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2208.
MONTHLY ACTUARIAL SAMPLE OF HOSPITAL REIMBUSEMENT, FORM HCFA-3286.
This form is to be used by each intermediary to report data compiled for the designated providers in its statistical sample.  The sample will be composed of 3 to 30 short-term hospitals, depending on the size of the intermediary.  The requested information on each provider should be based on all initial inpatient hospital bills paid for the selected provider during the report month.

A.
Reporting Month.--All data should be reported on the basis of a calendar month period beginning September l976.  If, for processing reasons, an intermediary wishes to report on a cycle which varies slightly from a strict calendar month basis, prior written approval must be obtained from HCFA.  Once a reporting cycle has been established, either calendar month or an approved deviation, the intermediary must adhere to this cycle.

B.
Distribution.--The original should be forwarded to:

Health Care Financing Administration

P.O. Box l7005

Baltimore, Maryland  2l235

A copy of the form should be retained by the intermediary.

C.
Due Date.--The completed form should be mailed to reach the Health Care Financing Administration on or before the l5th calendar day following the end of the reporting month.

D.
Amended Reports.--If the form HCFA-3286 contains incorrect data, the intermediary must file an amended report.  An amended report must be clearly labeled as "AMENDED."

E.
Maintaining Supply of Forms.--Copies of the form HCFA-3286 will be forwarded to each intermediary, with the names and addresses of the sample hospital it services already entered on the form.  Photocopies of these partially completed forms should be made to provide a continuing supply of monthly reporting forms.

2208.l
Instructions for Completion of Form HCFA-3286.--A form HCFA-3286 is to be completed every month by each intermediary, with data entered individually for each of those hospitals in the sample which are serviced by the particular intermediary (see page 204).

The following items must be completed by the intermediary:

ITEM l.
INTERMEDIARY NUMBER.--Enter the five digit intermediary identification number as assigned by HCFA.
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MONTH ENDING.

Show the month and year for which the information is being gathered.

ITEM 2.
TO.

HCFA address where form HCFA-3286 is to be sent.

ITEM 3.
FROM.

Enter intermediary name.

ITEM 4.
PROVIDER NUMBER.

Enter the assigned six digit number of each of the providers falling within the sample which the intermediary services.

ITEM 5.
PROVIDER NAME AND ADDRESS.

Enter the name, city, and State of each provider.

ITEM 6.
NUMBER OF BILLS PAID.

Show the number of initial HCFA-l453's paid during the month for each hospital.  Initial bills for both non-PIP and PIP hospitals must be included.

ITEM 7.
NUNBER OF COVERED DAYS.

Show the total number of covered days as shown in Item 28 of the HCFA-l453's counted in Item 6.

ITEM 8.
TOTAL REIMBURSEMENT AMOUNT.

Show the total reimbursement amount rounded to the nearest dollar, as shown in Item 3l of the HCFA-l453's counted in Item 6.

ITEM 9.
DEDUCTIBLES AND COINSURANCE.

Show the total of all deductions as shown in Item l9Y of the HCFA-l453's for all bills shown in Item 6.

ITEM l0.  SIGNATURE.

The legible signature of the authorized person completing the form.

ITEM ll.  TITLE.

Title of person signing the form.

ITEM l2.  DATE.

Enter the date the form was completed and mailed to HCFA.  This date should be in the month following the date in Item l.
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