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 FORM APPROVED
 OMB NO. 0938-1425
 EXPIRES 02-28-2025

 PAYMENT ADJUSTMENTS FOR DOMESTIC NIOSH-APPROVED  PROVIDER CCN:  PERIOD:  WORKSHEET E-95
 SURGICAL N95 RESPIRATORS  FROM __________

 TO _____________

 PART I - DOMESTIC NIOSH-APPROVED SURGICAL N95 RESPIRATORS PAYMENT ADJUSTMENT ELIGIBILITY AND DATA
DOMESTIC NON-DOMESTIC

RESPIRATORS RESPIRATORS
1 2

1  Did the hospital or hospital healthcare complex purchase domestic (column 1) or non-domestic (column 2) respirators?  Enter "Y" for yes or 1        
 "N" for no in each column.  If "Y" for either column, complete line 2.

TOTAL NUMBER TOTAL NUMBER
COST PURCHASED COST PURCHASED

1 2 3 4
2  Enter the total cost of domestic respirators purchased in column 1 and the number of domestic 2        

 respirators purchased in column 2.
 Enter the total cost of non-domestic respirators purchased in column 3 and the number of
 non-domestic respirators purchased in column 4.

 PART II - CALCULATION OF COST DIFFERENTIAL FOR DOMESTIC NIOSH-APPROVED SURGICAL N95 RESPIRATORS
DOMESTIC NON-DOMESTIC COST

RESPIRATORS RESPIRATORS DIFFERENTIAL
1 2 3

1  Total cost of NIOSH-approved surgical N95 respirators purchased 1
2  Number of NIOSH-approved surgical N95 respirators purchased 2
3  Average cost per respirator 3
4  Hospital-specific unit cost differential for domestic respirators 4
5  Total cost differential for domestic respirators 5

 PART III - CALCULATION OF PAYMENT ADJUSTMENT FOR DOMESTIC NIOSH-APPROVED SURGICAL N95 RESPIRATORS
IPF IRF

HOSPITAL HOSPITAL SUBPROVIDER SUBPROVIDER
PART A PART B PART B PART B TOTAL

1 2 3 4 5
1  Medicare routine/ancillary costs 1

1.01  Medicare acquisition costs 1.01
1.02  Cost of physicians' services in a teaching hospital 1.02
1.15  Total Medicare reasonable costs 1.15

2  Total facility costs 2
3  Medicare percentage 3
4  Domestic NIOSH-approved surgical N95 respirators payment adjustment 4
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SUPPLEMENTAL TO FORM CMS-2552-10

 _______________

DOMESTIC RESPIRATORS NON-DOMESTIC RESPIRATORS

THIS REPORT IS REQUIRED BY LAW (42 USC 1395g; 42 CFR 413.20(b)). FAILURE TO REPORT CAN RESULT IN ALL INTERIM
PAYMENTS MADE SINCE THE BEGINNING OF THE COST REPORTING PERIOD BEING DEEMED OVERPAYMENTS (42 USC 1395g).

ACCORDING TO THE PAPERWORK REDUCTION ACT OF 1995, NO PERSONS ARE REQUIRED TO RESPOND TO A COLLECTION OF INFORMATION UNLESS IT DISPLAYS A
VALID OMB CONTROL NUMBER. THE VALID OMB CONTROL NUMBER FOR THIS INFORMATION COLLECTION IS 0938-XXXX. THE TIME REQUIRED TO COMPLETE
THIS INFORMATION COLLECTION IS ESTIMATED TO BE 1.00 HOURS PER RESPONSE, INCLUDING THE TIME TO REVIEW INSTRUCTIONS, SEARCH EXISTING DATA
RESOURCES, GATHER THE DATA NEEDED, AND COMPLETE AND REVIEW THE INFORMATION COLLECTION. IF YOU HAVE COMMENTS CONCERNING THE ACCURACY
OF THE TIME ESTIMATE(S), OR SUGGESTIONS FOR IMPROVING THIS FORM, PLEASE WRITE TO: CMS, 7500 SECURITY BOULEVARD,
ATTN: PRA REPORT CLEARANCE OFFICER, MAIL STOP C4-26-05, BALTIMORE, MARYLAND 21244-1850. PLEASE DO NOT SEND APPLICATIONS, CLAIMS, PAYMENTS,
MEDICAL RECORDS, OR ANY DOCUMENTS CONTAINING SENSITIVE INFORMATION TO THE PRA REPORTS CLEARANCE OFFICE. PLEASE NOTE THAT ANY
CORRESPONDENCE NOT PERTAINING TO THE INFORMATION COLLECTION BURDEN APPROVED UNDER THE ASSOCIATED OMB CONTROL NUMBER LISTED ON THIS
FORM WILL NOT BE REVIEWED, FORWARDED, OR RETAINED. IF YOU HAVE QUESTIONS OR CONCERNS REGARDING WHERE TO SUBMIT YOUR DOCUMENTS,
PLEASE CONTACT 1-800-MEDICARE.


