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Consolidated Fiscal Report (CFR) Addendum – Upper Payment Limit (UPL) Schedule
Clinic and Diagnostic Treatment Center UPL Data
General Instructions

Providers that operate Article 16, Article 31, or Article 32 clinics that do not provide outpatient hospital services under 42 CFR § 440.20, are required to submit a completed CFR Addendum - UPL Schedule for the calendar year 2017, fiscal year ended 6/30/2018, and calendar year 2018 reporting periods.  This package must be certified by the Chief Executive Officer (CEO) and by an independent Certified Public Accountant (CPA).  
These forms are due back to the appropriate CFR agency as detailed under the “Submission of Documents” section on page 2 of these instructions.  Failure to submit these forms will have an adverse effect on any supplemental UPL payments that an agency may be otherwise entitled to.  For all clinics cost reports must be independently audited for cost and visit data.  Any clinics that do not submit an independently audited cost report will be given no margin in the UPL calculation.
The Upper Payment Limit (UPL) is a federal limit placed on fee-for-service reimbursement of Medicaid providers.  The limit is an estimate of the amount that would be paid for Medicaid services under Medicare payment principles.  Revenue and cost data are typically gathered from various sources, then the difference between cost and payment is calculated.
The Centers for Medicare and Medicaid Services (CMS) requires this data to be presented in an approved State developed cost report that is based on Medicare cost reporting principles as the source of the Medicare data.  The Consolidated Fiscal Report (CFR) meets this requirement and will be used to collect this data.  In future years, this schedule will be included in the CFR report, avoiding a separate addendum and certifications.
Providers who operate any of the following State agency programs must complete a UPL Schedule for each program site:
	OASAS
	OMH
	OPWDD

	2050 – Outpatient Opioid Treatment
	0200 – Day Treatment
	0100 - OPWDD APG - Free-Standing Article 16 Clinic

	2150 – KEEP Units – Outpatient
	1310 – Continuing Day Treatment
	0200 - Day Treatment

	3520 – Medically Supervised Outpatient

	2100 – Clinic Treatment1
	0202 - Day Treatment Partial

	3530 – Outpatient Rehabilitation Services
	2200 – Partial Hospitalization
	 

	
	2320 – Intensive Psychiatric Rehabilitation Treatment (IPRT)
	 


Submission of Documents

· A separate UPL schedule is required for each program site for those programs listed in the table on page 1 of these instructions.

· The deadlines for filing the UPL Schedules, along with the CEO and CPA certifications, are based on the provider’s CFR reporting period as detailed in the table below.
	CFR Addendum - Upper Payment Limit (UPL) Schedule                                            Filing Due Dates

	CFR Reporting Period
	UPL Schedule Filing Due Date

	Calendar Year 2017
	December 15, 2018

	Fiscal Year Ended 6/30/2018
	January 15, 2019

	Calendar Year 2018
	June 1, 2019


Note: All clinic providers will prepare and file cost reports.  Providers who fail to submit CFRs and proper UPL schedules, or submit inaccurate or incomplete information, may lose any supplemental UPL payments they would otherwise be entitled to.  
Labeling Conventions

The UPL Schedule, Administrator’s Certification Statement and Independent Certified Public Accountant’s Report should be emailed to the funding CFR Agency with the naming convention shown below.  

Calendar Year 2017 Filers

Subject line of the email:  Agency Code_2017_CFR UPL Schedule_Provider Name

1. 2017 CFR UPL Schedule 

Electronic File Name:  Agency Code_UPL_2017.pdf

2. Administrator’s Certification Statement (CEO certification)

Electronic File Name:  Agency Code_CEO_UPLAttest_2017.pdf

3. Independent Certified Public Accountant’s Certification (CPA certification)

Electronic File Name:  Agency Code_CPA_UPLAttest_2017.pdf

Fiscal Year Ending 6/30/2018 Filers

Subject line of the email:  Agency Code_2017-18_CFR UPL Schedule_Provider Name

1. 2017-18 CFR UPL Schedule 

Electronic File Name:  Agency Code_UPL_2017-18.pdf

2. Administrator’s Certification Statement (CEO certification)

Electronic File Name:  Agency Code_CEO_UPLAttest_2017-18.pdf

3. Independent Certified Public Accountant’s Certification (CPA certification)

Electronic File Name:  Agency Code_CPA_UPLAttest_2017-18.pdf

Calendar Year 2018 Filers

Subject line of the email:  Agency Code_2018_CFR UPL Schedule_Provider Name

1. 2018 CFR UPL Schedule 

Electronic File Name:  Agency Code_UPL_2018.pdf

2. Administrator’s Certification Statement (CEO certification)

Electronic File Name:  Agency Code_CEO_UPLAttest_2018.pdf

3. Independent Certified Public Accountant’s Certification (CPA certification)

Electronic File Name:  Agency Code_CPA_UPLAttest_2018.pdf

Administrator’s Certification Statement (CEO Certification)

Print, complete and sign the CEO Certification Statement. The provider’s UPL Schedule and data will not be accepted without this certification.  
Independent Certified Public Accountant’s Report (CPA certification)
The independent CPA must complete and sign the CPA certification.  The provider’s UPL Schedule and data will not be accepted without this certification.
While ultimately it is the CPA ‘s responsibility to ensure he/she is independent of the Diagnostic and Treatment Center (DTC), there are certain basic relationships where independence may be impaired.  For example, independence may be impaired if: 

a) The CPA or partner in the firm owns or is committed to acquire any direct or material indirect financial interest in the DTC or had a direct or material indirect financial relationship with any officer, director, employee or principal stockholder of the DTC, during the period of the engagement or at the time of the issuance of the report.

b) The CPA, a partner of the firm, or a member of the CPA or partner’s immediate family, is or has been a director, officer, or employee, or in any capacity equivalent to that of a member of management of the DTC, during the period of the engagement, the period covered by the financial statements or at the time of the issuance of the report.

Agency Contact Information

NYS Office of Alcoholism and Substance Abuse Services (OASAS)

518-457-5553

Email: CFRS@oasas.ny.gov 

NYS Office of Mental Health (OMH)

518-473-7885

Email:  CFR@OMH.NY.GOV
NYS Office for People With Developmental Disabilities
518-402-4275
Email:  CFR@opwdd.ny.gov
CFR UPL Schedule Line Instructions

Statistical Data by Payer:
Column 1 - Total Visits
Report the number of total threshold visits by the payer.  If you accept assignment from private insurers, these visits will be reported under the All Other Payers category, along with all other visits not eligible for reimbursement by Medicaid.
Threshold visits occur each time a patient crosses the threshold of a facility to receive medical care, without regard to the number of services provided during that visit.
  A qualifying threshold visit is one where the registered clinic patient has an encounter with a qualified licensed or credentialed practitioner such as a physician, nurse practitioner, registered physician’s assistant, psychologist, licensed clinical social worker (LCSW), licensed mental health counselor (LMHC), alcoholism and substance abuse counselor, or other qualified licensed or credentialed staff. Additionally, though a registered nurse (RN) is not a qualified licensed practitioner, if an RN administers chemotherapy or other infusion drugs under a physician’s order in a clinic setting (and an APG claim is billed to Medicaid with an infusion procedure code for the administration of the infusion drug), this encounter with the RN also qualifies as a threshold visit for cost reporting purposes. Further, unlicensed practioners that serve as part of a multi-disciplinary team and are supervised by a qualified licensed or credentialed health practitioner can provide services as part of a threshold visit. 
For Opioid Treatment Programs (OTP) (formerly referred to as MMTP), facilities should report the number of daily visits in this column.  Do NOT report weekly claims.  For example, a patient has 5 daily visits for the week in which methadone was dispensed and 1 weekly claim is submitted.  You would report the 5 daily visits in the Total Visits column. Similarly, if a patient receives a 30 day take home dose in a daily visit and that daily visit is reported as a single daily visit for the week, you would report 1 daily visit. 
Column 2 - Total Charges
On an accrual basis, report the aggregate full charges that would be billed to a self-pay individual.  Federal regulations require facilities to maintain a uniform charge structure that applies to all patients, therefore, each patient must be charged the same amount for identical services. 
Dual Payer Claims:

Dual payer claims are reported based on the primary payer on the 2017 CFR Addendum.  In a dual payer claim, Medicaid is the “payer of last resort”.  

Column 3 - Adjustments (Allowances)
This field will populate automatically based on the entries made in columns 2 and 4.  This amount should tie to your books as sliding scale adjustments and any other contractual adjustments to the full charge.

Adjustment (Allowance) is defined as follows:
· Allowance - The difference between the full charges accrued for services rendered in the current reporting period and the amounts received (or to be received) from patients or third-party payers.

a) Medicare Allowances

Report allowances for patients for which billing for services has been directly submitted to the Medicare third-party fiscal intermediary for those persons over 65 years of age, or the disabled receiving Social Security benefits for over two years, or those with End Stage Renal Disease (ERSD) and are eligible to receive federal health insurance for the aged and disabled through Title XVIII of the Social Security Act.

b) Medicaid Allowances

Report allowances for patients for which billing for services has been directly submitted to the Medicaid third-party fiscal intermediary for those who are medically indigent and are eligible to receive health care benefits through Provisions of the State Social Services Law. Non-Profit Indemnity Insurance Report allowances for patients' services which have been billed directly to a not for profit medical indemnity insurance carriers licensed pursuant to Article 43 of the State Insurance Law for payment of services provided to beneficiaries insured through a medical indemnity insurance policy with such carriers.

c) Commercial Indemnity Insurance

Report allowances for patients' services which have been billed directly to proprietary medical indemnity insurance carriers licensed pursuant to Article 42 of the State Insurance Law for payment of services provided to beneficiaries insured through a medical indemnity insurance policy with such carriers.

d) HMO/Medicare

Report allowances for Medicare patients' services which have been billed directly to a federally authorized Health Maintenance Organization or NYS licensed Prepaid Health Services Plan for patients covered under such premium policies.

e) HMO/PHSP Medicaid

Report allowances for Medicaid patients' services which have been billed directly to a Health Maintenance Organization or NYS licensed Prepaid Health Service Plan for patients.
f) HMO/PHSP Other

Report allowances for Non-Medicare/Non-Medicaid patients' services which have been billed directly to a Health Maintenance Organization or NYS licensed Prepaid Health Services Plan for patients covered under such premium policies.
g) Self-Insured

Report allowances for patients' services which are covered by a self-insured fund which is either self-administered or administered by a third-party agent for the purpose of processing claims on behalf of such funds.

h) Worker's Compensation

Report allowances for patients' services which have been billed to Worker's Compensation because the services rendered are the result of occupational related illness or injury.
i) No Fault

Report allowances for patients' services which have been billed to an insurance carrier for services rendered to patients for illness or injury arising from the use or maintenance of a motor vehicle.

j) Uninsured/Self Pay

Report allowances for patients having no third-party or other insurance coverage and is thus solely responsible for payment of the charges, whether in full or in part (not related to the charity care policy of the organization), for the services rendered. In cases where the patient is insured but the service provided is completely uncovered by the insurer, the case is to be considered a self pay case. Conversely, if the service provided is partially covered by a third-party insurance carrier, the case should not be designated as self-pay and should be reported in accordance with the definitions established for other patient categories described herein.

k) Governmental

Report allowances for patients' services that will be paid by programs administered by Federal, State, or Local governments other than Medicaid or Medicare. Examples of such programs include Physically Handicapped Children's Program, CHAMPUS/VA, payments made by correctional facilities for services rendered to inmates, Medical Indemnity Fund, etc.

l) Free (Charity, Hill Burton)

Report allowances for self pay/uninsured patients' services provided free of charge or at a reduced charge as a result of the organization’s charity care policy. This should include obligations entered into under the Hill Burton Program as well as charity care.

m) Courtesy

Report allowances for patients' services provided at reduced rates or free of charge through a courtesy arrangement established with a specific class of patients, e.g. employees, clergy, etc., covered under such premium policies.

n) Provision for Bad Debt
These deductions represent the estimated amount of current revenue that will not be realized as a result of credit losses on accounts or notes receivable that were created or acquired in providing services to patients.  Provision for Bad debt is entered as a positive number.
Column 4 - Net Patient Revenue
Enter the total reimbursement received from the Payer using full accrual basis of accounting.
Source of Payment 
1. Medicaid (Fee for Service):  Utilization for patients for which billing for services has been directly submitted to the Medicaid third-party fiscal intermediary; these people are medically indigent and are eligible to receive health care benefits through Provisions of the State Social Services Law.  This program is government funded and State administered to provide medical benefits for certain low-income persons.
2. HMO/PHSP Medicaid (Managed Care):  Utilization for Medicaid patients whose services are covered under a premium policy with a Health Maintenance Organization or NYS licensed Prepaid Health Service Plan (PHSP) which has been directly billed for services rendered.

3. Total Medicaid (lines 1 and 2):  This field will populate automatically based on the entries made on lines 1 and 2.
4. All Other Payers:  A combined total of all other payers reimbursing for claims other than Medicaid claims.  All of the following payers should be included in the total reported on this line:
a. Medicare (Fee-for-Service):  Utilization for patients for which billing for services has been directly submitted to the Medicare third-party fiscal intermediary; these people are over 65 years of age or disabled and receiving Social Security benefits for over two years or those people with End Stage Renal Disease (ESRD) and are eligible to receive federal health insurance for the aged and disabled through Title XVIII of the Social Security Act.

b. HMO/PHSP Medicare: Utilization for Medicare patients whose services are covered under a premium policy with a federally authorized Health Maintenance Organization which has been billed directly for services rendered.

c. HMO/PHSP Other:  Utilization for Non-Medicare/Non-Medicaid patients whose services are covered under a premium policy with a Health Maintenance Organization or NYS licensed Prepaid Health Service Plan which has been directly billed for services rendered.

d. Self-Insured:  Any utilization for patients whose services are covered by a self-insured fund which is either self-administered or administered by a third-party agent for the purpose of processing claims on such funds behalf.

e. Workers’ Compensation:  Utilization for patients for which billing has been submitted to the Worker's Compensation because the patient's admission or service is the result of occupational related illness or injury.

f. No Fault:  Utilization for patients for which billing for services has been submitted to an insurance carrier for services rendered to patients for illness or injury arising from the use, maintenance, or operation of a motor vehicle.

g. Uninsured/Self-Pay:  Utilization for patients having no third-party or other insurance coverage and are thus solely responsible for payment of the charges, whether in full or in part, for the services rendered.  In cases where the patient is insured but the service provided is completely uncovered by the insurer, the case is to be considered a self-pay case.  Conversely, if the service provided is partially covered by a third-party insurance carrier the case should not be designated as self-pay and should be reported in accordance with the definitions established for other patient categories described herein.

h. Governmental: Utilization for patients in which services rendered will be paid by programs administered by Federal, State, or Local governments other than Medicaid and Medicare.  Examples of such programs include: Physically Handicapped Children's Program, CHAMPUS/VA, Payments by correctional facilities for services rendered to inmates, etc...  Also include AIDS Drug Assistance Program (ADAP and ADAP Plus) in this category.
i. Free (Charity, Hill Burton): Utilization provided to a patient free of charge or at a reduced charge as a result of a patient's indigent income status or the organization's charity care policy.  This will include free care provided to cases in compliance with obligations entered under the Hill Burton Program as well as other forms of care provided consistent with this definition.

j. Courtesy:  Utilization for patients whose services are provided at reduced rates or free of charge through a courtesy arrangement established with a specific class of patients, e.g. employees, clergy, etc.

5. Total (lines 3 and 4): This field will populate automatically based on the entries made on lines 3 and 4.  
� An Integrative Outpatient Services (IOS) clinic will submit the CFR Addendum - UPL Schedule(s) to the NYS “host” Agency.





� Telepractice, telepsychiatry and telehealth services are counted as threshold visits. 
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