STATE OF CALIFORNIA-HEALTH AND HUMAN SERVICES AGENCY                                                                                                                               DEPARTMENT OF HEALTH CARE SERVICES



 Federally Qualified Health Center/Rural Health Clinic Change in Scope-of-Services Request Form Instructions

For Scope-of-Service Changes

The enclosed Change in Scope-of-Service Request forms include Worksheets 1, 2, 2a, 2b, 3, the Summary of Current Services Provided By Clinic, and the Summary of Healthcare Practitioners.

All costs included in these forms are subject to the Medicare Reasonable Cost Principles in 42 CFR, Part 413 in accordance with California Welfare & Institutions Code Section 14132.100(e)(3)(B). 

Submitted forms must be complete and legible.  Reduced copies will not be accepted.  Forms that are not clear, legible, and/or incomplete will be returned for correction and result in delay of the process.  If the forms are returned, instructions will be enclosed noting the deficiency and corrective action needed. 

Submit the completed Change in Scope-of-Service Request forms to:






Department of Health Care Services






Audits and Investigations

                                                      Financial Audits Branch

                                                      Audit Review and Analysis Section






1500 Capitol Avenue, MS 2109






P.O. Box 997413






Sacramento, CA 95899-7413

                                                      Attention:  Ralph Zavala

For questions or assistance in completing these forms, you may submit questions to the email address clinics@dhcs.ca.gov and you will receive a written response. If you do not have access to email, you may contact Audit Review and Analysis Section at (916) 650-6696. 

Important

If a scope-of-service change is being requested for a clinic, which is part of a chain organization, a HOCR must be requested from the Department and be submitted along with the Change in Scope-of-Service Request. The purpose of this is to ensure that all of the organizational costs associated with a clinic or clinics request for a scope-of-service change are included.  You may request a cost report by writing to the physical address, sending an email, or contacting one of the individuals above. 

Consolidated Versus Individual Scope-of-Service Rate Changes

Consolidated

If a PPS rate was initially established using a consolidated reporting basis, then the scope application should be completed in a manner consistent with that basis.  If your clinic’s PPS rate was calculated using the costs and visits of multiple clinic sites, and only one clinic has had a scope change, then the scope-of-service rate change request should include the cost and visit data for all those clinics included in the original PPS rate calculation.  If one or more of the original clinics no longer exist (i.e., clinics have closed), then the remaining clinics should be included in the scope of service change calculation. 

Change in scope-of-service rate requests for any new clinics added after the computation of the original consolidated PPS rate must be applied for on an individual clinic basis consistent with the calculation of the individual clinics PPS rate. 

Individual

Change in scope-of-service rate requests for clinics whose PPS rates were initially calculated and established on an individual clinic site basis must be applied for on an individual clinic basis consistent with the calculation of the individual clinics initial PPS rate. 

Home Office Defined:  A chain organization consisting of two or more facilities which are owned, leased, or by some devise, controlled by one organization. A chain organization may include more than one type of program in addition to the FQHC/RHC program.

The home office of a chain organization is typically not a provider of health care. The relationship of the home office to the FQHC/RHC clinics is that of a related organization to a participating provider(s). Home offices usually furnish central management and administrative services such as centralized accounting, purchasing, payroll, personnel services, management direction and control, and other services. 

In the case of clinics, it may be that one main clinic, in addition to providing health care services, may also provide administrative or shared services with other clinics in the chain.  In other words, the main clinic may also serve as the “home office” for the other clinics in the chain and may contain costs (direct or allocable) pertaining to the other clinics in the chain. In these cases, the Home Office Cost Report (HOCR) still needs to be completed. However, in so completing the cost report, only those direct or shared costs subject to allocation should be reported in the HOCR. Those costs that are related only to the main clinic and are therefore not directly related or allocable to other clinics should be excluded. The main clinic however should be included in the HOCR as one of the clinics to receive cost allocations. 

The HOCR will calculate any applicable home office costs and allocates them to the individual clinics in the organization.  The costs of the subject clinic will then include the direct costs of that particular clinic as well as any allocated home office costs applicable. It is the combination of these costs that will then be included in the scope of service request form.  

If a change in scope-of-service is being requested for more than one clinic in the organization, a separate scope-of-service request must be completed for each clinic.  See above instructions regarding consolidated and individual clinic change in scope-of-service requests.

OVERVIEW OF FORMS AND SCOPE-OF-SERVICE RATE ADJUSTMENT PROCESS

The enclosed forms are designed to capture the clinic’s allowable costs related to a qualifying change in scope-of-service.  In essence, these forms accumulate the clinic’s allowable costs for FQHC/RHC services subsequent to a qualifying change in scope-of-service.  The cost per visit (including the scope change) is compared to the rate per visit prior to the scope change and the increase or decrease in the rate per visit is determined. The increase or decrease is compared to thresholds prescribed by the State Plan Amendment(s) and if the thresholds are met, revision of the clinic’s PPS rate can proceed.  Since this process calculates an aggregate scope change at a point in time, multiple scope changes that occur in any qualifying period are covered.  The data to be included in the request will be the total costs and total visits for the last fiscal year prior to the submission of the request. 

The State Plan Amendment provides for rate revisions for the costs related to qualifying changes in scope-of-service only.  Due to the complexities involved in identifying the incremental costs (direct and indirect cost) of scope changes, the aggregate cost determination described above is being used. 

In using an aggregate approach, cost increases not necessarily related to a qualifying scope change are also captured. The State Plan Amendment does not provide for the inclusion of cost increases not related to a qualifying scope change.  As an expeditious method of eliminating such non-allowable cost increases, the methodology incorporated in the forms provides for an adjustment factor to eliminate such costs. 

QUALIFYING CHANGE IN SCOPE-OF-SERVICE

California’s Welfare & Institutions Code Section 14132.100(e)(3)(B) clarifies that no change in costs shall, in and of itself, be considered a scope-of-service change unless all of the following apply:

 (A) The increase or decrease in cost is attributable to an increase or decrease in the scope of FQHC or RHC services.

 (B) The cost is allowable under Medicare reasonable cost principles set forth in Part 413 (commencing with Section 413) of Subchapter B of Chapter 4 of Title 42 of the Code of Federal Regulations, or its successor.

 (C) The change in the scope-of-services is a change in the type, intensity, duration, or amount of services, or any combination thereof.

 (D) The net change in the FQHC's or RHC's rate equals or exceeds 1.75 percent for the affected FQHC or RHC site.  "Net change" means the per-visit rate change attributable to the cumulative effect of all increases and decreases for a particular fiscal year.

California Welfare & Institutions Code Section 14132.100(e)(2) defines a scope-of-service change as:

· The addition of a new FQHC/RHC service that is not incorporated in the baseline prospective payment system (PPS) rate, or a deletion of an FQHC/RHC service that is incorporated in the baseline rate. 

· A change in service due to amended regulatory requirements or rules.

· A change in service resulting from relocating or remodeling an FQHC or RHC.

· A change in types of services due to a change in applicable technology and medical practice utilized by the center or clinic. 

· An increase in service intensity attributable to changes in the types of patients served, including but not limited to populations with HIV or AIDS, or other chronic diseases, or homeless, elderly, migrant, or other special populations. 

· Any changes in any of the services described in Sections 1396d(a)(2)(B) & (C) of Title 42 of the United States Code, or in the provider mix of an FQHC or RHC or one of it’s sites.

· Changes in operating costs attributable to capital expenditures associated with a modification of the scope of any of the services described in Sections 1396d(a)(2)(B) & (C) of Title 42 of the United States Code, including new or expanded service facilities, regulatory compliance, or changes in technology or medical practices at the center or clinic.

· Indirect medical education adjustments and a direct graduate medical education payment that reflects the costs of providing teaching services to interns and residents.

· Any changes in the scope of a project approved by the federal Health Resources and Service Administration (HRSA).

Background

For those providers that were in existence during 1999 or 2000 fiscal years, the baseline rate is typically the 1999/2000 blended base rate or the alternative 2000 base rate.  For providers that obtained a PPS rate subsequent to the 2000 fiscal year, the base-rate will be determined by averaging the base rates of the comparable clinics used to set the initial rate or a one-year cost report, whichever is consistent with the method used to determine the initial rate.  

STATISTICAL DATA/CERTIFICATION STATEMENT


WORKSHEET 1

Complete Part A. In Part B check the boxes as applicable and complete line 2.  Be sure to identify specifically what each change is the clinic has experienced, whether the change was an increase or decrease, and the date of each change.  The scope-of-service rate adjustment will be effective the date of the earliest scope change.  Attach additional sheets as necessary. 

Briefly describe the change(s) in scope-of-service provided, and how such change(s) relates to a change(s) in the type, intensity, duration or amount of services provided, or any combination thereof, Complete Part C, the Certification Statement.  The individual signing this statement must be an officer or other authorized responsible person of the clinic.  An original signature is required please note the officer printed name is required.  The Change in Scope-of-Service Request forms will be returned if the certification statement is not signed.  Be sure to include the printed name. 

WORKSHEETS 2, 2A, and 2B

Worksheet 2 is used to record the trial balance of expense accounts from the clinic’s accounting books and records.  The Change in Scope-of-Service Request forms must reconcile to the provider’s general ledger and the audited financial statements if available.  All amounts reported should be rounded to the nearest dollar.

Enter in column 4 any reclassifications needed for proper cost allocation.  For example, if a physician performs some administrative duties, the appropriate portion of his compensation, and applicable payroll taxes and fringe benefits, would need to be reclassified from “FQHC/RHC Health Care Cost” to “FQHC/RHC Overhead Administrative Cost.”  All reclassifications in column 4 must be detailed on Worksheet 2A.  Worksheet 2A provides an explanation of the reclassification entries and shows the proper amount allocated to each of the affected cost centers.  The net total of Worksheet 2A and column 4 must equal zero.

Enter in column 6 the amount of any adjustments to the clinic’s reclassified expenses.  Adjustments are required to adjust actual expenses with allowable cost as defined in 42 CFR, Part 413.  All adjustments in column 6 must be detailed on Worksheet 2B.  Worksheet 2B provides a description of the adjustment, basis of adjustment (cost or amount received, if cost cannot be determined) and amounts to affected cost center(s).  Reductions to expenses are shown in brackets.

Home Office Costs

If you have completed a HOCR, the direct and pool costs identified on the HOCR Schedule 6, should be entered on the Change in Scope-of-Service Worksheets 2 and 2B. 

The direct costs identified on the HOCR Schedule 6, line 4, Column A through F as applicable, should be entered on the Change in Scope-of-Service Worksheet 2, line 24, column 6. The pool costs identified on the HOCR Schedule 6, line 9 Column A through F as applicable, should be entered on the Change in Scope-of-Service Worksheet 2, line 50, column 6. 

WORKSHEET 3

This worksheet is used to determine the overhead applicable to health care services, the rate per visit, the increase or decrease in the rate per visit, and adjusted rate change attributable to changes in scope-of-service.  Important: For increases identified on Worksheet 3, Part C, line 3, if the net increase in the clinic’s rate meets or exceeds the threshold for qualifying for a scope-of-service rate increase, the filing of the request is optional.  However, for decreases, if the net decrease exceeds the threshold amount identified on Worksheet 3, Part C, line 3, and you have a change in the scope of FQHC or RHC services (as more fully described on pages 3-4, of these instructions) the filing of the change in scope-of-service form is mandatory.  

PART A (Lines 1-8)

The purpose of this section is to allocate the Total FQHC/RHC Overhead Costs Subject to Allocation reported on Worksheet 2 to the FQHC/RHC Health Care Services Cost and Nonreimbursable Cost Centers.  Costs are allocated based on each component’s percentage of total costs (excluding overhead).

PART B (LINES 1-5)

The purpose of this section is to determine the FQHC/RHC rate per visit after the scope-of-service change.  It is based on the total FQHC/RHC costs completed in Part A and total visits from the provider’s records.  Total visits include all visits for all payor types meeting the definition below REGARDLESS of whether such visits were billed and/or paid.

A “visit” for purposes of reimbursing an FQHC or RHC services is any of the following:

(a)
A face-to-face encounter between an FQHC or RHC patient and a physician, physician assistant, nurse practitioner, certified nurse midwife, clinical psychologist, licensed clinical social worker, or visiting nurse, hereafter referred to as a “health professional,” to the extent the services are reimbursable as covered benefits described in section 1905(a)(2)(C) of the Social Security Act (the Act) that are furnished by an FQHC or services described in section 1905(a)(2)(B) of the Act that are furnished by an RHC.  The definition of  “physician” includes the following:

(i)
A doctor of medicine or osteopathy authorized to practice medicine and surgery by the State and who is acting within the scope of his/her license. 


(ii) A doctor of podiatry authorized to practice podiatric medicine by the State and who is acting within the scope of his/her license.

(iii) A doctor of optometry authorized to practice optometry by the State and who is acting within the scope of his/her license.

(iv) A doctor of chiropractics authorized to practice chiropractics by the State and who is acting within the scope of his/her license.

(v) A doctor of dental surgery (dentist) authorized to practice dentistry by the State and who is acting within the scope of his/her license.

Inclusion of a professional category within the term “physician” is for the purpose of defining the professionals whose services are reimbursable on a per visit basis, and not for the purpose of defining the types of services that these professionals may render during a visit (subject to the appropriate license).  

(b)
Comprehensive perinatal services when provided by a comprehensive perinatal services practitioner as defined in the California Code of Regulations, title 22, Section 51179.7.

(c)
Adult Day Health Care (ADHC) services when all of the following requirements are met: 

(i) 
ADHC services are provided pursuant to the requirements of California Code of Regulations, title 22, chapter 5, articles 1 through 5 (commencing with section 54001, including section 54113, which requires four or more hours of ADHC services per day be provided). 

(ii) 
An FQHC or RHC providing the ADHC services has received approval from the federal Health Resources and Services Administration (HRSA) to provide ADHC services to the extent required by law.   

(iii) 
The ADHC services are included in the State Plan.

Encounters with more than one health professional and multiple encounters with the same health professional that take place on the same day and at a single location constitute a single visit.  More than one visit may be counted on the same day (which may be at a different location) in either of the following situations:

(a)
When the clinic patient, after the first visit, suffers illness or injury requiring another diagnosis or treatment, two visits may be counted.

(b)
The clinic patient is seen by a dentist and sees any one of the following providers: physician (as defined above in PART B (a)(i)-(v)), physician assistant, nurse practitioner, certified nurse midwife, clinical psychologist, licensed clinical social worker, visiting nurse, comprehensive perinatal services practitioner or ADHC provider.
Line 1, Total FQHC/RHC Cost (PART A, Line 8)

Line 2, Total FQHC/RHC Visits.  (From Provider Records)

Line 3, Total FQHC/RHC Nonreimbursable Services Visits.  (Visits included in the total visits that are associated with nonreimbursable costs)

Line 4, Total FQHC/RHC Adjusted Visits (PART B, Line 2 less Line 3)

Line 5, FQHC/RHC Cost Per Visit (PART B, Line 1 divided by Line 4) 

PART C 

The purpose of this part is to determine the PPS rate adjustment where a clinic has experienced either an increase in the scope-of-service only or a mixture that includes both increases and decreases during the reporting period. This section will compute a net change between the reported cost per visit and the PPS base rate. (Reductions to expenses should be shown in brackets.) The net change in the PPS rate must be equal to or exceed 1.75 percent in order to be eligible for a scope-of- service rate adjustment. 

Line 1, FQHC/RHC cost per visit from PART B, Line 5. 

Line 2, Current PPS rate per visit. This is the PPS rate per visit in effect on the last day of the reporting period during which the scope-of-service change occurred. 
Line 3, FQHC/RHC net increase or decrease in rate. (Line 1 less Line 2)

If Line 3 is greater than zero, i.e. the FQHC/RHC Cost Per Visit on line 1 is more than the current PPS Rate on line 2,  then proceed to Line 4 to determine whether the increase meets or exceeds the 1.75% threshold amount.

If Line 3 is less than zero, i.e. the FQHC/RHC Cost Per Visit on line 1 is less than the current PPS rate on line 2,  then proceed to Line 5 to determine whether the decrease is greater than the 2.5% threshold amount.

Line 4, Threshold Amount for rate increases equals Line 2 multiplied by 1.75%.  If the increase amount (Line 3) is more than the threshold amount proceed to Part D. If the increase (Line 3 amount) is less than the threshold amount no scope of service change is to be calculated. It is not necessary to submit the forms.

Line 5, Threshold Amount for rate decreases equals Line 2 multiplied by 2.5%. If the decrease amount (Line 3) is more than the threshold amount proceed to Part D. If the decrease (Line 3 amount) is less than the threshold amount no scope of service change is to be calculated. It is not necessary to submit the forms.

PART D

The purpose of this section is to determine the FQHC/RHC PPS rate after the scope-of-service change. (Rate reductions are to be shown in brackets/parenthesis)

Lines 1, FQHC/RHC rate increase or decrease from PART C, Line 3. 

Line 2, FQHC/RHC rate increase or decrease adjustment amount  (Line 1 multiplied by the 20% adjustment factor)

Line 3, FQHC/RHC rate increase or decrease amount after the adjustment factor  (Line 1 less Line 2).

Line 4, Current PPS rate per visit (from line C2)

Line 5, New PPS rate per visit (total of the current PPS rate from line 4 plus the increase or decrease from line 3).

SUMMARY OF CURRENT SERVICES PROVIDED BY CLINIC

Complete this form to identify the type of Medi-Cal patient services you provided during the reporting period.

SUMMARY OF HEALTHCARE PRACTITIONERS

Complete this form to identify the type and number of practitioner, and check the appropriate box to indicate if the practitioner on-site or off-site.
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