DRAFT FORM CMS-2540-24 4995 (CONT.)

THIS REPORT IS REQUIRED BY LAW (42 USC 1395g; 42 CFR 413.20(b)). FAILURE TO REPORT CAN RESULT IN ALL INTERIM ;ﬁ%ﬁgpggg\gig
PAYMENTS MADE SINCE THE BEGINNING OF THE COST REPORTING PERIOD BEING DEEMED OVERPAYMENTS (42 USC 1395g). :
EXPIRES: MM/DD/YYYY
SKILLED NURSING FACILITY AND SKILLED NURSING FACILITY HEALTHCARE PROVIDER CCN: PERIOD: WORKSHEET S
COMPLEX COST REPORT STATUS, CERTIFICATION, AND SETTLEMENT SUMMARY FROM: PARTS L II, & I1I
TO:
PART 1 - COST REPORT STATUS 1 2 3
1 | ELECTRONICALLY PREPARED 1
2 | MANUALLY PREPARED 2
3 | IF AMENDED, NUMBER OF TIMES AMENDED 3
4 | MEDICARE UTILIZATION 4
5 | CONTRACTOR: HCRIS STATUS CODE 5
6 | CONTRACTOR: COST REPORT RECEIVED DATE 6
7 | CONTRACTOR: CONTRACTOR NUMBER 7
8 | CONTRACTOR: INITIAL COST REPORT FOR THIS CCN 8
9 | CONTRACTOR: FINAL COST REPORT FOR THIS CCN 9
10 | CONTRACTOR: NPR DATE 10
11 | CONTRACTOR: ADR SOFTWARE VENDOR CODE 11
12 | CONTRACTOR: REOPENING NUMBER 12
PART 1I - CERTIFICATION
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.
I HEREBY CERTIFY THAT I HAVE READ THE ABOVE CERTIFICATION STATEMENT AND THAT I HAVE EXAMINED THE
ACCOMPANYING ELECTRONICALLY FILED OR MANUALLY SUBMITTED COST REPORT AND THE BALANCE SHEET AND STATEMENT
OF REVENUE AND EXPENSES PREPARED BY {PROVIDER NAME(S) AND PROVIDER CCN(S)} FOR THE
COST REPORTING PERIOD BEGINNING AND ENDING AND THAT TO THE BEST OF MY KNOWLEDGE AND BELIEF,
THIS REPORT AND STATEMENT ARE TRUE, CORRECT, COMPLETE AND PREPARED FROM THE BOOKS AND RECORDS OF THE
PROVIDER IN ACCORDANCE WITH APPLICABLE INSTRUCTIONS, EXCEPT AS NOTED. I FURTHER CERTIFY THAT I AM FAMILIAR WITH
THE LAWS AND REGULATIONS REGARDING THE PROVISION OF HEALTH CARE SERVICES, AND THAT THE SERVICES IDENTIFIED IN
THIS COST REPORT WERE PROVIDED IN COMPLIANCE WITH SUCH LAWS AND REGULATIONS.
SIGNATURE OF CHIEF FINANCIAL OFFICER OR ADMINISTRATOR CHECKBOX ELECTRONIC
1 2 SIGNATURE STATEMENT
1 I HAVE READ AND AGREE WITH THE ABOVE 1
CERTIFICATION STATEMENT. 1 CERTIFY THAT I
INTEND MY ELECTRONIC SIGNATURE ON THIS
CERTIFICATION TO BE THE LEGALLY BINDING
EQUIVALENT OF MY ORIGINAL SIGNATURE.
2 | Signatory Printed Name 2
3 | Signatory Title 3
4 | Signature Date 4
PART III - SETTLEMENT SUMMARY
TITLE XVIII
CCN TITLE V PART A PART B TITLE XIX
COMPONENT 1 2 3 4 5
1 | SNF 1
2 | NF 2
3 | ICF/IID 3
4 | SNF-BASED HHA 4
100 | TOTAL 100

ACCORDING TO THE PAPERWORK REDUCTION ACT OF 1995, NO PERSONS ARE REQUIRED TO RESPOND TO A COLLECTION OF INFORMATION UNLESS IT
DISPLAYS A VALID OMB CONTROL NUMBER. THE OMB CONTROL NUMBER FOR THIS INFORMATION COLLECTION IS 0938-0463. THE TIME REQUIRED TO
COMPLETE THIS INFORMATION COLLECTION IS ESTIMATED TO AVERAGE 190 HOURS PER RESPONSE, INCLUDING THE TIME TO REVIEW INSTRUCTIONS,
SEARCH EXISTING DATA RESOURCES, GATHER THE DATA NEEDED, AND COMPLETE AND REVIEW THE INFORMATION COLLECTION. IF YOU HAVE ANY
COMMENTS CONCERNING THE ACCURACY OF THE TIME ESTIMATE(S) OR SUGGESTIONS FOR IMPROVING THIS FORM, PLEASE WRITE TO: CMS, 7500
SECURITY BOULEVARD, ATTN: PRA REPORTS CLEARANCE OFFICER, MAIL STOP C4-26-05, BALTIMORE, MD 21244-1850. PLEASE DO NOT SEND
APPLICATIONS, CLAIMS, PAYMENTS, MEDICAL RECORDS, OR ANY OTHER DOCUMENTS CONTAINING SENSITIVE INFORMATION TO THE PRA REPORTS
CLEARANCE OFFICE. PLEASE NOTE THAT ANY CORRESPONDENSE NOT PERTAINING TO THE INFORMATION COLLECTION BURDEN APPROVED UNDER THE
ASSOCIATED OMB CONTROL NUMBER LISTED ON THIS FORM WILL NOT BE REVIEWED, FORWARDED, OR RETAINED. IF YOU HAVE QUESTIONS OR
CONCERNS REGARDING WHERE TO SUBMIT YOUR DOCUMENTS, CONTACT 1-800-MEDICARE.
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