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The purpos• of thi• report is to obtain the client-related co• t • incurred by 
state ICF • •-MR in providinq services according to applicable state and 
federal lawa, regulation•, and quality and saf• ty standard•• 'l'ha regulations 
9overnincJ the c011pletion of thi• raport and ICF-MR reb,buraement can be found 
in the xanaas Adainistrative RegUlations, Cha.pt.er 30, Part 10, sections 200-
226 effective June 1, 1991. 

1. One blank Financial Report for Stat• J:Cl"-JIR Pac:iliti .. is sent by Mental 
Health and Retardation Service• (KH~RS) to each state ICF-KR facility in 
the Medicaid/Medikan Program before the end of the facility•• reporting 
perioc:l. 

2. Send ,tm copies of the completed Financial Report for State I CF-MR 
Facilities to the fallowing address:-

Mental Health, Reta.relation Service• 
Department of Social~ Rehabilitation services 

915 sw Harrison 
Dockin9 state Office Building, 5th Floor 

Topeka, D 66612 

Attention-: Maini• trator, ICF-JIR Reb1t,urs-•nt 

3. All inquiru on eo11plation ot th••• forma should be directed to the 
Adain.iatrator., ICP-MR Re.b1bunement, KHJtS, at (913) 296-3471. 

GDEIW, 

1. CONPLft'B '1'IIB J'ORIIS ACCIJRA.TBLY ~ LBGIBLY. DY RDORT THAT IS DCOKPLITI 
. Olt IS HOT t.BOIBLB lfIU. BB PllOICft'LY ltB'1'URRBD TO '1'IIB JIROVZDBR. 1'HIS KAY 

POSTPOHB '1'IIB ltA'l'B Bl'i'.&Cf'XVB DAU MD DS1JL'1' :nr ADDITX~ PENUll'IBS FOR 
I.Aft nLDfGS. DR 30-10-213 UD 214.· 

2. ALL 'l'O'l'ALS llUIT U RODifDBD '1'0 T11B IIDltBST DOLQR. 

3. DO NO'f ADD LIDS "l'O -ra FODS. use •OTRBR• -Une• for patient-related expena•• not deaign~ted on th• ZXpenae Statement, Scbed.ule A. 

4. DO KO'l' CROSS OU'I' OR ltBTI"1'LB LINB8 OH WE POltKS. 

5. USE DIE ACCRUAL llftROD OF ACCOUftDCI D UPOZ'IlrG ftDHCIAL DATA. 
Revenu .. era reported ln the s-riod when they are CV'DM· not vben 1:Jlay 
are received, and expanse• are reported in tba period in which they are 
incurred. not when they are paid. · 

Approval Date 7-ffl ;:'15 Effective Date JQ-1-'f L Superseded Nothing 
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fi. ALL COST RBPOR'rS, HISTORICAL OR PROJECTED, NtJS1' BE FOR A PBR70D OF 12 
CONSECUTIVE MONTHS. DR 30-10-21.3. 

7. ALL COST REPOR'l'S MUST ME FILED BY THE LAS'? DAY OF '1'IIB THIRD MON'l'H 
FOLLOWING 'l'llE END OF '1'HE REPORTING PERIOD (FISCAL YEAR END OR 
PROJEC'l'ION). ICAR 30-10-213. The provider 111ay request a- 30-day extenaion 
of the due date by submitting the request in writing to the address in 
the submittal instructions within the time period allowed for fU.,ing the 
original cost report. The extension will be 9ranted if the agency 
determines that the provider ha• shown qood cause. NO'l'E: zr I qosz 
U1981 ii z:rLBp U:118 DI PD PIU·WJUQQT lUJ UIBQYIP Till IUIIJSJQN, 
DE IBPVJPJJB JS IJll.yl£f '19 ffiE Ultlll'tJBS_ ·suc1n1P D QJl 19-10-213. 

8. EACH STATE ICJ'-MR SHALL MAINTAIN ADE'QUATE ACCOUN'HIIG AND/OR STATISTICAL 
RECORDS. Inadequate recordkeeping is cau•• for suspension of payments 
or reduction to the lowest rata(s) for the level(s) of care provided. 
KAR 30-10-210. --

9. REIMBURSEMEN'l' RATES · (PER -DIEM) FOR STATE ICF-MR.. The per din rate of 
reimbursement for these facilities is based on the reported costs and 
client days as adjusted by a desk review of the cost report. An 
additional factor may be ina1uded in determining the prospective rates 
to account for expected changes in either the costs or resident days 
during the subsequent fiscal year. Each cost report is also subject to 
a field audit to arrive at a final settlaent for the period tb• per diem 
rate was ~•ad on the audit cos_t report. 

10, KANSAS ADHDIIS'l'RATIVE REGULATIONS. Copi .. of th• regulations qoverning 
State I'CP-ICR reillburae1Dent may be obtained from th• ad4rua given in the 
sumaittal instructions. ROTE: snra:: THE Rl:GmA"lI:OlfS HAY BB CHAHGBD 
AHJRJALLY, TD PltBPARD OF THE COST RBPOn' SHOULD CUZl'ULLY RBVIBW THE 
MOST RECEll'1' VERSIOH PRIOR 'l'O COMPLBTI:HG fllB PORK. 

\ 
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LINES 11-11 Com.plate these lines as indicated on the report fo:rm. 

LINES 21 '.l'HROUGH 2!$; Check only one Box. 

LINE 21. Checlc if the cost data is for the nonaal fiscal year ot the 
provider and doe• not include any portion ot • projection period. 

LIHI 22. Applies to projected cost reports for new providers that are not 
occupying a aevly conat:ructed facility. 

LINE 23. Appli- onl.y to projected cost reports related ta newly constructed 
facilities. :If a provider occupies a newly ccmstxuctad facility they should 
check this box. Providers that have increased total 'beds available through 
new construction to an existing facility by 101 or 110re may file a projected 
cost report and should check this box. l<AR 30-10-214. 

LINE 2§. Applies only to providers filing historical cost reports for the 
same 12 month period•• thur projection year. 

LINE 25. Applia• to providers in the process of converting from the 
projection period to their noi:aal fiscal year .nd the report period includes 
a portion of the projection period. 

LIME 2§ i1QPJGH H- aieck only one box. Checlc the type o'f bu• iness 
organization wicb - • t accurately de•cribers your facility or explain on 
line 32. 

B) Facility a.48: 

WffES n t889i8ili 41· Enter the mmber o'f Wil available .for -ch category 
U • tad. I.f a change in tbe nlmber of beda bu .oc=cured duri119 the r.porttng· 
period, •how the inorea•• (of deer••••> and the date of the chllff9•• 'l'ota.1 
the cat99orl•• on line ,u. • 

LnrE ff• 1'0'lAL BBD DAYS Av.lllABLB If tbe mmber of bad• available 
throughout ~ year bu. not cbanVed, tile toul mmber of be4 41.y• 1• coapated 
by IIUltiplying the mmber of beds ti.au 315 (3456 in leap y~). :If the 
nUllber of beda chanCJed durifflJ th• period, coapute - • bovn in th• ex&IIPl• 
below. 

Aa• uae a holle of 20 bedll vu increased on July 1 to 25 be4a, ~ mmber of 
bed day• tor the period would be••~•• follova: 

January 1 to June io __ 111 4aya x 20 beds • 
hly 1 to O.cember n __ 114 days X 25 beda • 

,,, 

.. . .. -

3, HO be4 days 
.t...81 bed days 
I.Jll bed days for period 

TN# HS-91-45 ·Approval Date :Z-1'8:'15 Effective Date IQ--J-'11 Superseded Nothins 
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LJHE fl. TO"l'AL CLIENT DAYS. 'l'be tot.l nllllber of client day• 1- the actual 
days of care rendered to clients for · the period. The day of adlli• sion is 
counted. but not th• day of diac:harqe or death. Paid reserve daya 11ust be 
included. aa client days. see K.A.R. 30-10-200. '1'ha tot;al pliant; days INl:t 
agrea with tb• 12-month total of client days as •ubmitted on fotD au 3902. 

OCCVPANCY PBRCEN'l'AGE: Agency staff will determine this percentage. 

TOTAL KBD:ICAJ:D/MEDIICAN DAYS: Enter the total number of HecUcaid/Medikan 
days reported on the Au 3902'•• Parti~l as well as full paid days must 
be included. 

LINE 50. AGENCY USE ONLY. 

LINE 51. If the provider is a public held entity, provide •nnual reports 
and Form. 10-JC. 

C} Declaration by owner and Preparer: The cost report is not considered 
c0111plete unless signed by a representative of the facility (i.e. owner, 
officer, administrator, etc.) and the preparer. PLEASE READ DBCLARA'r:IOK 
STATEMENT. 

SCHEDULE A - IIPElf§I ffA'fEMEH'l' 
A'l"l'ACH A COPY OF THE SlJJIMARY PAGE OF THE BUDGE'l'. 

Report expensu in the AIIOUN'l' coluan. List the source of the expense 1n th• 
SOURCE column. fte expenses should be referenced to the actual expense 
coluan of th• bud.get where possible. Please u •- ~ following abbreviations: 

o.c. - Object Code 
P.c. - Progra COde 
s.c. • Source Cod.e 

If it is not poealble 'to refer directly to the budget, reference to a 
vorkpaper an4 at:tacb a copy. 

Fiscal Yaar Bpdqet. Fill in tb• f'iacal year of' the bud.get referred. to 
in the source oolaan. 

Lipt 1 - 'l'qyl 1»4nt IIP«D4it;ure1. Raport total expenditures f'raa Lina 40 
of the budg-et SQIIUry page. 

Approval Date 7-rs -85 Effective Date IQ-l-'11. Superseded Nothing 
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General Adjustments. Report adjustments used to derive Total Medicaid 
Expenditures from Total BUdget Expenditures. 

Lines 2. J , i 4. Report amounts from the most current Central Ott ice 
Allocation memo prepared by the Fiscal Management Section of Mental Health 
& Retardation services. Attach a copy to the cost report. 

Lines - Depreciation Expense. Report the amount shown on the Agency Total 
Line in the current depreciation (CUR-DEPR) column of the inventory 
depreciation. If adjustnents are required to current depreciation, attach 
a schedule detailing the adjusbaent. 

Lines 6. 7. & a. Report any other additions to the Total Budget Expenditures 
(Example: Laundry expense allocation from Topeka State Hospital to Kansas 
Neurological Institute). · 

Lines 11. 12. i 13. Report the amounts from the budget as not~ on the cost 
report. 

Lines 14. 1s. & 1§. 
Expenditures (Example: 

Report any other reductions to the Total Budget 
Meals charged to TSH by KKI). 

Line 20 - Total Medicaid Expenditures. Total of Line 1 plus Lines 2 through 
8 and less Lines 11 through 16. 

Non-Patient Related Expenses. Report non-client related expenses less any 
revenue offsets. 

Lina 21 - $BS Arn office. Report any costs associated with the maintenance 
ot a SRS Area Office at the facility. 

Line 22 - Shaltarad Living. Report any coats as•ociated with the Sheltered 
Living Progra•. 

Lines 23. 24. i 25. Report any other non-cl.lent related expenus. 

· Lina 30 - client B•latl4 Bxpendii:gres. Lin• 20 1•• Lines 2i through 2s. 

Line JQA - Client Relat;cd, 1¥P9Dditµre•- · Hove the aaount on Une 30 to the 
top of Page 2. 

a,yenues •. Report revenu- trom the General Fee 1"Und on the appropriate line 
in the 'l'otal Revenue colmm. Coa1lon types of revenue have been listed. and. 
their source codes shown. Specify other types on the blank lines and list 
their • ourcu. If aore line• an ·needed wie one blank line a• a • mmary and 
attach a • hut li• tinq the revenues. 

,· 

Approval DateJ-1'8 =f5 Effective Date /0-/-'t/ Superseded Hgthing 
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Report the revenue to b• off• et in th• Revenue Off• et Col\Ullll. 'Iba revenue 
offset i • not to exceed the related expan••• Por exuple, the facility 
receive• $1,000 rental 1ncoae and the expena- related to this lnco•• 
(supplies, repairs, utllitiea, eta.) total $750. 'rherefore report $1000 in 
the Total Revenue column and $750 in tb.e Revenue Offset colullh. Do not 
report a revenue offset tor expenses disallowed as non-client related. For 
example, rental :revenue received f:roa the SRS Area Office is not to be o:ff• et 
as the cost of maintaining the area of'fioe is disallowed as non-client 
related on Line 21. · ·-··-

Line f9 - 'l'otal Bounu• Offset. Report the total of the Revenue Offset 
column. 

Lina so - Net client Related, IXP•nsUt;ures. Line 30A less Line o. 

Non-Reipbursable Expanses. Report non-reim:nirsable expenses. 

Line s1 - Foater Grandparent Program. Report the cost of the Federal portion 
of the Foster Grandparent Program. 

Line s2 - Clothing for Clients. Report the cost of clothing purchased for 
clients. 

Line 53. Sf, i ss. Report the percentage of the Barber's CosJlletol~iat•a, 
and Chaplin• s ti- devoted to non-reillburaal)le activiti-. Report that 
portion or their salarie• and fringe in the .AKOmfT column. 

Lig !5§ - Boliqipus Xtn• and seryigy. Report the cost of relivioua items 
and aervicea. 

Lina• 57 i 5f. Report any other non-reimbursable expense. 

Lio, fO - Ket B@lFJll'Mhl• 1¥PM4it;ure•• Jtacord the total of Line 50 1 .. a 
Lines 51 through sa. 

Edgcat;lpn IXPMH•· 'th• education portion ot the follow~ ex_penna are non-
raillbunable. · • · 

Lina H - SJZtsiat Jdpcatien cont;racy. Report cost of apaaiai education 
contracts. 

Lia• H - special Eduqa,t;ipn 1on-CQntraqtu11. Report non-contractual •pecial 
education c::oata. 

Lina §3 , f4 , §5, II , i §7,. Calculate the UOWlt to be reported by 
detemininq the pucenta9e ot · th• educational square foota9e to total square 
foota9e and reportinq thi• percent•v• of these expen•••· Attach a copy of 
the vorkpaper. 

Approval Date7-l:1J:9P Effective Date l0-1-qL Superseded N'othing 
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Line §8 - Telfphonf. calculate the uount to be reported by detenaining the 
percentage of educational telephones to total telephon- and reporting this 
percentage of the telephone expense. 

Lina 69. Report any other educational expenses. Attach a schedule if 
additional lines are needed. 

Line zo - Total Education E¥Pooses. Rclcord the total of lines ~1 th~~gh 69. 

Line 1s - Net Non-Educational Expenditure. Line 60 less Lina 70. 

Line 75A - Net Hpn-Edugationa1 IXPtYIOitures. Move the aaount on Line 75 to 
the top of Page 3. 

Lines 1§. 77 • i 71. Report any other aclj ustaents needed. 

Line 19 - ,:otal l,lloyable ,Emenditu;:ea. Line 75A plus or minus Lines 76 
through 78. 

SRS Office pf J.uc!it Saryicas Adju•t;aent;•• DO NOT WRITE BELOW LINE so. 'l'bis 
section is reserved tor AGENCY USE ONLY. 

ICBEDQLE B - QLQJES i WAGES 

Lina 1 - fo:tal salaries and wage• • Report th• aarmnt of Object Code 100 frOJ11 
the budget smaary page. 

Adjp•tp•nt;a. bpOrt the IIJIOUJlt of aalaries and fringe for each of the 
p~ or aaploy-• li• tad.. Uae tb.e blank Unes for any ether adjustments 
tc Total Salaries and Wages. 

Lin• 10 - 'l'Qtal lllpyabl• salaria and Ds••· Record the total of Lin• 1 
le•• Lin•• 2 through,. 

SU Audit, sac;t;ton M1v•tMJiq . . DO JIO'r nm IIBL0lf LIME 10. Thia • action is 
reserved for AGEHCY USB OllLY. 

Approval Date J-1'3:::95. Effective Date .. 10-F-',J I · Superseded Rothipg 




