
EXHIBIT B
INSTRUCTIONS FOR COMPLETION OF FORM HCFA-1008, PART I
TRANSMITTAL OF SUPPLEMENTARY INFORMATION FOR DETERMINATION OF THE 
TARGET AMOUNT UNDER THE MEDICARE PROSPECTIVE PAYMENT SYSTEM FOR INPATIENT HOSPITAL SERVICES
Submission of this form is voluntary.  Medicare fiscal intermediaries will use this information in the determination of individual hospital target amounts for payment under the Medicare prospective payment system for inpatient hospital services.  If a hospital does not submit this form and related information, the determination of the target amount under the prospective payment system will be made based upon all relevant information known to the fiscal intermediary1.

So that this information may be taken into consideration in determining the target amount, form HCFA-1008 and necessary supporting information will be submitted to the hospital's fiscal intermediary in accordance with the following schedule:

Form 
              Base Period
HCFA-1008                   

                   Ends       
Due    
                9/30/82
6/15/83

                10/31/82
6/15/83

                11/30/82
7/15/83

                12/31/82
7/31/83

                1/31/83
7/31/83

                2/28/83
7/31/83

                3/31/83
7/31/83

                4/30/83
8/31/83

            5/31/83 or later
By cost report 
due date       


INSTRUCTIONS FOR FORM HCFA-1008, PART I
Item 1
Enter the hospital's name.

Item 2
Enter the hospital's provider number.

1 -
Where pertinent, chain home offices should also complete a form HCFA-1008 with a schedule showing the distribution of costs applicable to base year adjustments for each of its member hospitals.  Generally, this could relate to items 6 and 7.
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EXHIBIT B (Continued)
Item 3
Enter the hospital's address.

Item 4
Enter the name and telephone number of a person who can be contacted by the fiscal intermediary for additional information or clarification of information.

Item 5
Enter the beginning and ending dates of the base period to which the information applies.

Item 6
This information is to be furnished only for hospitals that were not subject to FICA tax during the base period indicated in item 5, but will be subject to FICA tax during all or part of the first cost reporting period under the prospective payment system.  These hospitals should enter the amount of the employer's share of the FICA tax that the hospital would have paid if it had been subject to FICA tax during the base period.  (If the hospital was exempt for only a part of the base period, it should reflect the total amount that it would have paid for the entire base period less any actual FICA amounts paid or accrued.)

Item 7
Hospitals would have had an entry on their base period cost report, form HCFA-2552-81, Worksheet D-1, Part I, column O, line 25AA, only if they had directly assigned capital-related costs to cost centers not listed on Worksheet D-1.  In this case, fiscal intermediaries will need to know the amount of directly assigned capital-related cost for each of these cost centers in order to properly determine the hospital's adjusted base period inpatient operating costs.

Item 8
Hospitals that included the net cost of approved paramedical education programs in the direct cost of other cost centers should prepare a schedule showing for each such paramedical education program operated during the base period: 
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EXHIBIT B (Continued)
a.
The type of approved paramedical education program

b.
The net cost of the program

c.
The cost center in which the net cost was included.

Item 9
Hospitals for which inpatient hospital operating costs will be affected by regulations pertaining to hospital-based physicians published in the Federal Register, pages 48 FR 8902 to 8951 on March 2, 1983,  should submit the information required in section 2802 B.7. and, for each cost center in which provider-based physician remuneration is indicated, the following information to their fiscal intermediary, to the extent that the information has not already been submitted for other purposes so the intermediary can determine the affect of the regulations on the hospitals target amount:

1.
The total amount of remuneration paid to each provider-based physician 

2.
The provider component of the remuneration

3.
The professional component of the remuneration

4.
The amount of provider-based physician remuneration included in each cost center on form HCFA-2552-81, Worksheet A, column 3, for the base period.

Item 10
 In order to furnish information to adjust base period costs, hospitals should attach a schedule showing the computation of the amount billed for certain nonphysician items or services furnished to Medicare inpatients with Part A coverage during the base period.  As explained elsewhere in section 2802 B.6., these are items and services furnished by outside suppliers, other providers or
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EXHIBIT B (Continued)
physicians as services incident to a physician's service.  The hospital did not bill for these items or services.  They would have been covered as Part A inpatient hospital services if the hospital had billed.  However, the party furnishing the services billed directly rather than to or through the hospital.  See section 2802 B.6. for detailed information regarding the data which should be submitted to make this adjustment.

Item 11
 In order to make an additional payment, where appropriate, to the hospital's DRG payment for indirect costs resulting from an approved graduate medical education program, any hospital which employs interns and residents in an approved program (as defined in 42 CFR 405.421) should enter the number of full-time equivalent (FTE) interns and residents it expects to have on its payroll at the beginning of its fiscal year starting between September 30, 1983 and October 1, 1984.  Interns and residents in unapproved programs must not be included in the number submitted.  The hospital's best estimate should be given at the time the form is submitted.  Reconciliation will be made after the actual number of FTE interns and residents is determined at the end of that fiscal year.

CERTIFICATION:  This must be signed by an officer or administrator of the hospital with authority to act on behalf of the hospital.
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EXHIBIT B (Continued)


Form Approved    



OMB No. 0938-0288

Expires June 1984
The Office of Management and Budget requires us to tell you that HCFA reserves the right not to use the data reported on this form if the data reported are incomplete or inconsistent with other cost data.  HCFA may estimate dollar amounts equal to zero for data elements which are incomplete or inconsistent.

Hospital
1.
Provider Number
2.

Address
3.


Name and Telephone Number of Person to Contact for Additional Information
4.


5.
Base Period




Beginning Date






Ending Date


6.
Hospitals not subject to FICA tax during the base period, enter the amount of FICA tax that would have been paid if becoming subject as a result of PL 98-21.


7.
Hospitals that had an entry on base period cost report, form HCFA-2552-81, Worksheet D-1, Part I, column 0, line 25AA, submit a schedule showing the amount of directly assigned capital-related costs to be applied to each cost center.


8.
Hospitals that have approved paramedical education programs and have directly assigned costs, submit a schedule showing the type of each program, the net cost of each program, and the cost center in which the net cost was included.


9.
Hospitals that have provider-based physicians which are affected by the regulation published in the Federal Register, pages 48 FR 8902 to 8951 on March 2, 1983, submit a schedule showing, by cost center, the name and medical specialty of each provider-based physician, the amount of remuneration for each provider-based physician and the computation showing the provider component and professional component of the remuneration for each provider-based physician.  Also show the total amount of provider-based physician remuneration included on form HCFA-2552-81, Worksheet A, column 3 for each cost center for the base period.  (See Instructions for complete listing requirements).


10.
Attach a schedule showing the computation of the amount billed for certain nonphysician items and services furnished by outside sources to inpatients covered under Part A of Medicare where billing was done directly by an outside supplier or another hospital rather than by or through the hospital.  (See instructions for complete listing requirements).


11.
The number of full-time equivalent interns and residents' the hospital expects to have employed in an approved educational program pursuant to 42 CFR 405.421 on the first day of the fiscal year it will be subject to the prospective payment system:


INTENTIONAL MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS
TRANSMITTAL MAY BE PUNISHABLE BY FINE OR IMPRISONMENT UNDER FEDERAL LAW
CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER
I hereby certify that I have read the above statement, and that I have examined the above transmittal and all accompanying schedules and/or information, and that to the best of my knowledge, all information transmitted herewith is true, complete and correct and was prepared in accordance with applicable instructions, except as noted.
                         Signature            
                           Title
Date 

FORM HCFA-1008, PART I
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EXHIBIT B (Continued)

INSTRUCTIONS FOR COMPLETION OF FORM HCFA-1008, PART II

HOSPITAL UTILIZATION REVIEW COST SUMMARY FOR BASE PERIOD
Data on utilization review costs have been requested by the Executive Office of Management and Budget for fiscal planning purposes.  They will not be used for any base period adjustment; however, the data should be reported for the base period as defined in section 2802A.  Note to intermediaries:  Instructions on the submittal of this information to HCFA will be forthcoming.

Item 1
Enter the hospital's name.

Item 2
Enter the hospital's provider number.

Item 3
Enter the number of admissions (including kidney donors) which  occurred according to Federal program and according to level of  care.  Also enter non-Federal admission in the appropriate space.   Provide totals in the appropriate blanks. 

Item 4
 Enter the hospital utilization review costs relating strictly to  the conduct of admission certification and continued stay review  should be entered in this column regardless of whether it is  performed on a 100 percent basis for all admissions or on a  modified or focused basis.

Item 5
 Enter the utilization review costs incurred by the hospital in the  design, conduct and analysis of Medical Care Evaluation (MCE)  Studies.  This includes costs for collecting and analyzing MCE  study data, and coordination with medical education, where  necessary. 

CERTIFICATION:  This must be signed by an officer or administrator of the hospital with authority to act on behalf of the hospital.
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EXHIBIT B (Continued)


Form Approved    



OMB No. 0938-0288

Expires June 1984

HOSPITAL UTILIZATION REVIEW COST SUMMARY

FOR BASE PERIOD
1.
HOSPITAL NAME    

2.
PROVIDER NUMBER                                                                     
3.
ADMISSIONS

Category
Acute
Hospital-based

SNF
Hospital-based

ICF
Totals

Title XVIII


////////////////////


Title XIX


////////////////////


Title V





Nonfederal

////////////////////
////////////////////


Totals





4.
TOTAL COST OF ADMISSION CERTIFICATION AND CONTINUED STAY CONCURRENT REVIEW

5.
TOTAL COST OF MEDICAL CARE EDUCATION STUDIES

INTENTIONAL MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS

TRANSMITTAL MAY BE PUNISHABLE BY FINE OR IMPRISONMENT UNDER FEDERAL LAW


CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER
I hereby certify that I have read the above statement, and that I have examined the above transmittal and all accompanying schedules and/or information, and that to the best of my knowledge, all information transmitted herewith is true, complete and correct and was prepared in accordance with applicable instructions, except as noted.
                    Signature            
                          Title
Date 

FORM HCFA-1008, PART I
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