OMB Mo, 0920-0353: Approval Explras 08/30/%7
FoRM MNHS-5

153185} = Public burden of this collection of
information is satimated to average 80 minutes per response,
including the time for reviewing Instructions, searching axisting
data sources, gathering and malntaining the data needed, and
complating and reviewing the collection of information. Send

5. DEFARTMENT OF COMMERCE
e uiUHEW& T“aﬂkm

ACTING AS COLLECTING AGENT FOR THE comments regarding this burden estimate or any other aspect
*FWNJSFJEE&‘]T,T#%EH'&‘" SERVICER of this ion of inf ian, including s l;ﬁ 15 for
C INTROL EVENT) reducing this burden, to PHS Reports Cleatance Officar; ATTN:
T S O IEA T YT s N PRA (0920-0363); Hubart H. Humphray Bldg., Rm. 737-F; 200
Ind d Ava,, SW; i DC 20201. Information
1985 contained on this ferr which would permit identification of any
individual or has baon with a guarantee
EXPENSE QUESTIONNAIHE that it will ba held in strict confidence, will be used only for

purposas stated for thiz study, and will not be disclosed or
raleasad ta others without the consent of the individual or the

satablichmant in sccordance with Section 308(d) of the Public
NATIONAL NURSING HOME SURVEY ikt [ wecariace it

Section A - AUTHORIZATION

I hereby horize aof
(Accountant's nama) (Accountant’'s address)

(Accountant’s telephone number)

te list for the most recently completed fiscal year the following financial data for this facility:

(Date) (Signature} (Title)

Saction B - INSTRUCTIONS

PLEASE READ THESE INSTRUCTIONS CAREFULLY BEFORE YOU BEGIN TO ANSWER THE
EXPENSE QUESTIONNAIRE.

The definition booklet higll-n;fghts the substance of each cost grouping, as well as related
groupings of expense to be excluded from specific cost definitions. Since the intent of this
questionnaire is to obtain information that is comparable among facilities, it is important that you
read sach of the definitions bafore answaring tha questions to which they apply.

The cost categories in the questionnaire are aimed at the total cost of care for patients. To capture
all costs incident to providing health care in a homa, those services and supplies specifically
purchased for sale to patients should also be included in the relevant cost categories.

Since the financial data requested in this questionnaire are to be used with other survey
infarmation, it is necessary 10 provide data which have comparable time pariods. Therefore,
please give the financial data for the most recently completed fiscal ;e&r {calendar yesr or other
12 maonth period) and specify that time period in Section C on page 2 of this questionnaire. If for
some reason, the twelve months of data are not available, specify in Section C the time period to
which the data apply. The data may be reported on either a cash or accrual basis as long as there
is consistency in the system applied throughout the entire period under report.

In general, it is essential that all recorded expenses incurred by the facility be included in the
expense categories. Excluded from costs, howewver, are any losses sustainad in the sale or
disposition of fixed assets and other extraordinary losses not related to the current cost of
providing health care.

AFFILIATED FACILITIES: If & nursing home is an affiliate of another facility, such as a retirement
facility, the records on only the nursing home units should be used in this survey. Where the
racords of a hame are part of the total acecounting system, allocation techniques may be required
to identify certain of the costs such as payroll, rent, supplies, and insurance. This is acceptable
praviding a sound basis is astablished for the allocation.




Section C - FISCAL YEAR

PERIOD BELOW AND ON THE FOLLOWING PAGES.

Month| Year | Month| Year
I [ ol L ||

PLEASE LIST THE DATES OF THE FACILITY'S MOST RECENTLY COMPLETED FISCAL YEAR IN
THE BUXES PHOVIDED AND SUPPLY THE FEQUESTED FINANCIAL DATA FOR THAT TIME

Section D - ACCOUNTING SYSTEM

AMONEG THE LIMNE ITEME.

ACCOUNTANT, PLEASE ROUND AMOUNTS TO THE NEAREST WHOLE DOLLAR.

IF YOUR ACCOJNTING SYSTEM DDES NOT GENERATE CUST 11EMS AS CATEGURIRZED BELOW
AND OM THE FOLLOWING PAGES, PLEASE USE YOUR BEST ESTIMATE OF ALLOCATIONS

Section E - EXPENSES AND REVENUES

EXPENSES DOLLAR
; AMOUNTS
{Fleass refer to Definition Booklet]
1. Payroll Expenss (Do not include cantract serviceas En':g?%ﬂ EJ‘?‘E‘“
a. Wages and Salarles (gross amount including employees’ vacetion and
sick pay, taxes, ete):
{1} Nursing staff payroll expense {ciede Bivs LPNE, LVN'S,
gides, orderlies, student nurses, and other nursing staff] 1a. (1}
{2} Physicians, other professionals and semi-professionals
ayroll expanze (include only those emplovees who provide
Eea!rﬁ cars services! Tra (2}
(3] Denial staff payroll expense (including dantists, denial
hygienists and other dental staff) 1a.(3)
(4) All other staff payroll expense (@l employees not Ifsted in (1),
{2}, and (3), Le. those not providing health cara sarvices) 1a. {4}
{5) Subtotal of wages and salaries fadd lines Ta(T. Taf2), 1a(3),
ard lald)} 1a.{5)
b. Payroll Taxes and Frings Benefits f&m’gfo}fershare of payrol taxes,
stale ummplurmmt‘;gmup health and life insurance, and all ather payrofl
ana non payroll benatite paid by amployer) : 1b.
. Total Poyroll Exponses (add linee 1a(5) and 1L) 1e.
2. Haalth Care Services purchasod from outeido sources:
a. Nursing Services 2a.
b. Dantal Services 2b,
c. Mental Health Care Services (Psychlatrisis and vifer mmental freallls
care services| 2c.
d. Other Health Care Services (Physicians, Therapists, Laboratory
eorvices, and other gervices that provide health care) 2d.
@, Total expensas of Health Care Services purchased from
Outside Sources (add lines 28, 2b, 2¢ and 2d) 2a.
3. Equipment Rent 3.
4. Insurance (include professional public lisbility and other insurance) 4,
6. Taxes and licensas {include fanchise tax} 5.
6. Interest and Financing Charges 6.
7. Rent on Building and Land 7.
8. Amortization of Leasehold Improvemants B.
9. Dapreciation Charges (Buildings and Equipment] 8.
10. Food and othor dietary items (include cost of services purchased from
outsiUe SUUrces, 10.
11. Drug Expenses (inc'ude cost of dregs purchased for patients and sold
directly to them) 1.
Page 2 FORM MRHS5 (130351




Section E - EXPENSES AND REVENUES

EXPENSES
{Please refer to Definition Sooklet)

enter "0°.

DOLLAR
AMOUNTS

I mong, please

12. Supplies and Equipment {inciude cost of supplies snd equiprnant
purchased far patients and sold dirgctly to them) 12,

13. Purchased Maintenanca of buildings, grounds and equipment 13.

14. Purchased Laundry and Linen services 14.

15. Ltilities (talaphona, jas, water and electricity! 15,

16. Other and Miscellaneous Expense (indude dues, subscriptions, traval,
artemobile, adverticing, other carvicee not inc'vded eleawhere, madics! 16

arnd non-medical fees, unciassified). See Section F balow.

17. TOTAL EXPENSES (add axpense catagory lire itams 1e, 2o and 2 thraugh 16} 17.

REVENUES

18. Total Revenua:

A. Pailent Care Revenues (inofude all public and privale payieals fur
routing and ancillary heaith care services.} 18A.

(1) Public Paymeants

a. Medicaid 18A. {1a)

b. Medicare 13A. {1b)

c. All Other Public Payments -
Speclfy

10A. (1c)

{2} Private Paymeants 18A. (2)

B. Non-patient Revenues (include all sovrces of non-paliant revanues
such as contributions for general operating fu:pus-as, payment for -
sardicns not dicectly ralatad tn patinnt cara, intamst, diviclends and
capital gains. 18B.

C. TOTAL REVENUES (add subtotal 184 ana subiotal 188) 18C.

Section F - OTHER AND MISCELLANEOUS EXPENSES

If Other and Miscellaneous Expense (itery 16) comprise 10 percent or more of AMOUNT
the tolal expenses (item 17), pkase give datails below of mejor amournts which
constitute 20 percent or more uf item 16.

Descripton

3. 32

PLEASE CHECK THE ADDITION OF ALL SUBTOTALS AND TOTALS

Section G- RESPONDENT

For the purposes of following up on any dificulties encounterad in the analysis of thiz information,
please record your name, phone number, your title {accountant, administrator, elc. J. and the date you
completad this quastionnaire.

MNamae Phare Number ( } -

TITLE COMPLETION DATE

THANK YOU FOR WJUH TIME ﬁND CGOPEHATION IN FILLING QOUT THIS QUESTIONNAIRE.
YOUu MAY THHDWAW#"I" THE DEFINITION ECOKLET.

PLEASE RETURN ONLY THE QU E IN THE ENCLOSED POSTAGE PAID ENVELOPE.

FORM NsMG-5 |1-3 801
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