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TRAINING OVERVIEW

• New DSH Developments

• Common Examination Issues

• Review of DSH Survey Forms
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DSH PAYMENTS REFRESHER

• DSH implemented under Section 1923 of the Social 
Security Act (42 U.S. Code, Section 1396r-4)

• Medicaid DSH payments are intended to cover ONLY 
the uncompensated care costs for Medicaid and 
uninsured (for hospitals that qualify)

• SPRY 2011 was the first year for 
paybacks/redistributions
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NEW DSH DEVELOPMENTS

MEDICAID DSH Additional Information of the DSH 
Reporting and Audit Requirements – Part 2 -CMS 
Website April 7, 2014

• #12 in the CMS document – Specifies payments made by a managed‐care 
organization related to state‐only/local‐only indigent care patients must be 
offset against costs because the statutory exception to exclude the 
state‐only/local government only payments is limited to payments received 
directly from the state or unit of government.



NEW DSH DEVELOPMENTS

• #35-Hospitals opened after December 22, 1987 do not 
automatically meet the exemption to the obstetric services 
requirement.

• Indicates that hospitals claiming the exemption to having two 
physicians providing obstetric services because they did not 
offer non‐emergency obstetrical services to the general 
population as of December 22, 1987 cannot claim that 
exemption if the hospital opened after December 22, 1987.



NEW DSH DEVELOPMENTS

• December 3, 2014 Final Rule Expanded Definition of Uninsured 
implemented in FR Vol. 79, No. 232, Wednesday, Dec. 03, 
2014, Final Rule

• Definitions of uninsured as laid out in the January 2012 proposed rule 
have been finalized. 

• Myers and Stauffer has been utilizing the definitions of uninsured as 
stated in the January 2012 proposed rule since the 2009 DSH 
examinations. 

• Now that the proposed rule has been finalized, Myers and Stauffer will 
continue to utilize those definitions as they have been since the 2009 
DSH examinations.



NEW DSH DEVELOPMENTS

• Under the final rule, the DSH examination will now 
look at whether a patient is uninsured using a 
“service-specific” approach as opposed to the 
creditable coverage approach previously employed.



NEW DSH DEVELOPMENTS

• Under the final rule, the following may be 
considered uninsured:

• Individuals with exhausted insurance benefits at the time of 
service

• Individuals who have reached lifetime insurance limits for 
certain services

• Individuals whose benefit package does not cover the 
hospital service received (must be a covered service under 
the Medicaid state plan)



NEW DSH DEVELOPMENTS

• Individuals must exhaust benefits prior to obtaining services to 
be considered uninsured (i.e., if individual exhausts coverage 
during the course of services, they cannot be consider 
uninsured).

• Individuals with high deductible or catastrophic plans are 
considered insured even in instances where policy requires 
individual to satisfy a deductible or share in the cost services. 



NEW DSH DEVELOPMENTS

• Specific Exclusions Listed in the Proposed Rule:

• Bad Debts for individuals with third party coverage

• Unpaid coinsurance/deductibles for individuals with 
third party coverage

• Prisoners (individuals who are inmates in a public 
institution or are otherwise involuntarily in secure 
custody as a result of criminal charges)



NEW DSH DEVELOPMENTS

• CMS audits of the DSH audits continue

• CMS goal is to audit every state over the next few years.

• CMS audits the state and independent auditor’s 
procedures and documentation for sufficiency.

• A few providers in each state are also selected for 
further scrutiny (these providers in effect get audited 
twice).



NEW DSH DEVELOPMENTS

• CMS audits of the DSH audits continue

• No formal results have yet been issued

• CMS intends to issue formal results to provide more 
guidance to states, auditors and providers. 

• CMS has not announced when Connecticut will be audited



MSLC DSH PROCEDURES

• Continue using 2 Surveys to collect DSH Year Data 

• Allows for more transparency of the process

• Providers can see how their data impacts the DSH 
calculation

• Continue using SFTP site location 
https://transfer.mslc.com/
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DSH YEAR 2013 EXAMINATION 

TIMELINE - TENTATIVE

• March 1 – 15:  State MMIS FFS data reviewed, 
summarized and distributed 

• March 18:  Hospital Data due to MSLC

• April – May:  Desk review examinations

• June – July: Expanded Reviews

• September 30: Draft report due to the state

• December 31:  Final report due to CMS
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COMMON 2012 EXAMINATION ISSUES

• Hospitals over DSH limits: 2 out of 34 (may become 1)

• Compliance with the documentation requests was 
generally good

• Extensions create scheduling problems. 

• Less findings in 2012 than 2011; no new/different 
findings



COMMON 2012 EXAMINATION ISSUES

• The hospital submitted Medicaid data which only included total 
payments rather than the requested detail of payments by the various 
payor categories.  As such, total payments were reported in the payor 
category to which the majority of payments would relate based on 
population.

• The hospital did not submit uninsured and/or Medicaid eligible days by 
revenue code. As such, days not directly assigned were allocated based 
on the Medicare cost report worksheet S-3 total days.

• The hospital failed to submit data with payments separated by payor 
(Medicaid, Medicare, TPL, etc.). As such, MSLC assigned payments for 
each population based on where majority of payments should typically 
be grouped for each applicable population.



COMMON 2012 EXAMINATION ISSUES

• The submitted Exhibit B patient payments were based on an accrual basis, rather 
than on a cash basis as required by the DSH rule.

• Hospitals' uninsured self-pay payments reflect payments received for uninsured 
dates of service within the cost reporting period and therefore do not reflect cash 
basis uninsured payments as required by DSH reporting regulations.  Additionally, 
due to missing data elements in the submitted self-pay schedules, certain 
screening procedures designed to detect errors in the submitted data could not be 
performed

• Hospital did not submit a signed certification statement attesting to the accuracy 
of the submitted data and the underlying supporting documentation

• The hospital failed to submit reasonable information for the calculation of the Low 
Income Utilization Rate (LIUR). As such, the LIUR will be reported as zero for the 
MSP rate year.



PAID CLAIMS DATA UPDATE FOR 2013

• Medicaid fee-for-service paid claims data

• Was obtained this week from the state.  MSLC is currently 
formatting the data and send to providers to map by MSLC and 
entered into Survey Part II Section H.  If a hospital is ready to 
submit its survey before MSLC sends the MMIS FFS claims data, 
submit survey as is and MSLC will map the FFS claims data using 
the hospital submitted crosswalk

• Reported based on cost report year (using discharge date).

• At revenue code level.



PAID CLAIMS DATA UPDATE FOR 2013

• Medicare/Medicaid cross-over paid 
claims data

• The hospital should send in a detailed listing in 
Exhibit C format (consistent with prior year).

• Must EXCLUDE CHIP and other non-Title 19 
services.

• Should be reported based on cost report year 
(using discharge date).



PAID CLAIMS DATA UPDATE FOR 2013

• Medicaid managed care paid claims data 

• If the hospital cannot obtain a paid claims listing 
from the MCO, the hospital should send in a detailed 
listing in Exhibit C format (consistent with prior year).

• Must EXCLUDE CHIP and other non-Title 19 services.

• Should be reported based on cost report year (using 
discharge date).



PAID CLAIMS DATA UPDATE FOR 2013

• Out-of-State Medicaid paid claims data

• If the hospital cannot obtain a paid claims listing from 
the state, the hospital should send in a detailed listing 
in Exhibit C format (consistent with prior year).

• Must EXCLUDE CHIP and other non-Title 19 services.

• Should be reported based on cost report year (using 
discharge date).



PAID CLAIMS DATA UPDATE FOR 2013

• “Other” Medicaid Eligibles

• Medicaid-eligible patient services where Medicaid did not 
receive the claim or have any cost-sharing may not be included 
in the state’s data.  The hospital must submit these eligible 
services on Exhibit C for them to be eligible for inclusion in the 
DSH uncompensated care cost (UCC).

• This would include Medicare MCO primary/Medicaid secondary 
claims, private insurance primary/Medicaid secondary claims, 
and any other Medicaid eligible claims not included elsewhere.

• Must EXCLUDE CHIP and other non-Title 19 services.

• Should be reported based on cost report year (using discharge 
date).



PAID CLAIMS DATA UPDATE FOR 2013

• “Other” Medicaid Eligibles (cont.)

• 2008 DSH Rule and January, 2010 CMS FAQ #33 requires that all
Medicaid eligibles are reported on the DSH survey and included in the 
UCC calculation.

• Exhibit C should be submitted for this population. If no “Other” 
Medicaid Eligibles are submitted, we will contact you to request that 
they be submitted. If we still do not receive the requested Exhibit C, 
we may have to list the hospital as non-compliant in the 2013 DSH 
examination report.

• Ensure that you separately report Medicaid, Medicaid MCO, 
Medicare, Medicare HMO, private insurance and self-pay payments in 
Exhibit C.



PAID CLAIMS DATA UPDATE FOR 2013

• Uninsured Services

• As in years past, uninsured charges/days will be 
reported on Exhibit A and patient payments will be 
reported on Exhibit B.

• Exhibit A should be reported based on cost report year 
(using discharge date).

• Exhibit B patient payments will be reported based on 
cash basis (received during the cost report year).





DSH EXAMINATION SURVEYS

General Instruction – Survey Files

• The survey is split into 2 separate Excel files:

• DSH Survey Part I – DSH Year Data.

• DSH year-specific information.

• Always complete one copy.

• DSH Survey Part II – Cost Report Year Data.

• Cost report year-specific information.

• Complete a separate copy for each cost report year needed to 
cover the DSH year.  

• Hospitals with year end changes or that are new to DSH may 
have to complete 2 or 3 year ends.



DSH EXAMINATION SURVEYS

General Instruction – Survey Files

• Don’t complete a DSH Part II survey for a cost report year already 
submitted in a previous DSH exam year. 

• Example:   Hospital A provided a survey for their year 
ending 6/30/2013 with the DSH audit of SFY 2012 in the 
prior year.  In the DSH year 2013 exam, Hospital A would 
only need to submit a survey for their year ending 
6/30/2014.

• Both surveys have an Instructions tab that has been updated.  Please 
refer to those tabs if you are unsure of what to enter in a section.  If 
it still isn’t clear, please contact Myers and Stauffer.



DSH EXAMINATION SURVEYS

General Instruction – HCRIS Data

• Myers and Stauffer pre-loads certain sections of Part II of 
the survey using the Healthcare Cost Report Information 
System (HCRIS) data from CMS.  However, the hospital is 
responsible for reviewing the data to ensure it is correct 
and reflects the best available cost report (audited if 
available).

• Hospitals that do not have a Medicare cost report on file 
with CMS will not see any data pre-loaded and will need 
to complete all lines as instructed.



DSH SURVEY PART I – DSH YEAR DATA

Section A

• DSH Year should already be filled in.

• Hospital name may already be selected (if not, select from the 
drop-down box).

• Verify the cost report year end dates (should only include those 
that weren’t previously submitted).

• If these are incorrect, please call Myers and Stauffer and 
request a new copy.

Section B

• Answer all OB questions using drop-down boxes.



DSH SURVEY PART I – DSH YEAR DATA

Section C

• Report any Medicaid supplemental payments, including UPL and 
Non-Claim Specific payments, for the state fiscal year. Do NOT 
include DSH payments.

Certification

• Answer the “Retain DSH” question but please note that IGTs and 
CPEs are not a basis for answering the question “No”.

• Enter contact information.

• Have CEO or CFO sign this section after completion of Part II of the 
survey.



Hospital name is 

populated

Examination FYE is 

populated; for 2013 no 

hospital has multiple 

years

Answer all OB 

questions

Enter all 

supplemental 

payments for the 

DSH year.  Amount 

should agree with 

state report



2013



DSH YEAR SURVEY PART II

SECTION D – GENERAL INFORMATION

Submit one copy of the part II survey for each cost report year not 
previously submitted.

• Question #2 – An “X” should be shown in the column of the cost 
report year survey you are preparing. 

• If you have multiple years listed, you will need to prepare multiple surveys).  

• If there is an error in the year ends, contact Myers and Stauffer to send out 
a new copy.

• Question #3 – This question may be already answered based on pre-
loaded HCRIS data.  If your hospital is going to update the cost report 
data to a more recent version of the cost report, select the status of 
the cost report you are using with this drop-down box.



“X” indicates the CR year 

you are reporting on.  

Choose CR status from the 

drop down menu



DSH YEAR SURVEY PART II

SECTION E, MISC. PAYMENT INFO.

• 1011 Payments - You must report your Section 1011 payments 
included in payments on Exhibit B (posted at the patient level), and 
payments received but not included in Exhibit B (not posted at the 
patient level), and separate the 1011 payments between hospital 
services and non-hospital services (non-hospital services include 
physician services).

• If your facility received DSH payments from another state (other than 
your home state) these payments must be reported on this section of 
the survey (calculate amount for the cost report period).

• Enter in total cash basis patient payment totals from Exhibit B as 
instructed.  These are check totals to compare to the supporting 
Exhibit B.  





DSH YEAR SURVEY PART II

SECTION F MIUR/LIUR

• The state must report your actual MIUR and LIUR for the DSH year -
data is needed to calculate the MIUR/LIUR.

• Section F-1:  Total hospital days from cost report. Myers and Stauffer 
will pre-load CMS HCRIS cost report data into this section.  If it is 
incorrect or doesn’t agree to a more recently audited version of the 
cost report, please correct as needed and update question #3 in 
Section D.

• Section F-2:  If cash subsidies are specified for I/P or O/P services, 
record them as such, otherwise record entire amount as unspecified.

• Section F-2: Report charity care charges based on your own hospital 
financials or the definition used for your state DSH payment (support 
must be submitted).



DSH YEAR SURVEY PART II

SECTION F, MIUR/LIUR

Section F-3:  Report hospital revenues and contractual adjustments.  

• Myers and Stauffer will pre-load CMS HCRIS cost report data into this 
section.  If it is incorrect or doesn’t agree to a more recently audited 
version of the cost report, please correct as needed and update question 
#3 in Section D.

• Totals should agree with the cost report worksheets G-2 and G-3.  If not, 
provide an explanation with the survey.  

• Contractuals by service center are set-up to calculate based on total 
revenues and the total contractuals from G-3.  If you have contractuals 
by service center or the calculation does not reasonably state the 
contractual split between hospital and non-hospital, overwrite the 
formulas as needed and submit the necessary support.



DSH YEAR SURVEY PART II

SECTION F, MIUR/LIUR

Section F-3:  Reconciling Items Necessary for Proper Calculation of LIUR

• Bad debt and charity care write-offs not included on G-3, line 2 should 
be entered on lines 28 and 29 so they can be properly excluded in 
calculating net patient service revenue utilized in the LIUR.

• Medicaid DSH payments and state and local patient care cash subsidies 
included on G-3, line 2 should be entered on line 30 and 31 so they can 
be properly excluded in calculating net patient service revenue also.

• Medicaid Provider Tax included on G-3, line 2 should be entered on line 
32 so it can be properly excluded in calculating net patient service 
revenue.



Days per 

cost report

State or 

Local gov’t 

Subsidies

Charity care charges 

– ONLY used for 

LIUR, not UCC

NEW 

LINE



Over write contractual 

formulas if unreasonable 

or if hospital has actual 

numbers by service 

center

Reconciliation lines to 

used to ensure only true 

contractuals are included 

in the calculation



DSH YEAR SURVEY PART II

SECTION G, COST REPORT DATA

• Calculation of Routine Cost Per Diems

• Days per routine cost center

• Cost per diem

• Calculation of Ancillary Cost-to-Charge Ratios

• Total costs/charges per ancillary cost center

• Ancillary cost to charge ratio per cost center







DSH SURVEY PART II 

SECTION H, IN-STATE MEDICAID

• Enter inpatient (routine) days, I/P and O/P charges, and 
payments.  The form will calculate cost and shortfall / 
long-fall for:

• In-State FFS Medicaid Primary (Traditional Medicaid).

• In-State Medicaid Managed Care Primary  (Medicaid MCO).

• In-State Medicare FFS Cross-Overs (Traditional Medicare with 
Medicaid [Traditional or MCO] Secondary).

• In-State Other Medicaid Eligibles (would include Medicare 
MCO/Medicaid secondary, private insurance/Medicaid 
secondary and other Medicaid not included elsewhere).







DSH SURVEY PART II 

SECTION H, IN-STATE MEDICAID

• Medicaid Payments Include:

• Claim payments.

• Medicaid cost report settlements.

• Medicare bad debt payments (cross-overs).

• Medicare cost report settlement payments 
(cross-overs).

• Other third party payments (TPL).



Enter all Medicaid, TPL (including 

patient) and Medicare payments.

New 

payment 

lines



DSH SURVEY PART II

SECTION H, UNINSURED

• Report uninsured services, patient days (by routine cost 
center) and ancillary charges by cost center.

• Survey form Exhibit A shows the data elements that need to 
be collected and provided to Myers and Stauffer.  

• For uninsured payments, enter the uninsured hospital
patient payment totals from your Survey form Exhibit B.  Do 
NOT pick up the non-hospital or insured patient payments in 
Section H even though they are reported in Exhibit B.



Uninsured days –

should agree to 

Exhibit A

Uninsured Charges 

must agree to Exhibit 

A

Uninsured cash-

basis payments 

must agree to the 

UNINSURED on 

Exhibit B



DSH SURVEY PART II – SECTION H, IN-

STATE MEDICAID AND UNINSURED

• Additional Edits

• In the far right column, you will see an edit message if 
your total charges or days by cost center exceed those 
reported from the cost report in Section G of the 
survey.  Please clear these edits prior to filing the 
survey.

• Calculated payments as a percentage of cost by payor  
(at bottom).

• Review percentage for reasonableness.



Total Medicaid 

charges

Exceed total WS C 

charts $105M 



DSH SURVEY PART II

SECTION I, OUT OF STATE MEDICAID

• Report Out-of-State Medicaid days, ancillary charges and 
payments. 

• Report in the same format as Section H.  Days, charges 
and payments received must agree to the other state’s 
PS&R (or similar) claim payment summary.  If no 
summary is available, submit Exhibit C (hospital data) as 
support.

• If your hospital provided services to several other states, 
please consolidate your data and provide support for 
your survey responses.



DSH SURVEY PART II – SECTIONS J & 

K, ORGAN ACQUISITION

• Total organ acquisition cost and total useable organs will be pre-
loaded from HCRIS data. If it is incorrect or doesn’t agree to a 
more recently audited version of the cost report, please correct 
as needed and update question #3 in Section D.

• These schedules should be used to calculate organ acquisition 
cost for Medicaid (in-state and out-of-state) and uninsured.

• Summary claims data (PS&R) or similar documents and provider 
records (organ counts) must be provided to support the charges 
and useable organ counts reported on the survey.  The data for 
uninsured organ acquisitions should be reported separately from 
the Exhibit A.





DSH SURVEY PART II

SECTION L, PROVIDER TAXES

• Due to Medicare cost report tax adjustments, an 
adjustment to cost may be necessary to properly 
reflect the Medicaid and uninsured share of the 
provider tax assessment for some hospitals.

• Medicaid and uninsured share of the provider tax 
assessment is an allowable cost for Medicaid DSH 
even if Medicare offsets some of the tax.



DSH SURVEY PART II

SECTION L, PROVIDER TAXES

• The Medicaid DSH audit rule clearly indicates that 
the portion of permissible provider taxes applicable 
to Medicaid and uninsured is an allowable cost for 
the Medicaid DSH UCC. (FR Vol. 73, No. 245, Friday, 
Dec. 19, 2008, page 77923)

• By "permissible", they are referring to a "valid" tax 
in accordance with 42 CFR §433.68(b).



DSH SURVEY PART II

SECTION L, PROVIDER TAXES

• Section L is used to report allowable Medicaid 
Provider Tax.

• Added to assist in reconciling total provider tax 
expense reported in the cost report and the 
amount actually incurred by a hospital (paid to the 
state).

• Complete the section using cost report data and 
hospital’s own general ledger.



DSH SURVEY PART II

SECTION L, PROVIDER TAXES

• All permissible provider tax not included in 
allowable cost on the cost report will be added 
back and allocated to the Medicaid and uninsured 
UCC on a reasonable basis (e.g., charges).





EXHIBIT A – UNINSURED 

CHARGES/DAYS BY REVENUE CODE

• Survey form Exhibit A has been designed to assist 
hospitals in collecting and reporting all uninsured 
charges and routine days needed to cost out the 
uninsured services.

• Total hospital charges / routine days from Exhibit A must 
agree to the total entered in Section H of the survey.

• Must be for dates of service (discharge date basis) in the cost 
report fiscal year. 

• Line item data must be at patient date of service level with 
multiple lines showing revenue code level charges.



EXHIBIT A - UNINSURED

• Exhibit A:

• Include Primary Payor Plan, Secondary Payor Plan, 
Provider #, Account # (unique by visit), Birth Date, SSN, 
and Gender , Name, Admit, Discharge, Service Indicator, 
Revenue Code, Total Charges (by revenue code), Days (by 
revenue code), Patient Payments, Private Insurance, 
Claim Status fields, and Medical Record #.

• A complete list (key) of payor plans is required to be 
submitted separately with the survey.



EXHIBIT A - UNINSURED

• Claim Status (Column R) is the same as the prior year – need to 
indicate if Exhausted / Non-Covered Insurance claims are being 
included under the December 3, 2014 final DSH rule.

• If exhausted / non-covered insurance services are included 
on Exhibit A, then they must also be included on Exhibit B 
for patient payments.

• Submit Exhibit A in the format shown either in Excel or a CSV 
file using the tab or | (pipe symbol above the enter key).



Exhibit A – Uninsured Charges/Days



EXHIBIT B – ALL PATIENT PAYMENTS 

(SELF-PAY) ON A CASH BASIS

• Survey form Exhibit B has been designed to assist hospitals in 
collecting and reporting all patient payments received on a cash 
basis.

• Exhibit B should include all patient payments regardless of 
their insurance status.

• Total patient payments from this exhibit are entered in 
Section E of the survey.

• Insurance status should be noted on each patient payment so 
you can sub-total the uninsured hospital patient payments 
and enter them in Section H of the survey.



EXHIBIT B – ALL PATIENT PAYMENTS 

(SELF-PAY) ON A CASH BASIS

• Patient payments received for uninsured services 
need to be reported on a cash basis.

• For example, a cash payment received during the 
2013 cost report year that relates to a service 
provided in the 2005 cost report year, must be used to 
reduce uninsured cost for the 2013 cost report year.



EXHIBIT B – ALL PATIENT PAYMENTS 

(SELF-PAY) ON A CASH BASIS

• Exhibit B

• Include Primary Payor Plan, Secondary Payor Plan, Payment 
Transaction Code, Provider #, Account # (unique by visit), Birth 
Date, SSN, and Gender, Admit, Discharge, Date of Collection, 
Amount of Collection, 1011 Indicator, Service Indicator, Hospital 
Charges, Physician Charges, Non-Hospital Charges, Insurance 
Status, Claim Status, Calculated Collection, and Medical Record 
# fields.

• A separate “key” for all payment transaction codes should 
be submitted with the survey.

• Submit Exhibit B in the format shown using Excel or a CSV file using 
the tab or | (pipe symbol above the enter key).



Exhibit B – Cash Basis Patient Payments



EXHIBIT C – HOSPITAL-PROVIDED 

MEDICAID DATA

• Medicaid data reported on the survey must be 
supported by a third-party paid claims summary such as 
a PS&R, Managed Care Plan provided report, or state-run 
paid claims report.  

• If not available, the hospital must submit the detail 
behind the reported survey data in the Exhibit C 
format.  Otherwise, the data may not be allowed in 
the final UCC.



EXHIBIT C – HOSPITAL-

PROVIDED MEDICAID DATA

• Types of data that may require an Exhibit C are as 
follows:

• Self-reported Medicaid MCO data (Section H).

• Self-reported Medicare Traditional/Medicaid  cross-
over data (Section H).

• Self-reported “Other” Medicaid eligibles (Section H). 
This includes Medicare MCO/Medicaid, private 
insurance/Medicaid, and any other Medicaid eligible 
population not included elsewhere.

• All self-reported Out-of-State Medicaid categories 
(Section I).



EXHIBIT C – HOSPITAL-PROVIDED 

MEDICAID DATA

• Exhibit C

• Include Primary Payor Plan, Secondary Payor Plan, Hospital MCD #, 
Account # (unique by visit), Patient’s MCD Recipient #, DOB, Social, 
Gender, Name, Admit, Discharge, Service Indicator, Rev Code, Total 
Charges, Days, Medicare Traditional, Medicare HMO, Medicaid, 
Medicaid MCO, Private Insurance Payments, Self-Pay Payments, 
Sum All Payments, and Medical Record # fields.

• A complete list (key) of payor plans is required to be submitted 
separately with the survey.

• Submit Exhibit C in the format shown using Excel or a CSV file using 
the tab or | (pipe symbol above the enter key).



Exhibit C – MEDICAID ELIGIBLE POPULATIONS (Example Medicaid Managed Care)



DSH SURVEY PART I – DSH YEAR DATA

Checklist

• Separate tab in Part I of the survey.

• Should be completed after Part I and Part II surveys are 
prepared.

• Includes list of all supporting documentation that needs 
to be submitted with the survey for audit.

• Includes Myers and Stauffer address and phone 
numbers.



DSH SURVEY PART I – DSH YEAR DATA

Submission Checklist

1. Electronic copy of the DSH Survey Part I – DSH Year Data.

2. Electronic copy of the DSH Survey Part II – Cost Report Year Data.

3. Electronic Copy of Exhibit A – Uninsured Charges/Days.

• Must be in Excel (.xls or .xlsx) or CSV (.csv) using either a TAB or | (pipe symbol above 
the ENTER key).

4. Description of logic used to compile Exhibit A.  Include a copy of 
all financial classes and payor plan codes utilized during the cost 
report period and a description of which codes were included or 
excluded if applicable.



DSH SURVEY PART I – DSH YEAR DATA

Submission Checklist (cont.)

5. Electronic Copy of Exhibit B – Self-Pay Payments.

• Must be in Excel (.xls or .xlsx) or CSV (.csv) using either a TAB or | (pipe symbol above 
the ENTER key).

6. Description of logic used to compile Exhibit B.  Include a 
copy of all transaction codes utilized to post payments 
during the cost reporting period and a description of 
which codes were included or excluded if applicable.



DSH SURVEY PART I – DSH YEAR DATA

Submission Checklist (cont.)

7. Electronic copy of Exhibit C for hospital-generated data (includes 
Medicaid eligibles, Medicare cross-over, Medicaid MCO, Other 
Medicaid eligible, or Out-Of-State Medicaid data that isn't 
supported by a state-provided or MCO-provided report).

• Must be in Excel (.xls or .xlsx) or CSV (.csv) using either a TAB or | (pipe symbol above 
the ENTER key).

8. Description of logic used to compile each Exhibit C.  Include a 
copy of all financial classes and payor plan codes utilized during 
the cost report period and a description of which codes were 
included or excluded if applicable.



DSH SURVEY PART I – DSH YEAR DATA

Submission Checklist (cont.)

9. Copies of all out-of-state Medicaid fee-for-service PS&Rs 
(Remittance Advice Summary or Paid Claims Summary including 
cross-overs) if applicable.

10. Copies of all out-of-state Medicaid managed care PS&Rs 
(Remittance Advice Summary or Paid Claims Summary including 
cross-overs) if applicable.

11. Copies of in-state Medicaid managed care PS&Rs (Remittance 
Advice Summary or Paid Claims Summary including cross-overs) 
if applicable.



DSH SURVEY PART I – DSH YEAR DATA

Submission Checklist (cont.)

12. Support for Section 1011 (Undocumented Alien) payments if not 
applied at patient level in Exhibit B.

13. Documentation supporting out-of-state DSH payments received. 
Examples may include remittances, detailed general ledgers, or 
add-on rates.

14. Financial statements to support total charity care charges and 
state / local govt. cash subsidies reported.

15. Revenue code cross-walk used to prepare cost report.



DSH SURVEY PART I – DSH YEAR DATA

Submission Checklist (cont.)

16. A detailed working trial balance used to prepare each cost report 
(including revenues).

17. A detailed revenue working trial balance by payor/contract.  The 
schedule should show charges, contractual adjustments, and 
revenues by payor plan and contract (e.g., Medicare, each Medicaid 
agency payor, each Medicaid Managed care contract).

18. Electronic copy of all cost reports used to prepare each DSH Survey 
Part II.

19. Documentation supporting cost report payments calculated for 
Medicaid/Medicare cross-overs (dual eligibles).





FAQ

1.  What is the definition of uninsured for Medicaid DSH purposes?      

Uninsured patients are individuals with no source of third party health care 
coverage (insurance) for the specific inpatient or outpatient hospital service 
provided. Prisoners must be excluded.

• On December 3, 2014, CMS finalized the proposed rule published on 
January 18, 2012 Federal Register to clarify the definition of uninsured and 
prisoners.

• Under this final DSH rule, the DSH examination looks at whether a patient is 
uninsured using a “service-specific” approach.

• Based on the 2014 final DSH rule, the survey allows for hospitals to report 
“fully exhausted” and “insurance non-covered” services as uninsured.



FAQ

1.  What is the definition of uninsured for Medicaid DSH purposes? 
(Continued from previous slide)

Excluded prisoners were defined in the 2014 final DSH rule as:

• Individuals who are inmates in a public institution or are otherwise 
involuntarily held in secure custody as a result of criminal charges.  
These individuals are considered to have a source of third party 
coverage.

• Prisoner Exception

• If a person has been released from secure custody and is referred 
to the hospital by law enforcement or correction authorities, 
they can be included.  

• The individual must be admitted as a patient rather than an 
inmate to the hospital.

• The individual cannot be in restraints or seclusion.



FAQ

2.  What is meant by “Exhausted” and “Non-Covered” in the 
uninsured Exhibits A and B?

Under the December 3, 2014 final DSH rule, hospitals can report 
services if insurance is “fully exhausted” or if the service provided 
was “not covered” by insurance.  The service must still be a 
hospital service that would normally be covered by Medicaid.



FAQ

3.  What categories of services can be included in uninsured on the 
DSH survey?      

Services that are defined under the Medicaid state plan as a Medicaid 
inpatient or outpatient hospital service may be included in uninsured. 
(Auditing & Reporting pg. 77907 & Reporting pg. 77913)

• There has been some confusion with this issue.  CMS attempts to clarify 
this in #24 of their FAQ titled “Additional Information on the DSH 
Reporting and Audit Requirements”.  It basically says if a service is a 
hospital service it can be included even if Medicaid only covered a 
specific group of individuals for that service. 

• EXAMPLE :  A state Medicaid program covers speech therapy for 
beneficiaries under 18 at a hospital.  However, a hospital provides 
speech therapy to an uninsured individual over the age of 18.  Can 
they include it in uninsured?  The answer is “Yes” since speech 
therapy is a Medicaid hospital service even though they wouldn’t 
cover beneficiaries over 18.



FAQ

4.  Can a service be included as uninsured, if insurance didn’t pay 
due to improper billing, late billing, or lack of medical 
necessity?      

No.  Improper billing by a provider does not change the status of 
the individual as insured or otherwise covered. In no instance 
should costs associated with claims denied by a health insurance 
carrier for such a reason be included in the calculation of 
hospital-specific uncompensated care (would include denials due 
to medical necessity). (Reporting pages 77911 & 77913)



FAQ

5.  Can unpaid co-pays or deductibles be considered uninsured?      

No.  The presence of a co-pay or deductible indicates the patient 
has insurance and none of the co-pay or deductible is allowable 
even under the 2014 final DSH rule. (Reporting pg. 77911) 

6.  Can a hospital report their charity charges as uninsured?      

Typically a hospital’s charity care will meet the definition of 
uninsured but since charity care policies vary there may be 
exceptions.  If charity includes unpaid co-pays or deductibles, 
those cannot be included.  Each hospital will have to review their 
charity care policy and compare it to the DSH rules for uninsured.



FAQ

7.  Can bad debts be considered uninsured?      

Bad debts cannot be considered uninsured if the patient has 
third party coverage.  The exception would be if they qualify as 
uninsured under the 2014 final DSH rule as an exhausted or 
insurance non-covered service (but those must be separately 
identified).



FAQ

8.  How do IMDs (Institutes for Mental Disease) report patients 
between 22-64 that are not Medicaid-eligible due to their 
admission to the IMD?

• Many states remove individuals between the ages of 22 and 64 
from Medicaid eligibility rolls; if so these costs should be reported 
as uncompensated care for the uninsured.  If these individuals are 
reported on the Medicaid eligibility rolls, they should be reported 
as uncompensated care for the Medicaid population. (Reporting pg. 
77929 and CMS Feb. 2010 FAQ #28 – Additional Information on the DSH Reporting and Audit 
Requirements)

• Per CMS FAQ, if the state removes a patient from the Medicaid 
rolls and they have Medicare, they cannot be included in the DSH 
UCC. 

• Under the 2014 final DSH rule, these patients may be included in the 
DSH UCC if Medicare is exhausted.



FAQ

9. Can a hospital report services covered under automobile 
polices as uninsured?

Not if the automobile policy pays for the service.  We interpret 
the phrase ‘‘who have health insurance (or other third party 
coverage)’’ to broadly refer to individuals who have creditable 
coverage consistent with the definitions under 45 CFR Parts 144 
and 146, as well as individuals who have coverage based upon a 
legally liable third party payer.  The phrase would not include 
individuals who have insurance that provides only excepted 
benefits, such as those described in 42 CFR 146.145, unless that 
insurance actually provides coverage for the hospital services at 
issue (such as when an automobile liability insurance policy pays 
for a hospital stay). (Reporting pages 77911 & 77916)



FAQ

10. How are patient payments to be reported on Exhibit B?

Cash-basis!  Exhibit B should include patient payments collected 
during the cost report period (cash-basis).  Under the DSH rules, 
uninsured cost must be offset by uninsured cash-basis payments.  

11. Does Exhibit B include only uninsured patient payments or ALL 
patient payments?

ALL patient payments.  Exhibit B includes all cash-basis patient 
payments so that testing can be done to ensure no payments 
were left off of the uninsured.  The total patient payments on 
Exhibit B should reconcile to your total self-pay payments 
collected during the cost report year.  



FAQ

12. Should we include state and local government  payments for 
indigent in uninsured on Exhibit B?

Uninsured payments do not include payments made by State-
only or local only government programs for services provided to 
indigent patients (no Federal share or match). (Reporting pg. 77914)

13. Can physician services be included in the DSH survey?

Physician costs that are billed as physician professional services 
and reimbursed as such should not be considered in calculating 
the hospital-specific DSH limit. (Reporting pg. 77924)



FAQ

14. Do dual eligibles (Medicare/Medicaid) have to be included in the Medicaid UCC?

Yes. CMS believes the costs attributable to dual eligible patients should be 
included in the calculation of the uncompensated care costs, but in calculating the 
uncompensated care costs, it is necessary to take into account both the Medicare 
and Medicaid payments made. In calculating the Medicare payment, the hospital 
should include all Medicare adjustments (DSH, IME, GME, etc.). (Reporting pg. 77912)

15. Does Medicaid MCO and Out-of-State Medicaid have to be included?

Yes. Under the statutory hospital-specific DSH limit, it is necessary to calculate the 
cost of furnishing services to the Medicaid populations, including those served by 
Managed Care Organizations (MCO), and offset those costs with payments 
received by the hospital for those services. (Reporting pages 77920 & 77926)



FAQ

16.Do Other Medicaid Eligibles (Private Insurance/Medicaid) have 
to be included in the Medicaid UCC?

Days, costs, and revenues associated with patients that are 
dually eligible for Medicaid and private insurance should be 
included in the calculation of the Medicaid inpatient utilization 
rate (MIUR) for the purposes of determining a hospital eligible 
to receive DSH payments. Section 1923(g)(1) does not contain 
an exclusion for individuals eligible for Medicaid and also 
enrolled in private health insurance. Therefore, days, costs and 
revenues associated with patients that are eligible for Medicaid 
and also have private insurance should be included in the 
calculation of the hospital-specific DSH limit. (January, 2010 CMS FAQ 33 titled, 
“Additional Information on the DSH Reporting and Audit Requirements”)



QUESTIONS/COMMENTS?
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CONTACT INFORMATION

John D. Kraft, CPA, CHFP - Member
Jkraft@mslc.com

Heather McGinnity, CPA – Senior Manager
hmcginnity@mslc.com

Myers and Stauffer LC
400 Redland Court, Suite 300
Owings Mills, MD 21117
800-505-1698
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APPENDIX - WEBSITES

CMS DSH  https://www.cms.gov/medicare/medicare-fee-for-service-
payment/acuteinpatientpps/dsh.html

Final DSH Rule 12/03/2014 https://www.gpo.gov/fdsys/pkg/FR-2014-12-03/pdf/2014-28424.pdf

General DSH Audit and Reporting Protocol https://downloads.cms.gov/cmsgov/archived-
downloads/MedicaidGenInfo/downloads/cms2198frptprotocol.pdf

CMS Additional Info on DSH Reporting & Audit Requirements https://www.medicaid.gov/Medicaid-
CHIP-Program-Information/By-Topics/Financing-and-
Reimbursement/Downloads/AdditionalInformationontheDSHReporting.pdf

CMS Additional Info on DSH Reporting & Audit Requirements Part 2 
https://www.medicaid.gov/medicaid-chip-program-information/by-topics/financing-and-
reimbursement/downloads/part-2-additional-info-on-dsh-reporting-and-auditing.pdf

https://www.cms.gov/medicare/medicare-fee-for-service-payment/acuteinpatientpps/dsh.html
https://www.gpo.gov/fdsys/pkg/FR-2014-12-03/pdf/2014-28424.pdf
https://downloads.cms.gov/cmsgov/archived-downloads/MedicaidGenInfo/downloads/cms2198frptprotocol.pdf
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Financing-and-Reimbursement/Downloads/AdditionalInformationontheDSHReporting.pdf
https://www.medicaid.gov/medicaid-chip-program-information/by-topics/financing-and-reimbursement/downloads/part-2-additional-info-on-dsh-reporting-and-auditing.pdf

