 SCIC 056X - All revenue code lines Total covered charges related to medical social services during
where the first three positions = '056' SCIC only episode.
are rolled up
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Provider Statistical and Reimbursement System

Report
Type Data Element Description
399 SCIC 057X - All revenue code lines Total covered charges related to home health aide services
where the first three positions = '057* during SCIC only episode.
are rolled up
399 SCIC 058X - All revenue code lines Part B other visits without outlier.
where the first three positions = '058'
are rolled up
399 SCIC 059X - All revenue code lines Total visit covered charges for various disciplines for SCIC
where the first three positions = '059' only episode.
are rolled up
399 SCIC 060X - All revenue code lines Part B Oxygen charges.
where the first three positions = '060*
are rolled up
399 SCIC 062X - All revenue code lines Part B Med Supplies charges.
where the first three positions = '062*
are rolled up
399 SCIC 0623 - Displays by itself Part B Surgical Dressings charges.
399 SCIC All other Rev Codes display as All other Part B Revenue Code Charges.
they come in on the claim (they do not
roll up)
399 TOTAL 0023 - Does not display These fields are not populated on this report.
399 TOTAL 027X - All revenue code lines Total Part B medical supplies charges.
where the first three positions = '027*
(excluding 0274) are rolled up
399 TOTAL 0274 - Displays by itself Total Part B prosthetic and orthotic device charges.
399 TOTAL 029X - All revenue codes lines Total Part B durable medical equipment charges.
where the first three positions = '029'
are rolled up
399 TOTAL 042X - All revenue code lines Total Part B physical therapy count.
where the first three positions = '042*
are rolled up
399 TOTAL 043X - All revenue code lines Total Part B occupational therapy count.
where the first three positions = '043'
are rolled up
399 TOTAL 044X - All revenue code lines Total Part B speech count.
where the first three positions = '044'
are rolled up
399 TOTAL 055X - All revenue code lines Total Part B nursing count.
where the first three positions = '055'
are rolled up
399 TOTAL 056X - All revenue code lines Total Part B medical social services.

where the first three positions = '056'
are rolled up
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Provider Statistical and Reimbursement System

Report
Type Data Element Description
399 TOTAL 057X - All revenue code lines Total Part B home health aide count.
where the first three positions = ‘057"
are rolled up
399 TOTAL 058X - All revenue code lines Total Part B other visits.
where the first three positions = '058'
are rolled up
399 TOTAL 059X - All revenue code lines These fields are not normally used.
where the first three positions = '059'
are rolled up
399 TOTAL 060X - All revenue code lines Total Part B oxygen charges.
where the first three positions = '060*
are rolled up
399 TOTAL 062X - All revenue code lines Total Part B medical supplies charges.
where the first three positions = '062*
are rolled up
399 TOTAL 0623 - Displays by itself Total Part B surgical dressings charges.
399 TOTAL All other Rev Codes display as All other Part B revenue code charges.
they come in on the claim (they do not
roll up)
399 FULL # EPISODES WITHOUT OUTLIER Part B number of episodes without outlier for full episodes.
399 FULL HIPPS REIMBURSEMENT Part B HIPPS reimbursement without outlier for full episodes.
WITHOUT OUTLIER
399 FULL # EPISODES WITH OUTLIER Part B number of episodes with outlier for full episodes.
399 FULL HIPPS REIMBURSEMENT WITH Part B HIPPS reimbursement with outlier for full episodes.
OUTLIER
399 FULL OUTLIER REIMBURSEMENTS Part B outlier reimbursement for full episodes.
399 FULL PROSTHETIC/ORTHOTIC Total prosthetics and orthotics for full episodes.
DEVICES
399 FULL DME Total durable medical equipment for full episodes.
399 FULL OXYGEN Oxygen for full episodes.
399 FULL OTHER FEE REIMBURSEMENTS Total other fee reimbursement.
399 FULL GROSS REIMBURSEMENT Part B gross reimbursement for full episodes.
399 FULL DEDUCTIBLES Total Part B deductibles.
399 FULL COINSURANCE Total coinsurance.
399 FULL NET MSP PAYMENTS Total MSP.
399 FULL MSP RECONCILIATION Net MSP for Part B.
399 FULL OTHER ADJUSTMENTS Total other adjustment.
399 FULL NET REIMBURSEMENT Total net reimbursement.
399 FULL CLAIM INTEREST PAYMENTS Part B claim interest payments for full episodes.
399 LUPA # EPISODES WITHOUT OUTLIER Part B # of Episodes w/o outlier for LUPA.
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Provider Statistical and Reimbursement System

Report

Type Data Element Description

399 LUPA HIPPS REIMBURSEMENT Part B HIPPS reimbursement without outlier for LUPA.
WITHOUT OUTLIER

399 LUPA # EPISODES WITH OUTLIER Part B # of Episodes with outlier for LUPA.

399 LUPA HIPPS REIMBURSEMENT WITH Part B HIPPS reimbursement with outlier for LUPA.
OUTLIER

399 LUPA OUTLIER REIMBURSEMENTS Part B outlier reimbursement for LUPA.

399 LUPA PROSTHETIC/ORTHOTIC Part B P&O for LUPA.
DEVICES

399 LUPA DME Part B DME for LUPA.

399 LUPA OXYGEN Part B Oxygen for LUPA.

399 LUPA OTHER FEE REIMBURSEMENTS Part B Other Fee for LUPA.

399 LUPA GROSS REIMBURSEMENT Part B gross reimbursement for LUPA.

399 LUPA DEDUCTIBLES Part B deductible for LUPA.

399 LUPA COINSURANCE Part B coinsurance for LUPA.

399 LUPA NET MSP PAYMENTS Part B MSP Recon for LUPA.

399 LUPA MSP RECONCILIATION Part B Net MSP Payment for LUPA.

399 LUPA OTHER ADJUSTMENTS Part B Other Adjust for LUPA.

399 LUPA NET REIMBURSEMENT Part B net reimbursement for LUPA.

399 LUPA CLAIM INTEREST PAYMENTS Part B claim interest payments for LUPA.

399 PEP # EPISODES WITHOUT OUTLIER Part B # of Episodes w/o outlier for PEP.

399 PEP HIPPS REIMBURSEMENT WITHOUT | Part B HIPPS reimbursement without outlier for PEP.
OUTLIER

399 PEP # EPISODES WITH OUTLIER Part B # of Episodes with outlier for PEP.

399 PEP HIPPS REIMBURSEMENT WITH Part B HIPPS reimbursement with outlier for PEP.
OUTLIER

399 PEP OUTLIER REIMBURSEMENTS Part B outlier reimbursement for PEP.

399 PEP PROSTHETIC/ORTHOTIC DEVICES Part B P&O for PEP.

399 PEP DME Part B DME for PEP.

399 PEP OXYGEN Part B Oxygen for PEP.

399 PEP OTHER FEE REIMBURSEMENTS Part B Other Fee for PEP.

399 PEP GROSS REIMBURSEMENT Part B gross reimbursement for PEP.

399 PEP DEDUCTIBLES Part B Deduct for PEP.

399 PEP COINSURANCE Part B Coins for PEP.

399 PEP NET MSP PAYMENTS Part B MSP Recon for PEP.

399 PEP MSP RECONCILIATION Part B Net MSP Payment for PEP.

399 PEP OTHER ADJUSTMENTS Part B Other Adjust for PEP.

399 PEP NET REIMBURSEMENT Part B net reimbursement for PEP.

399 PEP CLAIM INTEREST PAYMENTS Part B Claim Interest Payments for PEP.

User Manual

May 2011

Version No. 04.00

Report Data

B-175




Provider Statistical and Reimbursement System

Report

Type Data Element Description

399 SCIC/PEP # EPISODES WITHOUT Part B # of Episodes w/o outlier for SCIC/PEP.
OUTLIER

399 SCIC/PEP HIPPS REIMBURSEMENT Part B HIPPS reimbursement without outlier for SCIC/PEP.
WITHOUT OUTLIER

399 SCIC/PEP # EPISODES WITH OUTLIER Part B # of Episodes with outlier for SCIC/PEP.

399 SCIC/PEP HIPPS REIMBURSEMENT Part B HIPPS Reimb with outlier for SCIC/PEP.
WITH OUTLIER

399 SCIC/PEP OUTLIER REIMBURSEMENTS Part B outlier reimb for SCIC/PEP.

399 SCIC/PEP PROSTHETIC/ORTHOTIC Part B P&O for SCIC/PEP.
DEVICES

399 SCIC/PEP DME Part B DME for SCIC/PEP.

399 SCIC/PEP OXYGEN Part B Oxygen for SCIC/PEP.

399 SCIC/PEP OTHER FEE Part B Other Fee for SCIC/PEP.
REIMBURSEMENTS

399 SCIC/PEP GROSS REIMBURSEMENT Part B Gross Reimb for SCIC/PEP.

399 SCIC/PEP DEDUCTIBLES Part B Deduct for SCIC/PEP.

399 SCIC/PEP COINSURANCE Part B Coins for SCIC/PEP.

399 SCIC/PEP NET MSP PAYMENTS Part B MSP Recon for SCIC/PEP.

399 SCIC/PEP MSP RECONCILIATION Part B Net MSP Payment for SCIC/PEP.

399 SCIC/PEP OTHER ADJUSTMENTS Part B Other Adjust for SCIC/PEP.

399 SCIC/PEP NET REIMBURSEMENT Part B Net Reimb for SCIC/PEP.

399 SCIC/PEP CLAIM INTEREST PAYMENTS Part B Claim Interest Payments for SCIC/PEP.

399 SCIC # EPISODES WITHOUT OUTLIER Part B # of Episodes w/o outlier for SCIC.

399 SCIC HIPPS REIMBURSEMENT Part B HIPPS Reimb w/o outlier for SCIC.
WITHOUT OUTLIER

399 SCIC # EPISODES WITH OUTLIER Part B # of Episodes with outlier for SCIC.

399 SCIC HIPPS REIMBURSEMENT WITH Part B HIPPS Reimb with outlier for SCIC.
OUTLIER

399 SCIC OUTLIER REIMBURSEMENTS Part B outlier reimb for SCIC.

399 SCIC PROSTHETIC/ORTHOTIC Part B P&O for SCIC.
DEVICES

399 SCIC DME Part B DME for SCIC.

399 SCIC OXYGEN Part B Oxygen for SCIC.

399 SCIC OTHER FEE REIMBURSEMENTS Part B Other Fee for SCIC.

399 SCIC GROSS REIMBURSEMENT Part B Gross Reimb for SCIC.

399 SCIC DEDUCTIBLES Part B Deduct for SCIC.

399 SCIC COINSURANCE Part B Coins for SCIC.

399 SCIC NET MSP PAYMENTS Part B MSP Recon for SCIC.

399 SCIC MSP RECONCILIATION Part B Net MSP Payment for SCIC.

User Manual Report Data
May 2011

Version No. 04.00

B-176




Provider Statistical and Reimbursement System
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Type Data Element Description

399 SCIC OTHER ADJUSTMENTS Part B Other Adjust for SCIC.

399 SCIC NET REIMBURSEMENT Part B Net Reimb for SCIC.

399 SCIC CLAIM INTEREST PAYMENTS Part B Claim Interest Payments for SCIC.

399 TOTAL HIPPS REIMBURSEMENT Total Part B # of Episodes w/o outlier.
WITHOUT OUTLIER

399 TOTAL # EPISODES WITH OUTLIER Total Part B HIPPS Reimb w/o outlier.

399 TOTAL HIPPS REIMBURSEMENT WITH Total Part B # of Episodes with outlier.
OUTLIER

399 TOTAL OUTLIER REIMBURSEMENTS Total Part B HIPPS Reimb with outlier.

399 TOTAL PROSTHETIC/ORTHOTIC Total P&O for full episodes.
DEVICES

399 TOTAL DME Total DME for full episodes.

399 TOTAL OXYGEN Oxygen for full episodes.

399 TOTAL OTHER FEE REIMBURSEMENTS Total other fee reimbursements.

399 TOTAL GROSS REIMBURSEMENT Total Part B gross reimbursement.

399 TOTAL DEDUCTIBLES Total Part B deductible.

399 TOTAL COINSURANCE Total coinsurance.

399 TOTAL NET MSP PAYMENTS Total MSP.

399 TOTAL MSP RECONCILIATION Net MSP for Part B.

399 TOTAL OTHER ADJUSTMENTS Total other adjustments.

399 TOTAL NET REIMBURSEMENT Total net reimbursement.

399 TOTAL CLAIM INTEREST PAYMENTS Total Part B claim interest payments.
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C Error Messages

Provider Statistical and Reimbursement System

This appendix documents the error messages used throughout the PS&R System. This appendix is
organized according to the following sections:

e Home Page

e Summary Report Request, Select Provider(s)

e Summary Report Request, Select Report(s)

e Summary Report Request, Select Service Period(s)

e Summary Report Request, Select Report Format

e Summary Report Request, Report Request Confirmation

e Detail Report Request, Select Provider(s)

e Detail Report Request, Select Report(s)

e Detail Report Request, Select Service Period(s)

e Detail Report Request, Select Report Format

e Detail Report Request, Report Request Confirmation

e Detail Report Request, Load Control

e Detail Report Request, FI/MAC Provider Requests

e Miscellaneous Report Request, Select Reports

e Detail Report Request, Miscellaneous

e Miscellaneous System Error Messages

e Error Codes in Numeric Order

Each section provides the form on which the error or warning message results, the type of user,

validation, the error message, and where relevant, the error ID.

C.1 Home Page

The Home page error messages are presented in the following table.

Exhibit C-1 Home Page Error Messages
Form/Field User Type Validation Error Message ID
No Claims loaded PS&R There must be claims loaded “Error E318: No claims have E318

for a given provider. No
reports will be generated with
0 claims loaded.

been loaded for provider <ID
H>"
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C.2

Provider Statistical and Reimbursement System

Summary Report Request, Select Provider(s)

The Summary Report Request, Select Provider(s) page error messages are presented in the following

table.
Exhibit C-2 Summary Report Request, Select Provider(s) Page Error Messages
Form/Field User Type Validation Error Message ID
“By Provider CMS, If no provider is selected from | “Error EO25: No provider EO025
Number” FI/MAC the “By Provider Number” list number(s) were chosen.”

Non-Admin | box
“By Provider Type CMS If “By Provider Number” radio “Error EO24: Please select EO024
Within Contractor” button is not clicked, this provider(s).”
Radio Button radio button must be clicked.
“By Provider FI/MAC, If radio button is clicked, at “Error E026: “By Provider EO026
Type” Radio Parent least one provider type must Type” option selected, but no
Button Provider be selected. provider type(s) chosen.”
“By Provider FI/MAC, If “By Provider Number” radio | “Error E0O24: Please select EO024
Type” Radio Parent button or “All Providers” provider(s).”
Button Provider (Parent Provider users only) is

not clicked, this radio button
must be clicked.

“By Provider CMS, Provider type selected must “Error E101: No providers of E101
Type” Drop Down FI/MAC, apply to at least one provider the selected Provider Type(s)
Menu Parent applicable to the FI/PP. are applicable.”

Provider
“All Providers” CMS, Provider type(s) and FYE date “Error E101: No providers of E101
(Parent Provider FI/MAC, selected must have at least the selected Provider Type(s)
users only) or “By | Parent one applicable provider. are applicable.”
Provider Type” Provider
and “Filter by FYE
Date” Checkbox
“Filter by FYE FI/MAC, If box is checked, a month “Error EO81: “Filter by FYE EO081
Date” Checkbox Parent must be selected from the Date” chosen, but month not

Provider “Month” drop-down menu. selected.”
“Filter by FYE FI/MAC, The day selected must be in “E