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BACKGROUND AND OVERVIEW




Medicaid Electronic Health Record (EHR)
Incentive Payment Program Background

Section 4201 of the American Recovery and Reinvestment
Act of 2009 (ARRA) authorized funding for Medicaid
programs to run incentive payment programs for the
adoption and meaningful use of health information
technology (HIT).

Planning, implementation, and operation of the Electronic
Health Record (EHR) incentive program is funded 90% by
the federal government, 10% by state general funds.



Medicaid EHR Incentive Payment
Program Background

Incentive payments to providers who participate in the
program will be funded 100% by the federal government.

The final rule governing the EHR incentive program was
published to the Federal Register July 28, 2010, with a
clarifying amendment added December 28, 2010.

http://www.regulations.gov/search /Regs/home.html#docu
mentDetail?’R=0900006480b226c1




Medicaid EHR Incentive Program
Overview

The purpose of the incentive program is to encourage
eligible Medicaid providers to adopt and subsequently
meaningfully use certified EHR technology.

Incentive payments are NOT intended to cover all of
the costs involved in EHR adoption and
implementation, and practice re-organization.

The incentive payment is issued after a provider
demonstrates program compliance.



ELIGIBILITY




Medicaid EHR Incentive Program Eligibility

Provider Minimum Medicaid
Patient Volume Threshold
(0] 34

Physicians-M.D.s and D.O.s 30% if the Medicaid EP

practices predominately
-- Pediatricians 20% (2/3 payment below in a Federal Qualified
30%) Health Clinic (FQHC) or
Dentists 30% Rural Health Clinic (RHC)
h % threshol
Nurse Practitioners 30% S 3.(% HHISShol
may include needy
Certified Nurse Midwives  30% individual patient volume

Physician Assistants (PAs)
when practicing at an
FQHC/RHC /IHS

Acute Hospital (CCN ends  10%
in 0001-0879 or 1300-
1399

Children’s Hospital (CCN N/A
ends in 3300-3399




PHYSICIAN ASSISTANTS

PAs eligible to participate in the EHR Incentive
Program must practice in an FQHC, RHC or tribal
clinic that is led by a PA as defined in one of

these conditions:
 The PA is the primary provider in a clinic

e The PA is a clinical or medical director at a
clinical site of practice

e The PA is an owner of an RHC



Key points:

** Must be in the list of eligible professionals

** Must adopt, implement or upgrade to a certified EHR system or
demonstrate meaningful use

+¢ Clinics cannot receive a payment unless it is voluntarily
assigned to them by the individual provider

¢ An individual provider can only receive one payment per
*Payment Year

*A Payment Year is the year for which payment is requested. Individual providers
have 60 days after the end of the calendar year to apply for a payment for the
previous year. For example, to request a payment for Payment Year 2012,
Registration and Attestation must occur before February 28, 2013.



PATIENT VOLUME




Medicaid EHR Incentive Program
Eligibility — Patient Volume Calculation

Total Medicaid and needy patient encounters
(if applicable) in any 90-day or three-month
period in the 12 months preceding
attestation.

X 100

Total patient encounters in same period



CLAIMING NEEDY PATIENTS

Needy patients can only be claimed in the Medicaid
patient volume if the eligible professional practices
predominantly (more than 50% of the time) in one

of these settings:

* A Federally Qualified Health Center
* A Rural Health Center

e Atribal clinic or urban clinic which is funded by
urban Indian organization receiving funds under
Title V of the Indian Health Care Improvement
Act (Public Law 94-437, as amended) for the
provision of primary health services




NEEDY PATIENTS

Needy patient volume includes:

e All patients who were enrolled in a Medicaid
program at the time the service was rendered

e Patients for whom services were provided at
no charge

e Patients for whom services were billed on a
sliding fee scale based on the patient’s ability
to pay



For Eligible Professionals

 An encounter can be claimed for any type of
service (lab work, immunization, office visit,
nursing home visit, ER visit, etc.).

 Only one visit per day per patient per provider
can be counted.

e Both Medicaid as primary and secondary
insurer can be counted toward the
encounters.



PATIENT VOLUME AT THE
CLINIC/PRACTICE LEVEL

PATIENT VOLUME CAN ALSO BE DETERMINED AT THE CLINIC/PRACTICE LEVEL AS
LONG AS:

. The group practice/clinic patient volume is appropriate as a patient volume
methodology calculation for the EP (for example, if an EP only sees Medicare,
commercial or self-pay patients, this is not an appropriate calculation).

. There is an auditable data source to support the group practice/clinic patient
volume determination.
. All EPs in the group practice/clinic must use the same methodology for the

payment year. If one uses clinic volume, then all providers in that clinic must use
clinic patient volume.

. The group practice/clinic uses the entire practice or clinic’s patient volume
and does not limit patient volume in any way.
. If an EP works inside and outside of the clinic or practice, then the patient

volume calculation includes only those encounters associated with the clinic or
group practice.

A clinic is defined as all locations under the same NPI# or TIN (Tax ID Number).
Other group methods may be considered.



For Eligible Hospitals

Count inpatient discharges

Count emergency room visits where the revenue code is 450-459. If the same
patient was treated in the emergency room more than once on a given day, only
count as one encounter.

Only Medicaid payments paid through funding with Title XIX or Title XXI of the
Social Security Act can be included in the encounters. This includes the Kids
Connection program (also known as CHIP). State-only funded programs, Federal
grant-funded programs and a few other programs cannot be included. Since
Nebraska pays all of these under the Medicaid program and there is no distinction
of the funding source on the Medicaid card, DHHS will need to help separate
these.

Include managed care encounters
Include nursery bed days, psychiatric care, regular inpatient care, etc.

If your organization has more than one NPI#, the facility will need to define either
by CCN or NPl how they are calculating the patient volume. Both the Medicaid
and total patient volume will need to be calculated using the same method.



MANAGED CARE PROVIDERS

If a managed care provider does not meet the
necessary patient volume an alternate panel
method can be used to compute the patient
volume. Contact DHHS for assistance with this
method.



REGISTRATION AND
ENROLLMENT




REGISTRATION

The first step in the process is to register with CMS. Registration
cannot occur until on or after our launch date of May 7, 2012.
There is a CMS user guide to help you with the registration
process. This is the link for registration with CMS:
https://www.cms.gov/EHRIncentivePrograms/20 Registrationand

Attestation.asp#TopOfPage




ENROLLMENT

After registering with CMS, wait 24 hours for the
information to be electronically sent to Nebraska DHHS
from CMS then complete the enrollment form with DHHS.
The enrollment form can be obtained from our website
http://dhhs.ne.gov/medicaid/Pages/med ehr.aspx.

Registration is at the Federal (CMS) level, Enrollment is at
the State Medicaid (DHHS) level




sprread fadh Lhradeks  Diyision of Medicaid and Long-Tern Care

D H I_IS J Eligible Professional (EP) EHR Incentive Program Enroliment and Attestation

B A 3 K A

" contact Information for all Inquiries and rasponses

First Name: ML Lesi Name Sufix  Job Tille
| [ [
Phone number (include srea code) E-mail mddress
|
Provider information
First Name: MLL Lask Name: Sufix
| [ ] I
Address Line 1 Address Line 2 City Slake op
| | | I I
WPI (Mafioral Provider [dentifer] Mumber If mot enrolied in Medicsid, please provide your icemse pumber  ONC Cedfication Number(s) for your EHR sysiem
Payes Information

D you want o Feassign your incentive payment to go 1o a payee other than yoursel?  OiYes O Mo

Prmchice B3I Py
Bddrens Line 1 Address Line 2 City Shie Ip
Ellgibility Infermation
Provider Type [select one]
[ Physician [ Physidian Assistant
fre you a Fedainaan®  D¥es £ No }f Physician Assistant was seleried, please Make 3 ssiection beiow
[ certified Nurse Midwife [0 The PAis the primary provider in the quakfying FaHCRHC
[ Wourse Pracitioner [ The PAis a cinical or medical director at the quakfying FQHCRHC
[ Dentist [ The PAis an owner of the qualifying RHC
D you provice 90% of more of your professional senvices in 3 hospital setting (Pace of Senvice s M or237 O yes Mo
D you have ary sanctions with Medicare o Medicaid in any siale? J¥es  ChNo
¥ yes, which siates
Piease indicale the siage of your EHR sysiem.
| [ Adoped [ Impiemented O Upgraded [0 Demans¥ating Meaningful Use
Patlent Volume Information
Profient wolume & being submiled for If at a growpiclinic: Groug NP number i at 2 groupichnic: Geoup ME Medicsid number

|0 indivioual Praciiiones 0 Growprciiic. ||

MC-150 Crasted A2 (44150
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Piease provide the silowing pabient encounisr nUMDers
Si-iay reporting period Totel Medicaid patien] encounters during  Tolsl pebient ercounies during the
[From: Ta: he reporing period reporing perind

| FaHCRHC [
Do you practice predominglely in either 3 FOHC o RHC?  Oves O'No

Piease indicale 3 six-mont penod in e most recent calendar year in which this may be demonsirated

Fromc Toc

90-day reporting pericd
From

"ix Totel Mediaid patert encourters during fhe reporiing sericd

Tolal uncompensaied care encounters during fhe reporfing period (indude services provided ot no cosf or st

= raducad costs bassd on siiding scale debewmined by the pafenss sbifly b pay) Tokal pabant ancounbers during reporing pericd
| Managed care |
Iyou are 3 Medicaid Managed Care Primary Care Phiysician (PCP) and are submitling based on patient panel, please compieie the sollowing:

90-day reporting period Tulal palients nxsigned during the rporting period which
Fromc Tac hiad & lesrst one encounker in fhe previous calendar year

Tofial Medicaid pafients assigned during the: reporiing pericd which had of least one
Tolal of all encouniers in 9-dny reporing period [not inchad ed in above) encounter in fhe previous calendar year

Totel Miesicaid ancoushers during 00-day reporing rericd [nofincheded in shove]  Tobal raedy patiant pana [zee insbnuchions)

‘Were arty of the above patient encouniers provided in 3 siate other than Mebrasia?  OYes (O No
¥ yes, which siales Pemceniage of patient volume in the obher siaies

Terms of Attestation and Agresment

This Agreement betwesn the Nebraska Depariment of Health and Human Services, Division of Medicaid & Long Term Care (hereinafter the Departmend)
and the approved SEnice providier gowerns the provision of the serviceds) indicated in this Agreement as defined in the elecironic health recosds final rule
issued by the Centers sor Madicare and Medicaid Senvices (CMS—I053-F), the EHR Incantive Program Manual, Nebrasia Administratve Code [MAC)
Tiles 465 and 471, Apgropriate checdisys) marked "Provider Addendum (name of senvice]” and oiher appropriate additions 1o the agreement marked
*attachment (A, B, or CJ" for senvices is/are attached and by this reference are made part of this agreement. A compleie Agreement is effective, upon
accepance by he Degatment, by formal notification %o a provider that Te Agreement has been accepied.

A5 @ peovider paridpating in e Elecronic Health Recond incentive Program for the Medicaid & Long-Temmn Care programs specified in this agreement, fe
Proviter 355unes:

1. Ful compiiance with e requiatons and applicatie policies and procedures of the Nebraska Department of Health and Human Senvices in the
administration of program senvices. hitpohwsnadhhs.ne govidedicadd and hifpaitdhhs.ne.go MT1.a5px;

2. Full comgiiance with il applicable Federal statutory and reguiaiory law,
3. Full comgiiance with e Stale's audit process;

4. Ful compiiance with requirement found at 42 CFR 455,432 speciying that the peovider agrees to permit CMS, iis agents, is designated contraciors, or
the Stale Misdicaid agency b conduct unannounced an-site inspections of any and all provider lcations;
5. Full compiiance with requirement found at 42 CFR 455,434 speciying that the peovider consents to criminal background checks including fingemrinting
when required 1o 90 50 under Stale Law of by level of screening Based on Fsk of faud, wasie, of abuse as detemmined for Tat calegory of provider,
MC-150 Piga 2
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6. That the payment determined in accordance with Te policies of the Mebraska Department of Health and Human Services will be Te full and complete
payment for the satisiaciion of program requirements, and the amount paid will be accepled s payment in full and that no additional payment will be
claimed.

7. That all goods and services for which payment will be claimed will be provided in compliance with Te Civil Rights Actof 1964, and Section 504 of the
Feehabiltation Act of 1973, and Te Age Discrimination Acl of 1975 (45 CFR, Parts B0, 84, and 507,

8. That sepdice recoeds will b= ret@ined as ane necessary 1o fully disciose satisiacion of program requirements and the extent of the serices provided
o suppoit and documen all claims, for @ minimam penicd of Six years as requined under HIPPA Saction 164.530(j); The State can request supporting
documentation.

9. It will 2w federal, staie, of local ofices responsible for program adminisiration or audit b Peview service reconds, in accordance with 45 CFR 7420
74.:24; and 42 CFR 431.107. Inspecions, reviews, and audis may b= conducied on site.

10.Providier undsrstands that prowider enroliment does not constitute employment by the State of Nebaska or guaranies refemals;
11. This agreement will ot be ransfemred 1o any other person of entity;

12 Provider understands that any payment is made with fedesal funds and is contingent upen availability of those funds and federal requirements for
disbursement;

13.That all imformation will be disclosed i Metvaska Department of Healh and Human Services as required by policies of e Department;

14.Understanding that any aise claims {induding claims submitied elecironically), stalements, documents or concealment of matenial fact may be
proseculed under applicable State or Federal laws (42 CFR £55.15); and any inceniive payments paid to the EP or hospital Laier found o have been
maade based on fraudulent or inaccuraie infarmation or atestation may be recouped by the SEe

15.The EHR incentive payments will be treated like all other income and are subject o Federal and State laws regarding income fx, wage gamishment
and debt recoupment.

16.This frm and any required addenda, and'or afachments must be completed and submitled prior 10 a request for payment b=ing considered complete.
17.By signing this Agreement, Tie provider i agresing 1 be bound by the appeals process sei forh in Nebrasia's Regulaions

| nave read and understand Te terms of this agreement and attesation. | atiest that he feregoing information i e, accurale and complete. | undersiEnd
trat Medicaid EHR Incentive payments submitied under his provider numioer will be from Federal sunds and that any falsfication or concealment of @
maienial fact may be prosecuted under Federal and State Laws.

Printed Name of Provider

Signatura of Provider Data

MC-150 Page 3



Tparwwid HadbdHumelesin  Diyision of Medicaid and Long-Term Care

DH HSJ Eligible Hospital (EH) EHR Incentive Program Enrollment and Attestation

E R A 3

" Contact Information for all Inquiries nd rasponses

|Fllst Hame Iu.l. |i_as1 Name Isu'na "Jnh Tiie |
Phone number (Incude area coge) E-mal address
|
Provider Information
Mame of Hospltal NPI [Mational Provides igentfier) Number  Medicald Mumber
| | I |
CCH Humber Provider Type (peasa selact one)

| |E| Acute Care Hospital (including Critical Access Hospital) O Chidren's Hospital

Patient Volume Information
What |5 tha continuous 50 day period for which you ane reporting patent volume?

From: To:
|

Medicald Patiant Encounters

Taotal Medicaid patient encounters during the reporting period Total patient encouniers during the reporting period

Wien any of the abowe Medicakd pafient encounters provitied o an Indhidual(s) coverad by a Medicald program olhar than Mebracka? O'ves Mo
I yas, which states Parcentage of patient volume In the ofher states
Please indicate the stage of your EHR system.
||:| Anopi=d O Implemented O Upgrcded [l Demons¥ating Meaningtul Use |
Provide the ONC Certifcation Mumber for your EHR system
Medicare Cost Report Information
Please complete the right colurmn in the table below.
Reported Data

Ciata Blerment I data is drawmn from CMS 2552-D6: If data is drawn from CMS 2552-10: Please complete

Total Discharges - Flscal Year 1°

Worksheet 5-3, Part |, Column 15, Une 12

Worksheet 5-3, Part |, Column 15, Une 14

Total Discharges - Flscal vear 2

‘Worksheet 5-3, Part |, Column 15, Une 12

‘Worksheet 5-3, Part |, Coiumn 15, Une 14

Total Discharges - Flscal Year 3

‘Worksheet 5-3, Pat |, Coiumin 15, Une 12

Wiorksheet 5-3, Part |, Coiumn 135, Une 14

Todal Discharges - Flocal Year 4

‘Worksheet 5-3, Part |, Column 15, Uin2 12

‘Worksheet 5-3, Part |, Coiumn 15, Une 14

Tiodal Medicaid Days

Worksheet 53, Part |, Coiumn 5, Lines 1,
&-10 {and valldated against MMIS data)

Worksheet 53, Part |, Coiumn 7, Lines 1,
812 (and validated against MMIS dats)

Medicald HWD Days ‘Worksheet 5-3, Part |, Column 5, LUne 2 ‘Worksheet 5-3, Part |, Coiumn 7, Line 2
Total Hospital Days ‘Workshee! 5-3, Part |, Column 8, Lines 1, ‘Worksheef 5-3, Part |, Column 8, Lines 1,
2,510 2,812

Todal Charty Charges ‘Workshest 5-10, Une 30 Worksheset 510, Une 20
Toital Hospital Changes ‘Worksheet C, Part |, Colurmn &, Line 101 ‘Worksheet C, Part |, Column &, Line 200

=5,

MC-1ET Crmitadd 4112 (44151
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Tarms of Attestation and Agreemant

This Agreement betwesn the Mebraska Deparment of Health and Human Senices, Division of Medicaid & Long-Term Cane [hereinafter the Department)
and the approved Service provitier Qowerns the provision of the service(s) indicaied in this Agreement as defined in the elecirenic health recoeds final rule
iszued by the Centers sor Medicare and Medicaid Senvices (CMS—0033-F), the EHR incantive Program Manual, Nebrasia Adminisiasve Code [NAC)
Tities 465 and 471, Apgropriate checiisy{s) marked ‘Provider Addendum (name of senvice]” and oiher appropriate additions 1o the agreement marked
“Attachment (A, B, of CJ° for serdices isfare atiached and by this reference are made part of this agreement. A compleie Agresment is effiective, upon
accepance by e Degartment, by formal nolification %o a provider that e Agreement has been accepled.

A5 @ provider participating in e Elecionic Health Recond incentive Program for the Medicaid & Long-Term Care programs specified in this agreement, he
Provider assures:

1. Full compiiance with e reguitons and applicatie polcies and procedures of the Nebraska Department of Health and Human Semices in the
administration of program senvices. hitp:iwwadhhs. ne govwMedicaid! and hitpoAdhhs.ne.goviPagesieg_W71.aspx;

2. Full compiiance with all applicable Federal siatutory and reguiaiory law,
3. Full compliance with Te State's audit process;

4. Full compliance with requirement found at 42 CFR 455,432 speciying that the provider agrees o permil CMS, its agents, its desgnated contracirs, or
the Sigie Medicaid agency i conduc! unannounced on-site inspections of any and all providier locations;

5. Full compiiance with requirement found at 42 CFR 455,434 speciying that the provider consents to ciminal background checks including fingemprinting
when required 1o do 50 under Stale Law of by level of screening based on risk of faud, wasie, of abuse as defenmined for Tl calegory of provider;

6. That the payment detemmined in accordance with e policies of the Nebraska Department of Health and Human Services will be Te full and complete
payment for the satistaction of program requirements, and the amount paid will be accepted a5 payment in full and that no additional payment wil be
claimed.

7. That all goods and services for which paymend will be claimed will be provided in compliance with Te Civil Rights Act of 1964, and Section 504 of the
Fizhabiltation At of 1973, and Tie Age Discrimination Act of 1975 (45 CFR, Parts B0, 84, and 50);

8. That senice recoeds will be refained as are necessary o fully disclose satisdaciion of program requirements and the extent of the senvices provided
o support and document all claims, for @ minimum penod of SX years as required under HIPPA Section 164.530(); The Siate can request supporting
documentation.

9. It will aliow federal, state, or local ofices responsible for program adminisration of audit o review senice reconds, in accordance with 45 CFR 7420
74.:24; and 42 CFR 431.107. Inspecions, reviews, and audis may be conducied on sile.

10. Providier understands that provider enrilment does not constituie employment by the St of Mebraska or guaraniee refemals;
11. This agreement will not be ransfemed 1o any Gther person of entity;

12 Proviier understands that any payment is made with federal funds and is contingent upon availability of those funds and fedieral requirements far
disbursement;
13. That all infommation will be dischosed 1o Netraska Department of Healh and Human Senvices as required by palicies of he Department;

14.Undersianding that any daise claims (incuding claims submitied elecironically), staements, documents of concealiment of matenal fact may be
peoseculed under applicable State or Federal laws (42 CFR £55.15); and any incenive payments paid i the EP or hospital Later found bo have been
made based on fraudulent or inaccurate information or atiestation may be recoupsd by the Stk

15.The EHR incentive payments will b= ireated like all other income and are subject to Federal and State laws regarding income @x, wage gamishment
and debt recoupmesnt.

16.This form and any required addenda, andior Ftachments must be completed and submitied prior 1o a request for payment bsing considersd complete.
17.8y signing this Agreement, fe provider i agresing io be bound by the appeals process e forh in Mebrasia’s Regulatons

| have read and undersiand Tie erms of this agreement and attesttion. | atiest that Te fzregoing information is Fue, accurale and complete. | understand
tnat Medicaid EHR incentive payments submitied umder Tis provider numiser will be from Federal funds and that any falsification or concealment of 3
maierial fact may be prosecuted under Federal and Siate lTws.

Printad Name of ProviderAuthorzed OfMclal Completing this Form Joi Thie

ME-151 Paga 2
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PAYMENTS




Medicaid EHR Incentive Program
Payment Overview — EPs

Eligible Professionals S63,750

Pediatricians qualifying with Medicaid S42,500
patient volume between 20-30%



2011
2012

2013
2014
2015
2016
2017
2018
2019
2020
2021
TOTAL

$21,250
$8,500
$8,500
$8,500
$8,500
$8,500

—— T T T —
21250 [ R N
sos0 21250 |
sos0  sosw a0 [

.

$8,500 $21,250
$8,500 $8,500 $8,500 $8,500 $21,250
$8,500 $8,500 $8,500 $8,500
$8,500 $8,500 $8,500
$8,500 $8,500
$8,500 $8,500

I —
] S S >

$63,750

$63,750  $63,750  $63,750  $63,750  $63,750
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Pediatricians with patient
volume between 20-30%
Year 1 S14,167

Year 2-6 S5,667
Total S42,500

29



A B C D
L Please enter the the following information:
2
3 Hospital Name:
4 CMS Certification Number #
5 Base Hospital Fiscal Year

Medicare Cost Report 2552-10 Medicare Cost Report 2552-96

b Description Location Location Entered Data
7 Total []ischarges - Fiscal Year -3 Worksheet 5-3, Part | Column 15, Line 14 |Worksheet 5-3, Part |, Column 15, Line 12

[ ]

Total Discharges - Fiscal Year -2

Worksheet 3-3, Part |, Column 15, Line 14

Worksheet 5-3, Part |, Column 15, Line 12

9 Total Discharges - Fiscal Year-1

Worksheet 3-3, Part |, Column 15, Line 14

Worksheet 5-3, Part |, Column 15, Line 12

10 Total Discharges - Fiscal Year

Worksheet 3-3, Part |, Column 15, Line 14

Worksheet 5-3, Part |, Column 15, Line 12




Total Charity Charges needs to be calculated from the

amount of uncompensated charges minus the bad
debt.

From Cost Report

[otal Medicaid Days

Worksheet 3-3, Part |, Column 7, Line 1,
Lines 8-12

Worksheet &3, Part |, Column 5, Lines 1,
6-10

Viedicaid HMO Days

Worksheet 5-3, Part |, Column 7, Line 2

Worksheet 5-3, Part |, Column 5, Line 2

[otal Hospital Days

Worksheet 5-3 Part 1, Column &, Line 1, 2,
Lines 8- 12

Worksheet &3, Part |, Column 6, Lines 1,
2,610

[otal Charity Charges

Worksheet 3-10, Column 3, Line 20

Worksheet &-10, Line 30

[otal Hospital Charges

Worksheet CPart 1, Column & Line 200

Worksheet C, Part |, Column & Line 101




» USE THE PAYMENT CALCULATION TOOL ON
OUR WEBSITE TO CALCULATE THE AMOUNT
OF THE PAYMENT



DOCUMENTS THAT NEED TO
ACCOMPANY ENROLLMENT

System generated report from the software system from which the
patient volume calculations were made

Proof of A/I/U. An eligible professional working at an Indian Health
Services (IHS) clinic will need to submit the official vendor letter
issued from the U.S. Department of Health and Human Services
containing information about the clinic’s electronic health record in
the first participation year. In the second and subsequent years, the
Meaningful Use Supplement should be completed.

For EPs, Methodology of how group Medicaid patient volume was
calculated (NPI# of group, TIN of group, any other method used to
define your group

For EHs, break down of the uncompensated care amount from the
Medicare Cost Report (amount that is charity care and amount that
is bad debt)



CONTACT US WITH QUESTIONS

e E-mail to
DHHS.EHRIncentives@NEBRASKA.GOV

t of Health & H n Services

DHHS £

N E B R A § K A




