
DEPT. OF HEALTH AND SOCIAL SERVICES

OFFICE OF RATE REVIEW

TO ALL INTERESTED PARTIES

FRAl"'JK H. MURKOWSKI, GOVERNOR

P.O. Box 240249

ANCHORAGE.AK 99524

PHONE: (907) 334.2464

FAX: (907)33+2220

Subject: Changes in Department of Health & Social Services
Reporting Manual

Listed below are the changes in the DHSS Medicaid Hospital and
Long-Term Care Facility Reporting Manual dated September 2005,
as compared to the Reporting Manual dated April 2004.

YEAR END REPORT

1. Facilities may now submit their electronic copy of the
Medicare cost report on either a diskette or compact disk.

2. Instructions have been changed to match clarification of
regulations requiring that the audited financial statements
required to be filed with the year end report be specific
to the facility and match the period reported on the
Medicare cost report.

3. Instructions for Medicaid Form T-2, page 1, line 14 have
been revised to reflect the change in the form. Facilities
are required to separately report the number of available
beds (beds set-up and ready to be used) and the number of
licensed beds for each category listed.

4. Instructions for Medicaid Form SS-lA, line 33 have been
clarified to aid in the reporting of health care ~related"

training expenses sponsored by trade organizations or
associations.

Facilities are required by regulation to use the instructions
and forms from the September 2005 reporting manual for all
reports submitted to the Department after March 18, 2006.
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Year End Report Instructions

STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

YEAR END REPORT INSTRUCTIONS

The following forms are a required part of the Year End Report
package.

1. Uniform Medicare Cost Report as reported to the Medicare
Intermediary, Form HCFA-2552 or Form HCFA-2540, as appropriate.
Also include a diskette or Compact Disc (CD) containing the
electronic version of the cost report (identical to the hard copy
version), and the following Medicare Cost Report Supporting
documentation.

a. Medicare Horne Office Cost Statement,
applicable, a copy of the finalized, most
Medicare home office cost statement audited by

Form HCFA-2S7, if
recently audited,
Medicare.

b. Medicare
Questionnaire, Form

Provider
HCFA-339, if

Cost Report
applicable.

Reimbursement

c. Any additional supporting schedules sent to the
Intermediary with the Medicare cost report; for example, work
papers supporting reclassification entries or other adjustments.

2. Audited Financial Statements.

3. Audit adjustments made by the Independent Financial Statement
auditors.

4. Reconciliation of the Audited Financial Statements to the
Medicare Cost Report, Worksheet A.

5. Post Audit Working Trial Balance.

6. Reconciliation of the Post Audit Working Trial Balance to the
Medicare Cost Report worksheet forms: A, A-S, C and G series.

7. The following Department of Health & Social Services (DHSS)
Year End Report Forms:

a. Form YET-l.
b. Form T-2.
c. Form T-15.
d. Form 33-1A.

1
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Year End Report Instructions

e. Form SS-lB.
f. Form 5S-1e.
g. Form FS-3.

GENERAL INSTRUCTIONS

A. All data submitted on the year end forms is to be actual
data for a facility's most recent fiscal year end. (For example:
a 6/30/2005 facility would submit the actual data for the period
7/112004 through 6/30/2005 on its year end report due 150 days
after 6/30/2005.

B. If forms and ::.chedules listed in items 1, 4, and 6 be1m·,
have not been filed with the Medicare Intermediary due to an
extension granted by Medicare, all other forms and schedules
still must be completed and submitted to Medicaid within the
timelines set out in 7 AAC 43.679(cl.

C. If Medicare has extended the time for filing the Medicare
Cost Report beyond 150 days after the most recent fiscal year
end, then forms and schedules listed in items 1, 4, and 6 below
must be filed with Medicaid within the extension allowed by
Medicare.

D. Forms, schedules,
timelines as described
not timely filed.

and reports
in paragraphs

not submitted within the
8 and C will be considered

1. FOI<M - UNIFOI<M MEDICARE COST REPORT AS REPORTED TO THE
MEDICARE INTERMEDIARY, INCLUDING A DISKETTE OR COMPACT DISC
CONTAINING THE ELECTRONIC COST REPORT (IDENTICAL TO HARD COPY
VERSION), FOI<M HCFA-2552 OR FOI<M HCFA-2540, AS APPROPRIATE.

Medicaid data must be completed in the cost report. If a low
utilization cost report is used, the 8-1 worksheet with
statistics must be attached. A complete Medicare Cost Report
includes:

a. Form - Medicare Home Office Cost Statement, Form HCFA-
287.

b. Form Medicare Provider Cost Report Reimbursement
Questionnaire, Form HCFA-339.

2
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Year End Report Instructions

c. Form - any additional supporting schedules sent to the
Medicare Intermediary with the Medicare Cost Report; for example,
work papers supporting reclassification entries or other
adjustments.

2. FORM - AUDITED
AND MATCHING
REPORT.

FINANCIAL STATEMENTS SPECIFIC TO THE FACILITY
THE PERIOD REPORTED ON THE MEDICARE COST

3. FORM - INDEPENDENT AUDIT ADJUSTMENTS.

4. FORM- RECONCILIATION OF THE AUDITED FINANCIAL STATEMENTS TO
THE MEDICARE COST REPORT, WORKSHEET A.

5. FORM - POST AUDIT WORKING TRIAL BALANCE.

The post audit working trial balance should include the Audit
Adjustments made by the Independent Financial Statement Auditors.

6. FORM - RECONCILIATION OF THE POST AUDIT WORKING TRIAL BALANCE
TO THE MEDICARE COST REPORT FORMS WORKSHEETS A, A-B, C, AND G
SERIES.

Each revenue and expense account listed in the Provider's working
trial balance should be annotated by the cost center number which
makes up the total expenses or charges found on Worksheets A, A-8
and C. For amounts included on worksheet G-3, but not on
worksheet A-S, annotate G-3 line number.

7. FORM - The DRSS Year End Report forms as follows:

a. FORM YET-l TRANSMITTAL AND CERTIFICATION

This form must be read, understood,
administrative or financial officer of

and signed by the
the health facility.

chief

b. FORM T-2 HEALTH FACILITY GENERAL INFORMATION

This form
historical

is used to
utilization of

report general
the facility.

information and the

11., 12.

September 2005

Volume statistics
13. Patient Days
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Year End Report Instructions

most current
facility.

year's operation completed by the

The base
facility's

year-facility
operation.

column reflects the total

The base year-MEDICAID column reflects the Medicaid
(Title XIX) utilization.

14. The number of beds available for service reflects the
most current year I s operation completed by the
facility. The count should reflect the total number of
beds available and the total number of licensed beds as
of the facility's fiscal year end.

The base year-facility column reflects the total number
of beds available for service and the total number of
licensed beds (#available beds/#licensed beds).

The base year-Medicaid column enter data only if the
beds certified for Medicaid services is different from
the facility total.

15. This line should be completed by Facilities with a 6/30
year end only. Facilities with fiscal year ends of
12/31, do not complete this set of volume statistics.

16. This line should be completed by Facilities with a 6/30
year end only. Facilities with fiscal year ends of
12/31, do not complete this set of volume statistics.

c. FORM T-15 - FACILITY BASED FHYSICIANS COMPENSATION

General Instructions:

This form reports the financial arrangements with facility based
physicians for the prior year.

Column I, report the provider billing identification number
used to obtain reimbursement for the physician' 5 services.
Each Physician must be listed on successive lines.

Column 2, signify the type of
choosing the number listed below
financial arrangement.

4
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Year End Report Instructions

1. A joint or salaried arrangement is one in which the
health facility bills patients for the physicians
services, and includes these revenues as health
facility revenues. All department expenses are paid by
the health facility. The health facility remits a fee
or salary to the physician which is included in health
facility expense. All payments to physicians are
identified on the Medicare Cost Report, Worksheet A-8­
2.

2. A contracted department is an arrangement where the
physician may pay any or all expenses of the
department. The health facility bills patients for the
departmental services and remits a fee to the
physician. This fee would typically be designed to
cover the expenses incurred by the physician plus
his/her professional fee. Payments to the physician
are recorded as Professional Fees (regardless of the
expenses incurred by the physician) and reported on the
Medicare Cost Report, Worksheet A-B-2.

3. A rental department is an arrangement whereby the
physician bills patients for services rendered by the
department and pays a rental fee for the use of
departmental services. This rental is recorded as
"other operating revenue II in the department and is
offset against departmental expense in the
reclassification process on the Medicare Cost Report.

4. An independent/separate department arrangement is
an arrangement whereby the department functions are
provided by an independent individual group of
physician (s). Neither revenues or expense are incurred
by the health facility. The health facility usually
refers patients and/or specimens to the outside group,
usually located on separate premises.

5. A physician clearing account arrangement is when
the health facility bills patients for the physician's
services, and records these billings as a liability.
The subsequent payment to the physician is shown as a
reduction of that liability. The hospital reflects
neither revenue or expense relative to the professional
services.

5
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Year End Report Instructions

6. Other: If
a narrative
arrangement in

this description applies,
explaining the type

effect.

please include
of financial

Column 3, list the cost center or department for which
services were performed. If a Physician performed services
for more than one cost center, use a separate line to report
the salaries and compensation which were included in each
cost center.

Column 4,
description

list name
of type work

of physician
done.

or include brief

Columns 5, 6, 7 and 8, list the total compensation paid by
the facility for each cost center. This includes all
components of physician compensation, i. e., monetary
payments, fringe benefits, deferred compensation, physician
professional membership fees, continuing education,
malpractice and any other items of value.

d. FORM SS-lA REVENUE ANALYSIS

General Instructions:

This form reports all operating/non-operating revenues and other
required reporting items for the health facility.

STEP LINE

1 1-8 Distribute the Patient Service Revenues among
Inpatient--routine and ancillary, Long Term Care-­
routine and ancillary, Swing Bed--routine and
ancillary, outpatient, and other revenues earned from
patient sources (please include a descriptive narrative
of the way in which the "other" patient revenues were
earned) .

2

3

9

10

Total lines 1 through 8 to equal total patient service
revenues.

Enter the amount of Other Operating Revenues that have
been reclassified or offset against departmental
expenses. (Include a schedule which details the
Working Trial Balance (WTB) accounts which were

6
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Year End Report Instructions

accumulated to total to the Other Operating Revenues
amount if multiple WTB accounts were combined).

4 11 Enter the amount of federal,
taxes that are intended to
current operations.

state,
or will

or regional-local
be used to fund

5

6

7

8

12

13

14

15

Enter the amount of grants intended to be or which were
used for current operations.

Enter the amount of revenue sharing the facility
receives.

Enter all other revenue offsets intended to be used or
that were used to offset operations.

Total lines 10-14.

9 16-20 Enter non-operating revenues under the appropriate
heading.

10

11

21

22

Enter the amount of Other Non-Operating Revenue (if
multiple WTB accounts were combined, include a schedule
which details the WTS accounts which were accumulated
to total to the amount reported under Other Non­
Operating Revenues) .

Total lines 15-21.

12 23-26 Enter Non-Operating expense in the lines provided.

13

14

15

27

28

29

Enter the amount of Other Non-Operating Expense (if
multiple WTB accounts were combined, please include a
schedule which details the WTS accounts which were
accumulated to total to the amount reported under Other
Non-Operating Expense).

Total lines 23-27.

Subtract line 28 from line 22 and enter the amount on
line 29.

16 31 Enter amount
associated
activities,

of advocacy expenses. These include costs
with advocacy activities, lobbying
and special assessments to fund the

7
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Year End Report Instructions

preparation of advocacy and position papers. Include a
schedule of costs by WTB account number and amounts
reported.

17 32 Enter amount of membership dues,
conference fees, and trade organization
fees. Include a schedule of costs
number and amounts reported.

meeting fees,
and association
by WTB account

18

19

33

34

Enter amount of health care related training expenses
sponsored by trade organizations or associations.
Include a schedule of costs by WTB account number and
amounts reported

Enter amount of plaintiff/appellant litigation
expenses. Please schedule and reconcile amounts by WTB
account number, amount, case name, and stage of
litigation (e.g. "on going" or "resolved," etc.).
Attach a copy of the final order showing that facility
was prevailing party. Note that expenses incurred
because of litigation not originally initiated by the
facility are not sUbject to this requirement or 7 AAC
43.686(bl (151.

e. FORM SS-lB HISTORICAL SUMMARY

Column 1 Total facility revenue, acute and long term care, is
taken from the facility's general ledger (and includes
charity care revenues).

Column 2 Total long term care facility revenue is taken from the
facility's general ledger (and includes charity care
revenues) .

Column 3 Revenue billed to Medicaid for inpatient hospital
services is recorded here. The facility should use the
Medicaid logs or the general ledger.

Column 4 Revenues
services
Medicaid

billed to Medicaid for outpatient hospital
is recorded here. The facility should use the
log or the general ledger.

Column 5

September 2005

Revenue billed to Medicaid for long term care
is recorded here. Ancillary charges for
provided to long term care patients is to be

8
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services
recorded



Year End Report Instructions

in this
Medicaid

column
logs or

also. The
the general

facility
ledger.

should use the

Column 6 Revenue billed to Medicaid for swing bed services is
recorded here. Ancillary charges for swing bed
ancillary services are also recorded in this column.
The facility should use the Medicaid logs or the
general ledger.

f. FORM SS-lC FACILITY BASED PHYSICIANIS REVENUE

This form needs to be completed to disclose any Physician charges
which were included in charge information reported on DHS5
Worksheet 55-lB. If physician charges were not included in
charge information reported on DHSS Worksheet SS-lB, indicate on
the form but do not complete form.

Column 1, indicate total facility based physician, acute and
long term care, revenues by cost center.

Column 2, indicate total
physician revenues by cost

long term
center.

care facility based

Columns 3, 4, 5 and 6, report
revenue for the Medicaid Program,
(inpatient, outpatient, long term
cost center.

g. FORM FS-3 INCOME STATEMENT

General Instructions:

facility based physician
by patient classification

care and swing bed) and by

This form records the patient services revenue, other revenue,
expenses by natural classification and non-operating revenue or
expense.

9
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FORM YET-1

DEPARTMENT OF HEALTH & SOCIAL SERVICES

TRANSMITTAL AND CERTIFICATION

NAME OF FACILITY

ADDRESS

FISCAL YEAR END

CERTIFICATION OF OFFICER OF HEALTH FACILITY

I hereby certify thai I have examined the accompanying Year End Reporting Forms.
To the best of my knowledge and belief, the data 5ubmined are true, and correct statements
prepared from the books and records of the Health Facility in accordance with the
instructions provided in the Department of Health & Social Services Reporting Manual, except as
conspicuously noted.

SIGNATURES

YET·' 712003

CHIEF EXECUTIVE OFFICER

OATE, _

OR

10

CHIEF FINANCIAL OFFICER

DATE _



DEPARTMENT OF HEALTH & SOCIAL SERVICES
HEALTH FACILITY GENERAL INFORMATION

FORM T·2, Page 1

1. F"oscaI Yelr EnI1:
2. Fa<:Uy:
3. Addre»:
4. City end Zip:
5. Telephone:
6. Chief Execuw. Otllcer:
7. Chief Finandal 0!fIeer.
8. Chilirman gl the BOIItd:
9. Type 01 Org.nlz.licln:

(check gnl)
Ngt\oProfrt

Profit
Slale
Church

10. Has the COI1lrolllng org.nization, through a contracl, placed relllOOlib,i!v lor administralion or lhelaclitv whh another ol"!lanlzatkln?

Yel No
VOLUME STATlSncS

NUMBERO A N

•. AdWts and Pedl

b. SWWlg Boda.-d. Intenliw Care
I. Ot/ler S Care
I. Nu

SubpnMcSer: PI. lattiel$ublda""" !obIIM

h. Skied Nuq n~nnedia~

I. ICFfMR

Residential

k. Other S
1. Olher (5 ec 1

m. Tot.1
12. NUMBER OF PATlENT DAYS

a. MWts and Peds

b. Swing B&ds

c. Hospice

d. Intenlift Care

I. Other Care
I. Nursery

SullproV\cMf: ~ . tril;JSubsl;>rK:e Abuse

h. Skied ntenneer_
L ICFIMR

Rlsldential

k.. Other (S )

I. Other S
m. TQ\a1

a. NUMBER OF VISITS

a. Psydlia Oa Carl
b. Erne e

c. Short Stay

d. CliniQ

e. Hol'lll Cara Sarvicel

f. O1lllr

II. Total
14, NUMBER OF MDS AVAI.....SLElUCENSED FOR SERVICE

Avalabll

;I. MWts and Ped.

b. Bids
c.HOIfIlca

d. Intensive C.ra
e. Other S~iaj e.re
I. Nurs..

g. Subprovider: PI chliltriclSubstilnce Abun

h. Skilled NUl1lil'lQllnterrntdiall

l. ICFfMR

J. RasidllOtilIl

k. Ot/ler Specity)

I. O!hef (Specify)

m. Tcr.al A....bl.
n. To\ill ti:enMod

H'" I wzt'e~ "



FORM T.2, Page 2

DEPARTMENT OF HEALTH & SOCIAL SERVICES

HEALTH FACILITY GENERAL INFORMATION

This form only needs to be completed by Facilities with a 06/30 year end.

FACIUTY NAME: FYE:

"

16

SWING BEDS 07/01 throlillh 12/31 07/01 throuoh 12/31

Bue Year_f;u:illtu Baae Year·Medlcald

Admlulona

p.ll.nt O. ,

SWING BEDS 01101 thl'OUllh 06/30 01/01 throuoh 06130

Prior Y'lr-Facllity Prlor Ytlr-Mtdlcald

Admlaalons

Pat!tntOa".

"



DEPARTMENT OF HEALTH & SOCIAL SERVICES FORM T-15

FACILITY BASED PHYSICIANS COMPENSATION

FACILITY NAME: FYE:

LINE PROVIDER OTHER

NO. BILLING FINANCIAL FRINGE PAYMENTS TOTAL

i.0. NUMBER ARRANGEMENT CDSTCENTER DESCRIPTION SALARY BENEFITS & BENEFITS COMPENSATION

I" I" 13) I" I" 16' '" (8)

1,
3

•,
,,
,
,
10

11

12

13,.
"10

17

'"
'"
"
21

"23

24

"

T·1511<00' "



FORM SS-1A

DEPARTMENT OF HEALTH & SOCIAL SERVICES

REVENUE ANALYSIS

FACILITY NAME: FYE:

Line Base Explanation
No. y~, References

Pallt'llt S....,ltn RtwnUl (1) ('), • lent - Acule • RoIAne Stll"ke$

2
"

llellt - Acule • Melli ......
3 Lon.. Term Car•• RMIne S&rVIees

• lona Tenn care. Ancillllrv Services

5 SWlna Bed - Routine, .. B&d - Aneliia

7 OIIIostlef11

• other (5D«i!Vl

9 Tolal PIIlienl SerYlee R....-.

Other Sowl:" of R....en'"

10 """'0 -"""'.
" Tae. far tMerest or

" GI'anIs - ReA1cled tel 0

" Re'O'eOleS

" ",,",'~ ~,

" TotaIOI/lllf Sourcu til Revenue

Non.L\r BIll! R.....n... & Ell: '.OdMrR ~'" -,
N....., , R....nu.

" GaInJl..OII on SIIIl of Anels

" Income Irwl SOlIi'd oe.lanlt411lnvestments

10 Reta~ & Rental Revenlle

" Unrestrieled Donations

" Unrellr1cted GllIntl-lnclYdlna Revenue Sharina

" Olhef Non-O~tinoR.....nu.

" TOlalNon-O ~In RIven'"

Non-Qoltfatlna EllDen...

" Retail & Rental !OJ: •,. Retail 0Iher Non-O --. Ell'-"

" ....
" Pravi!ion for Income Tax

" ",,",NoH) -"
" T.. , ..
29 NO --Other RellOl'tlno II_I

'" " ,n

" .lo_" S_IAlsosments

" Duel. MeelInDI. ConIerenc.n Fees. Membefshlos4bt .. lllCl%

" Direct Hee!lll Car. Tr.,M E.<DenSfl.,. PIaIltitl'lA Rant Lklnltlon Ex ~,

5$-1... 4rnlOoI "



FORM SS~1B

DEPARTMENT OF HEALTH & SOCIAL SERVICES

HISTORICAL SUMMARY

FACIUTY NAME: FYE:
Total T...,

Lin. Acute & LTC LTC Medluld Revenue

••• Revenue RfYenuo In IU.nt QUlp,tI.nt L. Tenn Care Swln Bed

a.ltv HosDltt1 5elVlces (1) (2) m (4) l~ (6)

1 Adults and PedS

2 $wino Beds

3 -...• lntenli¥e Cal8, Other Special C¥e

• ....."
7 SubpftlYider.Psvd'iatrlct'SubstarlOe

• ~ Nu 'tindIIntarmecitle

9 ICFIMR

" Residen~

11 Other (5cIeciIY)

1" O~ {SlIC'CiIYj

" Total ca' 5._
AncUlalV, OutpltltM & QtMr Srn

" 0". R_

" R R_

15 OeivelY & t.abor

17 Aoeslhesioloov

15 Rad"IOIoov·Oillanostlc

" Rad' -ThetapMic

20 Ultrllsound

20 Cat Scan

21 MRI

22

23 Liltlaratarv

21 Blood, Sloma, Procenlna

25 InlraVllnous Therapy

26 Res lratorv Therapy .

27 Physical ThersDY

26 OccuaatlQnslTheraDY

" SDeeCh Patholoav

30 ElecIrocoIrdioIaav

31 Electroencephal '"" Med S~pplies Cl'IfQ to Pallenl5

" DnIlP Charoed to Pallents

" Renal DillY'"

35 O!tler Ancillarv (Specify)

"27 C~niC

"39 Obsetvation Beds

" 0ltIer Outpatient (Specify)

" Ambulance

" Harne Heallh 5erviees

" Othef SefVit:e$ (Soec:itwl

Total Allah . Outpt. 0\tIef SNS.. Total Sel'vic:es

"



FORM SS·1C

DEPARTMENT OF HEALTH & SOCIAL SERVICES

FACILITY BASED PHYSICIAN'S REVENUE
Use this form to report any Physician Revenue Amounts which were included on Department of Health & Social Services Form SS·l B,

FACILITY NAME: FYE:
Total Total

Line Acute & LTC LTC Medicaid Revenue
No. Revenue Revenue 10 atlent Outpatient Loo Term Care Swing Bed

Dai Hospital Services (11 121 (3} ('} (5} (S}

1 Adults and Peds

2 Swing Beds

3 Hospice

• Intensive Care

5 Other Special Care

5 Nursery, Subprovider,Psychiatric/Substance, Skilled Nursing/Intermediate, ICFIMR

10 Residential

11 Other (Specify)

12 nthD./C:~;~,\_•._. '-~._'1J

13 Total Daily Hospital Services

Ancillarv, Ouloatlenl & Other Srvs

" Operating Room

15 Recovery Room

16 Delivery & Labor

H Anesthesiology

16 Radiology-Diallnostic

19 Radiology-Therapeutic

20 U~rasound

20 Cat Scan

21 MRI

22

" Laboratory

" Blood. Storing, Processing

" Intravenous Therapy

25 Resoiratorv Theraov

27 Phvsical Therapy

25 Occupational Theraov

25 Soeech Pathology

30 Eleclrocardiology

31 Eleclroencephalogfilphy

32 Mad Supplies Chrg to Patients

32 Drugs Charged to Patients

" Renal Dialysis

35 Other Ancillary (Specify)

35

" Clinic

" Emergency

" Observation Beds

" Other Outpatient (Specify)

" Ambulance

" Home Health Services

13 Other Services (Specify)

Totai Ancillary. Qutp!. Other Srvs.. Totai Services

S5--1C7atm "



FORM F$-3

DEPARTMENT OF HEALTH & SOCIAL SERVICES
INCOME STATEMENT

FACIUTY NAME: FYE:

WO" BASE
No. Y<AR

REVENUES

PATlENT SERVICE REVENUES, Inpatient Revenues, OUlpatient Revenues, Long Term Care Revenues, Swi Bed Revenues, Other Pallent Revenues (S

• Total Patient Sefvlee Revenues

OEDUCTlONS FROM REVENUE

7 ... Do""

• """""""• ContraclIJal AdjJslmenlS

" -" TOCal Deductlons from Revenue

" NET PATlENT SERVtCES REVENUE

" OTHER SOURCES OF REVENUE

OPERATlNG EXPENSES

" Salaries <tOO Walles

" EsroIovee Benefits

" Professional Fees

" Supplies

" Purchased Services· Utilities

" Purchased Services· Other

" OepreciationlRen\aVLease

" Insurance

22 Interest Expense

23 T~

" Olher Oired. Expense

" Total 0

" NET INCOME ILOSSI BEFORE TAX

" PnMsicn far Income Tax

" NET INCOME fLOSS)

~S-111200J "



Budget Forms Instructions

STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES

BUDGET FORMS INSTRUCTIONS

The following Department of Health & Social Services (DHS5) forms
need to be c'ompleted only by Facilities that have received a
Certificate of Need for at least $5 Million, for the Budget Form
submittal package. If your facility does not have any capital
projects which required a Certificate of Need of at least
$5 Million, your facility is not required to submit the following
Budget forms:

1. Form T-l Transmittal and Certification.
2. Form 55-3 Other Direct Expenses.
3. Form 55-5 Depreciation on Assets Requiring A Certificate Of

Need.

GENERAL INSTRUCTIONS

Budget forms are only required from facilities with an approved
Certificate of Need of at least $5 Million for capital projects.
Only capital outlays which have been approved for a CON of at
least $5 Million are subject to the budget process. Historical
data comes from the most recent year.

The facilities must provide a reconciliation to the audited prior
year financial statements identifying the assets shown on the
financial statements and the assets upon which depreciation is
cl-aimed-. - - ~-

1. FORM T-l TRANSMITTAL l\ND CERTIFICATION

This form must be read,
Executive Officer and the
health facility.

understood,
Chairman of

and signed by the Chief
the Governing Board of the

2. FORM SS-3 OTHER DIRECT EXPENSES

General Instructions:

This form is to be used for recording insurance, interest, and
rental and lease costs. The data for Column 1, year 1, is
estimated. The data for Column 2, year 2, is projected data. The

18
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Budget Forms Instructions

da ta for Column 3, the prospective payment year, is proj ected
data.

The line instructions are as follows:

Line

1 Enter the Property Insurance cost amounts.

2 Enter
item.

other insurance paid not specially shown as
Describe the expense in the space provided.

a line

3 Total lines 1-2.

4 Enter the amount of interest paid on mortgage.

5 Enter the amount of interest paid on outstanding bonds to
bondholders.

6 Enter the amount of interest paid on equipment.

7 Enter other interest paid for items not specifically shown
as a line item. Describe the type of interest expense in
the space provided.

8 Add lines 4-7.

9 Enter rental or lease amounts paid for buildings used to
perform Health Care Services.

10 Enter rental or lease amounts paid for Housing of Staff.

11 Enter rental or lease amounts paid for equipment.

12 Enter total of lines 9-11.

3. FORM SS-5 DEPRECIATION ON ASSETS REQUIRING A CERTIFICATE OF
NEED

General Instructions:

This form accumulates the assets for land, land improvements,
building, fixed equipment, movable equipment, leasehold
improvements, and construction in progress. It also displays the
accumulated depreciation and the depreciation expense (assigned
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Budget Forms Instructions

and unassigned). The data for lines 1 - 10, year 1, is estimated.
The data for lines 11 - 24, the year 2, is projected data. The
data for lines 28 37, the prospective payment year, is
projected data.

STEP LINE

1 1-9 Enter the estimated amounts for year 1 from the general
ledger by classification. Make sure to appropriately total
the ending balance columns (columns 4, 8 and 10). The
amount of depreciation expense directly expended to cost
centers should be included in column 7. The amount
allocated to cost centers should be included in column 6.
The sum of columns 6 and 7 is equal to the total provision
for depreciation (column 8).

2 10 Total columns 1-8.

3 13-21 Enter the year 2 projected amounts by general
ledger classification. Make sure to appropriately total the
ending balance columns (columns 4 and 8). The amount of
depreciation expense directly expended to cost centers
should be included in column 7. The amount allocated to
cost centers should be included in column 6. The sum of
columns 6 and 7 is equal to the total provision for
depreciation (column 8).

4 22 Total columns 1-8.

5 25-33 Enter the projected prospective payment year
amounts for the prospective payment year by general ledger
classification. Make sure to appropriately total the ending
balance columns (columns 4 and 8). The amount of
depreciation expense directly expended to cost centers
should be included in column 7. The amount allocated to
cost centers should be included in column 6. The sum of
columns 6 and 7 is equal to the total provision for
depreciation (column 8).

6 34 Total columns 1-8.

Provide supporting schedules for columns 2 and 3, lines 1-9,
15-23 and lines 28-36, which list the assets which comprise
the additions and retirements in each major category for
Year 1 estimated and Year 2 and Prospective Payment Year
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BUdget Forms Instructions

projected. Indicate which column 2 assets have been
purchased to date and which are projected to be purchased by
years end. For each asset give an asset description,
purchase or anticipated purchase expense and date, asset
life, anticipated depreciation and department location. For
single or group purchase which required a Certificate of
Need of at least $5 Million under AS 18.07.031 list the date
of the approval.
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FORM T-1

DEPARTMENT OF HEALTH &SOCIAL SERVICES

TRANSMITTAL AND CERTIFICATION

NAME OF FACILITY

ADDRESS

CONTACT PERSON

CONTACT PHONE

FISCAL YEAR END

TYPE OF SUBMITIAL

PROPOSED EFFECTIVE DATE

CERTIFICATION OF OFFICER OF HEALTH FACILITY

I hereby certify that I have examined the accompanying Budget Submittal, the proposed
prospective payment rates, and proposed effective date for the prospective payment year
ending I / . To the best of my knowledge and belief, the data submitted are true, and correct
statements prepared from the books and records of the Health Facility in accordance with the
instructions provided in the Department of Health & Social Services Reporting Manual, except as

.- conspicuously note-d;-and-represenCtnefinancialrequirement......prospeclii/spayment rateS;-and-·­
effective date necessary to meet the needs of the Health Facility for the prospective payment
period.

SIGNATURES

CHIEF EXECUTIVE OFFICER

DATE, _

BudgetT-18/1996
22

CHAIRMAN OF GOVERNING BOARD

DATEo _
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DEPART~ENT OF HEALTH & SOCIAL SERVICES
Form 58·3

laTHER DIRECT EXPENSES

FACILITY NAME: FYE:

line IYear Year Pn:'l;pectlve Payment Explanation
N,. 0", Tw, Year References

INSURANCE I (1) 1" 1'1 1", Property I, Other Insurance (Specify) I
TOTAL INSURANCE

,,
,

INTEREST I

• Mortgage I, Bonds

6 EQuipment I
7 Other (Specify) I
8 TOTAL INTEREST I,

RENTAL AND LEASE

9 Buildings Has ital & long Term Care
,

10 RentallLease Housing
,

" Eoul menl I

" TOTAL RENTAL & LEASE - BUILDINGS
,
!

I
I
!
,

,

,
I
,

I
,

1luOil<' 55·] 1I'.go n



FORM 55-5

DEPARTIIIIENT OF HEALTH & SOCIAL SERVICES

DEPRECIATION ON ASSETS REQUIRING A CERTIFICATE OF NEED
FACILITY NAME: FYE:

Fixed Assets Accumulated De recialiOll

Line Total
No. Beginning Ending Unassigned Provision

Balance Addi~ons Retirement BalarJCe Expense Depreciation {S+6}=

Year One (I) (2( (" (4) (5' (5' m
1 Land

2 Land Improvemenls, Building

• Fixed Eqpt, - Bldg, Svc,

5 Fixed Eqpt - Other

5 Eqpt. - Major Moveable

7 EQPl. - Minor
,

5 Leasehold _Improvement

Construction In Progress
,

•
10 PriorYearTotal

11

12 Year Two

" Land
,

" Land Imnrovements
,

15 Building

16 Fixed eqpt. - Bid . Svc.
,

17 Fixed Eqpt. - Other
,

1B EQPI. - Ma·or Moveable

" EQPl. - Minor

20 leasehold - Imorovement

21 Construction in Proaress

22 Current Year Total

"
" Prospective Payment Year

,

25 "md
25 Land Improvemenls

27 Buildln

'" Fixed EQpl. - Bldg, Svc,

'" Fixed EQPI. - Other

30 Eqpl.- Major Moveable

21 Eqpl. Minor

" Leasehold· Improvments

" Construction in Progress

" Prospective Payment Year Total

"
" Explanation ,

" ,

BudgOl ss·s 811~Sll "


