






























































































































































































































































































































































Revenues
Part A
PartB
HMO
HMO Part B
Medicaid
Private
VA
Part A NonRehab
Commerical
Other
Non Covered
Contract

Total Revenues

Wages
Taxes/Benefits
TravelAuto
Bad Debt
Other Costs
Closed Facittiy
Thpy Mgt
Total Expense
New Facility
EOPS

Ohio

Actual
Dec 2009 2009 YTD

Budget
2009 YTD  Variance

989 1,056 1,070 944 1,011 845 942 960 862 949 9,647 9,890 (242)

359 364 %1 389 383 aa a15 372 409 451 3,944 3,504 440

353 a24 354 360 299 340 a31 314 307 312 3295 3,479 (184)

80 68 % 82 66 69 97 88 102 % 846 808 37

118 120 112 111 103 107 16 100 103 109 1,088 951 147

14 18 18 12 8 8 8 10 8 15 116 156 (40)

9 8 8 4 0 4 4 4 11 8 61 40 21

7 8 4 5 4 10 5 6 7 5 61 93 (32)

2 2 3 @ ©) 1 © - 0 3 8 - 8

- - 0 0 1 0 0 0 0 0 2 2

0 0 1 - - - - - - . 1 1

1.932 1,968 2,026 1,905 1874 1,826 1,919 1,853 1,629 1,948 19,080 18,920 159

1,343 1,366 1,421 1,402 1,225 1,408 1,436 1295 1,316 1,355 13,568 13632 63

390 481 405 384 362 297 378 420 368 415 389 4,069 169

5 6 8 1 9 7 9 5 6 9 74 70 (@)

7 4 3 4 ®) 13 7 3 10 5 64 3 @1

- - - - - - - - - - © - 0

116 126 122 139 94 113 11 % 125 132 1,166 1,284 118

1,860 1,983 1,959 1,940 1,684 1838 1,941 1,818 1,826 1.916 18,771 19,087 316

71 (14) 67 (35) 190 (12) (22) 35 3 2 309 (167) 475
0.00 0.00

Wages
Wages
Contract Labor
Total Productive

Travel

Training

Overtime

FRC

Tech

Premium on Kn
Prior Mo Wages
Subtotal
Total Wages

Payroll Taxes
PTO
Total Taxes/PTO

983 987 1,039 1,007 937 972 1,027 945 964 1,020 9,881 10626 745
70 N 89 99 46 12 -3 73 70 69 816 282 (534)
1,053 1,079 1,128 1,105 983 1,094 1,113 1,018 1,034 1,089 10,697 10,907 211
1 13 15 13 12 10 10 10 12 12 117 53 (64)
3 11 ] 1 11 13 6 6 9 6 82 117 35
8 8 10 9 9 5 1 7 6 6 78 - (78)
137 116 127 120 116 11 140 127 133 12 1,249 1,491 242
55 40 39 38 43 42 82 48 48 45 461 455 (5)
76 9 9% 107 50 133 94 79 75 75 884 608 (276)
290 287 293 297 242 314 323 277 283 266 2,872 2724 (147)
1,343 1,366 1,421 1,402 1,225 1,409 1,436 1,285 1,316 1,355 13,568 13,632 63
126 114 107 103 98 100 105 107 97 102 1,059 1,159 100
115 109 144 108 112 106 109 123 113 133 1,171 1,304 133
242 223 251 211 210 206 214 230 208 235 2,230 2,463 233




Pennsylvania Delaware

Weekending 11.08.09
Pennsylvania Delaware

5 Rehab LOS [ Medicare Rate | Medicare Rate
2006 Actual 27.51% 13.38% . $ 387.64$ 418.03
2007 Actual 35.25%] 29.44%] 18.67%] 0.11%] 100.00%| $ 409.77( $ 444.37

$ 43874 (S 535.08 |<- CM Dec 2007
2008 Actual 36.21% 21.44% 6.85% 18.53% 0.37% 83.40% 16.60% 100.00% $ 451.90 [ $ 524.02
2009 Budget 40.49% 21.71% 5.30% 18.73% 0.20% 86.43% 1357% 100.00%
January, 2009 35.99% 21.57% 7.74% 16.22% 1.20% 82.72% 17.28% 100.00% $ 452488 509.70
February 2009 39.94% 22.24% 6.29% 15.77% 0.50% 84.74% 15.26% 100.00% $ 463.48 | $ 509.89
March 2009 41.83% 21.78% 7.21% 14.00% 0.85% 85.67% 14.33% 100.00% $ 467.07 516.98
April 2009 42.57% 19.51% 7.20% 14.55% 0.34% 84.17% 15.83% 100.00% $ 462.71 531.98
May 2009 44.65% 20.11% 5.66% 15.97% 0.74% 87.13% 12.87% 100.00% $ 465.54 524.29
June 2009 45.94% 19.52% 5.16% 16.69% 0.37% 87.68% 12.32% 100.00% $ 461.02[$ 514.66
July 2009 45.45% 19.03% 6.24% 15.29% 0.52% 86.53% 13.47% 100.00% $ 460.03 [ 535.72
August 2009 44.71% 20.29% 6.65% 14.42% 0.53% 86.60% 13.40% 100.00% $ 458.95 | § 503.62
September 2009 42.99% 24.24% 6.78% 14.73% 0.66% 89.40% 10.60% 100.00% $ 455.15 [ § 530.75
October 2009 41.03% 25.56% 8.24% 15.38% 0.24% 90.45% 9.55% 100.00%
November 2009 45.60% 21.69% 8.40% 13.43% 0.41% 89.53% 10.47% 100.00%
Part B Sat'n PT o1 ST Facility

2006 Actual 2006 Actual 8.00% 4.91% 3.19%| 13.26%
2007 Actual 2007 Actual 9.49% 7.06% 423%| 16.59%
2008 Actual 2008 Actual 9.52% 6.79% 3.86%  16.15%
January, 2009 January, 2009 9.06% 6.46% 3.98%]  16.05%
February 2009 February 2009 10.33% 7.49% 4.49%]  17.69%
March 2009 March 2009 10.40% 7.72% 4.46%] 18.10%
April 2009 April 2009 10.27% 8.95% 409%| 18.61%
May 2009 May 2009 10.21% 8.26% 4.00%| 17.85%
June 2009 June 2009 10.71% 8.63% 4.19%| 18.26%
July 2009 July 2009 11.32% 9.17% 466%| 19.98%
August 2009 August 2009 11.14% 8.08% 450%| 19.07%
September 2009 September 2004 10.71% 7.86% 429%| 18.17%
October 2009 October 2009 11.22% 7.71% 4.54%] 18.82%
November 2009 November 2009 11.24% 6.62% 452%|  17.79%
Payroll Data Agency Hs | PRNHrs | Overtime Productivity PT OF idp 28T Faciity .
2006 Actual 2006 Actual 72.73% 75.22% 69.13%| 73.34%
2007 Act Avg 661 3,464 461 I | I -] 2007 Act Avg 79.65% 81.10% 79.78%| 80.32%
2008 Act Avg 2,472 2,913 341 2008 Act Avg 77.21% 76.63% 76.54%|  76.88%
January, 2009 1,890 1,991 403 $ 10385[$ 57358 (9.980)| % 6,140 January, 2009 79.63% 78.91% 77.24%|  78.99%
February 2009 1,786 2,106 400 $ 25913]%  (10411)|$ (34,528)| § (19,026) February 2009 81.32% 79.81% 78.25%] 80.26%
March 2009 1,967 2,315 402 $ 55848 S 38,551 | § 43223 ($ 137.622 March 2009 82.92% 81.55% 76.63%| 81.40%
April 2009 1,163 2,149 403 $  (85.682)| $ 4915218  (4,543)[ $ (41,073) April 2009 82.88% 81.66% 79.61%| 81.89%
May 2009 1,078 2,384 512 $ 42348[$ (8,975 $ (28.427)| § 4,946 May 2009 83.63% 81.14% 77.87%| 81.74%
June 2009 1,391 2,127 575 $ (85529)[ § 40,583 [ $ (13.859) $ (58,805) June 2009 84.40% 80.95% 77.02%| 81.85%
Juty 2009 1,869 2,562 409 $ (41,603)] § 71,205|$ 21,115[$ 50,717 July 2009 83.66% 79.12% 77.00%|  80.74%
August 2009 1,537 2,095 587 $ 60636]$ 17441 (8 235[$ 78,312 August 2009 84.42% 80.89% 76.47%| 81.71%
September 2009 1,286 1,693 418 $ (12,370)| § 19485 |§ 374448 44,559 September 2004 81.53% 81.62% 78.11%|  81.02%
October 2009 859 1,864 580 $ (115519)] § 12002 |$ 42407 [$ (61,110) October 2009 81.52% 79.30% 77.69%]  80.05%
November 2009 120 469 149 $ 21,292[$ (2.283)[$  (636)| $ 18,373 November 2009 84.03% 78.86% 77.80%]  80.96%




Revenues
Part A
Part B
HMO
HMO Part B
Medicaid
Private
VA
Part A NonRehab
Commerical
Other
Non Covered
Contract

Total Revenues

Wages
Taxes/Benefits
Travel/Auto
Bad Debt
Other Costs
Closed Faciltiy
Thpy Mgt
Total Expense
New Facility
EOPS

Margin

Wages
Wages
Contract Labor
Total Productive

Travel

Training

Overtime

FRC

Tech

Premium on Kn
Prior Mo Wages
Subtotal
Total Wages

Payroll Taxes
PTO
Total Taxes/PTO

Pennsyivania Delaware

: Budget
Jan 2009 2009 YTD  Variance
1,058 1,031 1,15 1,003 1,083 1,019 1,020 1,062 1,005 1,010 10,418 11,490 (1,072)
288 284 321 3% 290 336 370 315 308 309 3,155 3,054 102
260 256 316 37 266 254 299 280 306 313 2,867 3,064 (197)
48 45 59 62 60 88 72 60 63 72 629 388 241
20 12 17 32 20 17 22 18 28 21 207 275 (68)
2 1 3 3 1 5 3 4 3 10 36 46 (10)
4 4 1 2 4 3 4 7 12 7 47 50 3)
7 5 4 9 8 8 5 6 4 4 61 107 (47)
0 o] 0) 0 2 1) 1 2 1 3 7 4 3
- 0 0 0 (0) - - 0 0 - 0 - 0
(2) 0 0 - - - - - - M [}
1,686 1,639 1,878 1,764 1,704 1,728 1,796 1,754 1,731 1,747 17,427 18,478 (1,051)
1,082 1,038 1,185 1177 1,067 1,166 1,230 1,125 1,145 1,168 11,393 11,852 559
358 380 355 31 307 314 333 3 304 381 3,385 3962 577
3 2 4 3 4 2 3 4 3 6 35 54 19
5 4 6 4 4 4 3 4 5 4 44 31 (14)
42 (302) 30 1 (11) 2 - - (12) 0 (250) 38 288
96 94 103 102 9N 146 73 69 74 76 923 1,125 202
1,585 1,217 1,693 1,599 1,461 1,634 1,643 1,543 1,520 1,636 15,530 17,162 1,632
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
101 422 185 165 243 94 154 211 211 111 1,897 1,316 581
0.00 0.00
12.02% 12.17% 6.38% 0.00% 0.00% 10.89% 7.12%

864 843 956 935 854 921 924 871 922 944 9,033 9,979 946
<] B3 40 3 0 45 65 44 3 25 372 - (372)
896 876 996 971 883 966 980 915 952 968 9,405 9,979 574
3 3 3 5 7 7 6 7 7 8 56 47 9)
] 6 10 10 13 12 8 10 6 10 a1 49 (42)
7 6 6 7 8 6 10 10 7 8 75 1 (74)
81 72 @3 103 81 85 100 84 88 94 881 1,248 368
53 38 42 42 44 42 66 50 52 53 481 479 2)
35 36 44 39 32 49 60 48 33 27 403 148 (255)
185 162 198 206 184 200 250 209 193 200 1,987 1,973 _(15)
1,082 1,038 1,195 1,177 1,067 1,166 1,230 1,125 1,145 1,168 - 11,393 11,852 559
117 97 94 94 90 N2 a3 %6 9N 94 959 1,093 135
106 98 127 94 87 106 110 115 108 126 1,073 1,312 239
223 195 222 189 177 198 203 210 196 220 2,032 2,406 374




Indiana Kentucky

Weekending
ndiana Kentuck

Rehab LOS Medicare Rate | Medicare Rate
2006 Actual $ 40718 $ 361.58
2007 Actual $ 42440 [ $ 391.96

$ 44356 | $ 411.10 | <- CM Dec 2007
2008 Actual 54 22% 18.95% 6.41% 11.72% 0.32% 91.62% 8.38% 100.00% $ 46124 432.01
2009 Budget 5261% 17.81% 6.75% 12.77% 091% 90.85% 9.15% 100.00%
January, 2009 54 88% 20.70% 5.83% 10.84% 0.63% 92.88% 712% 100.00% $ 46699 [ $ 42867
February 2009 59.22% 17.80% 5.92% 10.17% 0.30% 93.41% 6.59% 100.00% $ 46837 | $ 43336
March 2009 5821% 18.03% 6.50% 9.49% 0.44% 9267% 7.33% 100.00% $ 470661 $ 43254
April 2009 58.28% 18.34% 5.44% 10.45% 0.29% 92.80% 7.20% 100.00% $ 47823 [ $ 436.9
May 2009 58.88% 14.74% 6.16% 13.13% 0.47% 93.38% 662% 100.00% 3 469.46 | $ 436.22
June 2009 62.15% 14.44% 6.28% 9.72% 0.19% 92.78% 7.22% 100.00% $ 47033 [ 43764
July 2009 61.82% 1561% 4.44% 9.29% 0.36% 91.62% 8.48% 100.00% $ 47812 $ 44385
August 2009 62.46% 13.99% 564% 8.19% 0.18% 90.46% 954% 100.00% $ 47604 $ 44151
September 2009 64.65% 13.13% 4.63% 961% 0.36% 92.38% 7.62% 100.00% $ 47590 [ $ 45427
October 2009 61.49% 15.38% 562% 10.40% 0.64% 93.53% 6.47% 100.00%
November 2003 62.48% 16.94% 4.65% 8.02% 0.3% 92.48% 7.52% 100.00%
Part B Satn PT oT ST Faci

2006 Actual ) 2006 Actual 11.26% 9.64% 4.15% 18.72%
2007 Actual ) 2007 Actual 14.43% 13.53% 5.91% 24.15%
2008 Actual ; : 2008 Actual 15.86% 15.01% 6.75% 26.87%
January, 2009 : : January, 2009 1667% 1578% 6.66% 27.82%
February 2009 ; ) ) : February 2008 1717% 16.04% 6.58% 27.82%
March 2009 : y : | March 2009 17.76% 16.38% 6.82% 28.23%
April 2009 : ) y | : ‘April 2009 17.68% 16.40% 6.04% 27.91%
May 2009 84.08 57.25 3388 27.37 18.08 256 ¥ [May 2009 17.08% 15.49% 651% 27 28%
June 2009 9053 60.80 3436 3297 6.35 285 7064 June 2009 16.84% 15.53% 6.87% 27.73%
July 2009 91.15 59,52 4293 3557 1452 640 71.46 July 2009 15.88% 15.54% 7.38% 27.01%
August 2009 84.81 57.20 36.49 3111 28.57 568 66.18 August 2009 16.25% 15.86% 7.10% 27.92%
September 2009 88.08 6163 4117 35.39 26.68 5.45 70.85 September 2003 1511% 1529% 6.21% 26.59%
October 2009 87.33 6234 3821 29.80 12.24 485 68.94 October 2009 14.28% 14.02% 5.63% 24.17%
November 2009 80.71 51.63 3823 21.30 462 216 62.85 November 2009 15.20% 14.31% 6.20% 25.06%
Payrolt Data Agency Hrs | PRN Hrs Overtime | Revonil i iPatA «f PartB | A Others | Total Variance ' | ivity PT [e13 ST Facifity
2006 Actual $ - 2006 Actual 78.39% 79.15% 59.49% 77.41%
2007 Act Avg 227 4,905 808 [ [ $ 2007 Act Avg 80.95% 83.60% 78.12% 81.64%
2008 Act Avg 456 4,474 735 2008 Act Avg 81.9%% 83.45% 81.25% 82.47%
January, 2009 198 2,989 634 $  (150.956)[ $ 80,543 | $ _(50,024)| $ (120,437 January, 2009 83.54% 82.84% 82.09% 83.04%
February 2009 276 2,885 774 s (535603 76,844 | $_ (50297)] $ (27,013 February 2009 84.46% 84.15% 80.56% 83.77%
March 2009 598 2913 717 $  (6B525) 5 2346478 (25025) 8 141,097 March 2009 85.87% 84.44% 80.69% 84.56%
April 2009 625 2,787 702 s (53846)| 181033 |8 (45377)|$ 71810 April 2009 85.89% 84.93% 78.59% 84.47%
May 2009 486 2,691 667 $ 16425 % 61,422 |8 _(35965) $ 41,882 May 2009 85.02% 85.96% 82.07% 84.98%
June 2009 408 3,003 720 s (171994)|$ 152937 |8 9706]$ (9,351 June 2009 85.27% 85.22% 78.13% 84.12%
July 2009 246 3,173 615 s (92602)|$ 182089 (% 6293|$ 95,780 July 2009 83.94% 83 56% 83.15% 83.66%
August 2009 201 2,507 678 $ 18677 % 99392 [ $ (9555 § 108514 August 2009 85.01% 8397% 85.28% 84.62%
September 2009 202 1,943 439 s (17,209 8 33606 | $_ (14620)] $ 1,777 September 2009 83.80% 83.62% 84.64% 83.84%
October 2009 219 2,246 656 s (96631) $ 4683)| 5 _(24701)| § (126,015 October 2009 83.83% 84.07% 83.50%. 83.89%
November 2009 49 489 158 $ 8,266 | $ 6,0603) 5 (6976)| $ (5573 November 2009 84.23% 86.26% 83.04% 84.91%




Indiana Kentucky

Jan 2009 Mar 2009 2009 YTD 2009 YTD _ Variance
Revenues
Part A 998 1,038 1,134 1,107 1,074 972 1,037 1,083 1,043 1,105 10,590 11,682 (1,092
Part B 930 937 1,079 1,041 926 1,028 1,045 950 900 856 9,691 8222 1,469
HMO 132 108 138 130 147 159 125 118 111 92 1,261 1,910 (649)
HMO Part 8 64 62 58 59 54 48 89 81 66 60 639 557 82
Medicaid 83 90 92 104 a5 108 88 95 101 124 979 926 52
Private 8 3 6 ] 2 5 10 9 4 6 58 74 N
VA 17 14 15 16 21 18 31 20 14 28 192 192 1
Part A NonRehal 8 2 4 8 3 3 7 8 5 4 51 104 (53)
Commerical 0 0 ©) 8 2 5 © 1 3 3 23 - 23
Other o} 0 0 - 0 - 0 0 2 - 4 - 4
Non Covered 0 o [¢] - - - - - - - 0 - 0
Contract - - - - - - - - - - - - -
Total Revenues 2241 2,254 2,528 2,479 2,326 2,345 2,429 2,385 2,248 2,277 - - 23,488 23,668 (179)
Wages 1,428 1,428 1,574 1,514 1,407 1,488 1,537 1,443 1,448 1,467 14,732 14,751 19
Taxes/Benefits 569 554 504 489 425 447 473 469 436 532 4,897 5,208 31
Travei/Auto 7 12 13 8 9 7 7 3 6 6 78 133 56
Bad Debt - - - - - - - 50 120 - 170 - 170)
Other Costs 9 7 8 10 5 7 7 5 11 9 78 54 (24)
Closed Faciltiy - - - - - - - - - - 0 - ©
Thpy Mgt 134 162 149 140 137 142 150 120 141 169 1,437 1,594 157
Total Expense 2,146 2,163 2,248 2,160 1,883 2,091 2,173 2,091 2,160 2,183 - - 21,391 21,740 348
New Facility 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.15 0.00
EOPS 94 91 278 318 343 253 256 274 88 93 - - 2,097 1,928 169
0.00 0.00

Margin

Wages
Wages 1,143 1,162 1,299 1,248 1,144 1,223 1,233 1,180 1,178 1,186 11,997 12,358 362
Contract Labor 8 10 18 17 13 10 8 ] 4 5 98 - (98)
Total Productive 1,149 1,172 1,318 1,265 1,157 1,233 1,240 1,187 1,182 1,191 12,094 12,358 264
Travel 17 23 19 13 15 12 12 9 11 12 143 76 67)
Training 9 10 9 6 1 14 11 5 10 1 97 97 0
Overtime 10 13 " 1 10 10 12 10 7 9 104 - (104)
FRC 158 142 139 144 142 151 170 167 175 176 1,581 1,834 273
Tech 81 57 56 56 58 58 83 58 58 62 627 321 (305)
Premium on Kn 6 1" 21 19 14 10 8 7 4 5 106 65 41)
Prior Mo Wages - - - - - - - - - -
Subtotal 279 256 256 248 250 256 297 257 264 276 - - 2,638 2,393 (245)
Total Wages 1,428 1,428 1,574 1,514 1,407 1,488 1,537 1,443 1,448 1,467 - - 14,732 14,751 19
Payroll Taxes 177 139 1 126 121 126 128 128 118 124 1,318 1,376 59
PTO 138 138 138 131 127 140 147 138 153 144 1,392 1,609 217
Totat Taxes/PTO 315 275 269 258 248 265 275 268 271 267 - - 2,710 2,985 275
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ARD Selection Procedure
December 2008

. Upon admission and readmission, the BOM will print copies of the common
working file and provide copies to the CRC and FRC.

. Upon admission and readmission, the CRC will create and print a PPS Pathway
for every new admission. The pathway should be placed in the PPS Pathway
Binder which should be organized alphabetically and should contain
reimbursement references such as the CMI Reference Sheet and the RUG 53
Reference Sheet.

. Upon admission and readmission, the FRC will initiate a Caseload Management
Form for every new admission. This form should be placed in the Therapy
Caseload Management Binder which should be organized alphabetically and
should contain reimbursement references such as the CMI Reference Sheet and
the RUG 53 Reference Sheet.

. The CRC will complete the electronic ARD selector worksheet by the second
working day with the available information and save it on the facility shared
drive. In addition, the CRC should e-mail the completed form to the FRC. At
minimum the top section should be completed, however at the discretion of the
RDR/RDCR the bottom section can also be utilized. If there is not an extensive
services qualifier, a ARD selector worksheet should still be completed.

. The last day of IV fluids will be represented by IVF and IV medications and any
other extensive services qualifier by EXT on the PPS pathways utilized by the
CRC’s. The FRC’s will add in the IVF and/or EXT services on the Set
Payor/RUG/ARD/LVL tab in the TX Resident screen in SMART.

. If additional hospital records are obtained from the hospital, the CRC will
communicate this information to the FRC in the daily clinical reimbursement
meeting. In addition, an updated ARD selection worksheet should be completed
following the protocol in step #4. The FRC and CRC will update their respective
systems as defined in step #5.

. The CRC will keep a copy of the last day of supportive documentation for
extensive services/IV fluids behind the residents PPS pathway. If the
documentation covers both the five and 14 day assessments, two copies should be
made. The remaining information should be given to Medical Records to be
placed in overflow.

. The supportive documentation should be removed from the CRC PPS pathway
book when the MDS is completed and stapled to the MDS.



10.

11.

12.

13.

14.

15.

16.

17.

The documentation should be removed from the Therapy Caseload Management
Binder upon discontinuation from Medicare.

Prior to the daily clinical reimbursement meeting, the CRC will run the Resident
Acuity Report in Care Tracker for all residents being monitored by a PPS
Pathway. The ADL score should be documented daily on the CRC PPS pathway.

During the CRC/FRC daily clinical reimbursement meeting, the FRC should be
logged into the SMART system ready to access the following screens/reports: Tx
Resident (RUGS Analysis, ARD Report, Set Payor/RUG/ADR/LVL), and Tx
Planner. Therapy utilizes the RUGS Analysis screen primarily during this
process.

After selecting the appropriate ARD, the CRC should place the projected RUG on
the top section of the pathway in the appropriate assessment type (i.e 5 day, 14
day etc.). The FRC should set the ARD in the Set Payor/RUG/ARD/LVL screen
on the TX Resident tab in SMART, including the projected RUG.

After verification for accuracy, the FRC will submit an ARD Report. This will be
approximately 48 -72 hours after the Assessment Reference Date to allow for
correction of late billing.

The FRC should print two copies of the ARD Report. One should be given to the
CRC for entry on the MDS, the second should be placed in the Therapy Caseload
Management Binder.

The CRC and FRC when completing the MDS should verify the actual RUG
score and ARD utilized to what was projected and documented on the PPS
pathway and in the SMART system. All discrepancies should be investigated and
corrected.

The FRC can shred the Caseload Management sheets and supportive materials
monthly following completion of the quad check process and discharge from
skilled care.

The CRC can shred PPS pathways and other related materials 3 months after
discharge from skilled service.
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RUGS Review/Cut Calls

Purpose & Procedure
December 2008

The following are the minimum standards and guidelines for the weekly RUGS
Review/Cut calls for the Wisconsin/Minnesota buildings. The outcome is to improve
Medicare Reimbursement which is representative of the care the facility teams are

providing.
I Purpose:
a. Assure highest Medicare reimbursement on all new Medicare

admission/readmissions for minimally the 5, 14 and OMRA assessments by
reviewing proper therapy planning, ADL identification, and to assure
rehab/extensive services are captured. This can be expanded if facility specific
issues are identified.

. Identify facility trends such as; difficulty obtaining therapy orders upon

admission, difficulty with therapy planning, lack of CareTracker
documentation, and/or difficultly obtaining hospital medical records.

. Review residents current level of care for appropriate ARD selection and

therapy minute utilization, ADL score, and extensive services qualifiers.

. Review residents who are discontinuing therapy services over the next week

who may benefit from a step down in intensity of services and/or development
of restorative nursing plans to improve clinical outcomes.

The weekly call should promote communication between the FRC/CRC.
RDCR/RDR to review all Medicare cuts to determine appropriateness of
discharge planning and need for continued skilled nursing and/or therapy
coverage.

This process will be applicable for all facilities and will replace the HT call for
those facilities who currently participate in that process.

II Procedure

a.

The call should be held weekly with the RDCR, RDR, CRC and FRC at an
agreed upon time. Other disciplines may be required per RDCR/RDR
direction.

For the call the CRC should have their updated PPS pathways book and the
FRC should be prepared with their Caseload Management book. The facility
team should be compliant with the current ARD selection procedure.

The RUGS Review Worksheet should be completed by the FRC and CRC
during the daily clinical reimbursement stand up meeting. It should be sent
electronically, via e-mail attachment, to the RDCR and RDR by noon the day
prior to the scheduled call.

The HT log should be printed weekly for the current month by both the RDR
and RDCR prior to the call.



The FRC/RDR/RDCR should all be in the SMART system to review current

minute utilization, projected changes in therapy delivery, extensive services

qualifiers, and ADL scores.

The team will assess the records to determine optimal reimbursement.

The CRC and FRC should also communicate upcoming discharges or cuts to

during this call. A review of the resident’s medical and rehab needs should

occur prior to the call to assure proper utilization of Medicare services.

. The completed RUGS Review Worksheet form will be sent to the FRC, CRC,
NHA and RDO by the RDCR/RDR following the call.

The RDCR/RDR , in collaboration with the RDO, ADR, and ADCR, will

determine the frequency and duration of the call.
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Request for Assist 11/12/2009:

On Wed. 11/11/2009 | arrived at Stonebridge at approximately 11:45. | immediately joined the Clinical Reimbursement meeting
that was taking place in the conference room.

Present in the room were:

Laura Tebbe, Regional Director of Clinical Reimbursement ( RDCR)- sitting at the head of the table,
Wanda Kennedy, Area Director of Clinical Reimbursement {ADR) sitting at Laura’s left,

Chris Fritzen, Regional Director of Rehab (RDR) sitting at Wanda's left

Lauren Obst, RDCR, sitting to the left of Chris.

Tempest Cagnon, RDCR, sitting across from Lauren

| tock an open seat next to Tempest, on her left, and was between Tempest and Laura.

Everyone welcomed me into the room, and | participated in the meeting. At this point the Rate Volume Variance Reports for
October for each facility, and matters regarding Medicare Rate YTD and MTD to Budget were being discussed.

Upon almost finishing each of the facilities, | asked Wanda if | could speak to her team and ask their assistance. | stated that it would
just take about 15-30’. Wanda agreed, and stated no problem.

Upon finishing the facility Medicare Rate discussions, | began to address the team sitting around the table.
| stated that | had been out for a while, and was glad to be back. Again everyone welcomed me.

| began by stating that in coming back | am truly looking forward to continuing to work with them, and that | truly needed their help.
| stated that | am excited to get back to work, and that | need to make certain that we do things well and right. | explained how I had
had opportunity to be FRC at Slatebelt last May-June, and that we have had new FRC'’s start at Spruce and Dresher as well. | stated
that during the training of these new FRC’s, | identified issues that caused me concern, and that | had reached out for assist. | told
them that upon my recent return to work, that | have continued to be witness to things that affect each one of us in the room, and
that each one of us have effect on and can influence. | stated that each one of them, along with myself and the other RDR’s {
Colleen and Werner) that were not in the room, have extremely strong influence in what happens at the facility level. | stated that
my concerns invelve all of us, ProStep and EHSI, equally as Extendicare. | stated that since we as individuals and as a team have a
tremendous impact on what happens at the facility level, | believed that our working together to ensure what needed to be done
right was happening, and would result in more immediate positive results.

I moved forward and described the fact that Medicare pays for services provided, and to bill for services not provided is unlawful. |
stated that fines for this can be 2-3x’s the amount overbilled, in addition to $5,000 - $10,000 fine per claim. | stated that one of my
concerns is that in our end of month quad check as well as during our joint Pathway discussions, we do not ask ‘were the services
that were billed actually provided at the level in which they were billed’ , Laura Tebbe agreed. | stated that this is extremely
important, as this is stated in the Medicare Program Integrity Manual. | stated that it’s our responsibility to ensure that this is done
correctly and that | would not go to jail or lose my license and that | would suspect that they feel the same way.

| went on to outline my specific concerns:

The first concern | addressed was the ‘Suspension Bridge’ effect in Pathways. | stated that since they look at the Pathways,
sometimes daily, as well as on the Pathway calls, | asked for their assist in identifying when this may be occurring and immediately
communicate that to their RDR and/or myself. Beth asked for a specific example, and | asked that she pull up the Pathways for her
facilities on her computer that was in front of her. The first facility was good for the month of October, the second facility that she
pulled had multiple areas of concern, and | pointed them out to Beth for future reference.



Chris mentioned that she had noticed this to be a significant problem in the Central Region when reviewing Pathways as | had asked
her to do during her first few days on the job. She had stated that she believed that she was already making progress towards this.

| stated that we as a group need to make this not happen, and make certain that we are billing for services that we provide, and that
we provide the services that we bill for. | put forth my initiative to focus on this along with the RDR’s in a concerted effort to
educate and work with the FRC’s. | requested that as they potentially discover issues of concern, to please bring it to the attention
of their RDR, so that we can best address with the Rehab departments. Lauren asked if there was to be specific discussion about this
on the Pathway call, | stated that if it is noticed during a pathway call, that it should be addressed, however that this should fall on
the RDR and myself to educate and support the FRC’s, and that | was just really looking for an the RDCR’s to help recognize what we
are looking at, understand why it’s important that we’re addressing it, and understand that this is going to be an area of focus for
the FRC's.

| mentioned that there are 3 reasons where it is ok for minutes to not correlate with the billed level:

When itis documented in the medical record that the patient was unable to participate due to their individual status, and
minute delivery drops because of this.

When it is documented in the medical record, per MD order, treatment was with held so minute delivery drops.

Or if one or more disciplines have attained their goals or reached their max potential and have discharged and as result
minute delivery drops.

Other than that, services billed, need to correlate with services delivered. If not we run the risk that either 1. a patient that is
inappropriate for a higher RUG is being pushed inappropriately or 2. a patient that qualifies for and requires a higher RUG is not
receiving adequate care. Either way is not acceptable.

Beth asked if the FRC’s are trained not to do this, and why | thought this was happening. | told her that to my knowledge FRC’s know
not to do this, however our current environment and culture promotes to always look forward, pushing and driving RUG levels, and
to capture the RUG level as soon as possible in the open window. It has not been the expectation, at least that | am aware of, to
look back, in order to clearly see what has been delivered. | also mentioned that | believed and witnessed that the pressure on the
FRC’s to attain highest levels has been immense, and that the old reference that everyone is an RU until proven otherwise, has led to
the scheduling of patients to attain levels vs. the scheduling of patients to receive what is needed clinically. | stated that this is
compounded with the fact that we do not ask the question ‘is what we billed for, what was provided’ on a consistent basis in which
we are all accountable, or ‘ is what we billed for an accurate reflection of the true burden of care that was provided to the patient
throughout the assessment period, not just the initial days of the period’.

The next concern | discussed was that of not treating Part B / Long Term Care Patients 5x/wk, even when medically appropriate
and necessary, in order to preserve a 60 day period of wellness, so that the patient would qualify for higher paying Medicare. |
stated that it was understood that if a patient was close to the end of the 60 days, that this definitely needs to be considered,
however, that at the facility level this message has been extremely skewed. Tempest agreed, and stated that facilities throughout
her Region had been extremely affected by this message, and that she had been working for a long time in order to combat this. She
stated that she had facilities that would not even see Part B patients, and when they would it seemed to be always 3x/wk, and for
shortened periods of time. | stated that | had just heard from New Castle that their interpretation was that all Part B's and LTC
patients could not receive 5x/wk or they would be considered skilled, so they just had every Part B on for 4x/wk regardless of need
and initial Physician Order. | referenced that Callie, the FRC at Valley, had recently added whether or not the resident is in their 60
day window to her LTC notification in order to communicate this to the facility. Then someone, an RDCR, made mention that Audrey
(from Valley) was really bad at requiring limited Treatment to part B’s in a 60 day window and not fully understanding the reasoning
behind the need to monitor, to which another RDCR agreed. At that point | made mention that | had seen example of Audrey’s
involvement in this as well. Lauren made mention that she believed that the issue started a few yrs back at Spruce, when census
was extremely challenged, as way for returning from hospital LTC patients to qualify for Medicare, as Medicare New Admits were
extremely low. | replied that that makes sense, since when Beth (the new FRC at Spruce) first started, one of the first questions she
asked was ‘why do we see all part B patients for just 3x/wk’.



| stated that limiting treatment for Part B and LTC patients that may be in a 60 day period of wellness, is obviously a concern that we
have all witnessed and we need to be aware of, support, and discuss this circumstance in order to ensure that we are doing what’s
appropriate and best for the patient.

(I believe right about this time Joy called in, and Wanda reviewed with Joy the Rate Volume Reports as we had discussed previously
as a group.)

When the call with Joy was finished, | reviewed my last request for help, and this was assist in working together in identifying when
it is and when it is not appropriate to cluster 3x/wk treatment orders in order to attain a 5 day Billing level. | referenced again,
billing for services actually provided, and that when a 3x/wk treatment order is written for specific purposes, with the intent of M-
W-F or T-TH-Sat, it would be inaccurate to bill for 5 straight days of services, as this is not the intent or a true reflection of the
patients burden of care. Chris made mention that she and Lauren had been discussing this a lot, and that she felt that they had been
working well at this, and Lauren agreed. Wanda expressed that she did not understand why it would be ok for the patient to not be
seen on Weekends and Holidays, yet to see a patient W-TH-F, M-T was problematic, she also expressed concern in not being able to
attain her RMC’s.

| then described a scenario in which the above concerns are combined, and asked ‘how about the times when Rehab is asked to see
a patient 3x/wk ( that would benefit appropriately with 5, however it’s limited because they are in their 60 day window), then we
cluster the 3x/wk in to a 5 day reimbursement level?’. | asked if they had seen this scenario happen, and everyone agreed that it has
happened. | stated that when it does happen, it is wrong on multiple levels, and that we need to work together to make certain that
this doesn’t happen. Again, | stressed that we need to ask, is what is being billed, what is being delivered, and is it medically
appropriate and necessary and meeting the needs of the patient.

| stated that my greatest concern lies with our FRC’s that have been around the longest, and the facilities that take part in these
practices regularly. |stated that | think that the facilities that are doing this really believe that these practices are ok, and/or that
they believe that it’s been a directive for them to follow.

| stated that | believe the opportunity lies in our working together in order to drive our success, and ensure that we are going about
it in all the right ways.

| made comment to the fact that in order to be most successful; we need to focus on the patients and the clinical delivery of our
services. | asked Wanda to verify how other AREA’s RUG distribution RU/RV compared to ours, and she stated that ours had
improved, however other States were higher. | stated that | believed that this was due in part to our historically working to fit
patients into RUG categories with focus on minutes, money, and levels, vs. focusing on and addressing the clinical presentation of
the patient.

That was pretty much it. The last minute or so, most people got up and were moving around, and had either started already or were
preparing to take a break.

Wanda made mention that next they were going to discuss CMI.

Chris asked if she could speak to me out of the room. We went to the lobby, sat on the couch, and Chris proceeded to update me on
her current situations and needs in Central, which included discovering the situation involving Alice, a PT at Stonebridge, and a time
study being performed by Shari that day, as well as allegations involving incomplete documentation.

Chris and | got involved in the HR and compliance concern at Stonebridge, and were unable to return to the CM| portion of the CR
meeting.



EXHIBIT 20




Donna,

I continue to be concerned with the following:

The extreme pressure on FRC's and Therapists to reach highest Part A RUG levels
regardless of patient need, with focus instead on minute delivery and monetary gains.
This could and has resulted in the ramping up of therapy minutes in order to capture the
highest levels of reimbursement that are either medically inappropriate or appropriate and
not maintained. This is clearly evidenced in the ‘suspension bridge’ patterns that are
reflected in multiple resident pathways throughout the state.

The denial of medically necessary services to patients with identified needs, based on
which patients’ third party payer is paying for the treatment, and the anticipated fiscal
harm/benefit to EHSI, including:

a. Medicaid request process which limits and/or denies services to patients
deemed medically necessary and appropriate (as reflected by the nursing to
rehab referral form/request and or Therapist Screen/evaluation) by EHSI
Eastern Operations due to decreased reimbursement of this payer and perceived
increased cost of care to the resident.

b. Changing 5x/wk orders to less than 5x/wk, or not providing necessary 5x/wk
services in order to not interfere with the patient qualifying for a Medicare Part
A 60-day period of wellness, and the ‘general mis-knowledge that surrounds
the ability to treat part B and Long Term care residents in order to not interfere
and create ‘skilled services’.

EHSI Eastern Operations request and expectation that ProStep game Medicare by
clustering 3x/wk treatment orders in order to attain 5 day/wk levels of re-imbursement for
the ramping down of Medicare Part A patient billing as well as in order to capture
increased reimbursement for Part B and Long Term Care billing of 5 days with at least
150 minutes for increased CMI billing levels.



