
08-10 FORM CMS-2552-96 3621.5 
 
Column 6--Enter on each line titles V, XVIII, Part A, or XIX inpatient charges from Worksheet D-4. 
Do not include in Medicare charges any charges identified as MSP/LCC. 
 
Column 7--Multiply the ratio in column 5 by the charges in column 6 to determine the program's 
share of pass through costs applicable to titles V, XVIII, Part A, or XIX inpatient ancillary services, 
as appropriate. 
 
Column 8--Enter on each line titles XVIII, Part B, V or XIX (if applicable) outpatient charges from 
Worksheet D, Part V, column 5.01, 5.03, and 5.04, if applicable.  Do not include in Medicare 
charges any charges identified as MSP/LCC (8/00). 
 
NOTE: Columns 8 and 9 will be subscripted to reflect to separate columns for worksheet D, Part 

V, columns 5.03 and 5.04, if applicable. (8/2000) 
 
Column 9--Multiply the ratio in column 5 by the charges in column 8 to determine the program's 
share of pass through costs applicable to titles XVIII, Part B, V or XIX (if applicable) outpatient 
ancillary services, as appropriate (8/00). 
 
For hospitals and subproviders transfer column 7, line 101 to Worksheet D-1, Part II, column 1, line 
51.  If you are a PPS hospital or subprovider, also transfer this amount to Worksheet E, Part A, line 
15.  For SNFs, NFs, and ICF/MRs for titles XVIII and XIX, for cost reporting periods beginning on 
or after July 1, 1998, transfer the amount on line 101 to Worksheet E-3, Part III, line 29 (7/98). 
 
Column 9 (and subscripts)--For cost reporting periods ending prior to 4/1/2003, multiply the ratio in 
column 5 by the charges in column 8 (and subscripts).  For cost reporting periods ending on or after 
4/1/2003, multiply the ratio in column 5.01 by the charges in Column 8 (and subscripts). 
 
3621.5 Part V - Apportionment of Medical and Other Health Services Costs.--This worksheet 
provides for the apportionment of costs applicable to hospital outpatient services reimbursable under 
titles V, XVIII, and XIX, as well as inpatient services reimbursable under title XVIII, Part B.  Title 
XVIII is reimbursed in accordance with 42 CFR 413.53.  Do not complete this worksheet for an 
RPCH component that has elected the all-inclusive payment method for outpatient services.  (See 
Worksheet S-2, lines 30 through 30.02.)  Payment under the all-inclusive payment method for 
outpatient services is computed on Worksheet C, Part V. Critical access hospitals do not complete 
columns 2 through 4 and 6 through 8 of this worksheet.  Providers exempt from outpatient PPS (i.e., 
SNFs, CAHs, & swing bed SNFs), complete columns 5 and 9.  All other providers subscript columns 
5 and 9 as necessary. 
 
NOTE: Do not enter CORF, OPT, OSP, OOT, or CMHC charges on Worksheet D, Part V.  Report 

those charges on Worksheet J-2. 
 
For title XVIII, complete a separate Worksheet D, Part V, for each provider component as 
applicable.  Enter the applicable component number in addition to the hospital provider number. 
Make no entries in columns 6 through 9 of this worksheet for any cost centers with a negative 
balance on Worksheet B, Part I, column 27.  However, complete columns 2 through 5 for such cost 
centers. 
 
For cost reporting periods that end on or after October 1, 1997, and before September 30, 1998, 
subscript columns 2 through 4 and 6 through 8 and report the charges and cost during the period for 
services prior to October 1, 1997, in columns 2 through 4 and 6 through 8 and report the charges and 
costs for the periods on or after October 1, 1997, and before September 30, 1998 in columns 2.01 
through 4.01 and 6.01 through 8.01.  The subscripting is required as a result of the change in  
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calculating the different payment methodologies on Worksheet E, Parts C, D, and E regarding the 
application of deductibles and coinsurance.  Subscripting is not required for cost reporting periods 
ending on or after September 30, 1998.  Revert back to reporting the charges and costs for these 
services in columns 2 through 4 and 6 through 8.  For services rendered on and after August 1, 2000, 
outpatient services are subject to prospective payment.  For cost reporting periods that overlap the 
effective date, subscript the columns to accommodate the proper reporting of cost reimbursement 
prior to August 1, 2000, and prospective payment on and after August 1, 2000. 
 
Columns 1, 1.01 and 1.02--Enter on each line in column 1 and 1.02, for hospital and subprovider 
components, the ratio from the corresponding line on Worksheet C, Part II, columns 8 and 9, 
respectively, for services rendered prior to August 1, 2000.  For SCH (full cost reporting period), 
RPCH/CAH, SNF, NF, and swing bed services, enter on each line in column 1 the ratio from the 
corresponding line on Worksheet C, Part I, column 9. Enter in column 1.01 the ratio from the 
corresponding line on Worksheet C, Part I, column 9 for services on and after August 1, 2000. 
 
Columns 2 and 2.01--Enter on the appropriate line the charges (per your records or the PS&R ASC 
segment) for outpatient ambulatory surgical services through July 31, 2000. 
 
Columns 3 and 3.01--Enter on the appropriate line the outpatient radiology charges per your records 
or the PS&R outpatient radiology segment through July 31, 2000. 
 
Columns 4 and 4.01--Enter on the appropriate line the other outpatient diagnostic procedure charges 
per your records or the PS&R other diagnostic segment through July 31, 2000. 
 
Columns 5, 5.01 and 5.02--For title XVIII, enter the charges for outpatient services not included in 
any other column in Part V. For SNFs for services rendered which overlap the effective date of 
January 1, 1998, for physical, occupational and speech therapy (lines 50 through 52) subscript this 
column and report charges before January 1, 1998, in column 5 and on and after January 1, 1998, in 
column 5.01.  Subscripting is not required for cost reporting periods beginning on or after January 1, 
1998.  For hospitals claiming ambulance services for cost reporting periods which overlap October 
1, 1997, subscript column 5.  Enter on line 65, column 5 the charges relating to the period on or after 
October 1, 1997, and in column 5.01 the charges relating to prior to October 1, 1997.  For cost 
reporting periods beginning on or after October 1, 1997, do not complete column 5.01 for 
ambulance.  Exclude charges for which costs were excluded on Worksheet A-8.  For example, 
CRNA costs reimbursed on a fee schedule are excluded from total cost on Worksheet A-8.  For titles 
V and XIX, enter the appropriate outpatient service charges.  Do not include charges for vaccine, 
i.e., pneumococcal, flu, hepatitis, and osteoporosis.  These charges are reported on Worksheet D, 
Part VI. Do not include in Medicare charges any charges identified as MSP/LCC. 
 
Effective August 1, 2000, enter in column 5 the services prior to August 1, 2000, paid based on cost. 
In column 5.01 enter the charges for services rendered on or after August 1, 2000, paid subject to the 
prospective payment system.  These charges should not include services paid under the fee schedule 
such as physical therapy, speech pathology or occupational therapy.  Create separate subscripted 
column (e.g. 5.03, 5.04) when a cost reporting period overlaps the effective dates for the various 
transitional corridor payments and when a provider experiences a geographic reclassification from 
urban to rural.  However, no subscripting is required when a provider geographically reclassifies 
from rural to urban. In column 5.02 enter the charges for services rendered on and after August 1, 
2000, e.g., for drugs and supplies related to ESRD dialysis (excluding EPO, and any drugs or 
supplies paid under the composite rate), and corneal tissue. 
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For cost reporting periods which overlap August 1, 2000, report ambulance service charges prior to 
August 1st, in column 5 and services on and after August 1st in column 5.02. Do not include in any 
column services excluded from OPPS because they are paid under another fee schedule, e.g., 
rehabilitation services and clinical diagnostic lab.  
 
Hospitals with cost reporting periods which overlap August 1, 2000, report in columns 1.02 through 
5 the applicable amounts for services render prior to August 1, 2000, report in column 5.01 the 
applicable PPS amounts for services on or after August 1, 2000, and report in column 5.02 the cost 
of services on or after August 1, 2000 which were erroneously paid at cost. 
 
For cost reporting periods beginning on or after January 1, 1999, for SNF, CAHs, and titles V or 
XIX services not paid under PPS no subscripting is required.  Report all charges in column 5. 
 
For CAHs (BIPA §205), enter the charges for the period you are subject to the limit and/or blend and 
the subscripted line the charges for which you are exempt from the limit and/or blend (see 
Worksheet S-2, line 30.03).  If you are exempt for the full cost reporting period only complete line 
65, no subscripts are required.  For CAHs with cost reporting periods beginning on or after October 
1, 2009, complete line 65 only for ambulance services that were billed as exempt from the 
ambulance fee schedule (from your records or PS&R report type 85C). 
 
For cost reporting periods overlapping 4/1/2002 and after subscript line 65 for ambulance services in 
accordance with the subscripts on Worksheet S-2, line 56 and report charges separately on line 65 
and subscripts for the applicable periods.  Do not subscript line 65 for cost reporting periods 
beginning on or after 1/1/2006, as the ambulance PPS payment blend will transition to 100 percent 
fee based payments and do not report charges for ambulance services rendered on or after January 1, 
2006. 
 
In accordance with ACA, section 3121, SCHs regardless of bed size, are entitled to hold harmless 
payments.  As such, SCHs with greater than 100 beds whose cost report overlaps January 1, 2010 or 
December 31, 2010, (Worksheet S-2, line 21.07, column 2 is “Y” for yes), must enter the applicable 
charges in columns 5.01 and 5.03 to correspond to the respective portion of the cost reporting 
period. 
 
Columns 6 and 6.01--Multiply the charges in column 2 and 2.01 by the ratios in column 1, and enter 
the result.  Line 101 equals the sum of lines 37 through 68. 
 
Columns 7 and 7.01--Multiply the charges in column 3 and 3.01 by the ratios in column 1, and enter 
the result. 
 
Columns 8 and 8.01--Multiply the charges in column 4 and 4.01 by the ratios in column 1, and enter 
the result. 
 
Columns 9, 9.01, and 9.02--Multiply the charges in column 5 by the ratios in column 1, and enter the 
result.  For hospitals subject to outpatient prospective payment, multiply the charges in column 5.01 
and 5.02, or any additional subscripted column of column 5 by the ratios in column 1.01, and enter 
the result in columns 9.01 and 9.02 or additional subscripts, respectively.  For SNFs subscript this 
column and report the result of multiplying the ratio in column 1 by the charges in columns 5 and 
5.01 for physical and occupational therapies, and speech pathology.  For lines 50 through 52 only, 
for services rendered on and after January 1, 1998, enter in column 9.01, 90 percent of the result of 
multiplying the ratio in column 1 by the charges in column 5.01.   
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For SNF services rendered on and after January 1, 1999, make no entry for therapy services paid 
under a fee schedule for lines 50 through 52. The amount entered on line 65 of this column, 
Ambulance, for all providers, cannot exceed the payment limit calculated from Worksheet S-2, 
column 2, lines 56 and 56.01 (if applicable), times the amount on Worksheet S-3, Part I, column 4, 
line 27 and 27.01  (if applicable) respectively, for ambulance services on or after October 1, 1997.  
For cost reporting periods which overlap the October 1, 1997, effective date, enter in column 9 the 
lower of the cost (column 1 times column 5, rounded to zero, or the limit (Worksheet S-2, Column 2, 
line 56, times, Worksheet S-3, Part I, column 4, line 27, rounded to zero), added to column 1 times 
column 5.01 rounded to zero). Hospitals with cost reporting periods that overlap August 1, 2000 and 
all subsequent cost reporting periods, as applicable, subscript column 9 in accordance with column 
5 instructions. 
 
For cost reporting periods beginning on or after October 1, 1997, costs for ambulance services are 
calculated from column 5 charges only.  For cost reporting periods which overlap August 1, 2000, to 
calculate the ambulance costs, multiply the charges reported in column 5 by the appropriate ratio in 
column 1 and multiply the charges reported in columns 5.01 by the appropriate ratio in column 1.01 
and add the results. Compare that to the limit amount calculated as indicated above and enter the 
lesser of the two in column 9.02. 
 
Ambulance services on or after 4/1/2002 through 12/31/2005 are reimbursed on a blend of the lesser 
of the cost (the lesser of the cost to charge ratio times charges or limit (applicable limit from 
Worksheet S-2, line 56 and subscripts, column 2 times the corresponding trips from Worksheet S-3, 
line 27 and subscripts, column 4 )) times 80 percent plus the fee schedule amounts (from Worksheet 
S-2, line 56 and subscripts, column 4) times 20 percent for the calendar year services beginning 
4/1/2002.  Subsequent dates and blends (cost percentage/fee percentage) are: Calendar year 2003 is 
60/40, 2004 is 40/60, 2005 is 20/80, and 2006 and after is 100 percent fee schedule amounts.  Once 
ambulance payment has transitioned to 100 percent of the fee amount (services rendered on or after 
1/1/2006), line 56 will no longer include fee schedule payments. 
 
Generally, CAHs follow the instructions for ambulance services subject to the limit (10/1/97b) 
and/or the blend (4/1/02s).  However, CAHs eligible for cost reimbursement for ambulance 
(Worksheet S-2, line 30.03, column 1 = “Yes”) multiply column 1 times column 5 and enter the 
result. (12/21/00s)  CAHs eligible for cost reimbursement for ambulance services (billed as exempt 
from the ambulance fee schedule) effective for cost reporting periods beginning on or after October 
1, 2009, such ambulance services on line 65 are transferred from your records or PS&R report type 
85C.  Multiply column 1 times column 5 and enter the result. 
 
 
Column 10--Enter in this column the hospital inpatient Part B charges for services rendered prior to 
August 1, 2000 (10/1/90s). 
 
Column 11--Enter in this column the hospital inpatient Part B costs computed by multiplying the 
charges in column 10 times the cost to charge ratio reported in column 1.02 (10/1/90s).  
 
Line Descriptions 
 
Line 44--Generally, for title XVIII, Medicare outpatient covered clinical laboratory services are paid 
on a fee basis, and should not be included on this line.  Outpatient CAH clinical laboratory services 
rendered on or after November 29, 1999 will be paid on a reasonable cost basis not subject to 
deductibles and coinsurance.  In addition, hospital outpatient laboratory testing by a hospital  
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laboratory with fewer than 50 beds in a qualified rural area will also be paid on a reasonable cost 
basis not subject to deductibles and coinsurance, for cost reporting periods beginning on or after July 
1, 2004, but before July 1, 2008 (Medicare, Medicaid, and SCHIP Extension Act of 2007, section 
107).  For title V and XIX purposes, follow applicable State program instructions. 
 
For CAHs effective for services rendered on or after July 1, 2009, outpatient clinical laboratory 
diagnostic tests are paid at 101 percent of reasonable costs, and the beneficiary is not required to be 
physically present in the CAH at the time the specimen is collected.  As such, enter the 
corresponding charges on this line.  See MIPPA 2008, section 148 and CR 6395, transmittal 1729, 
dated May 8, 2009. 
 
Line 45--Enter the program charges for provider clinical laboratory tests for which the provider 
reimburses the pathologist.  See §3610 for a more complete description on the use of this cost center. 
For title XVIII, do not include charges for outpatient clinical diagnostic laboratory services.  For 
titles V and XIX purposes, follow applicable State program instructions. 
 
NOTE: Since the charges on line 45 are also included on line 44, laboratory, reduce the total 

charges to prevent double counting.  Make this adjustment on line 103. 
 
Line 55--Enter in columns 2 through 5 the charges for medical supplies charged to patients which 
are not paid on a fee schedule.  Do not report the charges for prosthetics and orthotics. 
 
Line 55.30--Enter in columns 2 through 5 the charges for implantable devices charged to patients 
which are not paid on a fee schedule.  Do not report the charges for prosthetics and orthotics.  See 
section 3610 line 55.30 
 
Line 56--Enter the program charges for drugs charged to patients.  Include charges for drugs paid at 
80 percent of cost subject to deductibles and coinsurance, such as osteoporosis drugs and drugs paid 
under OPPS such as hepatitis vaccines.  Do not include vaccine charges for vaccines reimbursed at 
100 percent of cost such as pneumococcal and influenza vaccines not subject to deductibles and 
coinsurance.  These charges are reported on Worksheet D, Part VI. 
 
Line 57--The only renal dialysis services entered on this line are for inpatients who are not 
reimbursed under the composite rate regulations.  (See 42 CFR 413.170.)  Therefore, include only 
inpatient Part B charges on this line in column 5.  Enter the related costs in column 9. 
 
Line 58--Enter in columns 2 and 2.01 the outpatient ASC facility charges for the hospital nondistinct 
part ambulatory surgery center.  These charges represent the ASC facility charge only (i.e., in lieu of 
operating or recovery room charges), and do not include charges for the ancillary services provided 
to the patient.  Enter in column 5 all other Part B charges applicable to services performed in the 
nondistinct ASC. 
 
Lines 60 through 63--Use these lines for outpatient service cost centers. 
 
NOTE: For lines 60 and 63, any ancillary service billed as clinic, RHC, or FQHC services must be 

reclassified to the appropriate ancillary cost center, e.g., radiology-diagnostic, PBP 
clinical lab services - program only.  A similar adjustment must be made to program 
charges. 

 
Line 62--Enter in columns 2 through 5 the title XVIII Part B charges for observation beds.  These 
are the charges for patients who were treated in the nondistinct observation beds and released.  
These patients were not admitted as inpatients. 
 
Line 64--The only home program dialysis services which are cost reimbursed are those rendered to 
beneficiaries who have elected the option to deal directly with Medicare.  Home program  
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dialysis services reimbursed under the composite rate regulation (see 42 CFR 413.170) are not 
included on this line.  This line includes costs applicable to equipment-related expenses only. 
 
Line 65--Enter in column 5.02 the total ambulance charges for PPS hospital providers (column 5 for 
non PPS hospitals). (8/2000)  
 
Line 66 and 67--For title XVIII, DME is paid on a fee schedule through the carrier and, therefore, is 
not paid through the cost report. 
 
Line 101--Enter the sum of lines 37 through 68. 
 
Line 102--Generally, nonphysician anesthetist services are not subject to the ASC payment 
methodology for outpatient ambulatory surgical procedures performed in hospitals and as such are 
not reported on this worksheet unless you meet the exception described in §3610.  Do not complete 
this line if you do not qualify for the exception.  If the services meet the criteria for continued cost 
reimbursement, exclude nonphysician anesthetist charges from ASC charges in columns 2 and 2.01, 
line 102 and add these charges to column 5, line 102.  Do not reduce the charges reported in columns 
2 and 2.01, lines 37 through 68 (nor do you increase the charges in column 5) for CRNA charges. 
The reduction and addition are done in total on line 102.  However, if you have separate charges for 
nonphysician anesthetists reported in the ancillary service cost centers where the services were 
performed, and the apportionment between ASC and all other Part B is not necessary, enter those 
charges directly in column 5, line 102, for services rendered before August 1, 2000.  These costs are 
pass through costs when eligible for the exception and are reported on Worksheet D, Part IV. 
 
EXAMPLE: If nonphysician anesthetist charges are included in operating room and 

anesthesiology charges reported on Worksheet D, Part V, column 2, lines 37 and 40, 
respectively, eliminate the charges from columns 2 and 2.01 and report them in 
column 5.  This is accomplished by developing a ratio of each affected cost center's 
nonphysician anesthetist cost allocated on Worksheet B, Part I, column 20, lines 37 
and 40 to the total cost reported on Worksheet B, Part I, column 27, lines 37 and 40.  
Each ratio is then multiplied by the charges applicable to Worksheet D, Part V, 
columns 2 and 2.01, lines 37 and 40.  The result represents the CRNA charges for 
operating room and anesthesiology.  These charges are added together and reported 
on line 102 as a decrease in columns 2 and 2.01 and an increase to column 5.  Attach 
a separate reconciliation to the cost report showing this computation. 

 
Step Instructions 
 
1  Worksheet B, Part I, column 20, line 37 = ratio (six decimal places) 
  Worksheet B, Part I, column 27, line 37 
 
2  Worksheet B, Part I, column 20, line 40 = ratio (six decimal places) 

Worksheet B, Part I, column 27, line 40 
 
3  The ratio in step 1 multiplied by the charges reported on Worksheet D, Part V, columns 2 

and 2.01, line 37 equals the CRNA operating room charges. 
 
4  The ratio in step 2 multiplied by the charges reported on Worksheet D, Part V, columns 2 

and 2.01, line 40 equals the CRNA anesthesiology charges. 
 
5  Add the amounts in steps 3 and 4.  Enter the total on line 102 as a decrease in columns 2 

and 2.01 and as an increase in column 5, line 102. 
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6 To determine the costs reported in columns 6 and 9, line 102, multiply the ratio on 

Worksheet C, Part II, column 8, as applicable for each cost center (lines 37 and 40), by the 
charges computed in steps 3 and 4.  Add these two costs together, and report the total as a 
decrease to columns 6 and 6.01 and an increase to column 9. 

 
Line 103--Enter in column 5 program charges for provider clinical laboratory tests where the 
physician bills the provider for program patients only.  Obtain this amount from line 45.  Do not 
complete this line for column 9. 
 
Line 104--Enter in columns 5 and 9, and subscripts, the amount on line 101 plus or minus the 
amounts on lines 102 and 103 if applicable. 
 
Transfer Referencing:  For title XVIII, transfer the sum of the amounts in columns 5 and subscripts 
and column 10, line 104 to Worksheet E, Part B, line 6.  Make no transfers of swing bed charges to 
Worksheet E-2 since no LCC comparison is made. 
 
For titles V and XIX (other than PPS), transfer the sum of the amounts in columns 5 and subscripts 
and column 10, line 104 plus the amount from Worksheet D-4, column 2, line 103 to the appropriate 
Worksheet E-3, Part III, column 1, line 11. 
 
For titles V and XIX (under PPS), transfer the amount in column 5, line 104 to the appropriate 
Worksheet E-3, Part III, column 1, line 11. 
 
NOTE: If the amount on line 104 includes charges for professional patient care services of 

provider-based physicians, eliminate the amount of the professional component charges 
from the total charges, and transfer the net amount as indicated.  Submit a schedule 
showing these computations with the cost report. 

 
Transfer References 

 
Title XVIII,   Titles V or XIX or 
Part B    Title XVIII, 

From Wkst. D, Part V    Swing Bed To  Part B 
 
 
Columns 6 & 6.01, line 104   N/A      Wkst. E, Part C, 

col. 1& 1.01, line 6 
 
Columns 2 & 2.01, line 104   N/A      Wkst. E, Part C, 

col. 1& 1.01, line 7 
 
Columns 7 & 7.01, line 104   N/A      Wkst. E, Part D, 
              col. 1& 1.01, line 6 
 
Columns 3 & 3.01, line 104   N/A      Wkst. E, Part D, 
              col. 1& 1.01, line 7 
 
Columns 8 & 8.01, line 104   N/A      Wkst. E, Part E, 
              col. 1 & 1.01, line 6 
 
Columns 4 & 4.01, line 104   N/A      Wkst. E, Part E, 

col. 1 & 1.01, line 7 
 
Columns 9 and subscripts   N/A      Wkst. E, Part B, 
& column 11, Line 104                                                                           col. 1 ( & subscripts), 
              line 1 & 1.01 
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Transfer References 
 

Title XVIII,   Titles V or XIX or 
Part B    Title XVIII, 

From Wkst. D, Part V    Swing Bed To  Part B 
 
Sum of columns 5, 5.01 (SNF   N/A      Wkst. E, Part B, 
only) and 5.02, line 104          line 6 or Wkst. E-3, 

Part III, col. 1, line 
11 for titles V or XIX 

 
Sum of columns 9 and 9.01   Wkst E-2     Wkst. E, Part B, 
(SNF only) through 12/31/98   col. 2, line 3    line 1 or Wkst. E-3, 
line 104             Part III, col. 1, line 2 
              for titles V or XIX 
 
3621.6 Part VI - Vaccine Cost Apportionment.--This worksheet provides for the apportionment of 
costs applicable to the administration and cost of the drug for the following vaccines: Pneumococcal, 
Influenza, and Osteoporosis.  These charges include, if applicable, vaccine services provided by 
hospital based RHC/FQHC which cannot be reported on Worksheet M-3 and M-4 (1/98).  For 
services rendered on and after August 1, 2000 for vaccines provided by a RHC/FQHC will be 
reported on Worksheets M-3 and M-4.  Pneumococcal and Influenza vaccines rendered on or after 
January 1, 2003 have transitioned back to cost reimbursed. 
 
For services rendered prior to 4/1/2001 vaccines are reimbursed under cost.  For services rendered 
from 4/1/2001 through 12/31/2002 vaccines are reimbursed under OPPS and will be included in the 
OPPS PS&R.  Therefore vaccine cost will be included in worksheet D, Part V, columns 5.01 or 5.03 
amounts for 4/1/2001 through 12/31/2002 (reimbursed at 80% of cost subject to coinsurance and 
deductibles) and flow to the proper lines on Worksheet E, Part B.  For vaccines reimbursed at 100% 
of cost not subject to coinsurance and deductibles (pneumococcal and influenza vaccines rendered 
on or after January 1, 2003) Worksheet D, Part VI, line 3, will be transferred to Worksheet E, Part B, 
line 1. 
 
Line 1--Enter the cost to charge ratio from Worksheet C, Part I, column 9, line 56. 
 
Line 2--Enter the program charges from the PS&R or from provider records.  Effective for services 
rendered on or after April 1, 2001, subscript this line and report charges prior to April 1, 2001, on 
line 2 and on line 2.01 charges on or after April 1, 2001.  For cost reporting periods beginning on or 
after April 1, 2001, no subscripting is required except for cost reporting periods which overlap 
January 1, 2003.   
 
For CAHs effective for services rendered on or after November 29, 1999, enter on line 2 the 
program charges for pneumococcal, influenza, and osteoporosis vaccines and the charges for 
hepatitis B vaccines on worksheet D, Part V as hepatitis B vaccine charges are subject to deductibles 
and coinsurance. 
 
Line 3--Multiply line 1 times line 2, for hospital services rendered prior to April 1, 2001, and enter 
the result on line 3.  For services rendered on or after April 1, 2001, subscript this line and enter on 
line 3.01 the result of line 1 times line 2.01.  For cost reporting periods beginning on or after April 1, 
2001, no subscripting is required, except for cost reporting periods which overlap January 1, 2003. 
For hospitals for title XVIII, transfer the amount on line 3 to Worksheet E, Part B, line 1 for services 
rendered prior to April 1, 2001 and on or after January 1, 2003.  The amount on line 3.01 is added to  
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