STATE OF MAINE

DEPARTMENT OF HEALTH AND HUMAN SERVICES

INSTRUCTIONS

For the completion of the Cost Report for  Fee-For-Service Private Non-Medical Institutions (PNMI) under The MaineCare Benefits Manual, Chapters II and III, Section 97, Private Non-Medical Institution Services Principles of Reimbursement for the following Appendices:

CHILD CARE FACILITIES

(Appendix D)

For Cost Reporting Periods Beginning On or After August 1, 2009

SUBSTANCE ABUSE TREATMENT FACILITIES

(Appendix B)

For Cost Reporting Periods Beginning On or After November 15, 2010

INTRODUCTION

Each Fee-For-Service PNMI facility in Maine must submit a completed annual cost report within five months of the end of each fiscal year on forms/media prescribed by the Division of Audit per the MCBM, Chapter III, Section 97, Principle 3300. The original cost report, financial statements, and required supporting documentation must be submitted to the following address:

Department of Health and Human Services

Division of Audit

442 Civic Center Drive
11 State House Station

Augusta, ME, 04333-0011
These instructions are intended to offer guidance to the preparer in completing the cost report. These instructions are not intended to offer interpretation or clarification of the Principles of Reimbursement or the policy for establishing per diem rates. If any conflict arises due to the interpretation of these instructions versus the interpretation of the Principles of Reimbursement, the Principles of Reimbursement will take precedence.

GENERAL INSTRUCTIONS
1. The following regulations in effect during the fiscal year of the cost report identify allowable costs that will be considered for reimbursement for private non-medical institution services:

MaineCare Benefits Manual:

Chapter II, Policy, Section 97, Private Non-Medical Institution Services


Chapter III, Section 97, Private Non-Medical Institution Services:

Appendix D, Principles of Reimbursement for Child Care Facilities, effective

for provider fiscal years beginning on or after August 1, 2009.

Appendix B, Principles of Reimbursement for Substance Abuse Treatment
 Facilities, effective for provider fiscal years beginning on or after November 15, 2010.

These Principles are cited throughout these instructions. The MaineCare Benefits Manual is referred to as “MCBM” and the Appendices are referred to as the “applicable Appendix”.
2. A separate cost report must be submitted for each program that has been assigned a MaineCare provider number.

3. The cost report must be signed by the owner, officer, or administrator of the facility. The cost report must also be signed by the preparer. If prepared by an accounting firm, the cost report must be signed by the person responsible for the report.

4. All schedules must be filled out completely and legibly in accordance with these instructions. Make sure all schedules include the program’s name and cost reporting period. If a schedule is not applicable, then put N/A on the schedule. Schedules must not be altered.

5. The required supporting documentation that must be submitted with the cost report is listed in the MaineCare Fee-for-Service PNMI Cost Report Checklist.

6. The cost report consists of the following pages:


Cover Page
Page 1
General Information & Certification


Schedule A
Pages 2-3
Schedule of Revenues and Expenses

Schedule A-1
Page 4
Reconciliation of Schedule A to Trial Balance


Schedule B
Page 5
Schedule of Worked Hours and Wages

Schedule B-1
Page 6
Schedule of Consultants


Schedule C
Page 7
Reconciliation of Payroll and Taxes


Schedule D
Page 8
Schedule of Payroll Taxes and Benefits


Schedule D-1
Page 9
Schedule of Total Agency Wages and Payroll Taxes by




Cost Center


Schedule E
Page 10
Schedule of Resident Census

Schedule F
Page 11
Related Party Information

SPECIFIC INSTRUCTIONS
Page 1

General Information & Certification
Enter the facility’s complete name (provider and program) and address including the county, and the telephone and fax numbers and email address on the lines provided.  Enter the reporting period and the program’s nine digit MaineCare provider number(s).  Place a check mark next to the appropriate type of ownership.  Enter the number of licensed beds and the type of Private Non-Medical Institution.  Enter the preparer’s name, the accounting firm or the preparer’s title, the preparer’s telephone number, the name of the officer or administrator responsible for signing the report and the officer or administrator’s official title.  Make sure that the report is signed by the preparer and signed and dated by the officer or administrator (a faxed or scanned copy of page 1 with the signatures is not acceptable).

Schedule A, Pages 2 & 3
Schedule of Revenues and Expenses
The purpose of Schedule A is to report the program’s total revenues and expenses per the trial balance.

Column (1) Trial Balance Account Number:
Indicate the applicable trial balance account number (or corresponding Schedule) for each line item on Schedule A. If a line item is a combination of more than one trial balance account, or a trial balance account is allocated to more than one line item, then Schedule A-1 reconciling the trial balance accounts to the line items on Schedule A must be completed.

Column (3) Total Program per Trial Balance:
Lines 1 through 9: enter the total program revenues on the applicable lines.

Line 10: enter the sum of lines 1 through 9.

Line 11 : enter the total direct service wages from Schedule B, line 36, column 6.

Line 12: enter the total direct service payroll taxes and benefits from Schedule B, line 37, column 6.

Line 13: enter the total direct service consultants from Schedule B, line 38, column 6.

Line 14: enter the total foster parents from Schedule B, line 39, column 6
Line 15: enter the sum of lines 11 through 14.
Lines 16 through 33: enter the total program direct service - other expenses on the applicable lines. Only the non-wage direct costs that are classified as direct expenses of the program per the Provider’s trial balance are included in this section.

Line 34: enter the sum of lines 16 through 33.

Lines 35 through 53: enter the indirect costs on the applicable lines. Only the costs that are classified as indirect expenses of the agency and allocated to the program, i.e., general & administrative expenses, expenses incurred running other supporting services of the corporation, etc., per the Provider’s trial balance are included in this section.

Line 54: enter the sum of lines 35 through 53.

Line 55: enter the sum of lines 15, 34, and 54.

Line 56: enter the total PNMI service tax. 
Line 57: enter the sum of lines 55 and 56.
Line 58: enter the difference of line 10 minus line 57.
Line 59: enter the total resident days per Schedule E, column 5, line 13.

Column (4), Cost per Day:
In column 4, enter the costs per day on lines 15, 34, 54, 55, 56, and 57 by dividing the corresponding costs in column 3 for those lines by the total resident days on line 59.
Schedule A-1, Page 4

Reconciliation of Schedule A to Trial Balance

The purpose of Schedule A-1 is to reconcile any line item on Schedule A if it consists of more than one trial balance account or if one trial balance account is allocated to more than one line item on Schedule A. The following is an example of how this schedule is to be completed:

Use as many pages as necessary.[image: image1.wmf]COST REPORT

TRIAL BALANCE

LINE #

LINE ITEM DESCRIPTION

AMOUNT

ACCOUNT #

ACCOUNT DESCRIPTION

AMOUNT

50100

Direct Care  - Payroll Taxes

10,000

50200

Direct Care  - Health Insurance

19,000

12

Payroll Taxes & Benefits

35,450

50210

Dir Care - Worker' s Comp Insurance

6,450

21

Fire Insurance

6,500

80150

Insurance - Fire

6,500

70100

Staff Travel - Mileage

3,000

27

Travel

5,150

80150

Insurance - Fire/Liab/Auto

2,150


Schedule B, Page 5
Schedule of Worked Hours and Wages
The purpose of Schedule B is to report the total direct personnel worked hours and wages of the program.

Direct Service Hours & Wages (lines 1 through 35):

In Columns 1 through 6: enter the employee’s name, license or 
certification, job title, FTE’s (1 FTE = 2080 hours worked), worked hours, and worked wages.

In Columns (7) and (8): enter the applicable direct service wages.  Direct service wages in column 6 are allocated to columns 7 and 8 as follows: direct service staff listed in the MCBM, applicable Appendix, Section 2400.1, should be allocated to column 7 per the MCBM, Chapter II, Sections 97.04 and 97.08.  Direct service staff who perform both covered direct treatment services and other non-covered services, per the MCBM, Chapter II, Sections 97.04 and 97.07-8, should be allocated to columns 7 and 8, as applicable. All other direct service staff who perform non-covered services should be allocated to column 8.

In Column (9): enter the method of allocation for each employee listed who performs both covered direct treatment services and other non-covered services, per the MCBM, Chapter II, Sections 97.04 and 97.07-8, as follows: time study, or direct time records.

Line 36: in columns 5, 6, 7, and 8 enter the sum of lines 1 through 35. 

Line 37: in column 6, enter the direct service payroll taxes and benefits from Schedule D, line 1, column 8.  In columns 7 and 8, enter the allocated direct service payroll taxes based on the ratio of PNMI and other wages to total wages on line 36.

Line 38: in columns 6, 7, and 8 enter the total direct service consultants from Schedule B-1, line 16, columns 4, 5, and 6, respectively.
Line 39: in column 6, enter the foster parents’ stipends. In column 7, enter 60% of the column 6 amount (per Appendix D, Section 2400.3).  In column 8, enter the remaining 40%.
Line 40: in columns, 6, 7, and 8, enter the sum of lines 36 through 39.
Transfer the amounts in column 6, lines 36 through 39 to Schedule A, lines 11 through 14, respectively.
Schedule B-1, Page 6
Schedule of Consultants
The purpose of Schedule B-1 is to report the total direct consultant expenses of the program 

Direct Service Consultants (lines 1 through 15):

In Columns 1 through 6: enter the business’s name, consultant’s name, license or certification (See the MCBM, applicable Appendix, Section 2400.1. If not licensed or certified, enter “None”.), and total fees paid for each consultant. Direct service consultant fees in column 4 are allocated to columns 5 and 6 as follows: only the costs of clinical consultants per the MCBM, Chapter III, applicable Appendix, Section 2400.1, may be allocated to Column 5. All other consultants should be allocated to column 6.

Line 16: in columns 4, 5, and 6 enter the sum of lines 1 through 15.
Transfer the consultant fees in column 4, line 16 to Schedule A, line 13.

Schedule C, Page 7
Reconciliation of Payroll and Taxes
The purpose of Schedule C is to reconcile total payroll and total taxes reported on the following: Form 941, Employer’s Quarterly Federal Tax Return; Form 940, Employer's Annual Federal Unemployment Tax Return; and the quarterly Maine State Unemployment Tax Returns to the total wages and payroll taxes reported on the agency’s trial balance/financial statements.

Lines 1 through 6: In column 1, enter the quarters contained within the cost reporting period. Six lines are provided to list the quarterly wage and tax information. The two additional lines are for prior and subsequent period adjustments for facilities with unique year ends, such as May 31.

Column (2): enter section 125 wages paid during the quarter.

Column (3): enter the total wages paid during the quarter per form 941.

Column (4): enter the total FICA tax reported on Form 941.

Column (5): enter the taxable wages reported on the Maine State Unemployment tax report.

Column (6): enter the Maine State Unemployment tax paid.

Column (7): enter the Federal Unemployment tax paid.

Column (8): enter the employer’s share (50%) of the FICA tax reported in column 4.

Column (9): enter the sum of columns 5 through 7 for each quarter.

Line 7: in each column, enter the sum of lines 1 through 6.

(Note: Lines 8 through 17 are used to reconcile total payroll and taxes reported on the tax forms to the total payroll and taxes reported on the provider’s trial balance/financial statements.)

Line 8: in column 3, enter the total Section 125 wages from line 7, column 2.

Line 9: in column 3, enter any third party disability wages not included in the total on line 7, column 2.

Line 10: in column 3, enter any contract labor.

Line 11: in column 3, enter the prior year payroll accrual as a negative number.

Line 12: in column 3, enter the current year payroll accrual.

Line 13: in column 3, enter the prior year earned time accrual as a negative number.

Line 14: in column 3, enter the current year earned time accrual.
Line 15: in column 3, enter the sum of lines 7 through 14.

Line 16: in column 3, enter the total wages per the agency’s trial balance/financial statements from Schedule D-1, line 31, column 2.

Line 17: in column 3, enter the difference of line 15 minus line 16. Explain any variance on a subsidiary schedule.

Line 13b: in column 9, enter the prior year payroll tax accrual as a negative number.

Line 14b: in column 9, enter the current year payroll tax accrual.

Line 15b: in column 9, enter the sum of lines 7, 13b, and 14b.

Line 16b: in column 9, enter the total payroll taxes per the agency’s trial balance/financial statements from Schedule D-1, line 31, column 3.

Line 17b: in column 9, enter the difference of line 15b minus line 16b. Explain any variance on a subsidiary schedule.

Schedule D, Page 8

Schedule of Payroll Taxes and Benefits
The purpose of Schedule D is to report the payroll taxes and benefits applicable to the direct and indirect wages.

Line 1: enter the direct service payroll taxes and benefits in the applicable columns.

Line 2: enter the indirect payroll taxes and benefits in the applicable columns.

Line 3: enter the sum of lines 1 and 2 in the applicable columns.

Schedule D-1, Page 9
Schedule of Total Agency Wages and Payroll Taxes by Cost Center
The purpose of Schedule D-1 is to report the total wages and payroll taxes for the entire agency, by cost center, per the agency’s trial balance/financial statements.

Column 1, Lines 1 through 30: enter each cost center, facility, or program per the agency’s trial balance/financial statements.

Column (2): enter the total wages for each cost center.

Column (3): enter the total payroll taxes for each cost center.
Line 31: in columns 2 and 3, enter the sum of lines 1 through 30. (Note: line 31, column 2, must agree with the total wages per trial balance/financial statements on Schedule C, line 16, column 3. Line 31, column 3, must agree with the total payroll taxes per trial balance/financial statements on Schedule C, line 16b, column 9)

Schedule E, Page 10
Schedule of Resident Census
The purpose of Schedule E is to report the total MaineCare and non-MaineCare days of service for the cost report period.
In column 2 enter the appropriate year next to the corresponding month.
In column 3 enter the MaineCare days of service for each month.

In column 4 enter the other days of service for each month.

In column 5 enter the sum of columns 3 and 4 for each month.

On line 13 enter the sum of the monthly amounts in columns 3, 4 and 5.

Schedule F, Page 11
Related Party Information

The purpose of Schedule F is to disclose any related party that conducts business with the facility.

Enter the name of the business, address, and type of business of all related parties that conduct business transactions with the facility.
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_1351923547.xls
Certification

		

		STATE OF MAINE DEPARTMENT OF HUMAN SERVICES

		COST REPORT

		FOR PRIVATE NON-MEDICAL INSTITUTIONS (PNMI)

		EFFECTIVE FOR PROVIDER'S FISCAL YEARS BEGINNING ON OR AFTER JANUARY 1, 2001

		PART 1 - GENERAL INFORMATION

		Provider Name:												Tel. No.:

		Program Name:												Fax No.:

		Address:

						No. & Street								City

		County:												Zip Code:

		Reporting Period:						TO				Number of Licensed Beds:

		Maine Care Provider Number(s):										Ownership:		Nonprofit Corporation

														Corporation

														Government

														Partnership

														Sole Proprietor

		Type of Private Non-Medical Institution:

		PART 2 - CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER

		MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN

		THIS COST REPORT MAY BE PUNISHABLE BY FINE AND/OR IMPRISONMENT

		UNDER STATE OR FEDERAL LAW.

		I HEREBY CERTIFY that I have read the above statement and that I have examined

		the accompanying cost report and supporting schedules prepared for

		(Provider Name) ______________________________________________ for the cost

		report period beginning ___/___/___ and ending ___/___/___, and that to the best

		of my knowledge and belief, it is a true, correct, and complete statement prepared from the books

		and records of the provider in accordance with applicable instructions, except as noted.

		Preparer's Name (printed/typed)										Officer/Administrator's Name (printed/typed)

		Preparer's Signature										Signature of Officer/Administrator

		Accounting Firm or Preparer's Title										Title

		Telephone Number										Date Report Signed



&L&10&F&R&10&D  &T



Schedule A

		Program Name:																		COST REPORT

																				SCHEDULE A

		Reporting Period:				From		To

		CALCULATION OF FINAL SETTLEMENT

												(1)				(2)				(3)

																PERSONAL

												REHABILITATION				CARE				TOTAL

		PART 1 - CALCULATION OF TREATMENT COSTS

		1)		Total Direct Service - Personnel (Sch. C, Col. 2 & 3, Line 46)

		2)		Program Allowance Percentage (See Section 2450)

		3)		Program Allowance (Line 1 multiplied by Line 2)

		4)		Total Treatment Costs (Line 1 plus Line 3)

		PART 2 - PROGRAM COST LIMITATION

		5)		Total Treatment Costs (Line 4)

		6)		Rehabilitation & Personal Care Percentages

				(Col. 1 divided by Col. 3, Col. 2 divided by Col. 3)

		7)		Total Program Costs (Sch. B, Col. 2, Line 51)

		8)		Total Program Costs Allocated (Line 6 multiplied by Line 7)

		9)		Total Allowable Treatment Costs (Lesser of Line 5 or Line 8)

		PART 3 - CALCULATION OF FINAL SETTLEMENT

		10)		Total Allowable Treatment Costs (Line 9)

		11)		Total Days of Service (Sch. F, Col. 1 & 2, Line 23)

		12)		Cost per Day (Line 10 divided by Line 11)

		13)		Maine Care Days of Service (Sch. E & E-1, Line 47)

		14)		Total Maine Care Reimbursement (Line 12 multiplied by Line 13)

		15)		Amount Received by Provider (Sch. E & E-1, Line 48)

		16)		Amount Due Provider/(State) (Line 14 minus Line 15)



&L&10&F&R&10&D  &T



Schedule B

		Program Name:												COST REPORT

														SCHEDULE B

		Reporting Period:						From				To

		SCHEDULE OF REVENUES AND EXPENSES

						(1)								(2)

						TRIAL BALANCE								TOTAL

						ACCOUNT								PROGRAM PER

						NUMBER								TRIAL BALANCE

		REVENUES

		1)								DHS Children's Services

		2)								DHS Contract Services

		3)								DMHMR/SAS

		4)								Maine Care

		5)								DOC

		6)								USDA

		7)								United Way

		8)								Counties

		9)								Other

		10)								TOTAL REVENUES

		EXPENSES

		DIRECT SERVICE - PERSONNEL

		11)								Wages

		12)								Payroll Taxes

		13)								Benefits

		14)								Consultants

		15)								Foster Parents

		16)								Total Direct Service - Personnel

		DIRECT SERVICE - OTHER

		17)								Occupancy

		18)								Utilities

		19)								Heat

		20)								Maintenance

		21)								Insurance

		22)								Food

		23)								Depreciation

		24)								Telephone

		25)								Travel

		26)								Materials/Supplies

		27)								Equipment

		28)								Staff Recruitment

		29)								Training

		30)								Client Activities

		31)								Other

		32)								Total Direct Service - Other

		INDIRECT COSTS

		33)								Wages

		34)								Payroll Taxes

		35)								Benefits

		36)								Consultants

		37)								Occupancy

		38)								Utilities

		39)								Heat

		40)								Maintenance

		41)								Insurance

		42)								Depreciation

		43)								Telephone

		44)								Travel

		45)								Materials/Supplies

		46)								Equipment

		47)								Staff Recruitment

		48)								Training

		49)								Other

		50)								Total Indirect Costs

		51)								TOTAL PROGRAM COSTS

		52)								EXCESS/(DEFICIT)

										REVENUES OVER EXPENSES



&L&10&F&R&10&D  &T



Schedule C

		Program Name:																																		COST REPORT

																																				SCHEDULE C

		Reporting Period:						From				To

		SCHEDULE OF WAGES AND COST ALLOCATIONS

																				(1)				(2)				(3)				(4)				(5)

		DIRECT SERVICE WAGES

																				TOTAL								PNMI -								METHOD

								LICENSE or												WAGES				PNMI -				PERSONAL								OF

				NAME				CERTIFICATION				JOB TITLE				FTE's				PAID				REHABILITATION				CARE				OTHER				ALLOCATION

		1)

		2)

		3)

		4)

		5)

		6)

		7)

		8)

		9)

		10)

		11)

		12)

		13)

		14)

		15)

		16)

		17)

		18)

		19)

		20)

		21)

		22)

		23)

		24)

		25)

		26)

		27)

		28)

		29)

		30)

		31)

		32)

		33)

		34)

		35)

		36)

		37)

		38)

		39)

		40)

		41)		Total Direct Service Wages

		42)		Total Direct Service Payroll Taxes

		43)		Total Direct Service Benefits

		44)		Total Direct Service Consultants

		45)		Foster Parents																																PNMI Limited to 35%

		46)		Total Direct Service - Personnel

		47)		Allocation Percentages																100.00%



&L&10&F&R&10&D  &T



Schedule D

		Program Name:																																		COST REPORT

																																				SCHEDULE D

		Reporting Period:						From				To

				RECONCILIATION OF PAYROLL AND TAXES

								(1)				(2)				(3)				(4)				(5)				(6)				(7)				(8)

												Total																								Payroll

								Section				Payroll				FICA				Taxable				MESC				FUTA				FICA				Tax

				Quarter				125				Per 941's				Tax				MESC				Tax				Tax				Expense				Expense

		1)		__/__/__

		2)		__/__/__

		3)		__/__/__

		4)		__/__/__

		5)		__/__/__

		6)		__/__/__

		7)		Totals

		8)		Section 125 wages paid

		9)		3rd Party Disability

		10)		Contract Labor

		11)		ACC'D P/R P/Y

		12)		ACC'D P/R C/Y

		13)		ACC'D E/T P/Y																				13b) ACC'D P/R TAXES P/Y

		14)		ACC'D E/T C/Y																				14b) ACC'D P/R TAXES C/Y

		15)		Total Payroll																				15b) Total Payroll Taxes

		16)		Total Wages per Trial Balance/																				16b) Total Payroll Taxes per Trial Balance/

				Financial Statements																				Financial Statements

		17)		Variance (Explain)																				17b) Variance (Explain)

				(line 15 minus line 16)																				(line 15b minus line 16b)



&L&10&F&R&10&D  &T



Schedule E

		Program Name:																																				COST REPORT

																																						SCHEDULE E

		Reporting Period:						From						To

				SCHEDULE OF MAINE CARE RESIDENT CENSUS

				REHABILITATION

				PROVIDER #:				Dates of Service						Jan		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Total

				DHS Seeded Maine Care Residents				Begin		|		End		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		# of Days

		1)

		2)

		3)

		4)

		5)

		6)

		7)

		8)

		9)

		10)

		11)

		12)

		13)

		14)

		15)

		16)

		17)

		18)

		19)

		20)

		21)		Sub-Total

		22)		Per Diem Rate Paid

		23)		Monthly Revenue

				PROVIDER #:				Dates of Service						Jan		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Total

				NON-DHS Seeded Maine Care Residents				Begin		|		End		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		# of Days

		24)

		25)

		26)

		27)

		28)

		29)

		30)

		31)

		32)

		33)

		34)

		35)

		36)

		37)

		38)

		39)

		40)

		41)

		42)

		43)

		44)		Sub-Total

		45)		Per Diem Rate Paid

		46)		Monthly Revenue

		47)		Total Maine Care Days

		48)		Total Maine Care Revenue



&L&10&F&R&10&D  &T



Schedule E-1

		Program Name:																																				COST REPORT

																																						SCHEDULE E-1

		Reporting Period:						From						To

				SCHEDULE OF MAINE CARE RESIDENT CENSUS

				PERSONAL CARE

				PROVIDER #:				Dates of Service						Jan		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Total

				DHS Seeded Maine Care Residents				Begin		|		End		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		# of Days

		1)

		2)

		3)

		4)

		5)

		6)

		7)

		8)

		9)

		10)

		11)

		12)

		13)

		14)

		15)

		16)

		17)

		18)

		19)

		20)

		21)		Sub-Total

		22)		Per Diem Rate Paid

		23)		Monthly Revenue

				PROVIDER #:				Dates of Service						Jan		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Total

				NON-DHS Seeded Maine Care Residents				Begin		|		End		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		Days		# of Days

		24)

		25)

		26)

		27)

		28)

		29)

		30)

		31)

		32)

		33)

		34)

		35)

		36)

		37)

		38)

		39)

		40)

		41)

		42)

		43)

		44)		Sub-Total

		45)		Per Diem Rate Paid

		46)		Monthly Revenue

		47)		Total Maine Care Days

		48)		Total Maine Care Revenue
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Schedule F

		Program Name:																		COST REPORT

																				SCHEDULE F

		Reporting Period:				From						To

				SCHEDULE OF TOTAL RESIDENT CENSUS

																(1)				(2)

																				Personal

																Rehabilitation				Care

								Dates of Service								Days of				Days of

				Non-Maine Care Resident Name				Begin		|		End				Service				Service

		1)

		2)

		3)

		4)

		5)

		6)

		7)

		8)

		9)

		10)

		11)

		12)

		13)

		14)

		15)

		16)

		17)

		18)

		19)

		20)

		21)		Total Non-Maine Care Days

		22)		Total Maine Care Days (Sch. E & E-1, Line 47)

																(Sch. E)				(Sch. E-1)

		23)		Total Days of Service (Line 21 plus Line 22)



&L&10&F&R&10&D  &T



Schedule G

		Program Name:										COST REPORT

												SCHEDULE G

		Reporting Period:				From		To

				RELATED PARTY INFORMATION

				List name, address, and type of business for all related organizations.

				Name of Business				Address				Type of Business

		1)

		2)

		3)

		4)

		5)

		6)

		7)

		8)
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Schedule H

		Program Name:																				PAGE 10

																						SCHEDULE H

		Reporting Period:						From						To

		RECONCILIATION OF SCHEDULE B TO TRIAL BALANCE

		COST REPORT												TRIAL BALANCE

		LINE #				LINE ITEM DESCRIPTION				AMOUNT				ACCOUNT #				ACCOUNT DESCRIPTION				AMOUNT

														50100				Direct Care  - Payroll Taxes				10,000

														50200				Direct Care  - Health Insurance				19,000

		12				Payroll Taxes & Benefits				35,450				50210				Dir Care - Worker' s Comp Insurance				6,450

		21				Fire Insurance				6,500				80150				Insurance - Fire				6,500

														70100				Staff Travel - Mileage				3,000

		27				Travel				5,150				80150				Insurance - Fire/Liab/Auto				2,150

						Note: Use this schedule to reconcile any line item on Schedule F that consists of more than one trial balance account or

						if one trial balance account is allocated to more than one line on Schedule F (use as many pages as necessary).






