























Non-Assessable Cash Receipts

After calculation instructions:

This screen appears after calculating non-assessable income. Y ou can either edit the information entered on this
screen by clicking Back; otherwise, continue to the next screen.

Submit: Click Submit upon completion of this screen to proceed to the next screen.
Back: Allowsyou to return to the prior screen to add to or edit calculated information.

Save & Exit: Click this button if you wish to save the information you have entered at this point and exit the
electronic reporting application. This action will return you to the Home Page.

NOTE: When you are ready to complete the saved report, log into the electronic reporting application with your
UserI D and Password and then choose the " Complete a Previously Saved Report” option on the Choose an Action

screen.

Cancel: Selecting “OK” will erase the information, delete the report, and return you to the Login screen.
Selecting “ Cancel” will return you to the report.

Print: Click to print for your records.
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Cash from Patient Care Services

4/ Start] J (3 Microsoft Poweer...I ] Document] - Micro... | €] http:/fwebtest herap... | €] New Vork State OF.. || &) https:/webtesthe... J D aEYe QOHP LI6PM

2 hitps://webtest.hcrapools.org - Assessable Cash Receipts - Microsoft Internet Explorer =1 E3
New York State Department of Health
Health Facility Cash Receipts Assessment Report
For the Month of : March 2009
Provider Name : NURSING HOME HEALTH FACILITY
Operating Certificate No.: 7654321N
HELP
WHOLE DOLLARS ONLY
A B c D
CURRENT ADJUSTED
DESCRIPTION wontn  ADJUSTMENTS | Tl -

1 |CASH FROM PATIENT CARE SERVICES I 455759 I o a

3 [ToTAL OTHER CASH RECEPTS (SUM GF LINE 2) 0 0 0

4 |TOTAL CASH RECEIPTS FROM ALL SOURCES (LINES 1 + 3) [t} [t} [t}

5 |LESS: MON-ASSESSABLE CASH RECEIPTS (SCHEDULE A, LINE 7) 52017 74698 126715

|6 |#SSESSABLE CASH RECEPTS (LINE 4 LESS LINE 5)

7 | ASSESSMENT RATE

8 |CURRENT MONTH ASSESSMENT (LINES 6 x T)

9 |OTHER ADJUSTMENTS

- 0000000000 |

- 0 0 _ — 00— ]

F EXCESS CREDIT FOR FUTURE REMITTANCE _— 0

Cacuite | Addtherincome | Resettozero | SavesEat | cencel | Prnt
|

‘€] Done T T A e mtemat 4

This screen is used to enter the cash receipts from patient care services and to calculate the assessment liability
due.

NOTE: Instructions that follow are for inputting information before calculation. Calculated page instructions
immediately follow and are identified separately.

Line 1 —Cash from Patient Care Services. Enter all Cash Receipts from Patient Care Services that were
received during the month. Enter dollar amount in Column B for Current Month’s cash receipts, and Column
C for Adjustments due to areporting error or omission in prior months. This may be either a positive or
negative adjustment. Denote negative amounts with aminus sign. These cash receipts include, but are not
limited to: payments received from Medicaid, Medicare, Blue Cross and Blue Shield, other insurance payors,
Worker’s Compensation, and self-payors. The receipts are assessable in the month they are received
irrespective of the service date or billing period (cash basis).

Page 10



Cash from Patient Care Services

Line 2 —Other Cash Receipts (Click on “Add Other Income” button below toinsert other
income): List all other cash receipts not included on line 1. To enter Other Cash Receipts, click on
Add Other Income. Enter description in Column A. Enter dollar amount in Column B for Current
Month's cash receipts, and Column C for Adjustments due to a reporting error or omission in prior
months. NOTE: If you wish to delete arow that wasinserted, click on ‘Del’ to the left of inserted
row. Once you click Calculate, you will not be able to add or edit Other Cash Receipts unless you
click Back. Other cash receipts may include: Investment Income, Resident Services Revenue, Non-
resident Services Revenue, Cash Receipts Applicable to Prior Periods, Supplies and Services Sold to
Others, Private Duty Nursing Fees, Cafeteria, Gift Shop and Public Restaurants, Rental Income from
Real Property, Equipment and Other Telephone & Telegraph Services, Vending Machine
Commissions and Other Commissions, Medical Records and Abstract Fees, Sale of Scrap and Waste,
Barber and Beauty Shops, Cash Receipts for Externally Granted Rebates and Refunds, Transfers
from Restricted Funds for Other Operating Expenses, Income from Unrestricted Bank Accounts,
Income from Unrestricted Investments, Extraordinary Income, or Other Operating Revenue unless
specifically referenced as being not digible for the assessment.

Line3—Line8: Theselinesare calculated automatically..

Line9 - Other Adjustments: Thislineisreserved for use when a credit for a prior month is being
reported. Refer to Line 11 instructions below.

Line10- Amount Due(Lines8+9): Sumof Lines8and 9. If the amount is a negative number (or
acredit amount), it should also be placed on Line 11. Otherwise, this amount should be remitted to
the Assessment Fund Administrator. Thislineis calculated automatically.

Line 11 — Excess Credit for Future Remittance: If the calculated amount due resultsin a credit,
the balance is automatically carried forward to line 11. Please make a note of this credit, as you will
be responsible for deducting it from your next submission.

Calculate: When al information has been entered, click Calculate to compute column and row
totals for thispage. Thiswill shade all columns and show the net amount due on line 10.

Add Other Cash Receipts: Used if more than one item isto be entered on Line 2 - Other Cash
Receipts.

Prepopulate: Thisselection allowsyou to fill in Other Cash Receipts items that were listed on your
last confirmed submission. Note: This button will appear only if you have included Other Cash
Receipts items on your last confirmed submission.

Reset to Zero: Clearsall fieldsin Columns B and C.

Save & Exit: Click this button if you wish to save the information you have entered at this point and
exit the electronic reporting application. This action will return you to the Home Page.

NOTE: When you are ready to complete the saved report, log into the electronic reporting
application with your UserlD and Password and then choose the " Complete a Previously Saved
Report” option on the Choose an Action screen.

Cancel: Selecting “OK” will erase the information, delete the report, and return you to the Login
screen. Selecting “Cancel” will return you to the report.

Print: Click to print for your records.
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Cash from Patient Care Services
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New York State Department of Health
Health Facility Cash Receipts Assessment Report
For the Month of : March 2009
Provider Name : NURSING HOME HEALTH FACILITY
Operating Certificate No.: 7654321N
HELP
WHOLE DOLLARS OMLY
A B c D
CURREHT ADJUSTED
DESCRIPTION woiTy | ADJUSTMENTS | “
1 | CASH FROM PATIENT CARE SERVICES 455789 0| 455783
|3 |TOTAL OTHER CASH RECEIPTS (SUM OF LINE 2) 0 0 0
4 | TOTAL CASH RECEIPTS FROM ALL SOURCES (LINES 1 +3) 455789 0| 455783
5 |LESS: NOW-ASSESSABLE CASH RECEIPTS (SCHEDULE &, LINE 7) 52017 T4698| 126715
|6 [ASSESSABLE CASH RECEIPTS (LINE 4 LESS LINE 5) 403772 74636| 329074
& | CURRENT MONTH ASSESSMENT (LINES 6 x 7)
9 | OTHER ADJUSTMENTS -
. 000000000 |
|E AMOUNT DUE (LINES & + 81 -_ 20104
F EXCESS CREDIT FOR FUTURE REMITTANCE -_ 0
Submit | Back | Save &Ext | Cancel | Print
|
[€1Dome R T

After calculation instructions:

This screen appears after calculating assessable income. Y ou can either edit the information entered on this screen
by clicking Back; otherwise, click Submit to continue on to the next screen.

Submit: Click Submit upon completion of this screen to proceed to the next screen.

Back: Allowsyou to return to the prior screen to add to or edit calculated information.

Save & Exit: Click this button if you wish to save the information you have entered at this point and exit the
electronic reporting application. This action will return you to the Home Page.

NOTE: When you are ready to complete the saved report, log into the electronic reporting application with your
UserI D and Password and then choose the " Complete a Previously Saved Report™ option on the Choose an Action
screen.

Cancel: Selecting “OK” will erase the information, delete the report, and return you to the Login screen. Selecting
“Cancel” will return you to the report.

Print: Click to print for your records.
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Assessable Cash Receipts Detall

4 Start| J (3 Microsoft PowerPoi. | 8] Document] - Micro. . | €] http/fwebtest herap &1 New York State OF &] htps: /iwebtest ... J G 0EYyYa POHP - L1EPM

2 https:/webtest.hcrapools.org - Assessable Cash Receipts Detail - Microsoft Internet Explorer

New York State Department of Health
Health Facility Cash Receipts Assessment Report Line 9 Detail
For the Month of : March 2009
Provider Name : NURSING HOME HEALTH FACILITY
Operating Certificate No.: 7654321N

Is the amount entered in on Line 9 a result of excess credit remittance from a prior report?

|
& Done Y

This screen appears if you have entered an adjustment on line 9 on the assessabl e cash page of the Health
Facility Cash Receipts Assessment Report.

If you are carrying forward a credit from the prior month’s report, click on“Yes’. If you click “No”, you
will be brought to another screen in which the data will need to be entered to arrive at the adjustment
amount entered on line 9 of the assessable page.

Yes: Click if the adjustment on line 9 isaresult of excess credit remittance from a prior report.

No: Click if the adjustment on line 9 isnot aresult of excess credit remittance from a prior report.
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Assessable Cash Receipts Detall
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2 https:/webtest.hcrapools.org - Assessable Cash Receipts - Microsoft [nternet Explorer

New York State Department of Health
Health Facility Cash Receipts Assessment Report Line 9 Detail
For the Month of : March 2009
Provider Name : NURSING HOME HEALTH FACILITY

Operating Cerificate No.: 7654321N
HELP

GROSS
DESCRIPTION ADJUSTMENT RATE
AMOUNT

REPORT REPORT LINE
MONTH TYPE HUMBER

HET ADJUSTMENT
{GROSS ADJUSTMENT * RATE )

=]
)

[February z][2008 [=] || assessabe Report (=] [[1 =] [ &000| 0

Cooucte | addDetail | SaveaExt | cancel | prin|

|
& Done Y

This screen appears if you have selected “No” on the prior screen. It allowsyou to enter detail for the
adjustment on line 9 on the assessable cash page of the Health Facility Cash Receipts Assessment
Report. The adjustment is computed automatically by multiplying the Gross Adjustment Amount by the
applicable Assessment Rate to arrive at the Net Adjustment for that line.

Note: Instructions that follow are for inputting information before calculation. Calculated page
instructions immediately follow and are identified separately.

Report Month: Select the report month(s) in which the adjustment is applicable.

Report Type: Select “ Schedule A” if the adjustment is based on non-assessable income or “ Assessable
Report” if the adjustment is based on assessable income.
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Assessable Cash Receipts Detall

Line Number: Select the line number that corresponds to the adjusted line number on the selected
Report Type. If you choose Assessable Report line 2-Other Cash Receipts (List) or Schedule A line
5f-Other Income (List), you will be required to enter the description of the adjustment.

Gross Adjustment Amount: Enter the gross amount of the adjustment.
Net Adjustment (Gross Adjustment * Rate): Thislineis calculated automatically. The Gross
Adjustment will be multiplied by the applicable rate pertaining to the report month and pool year

entered. If more than one item needs to be entered, click on “Add Detail” below.

Calculate: When all information has been entered, click Calculate to sum the page. Thiswill shade
the page and show the net adjustment for line 9 on the Total line.

Add Detail: Used if more than one adjustment item is entered. Note: If you wish to delete arow that
wasinserted, click on ‘Del’ at |eft of inserted row.

Save & Exit: Click this button if you wish to save the information you have entered at this point and
exit the electronic reporting application. This action will return you to the Home Page.

NOTE: When you are ready to complete the saved report, log into the electronic reporting application
with your UserI D and Password and then choose the "Complete a Previously Saved Report" option on
the Choose an Action screen.

Cancdl: If “OK” is selected, your report will be deleted and you will return to the Login screen and
all information will be erased. Click “Cancel” to return to your report.

Print: Click hereto print this page for your records.
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Assessable Cash Receipts Detail

nt of Health
ent Report Line 9 Detail
h 2009

HEALTH FACILITY

HELP

REPORT REPORT

me HET ADJUSTMENT
MONTH TYPE HUMBER

GROSS
DESCRIPTION | ADJUSTMENT [RATE | oo o5 e are )

AMOUNT
February 2009 [assessable Report | 1 000 | 008 380

Total 380

submit | Back | ssveseat | Cancel | print

N

[@1Dens [T 5[ et

After calculation instructions:

This screen appears after calculating Line 9 Detail. Y ou can either edit the information entered on this screen by
clicking Back; otherwise, continue to the next screen.

Submit: Click Submit upon completion of this screen to proceed to the next screen.

Back: Allowsyou to return to the prior screen to add to or edit the calculated information.

Save & Exit: Click this button if you wish to save the information you have entered at this point and exit the
electronic reporting application. This action will return you to the Home Page.

NOTE: When you are ready to complete the saved report, log into the electronic reporting application with your
UserI D and Password and then choose the " Complete a Previously Saved Report" option on the Choose an
Action screen.

Cancel: If “OK" is selected, your report will be deleted and you will return to the Login screen and all
information will be erased. Click “Cancel” to return to your report.

Print: Click hereto print this page for your records.
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Summary of Assessable Cash Receipts
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This screen provides a summary of the Health Facility Cash Receipts Non-Assessable Report and Health
Facility Cash Receipts Assessment Report that have been computed from the data that you have entered
during this session. It also shows the grand total to be paid to the Assessment Fund Administrator in the
upper right hand corner of the screen. Upon review of this screen, if you believe that a mistake has been
made and you want to edit any data that you have previously entered, click on the report that requires
changing. This action will return you to that specific report where you can make any necessary
correction(s) to recalculate and resubmit the report.

Submit: If theinformation shown on the screen is correct, click Submit.
Print: Thiswill print this screen for your records.

Save & Exit: Click this button if you wish to save the information you have entered at this point and exit
the electronic reporting application. This action will return you to the Home Page.

NOTE: When you are ready to complete the saved report, log into the electronic reporting application
with your UserI D and Password and then choose the "Complete a Previously Saved Report” option on the
Choose an Action screen.

Cancel: If you wish to cancel all of thereports appearing on this screen, click Cancel. This choice
does not simply ‘clear’ this screen. After you click Cancel, you will be asked if you are sure that you want
to cancel. If you click “yes’, the Login screen will appear and all of the data that was entered during this
session will belost. If you click “no”, the summary screen will appear unchanged.
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Exception Report
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2} Warnings - Microsoft Internet Explorer [_[o]x]
| File Bdit View Favorites Tools Help | &
=
Health Facility Cash Receipts Assessment Report
Exception Report
Report Month : 03:01/2009
EBelow are the warnings encountered during this session
HELP
Description
Our records indicate that we have at least one email address for your facilty thet is invalid. Please reviewiupdate your emal addresses inthe "Meintain Email &ddress” section
o this website
This is the anfy oppartunity you will have to print this exception report.
Cortinue | Cancel | Print
|
[&] Done |2 @ 1ntemet 4

This screen provides alist of discrepancy warnings that were created by the data you entered during this session.
Although these warnings are not fatal errorsthat prevent you from submitting your reports to the Assessment
Fund Administrator, the discrepancies listed may create delinquencies which would subject providers to interest
and penalty as prescribed in section 2807-d (6) and (8) of the Public Health Law. It isstrongly suggested that you
print this page and contact the Assessment Fund Administrator to determine how the discrepancies listed may be
corrected.

Continue: Click to proceed to the next screen.

Cancel: If you wishto cancel all of the reports appearing on this screen, click Cancel. This choice does not
simply ‘clear’ this screen. After you click Cancel, you will be asked if you are sure that you want to cancel. If
you click “yes’, the Login screen will appear and all of the data that was entered during this session will be lost.
If you click “no”, the summary screen will appear unchanged.

Print: Thiswill print this screen for your records.
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Electronic Payment I nfor mation
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| File Edit View Favortes Tools Help | A

New York State Department of Health
Health Facility Cash Receipts Assessment Report
Electronic Payment Information
HELP

Provider Name: NURSING HOME HEALTH FACILITY
Report Month: March 2009

Payment Type:
Select one:

' Check

' Wire Transfer *

Total Due: $20,104.00
PaymentFiling Due Date: 041509

Click on the "Continue kutton® below to cintinue processing your report submission.
* Click Wyire Transfer Information for wire transfer bank sccount informetion.

Prirt Screen I Cormnual

K you wauld ke to submit anather report, you witl have to fog in agarm.

@ Do T T [B[®mem 7

This screen provides you with information regarding how payments due must be made to the
Assessment Fund Administrator.

Provider Name: The name of the provider filing this electronic reporting submission.

Report Month: The month for which you are reporting.
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Electronic Payment I nformation

Payment Type: You must select one of the following two payment typesif the Total Dueis greater than
Zero:

Check: Select Check if you will be remitting payment by check. NOTE: The check amount MUST
equal the amount shown as the Total Due. If you are remitting payment by check, your check must
be accompanied with the signed Certification Form to ensure accurate processing of your payment.

Wire Transfer: Select this choice if you will be remitting payment by wiretransfer . NOTE: The
dollar amount transferred MUST equal the amount shown as the Total Due.

NOTE: The Payment Type box and Wire Transfer Date field will not appear if the Total Due equals zero.

Total Due: Thisisthetotal payment amount due to the Assessment Fund Administrator for this electronic
reporting submission.

Payment/Filing Due Date: Reporting and payment is due to the Assessment Fund Administrator on or
before 15 days following the month or year that is being reported for (adjusted for weekends and holidays). |If
the Payment/Filing Due Date shown is a date that has already passed, the report is late and is subject to
interest and penalty as prescribed in Section 2807-D (6) and (8) of the Public Health Law.

Print Screen: Thiswill print this screen for your records.

Continue: Click on this button to continue the process of filing your electronic submission.
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Reporting E-Signature I nfor mation
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New York State Department of Health
Health Facility Cash Receipts Assessment Report
Electronic Reporting E-Signature
HELP

Electronic Signature Reporting Agreement - Cash Receipts Assessment Program

By ertering this web-hased application using your confidential uzer 1D and password, and clicking the "E-Sign" button
belov, you certity and agree to the following uncer penatty of perjury.

| am slectronically signing the report on behsif of the specified entity, and intend my electronic signature o
have the same legal force and effect as would my hand written signature

I am certifying to the truth and accuracy of the specified entity's report electronically, and recognize that this
gotion is legally binding and that this information will be stored electronically &3 proof of my scceptance of
the terms of this agreement.

| zertify that the data being proviced has been carefully prepared based on the books and records of the
specifisd entity, in accordance with the instructions given for the completion snd fiing of this repart. | further

certify that, to the best of my knowledge, | believe and certify that the information presented hersin is
accurate and correct

I eertify that | am duly authorized to submit and sign the report being filed with the Mew York State
Department of Health on behalf of the specified entity.

lacknowledoe and agree that each Cash Receipts Assessment Program Monthly Report submited
electronically shall be considered the final official copy.

lacknovledoe that | am completing the process of submitting this report electronically. Whils there is no nesd
1or addltional signatures anthis report, | acknowledge that any paymert due must be received by the Offics
of Pool Administration inthe form of a check o an electronic funds transter bafore the: filing will be
considered complete.

Click the "E-Sign" button below to agree to the terms of the above Agreement, and to electronically sign the Health
Facility Cash Receipts Assessment Monthly Repart. If vou do not want to electronically sign the Agreement, click the
"l Decline to E-Sign" button

E-Sign | Decline to E-Sign Print

I
[€1Done =N

This screen gives you the opportunity to electronically sign your report. If you choose to sign the report electronically,,
you will not be required to send a printed certification form to the Office of Pool Administration. If you choose to sign
the report electronically, you must agree to all the terms listed in the electronic reporting agreement on the screen.

Whether you sign the report electronically or not, you must include the confirmation number on any checks or
remittance advice. Failureto do so may result in the processing of the report to be delayed or the report being deleted.

E-Sign: If you click this button, you are signing the report electronically.

| Declineto E-Sign : If you click this button, you are not signing the report electronically. Y ou must send a signed,
completed copy of the certification form to the Office of Pool Administration.

Print: Thiswill print a copy of the Electronic Reporting Agreement.
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Electronic Certification | nformation
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| Fie Edit View Favorites Tools Help ‘ I

New York State D ment of Health
Health Facility Cash Receipts Assessment Report
Electronic Certification Information

HELP

Confirmation Number: C210403

Provider Name: NURSING HOME HEALTH FACILITY
Report Month: March 2009

Payment Type: Check

Total Payment Due: $20,104.00

PaymentFiling Due Date: 0415109

Submission Date: 06/032010

To complete this report, you must click on the "Complete Report” button below. Lipan
completion of this repart, & certification page will be printed snd sn email wil atomaticaly be sent to the
email address provided on the Submitter Information Screen. Please reference the confirmation numbker on
any checks or correspondsnce relating to this report submission

Print Screen Prirt All Reports | Complete Report

1 yiou woukdl ke to submit anather report, yau will have ta jog in again.

|
& Done Y

This screen provides you with a confirmation of your electronic reporting submission. for future reference
and information regarding how payments due must be made to the Assessment Fund Administrator.

Confirmation Number: Thisisthe number assigned to identify your electronic reporting submission for
future reference. It isimportant that you retain thisinformation. This confirmation number must be entered
in the field provided on the electronic reporting provider certification form, which MUST be completed and
mailed to the Assessment Fund Administrator within two business days of filing an electronic report
submission. All reports submitted electronically, including those reports where the Total Amount Due equals
zero, must be certified in this manner.

Provider Name: The name of the provider filing this electronic reporting submission.

Report Month: The month for which you are reporting.

Payment Type: Method of Payment.
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Electronic Certification I nformation

Total Payment Due: Thisisthe total payment amount due to the
Assessment Fund Administrator for this electronic reporting submission.

Payment/Filing Due Date: Reporting and payment is due to the Assessment
Fund Administrator on or before 15 days following the month or year that is
being reported for (adjusted for weekends and holidays). If the
Payment/Filing Due Date shown is a date that has already passed, the report
islate and is subject to interest and penalty as prescribed in Section 2807-d
(6) and (8) of the Public Health Law.

Print Screen: Thiswill print this screen for your records.
Print All Reports: Thiswill print al of the reportsin this submission.

Complete Report: Click on this button to complete the process of filing
your electronic submission. This also prints the hardcopy certification form.
The hardcopy certification form MUST be printed, completed, and mailed to
the Assessment Fund Administrator at the address indicated on the form
within two business days of filing an electronic reporting submission.
Instructions for completing follow.

A printer pop-up menu will appear which will allow you to print the
hardcopy certification form that corresponds to this electronic reporting
submission. Click OK to print the form; then complete the form according to
the instructions provided; and mail the form to the address indicated within
two business days of filing this electronic reporting submission.
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Certification Form
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MNEW YORK STATE DEPARTMENT OF HEALTH
MONTHLY CASH RECEIPTS ASSESSMENT CERTIFICATION FORM
CONFIRMATION MUMEER: C208865

Provider Name: NURSING HOME HEALTH FACILITY
Reportt for the Month Ended : March 2009

Operating Certificate Number : TA34321H

TAMIS Mumber : 87634321

Completed By: TEST

Title: TEST UZER

Telephone: (555) 5555555 Exd:355

Payment Type: Check

This report has been electronically signed.

4 check for the Total Amount Due should be made payable to the

"HEALTH FACILITY ASSESSMENT FUND'
Please inchide the confirmation number on the check and mail it to:

TS Postal Service Only Non US Postal Service
Mr. Terome Alaimo Mr. Terome Alaimo
Assessment Fund Administrator Assessment Fund Administrator
Office of Pool Administration Office of Pool Administration
PO Box 4757 333 Butternut Drive
Syracuse, New York 13221-4757 Syracuse, New York 13214-1803

|
[&] Done N | | (8@ memet 4

Thisis an example of the printed certification page with confirmation number. In this example, the report
has been electronically signed.
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