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EXECUTIVE SUMMARY

Children’s Hospitals Graduate Medical Education (CHGME) Payment Program
funds freestanding children’s hospitals to support the training of pediatric and other
residents in graduate medical education (GME) programs. This program addresses the
difference in explicit federal GME funding between freestanding children’s teaching
hospitals and other teaching hospitals supported by the Centers for Medicare and
Medicaid Services (CMS).

To be eligible for CHGME funding, by statute (Public Law 106-310) and in accordance
with the Federal Register Notice (FRN), VVol. 66, No.41 published March 1, 2001, a
children’s hospital must meet all of the criteria specified in Section I11.1. of this
announcement.

The CHGME Payment Program requires two submissions during the Federal fiscal year:
(1) an initial application to determine interim payments, and (2) a reconciliation
application to finalize the number of full time equivalent (FTE) resident counts and
subsequently determine final payments.

HRSA will use a two-tier (phases) submission process for the initial CHGME
applications via Grants.gov and the HRSA'’s Electronic Hand Book (EHB):

e Phase 1 - Grants.gov — Application Form (SF-424 R&R Form) must be
submitted via Grants.gov with a due date of July 13, 2012.

e Phase 2 - HRSA EHBs - Registering in the HRSA EHB and completing data
forms HRSA 99; 99-1; 99-2; 99-3; 99-4; and 99-5, as well as required
Attachments; the data forms must be submitted via the HRSA’s EHBs with a due
date on or before August 1, 2012.
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I. Funding Opportunity Description
1. Purpose

This announcement solicits applications for the Children’s Hospitals Graduate Medical
Education (CHGME) Payment Program. Federal funding for graduate medical education
(GME) is primarily provided by the Centers for Medicare and Medicaid Services (CMS).
Prior to the enactment of the CHGME Payment Program, children’s teaching hospitals
received a disproportionately low amount of Federal funding when compared to teaching
hospitals that serve adult patients. The purpose of the CHGME Payment Program is to
compensate for the disparity in the level of Federal funding for freestanding children
teaching hospitals versus other types of teaching hospitals. The CHGME Payment
Program is administered by the Bureau of Health Professions (BHPr), Health Resources
and Services Administration (HRSA), Department of Health and Human Services
(DHHS).

2. Background

BHPr aims to improve the health status of the population by providing national leadership
and resources to develop, distribute and retain a diverse, culturally competent health
workforce that provides the highest quality care for all, especially the underserved. The
CHGME Payment Program supports the vision, missions and goals of HRSA as well as
those of BHPr. BHPr oversees several grant programs that provide financial support to
students in health professions programs, provide continuing education to current health
professionals, and foster the development of curricula that promote quality health care.

The nearly 60 freestanding children’s teaching hospitals across the country train about 30
percent of the nation’s pediatricians, nearly half of all pediatric sub-specialists, and
provide valuable training for physicians in many other specialties. These are the
physicians who care for America’s youngest population - its children. Representing
about one percent of all short-term acute care hospitals, these hospitals provide almost 50
percent of the patient care to low-income children, including those covered by Medicaid
and those who are uninsured. In addition, these hospitals are regional and national
referral centers for critically ill children, often serving as the only source of care for many
critical pediatric services. More than 75 percent of inpatient care at children’s hospitals
is devoted to children with one or more chronic conditions. This program provides the
funding needed to support children’s hospitals in providing residency training.*

The CHGME Payment Program is designed to support the three prong social missions of
freestanding children’s teaching hospitals that acquiesce with the social mission of
medical education®:

! Supporting Children’s Hospitals and Children Health: The Role of the Federal “CHGME” Program.
Prepared by The Lewin Group for the National Association of Children’s Hospitals, September 5, 2006.
? Financing Graduate Medical Education to meet the need of Children and the future of the Pediatrician
workforce. Pediatrics, Volume 121, Number 4, April 2008.
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e Educate and train future pediatricians, pediatric sub-specialists, and other non-
pediatric residents

e Provide care for vulnerable and underserved children, and

e Conduct innovative and valuable pediatric research.

Funding children’s hospitals is at the core of HRSA’s mission of improving and
expanding culturally competent quality health care and providing care to the underserved.

In 1999, Congress addressed the difference of explicit GME funding between
freestanding children’s teaching hospitals and other teaching hospitals by passing the
Healthcare Research and Quality Act, which established the CHGME Payment
Program. There have been several amendments, and in October 2006, Congress
reauthorized the CHGME Payment Program (Pub.L. 109-307) for a period of five
years. In fiscal year (FY) 2012, Congress appropriated $268 million for the CHGME
Payment Program.

I1. Award Information
1. Type of Award

Funding is in the form of a formula grant. The funds available for the CHGME Payment
Program are distributed among participating eligible children’s hospitals.

While traditionally CHGME has made two monthly grant payments, one for Direct
Medical Education (DME), and one for Indirect Medical Education (IME), the FY 2013
President’s Budget proposes that only direct payments be made. Each of the payments is
determined by formula and is subject to a zero sum gain payment model. A zero sum
gain model is one where a hospital receives CHGME funding proportional to number of
residents its training for direct medical education, and CHGME funding proportional to
the severity of illness of its inpatients, and the number of residents it trains for indirect
medical education payments. Current formulas account for the number of FTE residents
trained, the number of discharges, severity of illness, and the number of inpatient
available beds. Furthermore, the formulas account for geographic variations in costs
captured by a hospital specific-wage index and labor related share as determined by CMS
regulations and respective CHGME guidance and policies. See APPENDIX A for a more
thorough description of the payment methodology. Data related to indirect medical
education will continue to be collected and used for funding based on the 2013
Congressional appropriation. If Congress adopts the President’s proposal, the data will
be collected not for payment purposes, but for administrative and analytical needs.

2. Summary of Funding

This program will provide funding during Federal Fiscal Year 2013. The project period
is one (1) year. Funding is dependent on the availability of funds and will be determined
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based on Congressional appropriated dollars. In FY 2011 and FY 2012 the
Congressional appropriation was about $268 million. Funds are restricted to eligible and
participating children's hospitals. Traditionally funds were for direct expenses and
indirect expenses (DME and IME respectively) associated with operating approved
graduate medical residency programs. In FY 2013, the President’s budget proposes
funding DME only.

I11. Eligibility Information

1. Eligible Applicants

Applicants (children's teaching hospitals) must meet all of the following eligibility
requirements:

1) Participates in an approved graduate medical residency training program;

2) Has a Medicare Provider Number;

3) Is excluded from the Medicare inpatient prospective payment system (PPS) under
section 1886(d)(1)(B)(iii) of the Social Security Act, and its accompanying
regulations, and

4) s a freestanding children’s hospital.

Beneficiary Eligibility:

Any public or private nonprofit and for-profit children's teaching hospital with an
accredited residency training program which meet all the above eligibility requirements
may apply. Children’s hospitals applying for CHGME payment grant funds must be
training residents during the Federal Fiscal Year for which they apply for funds.

2. Cost Sharing/Matching

Cost sharing or matching is not applicable to this program.

3. Other

Credentials/Documentation

Payments will be determined in compliance with all mandates, rules, regulations,
policies, and guidance guiding the program.
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Documentation Recommendations

Hospitals are responsible for the accuracy of application data submitted to HRSA and are
subject to audit. Hospitals are not required to submit documentation with their initial
application to support resident counts reported on their CHGME Payment Program
application. However, hospitals should be prepared to produce documentation in
accordance with 42 CFR 413.75(d) in any subsequent audit carried out by the Department
or its delegate. The CHGME Payment Program has in place a Resident FTE Assessment
(audit) process. Assessment of the resident FTE counts is conducted by auditors each
Federal Fiscal Year between October and March. The results of these assessments are
the basis for the hospitals’ reconciliation applications. The audit methodology complies
with the requirements under 42 CFR 413.75 (d) and parallels a similar GME audit
process carried out by the CMS to adjudicate the number of residents training in adult
teaching hospitals. Children’s hospitals that do not report resident FTE counts to
Medicare are not exempt from this policy. The information (documentation in support
of residents included in the resident FTE count for a particular cost reporting period)
must be certified by an official of the hospital and, if different, an official responsible for
administering the residency program. All Medicare affiliation agreements must have a
Center for Medicaid and Medicare (CMS) letter attached (Attachment 2 in the EHBS)
indicating that the agreement was submitted and approved on or before the July 1
deadline.

V. Application and Submission Information
1. Address to Request Application Package
Application Materials

HRSA requires applicants for this funding opportunity announcement to apply
electronically through Grants.gov. This robust registration and application process
protects applicants against fraud and ensures that only authorized representatives from
an organization can submit an application. Applicants are responsible for maintaining
these registrations, which should be completed well in advance of submitting your
application. All applicants must submit in this manner unless the applicant is granted
a written exemption from this requirement in advance by the Director of HRSA’s
Division of Grants Policy. Applicants must request an exemption in writing from
DGPWaivers@hrsa.gov, and provide details as to why they are technologically unable
to submit electronically though the Grants.gov portal. Your email must include the
HRSA announcement number for which you are seeking relief, the organization’s
DUNS number, the name, address, and telephone number of the organization and the
name and telephone number of the Project Director, as well as the Grants.gov
Tracking number (GRANTXXXX) assigned to your submission, along with a copy of
the “Rejected with Errors” notification you received from Grants.gov. HRSA and its
Digital Services Operation (DSO) will only accept paper applications from
applicants that received prior written approval. However, the application must
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still be submitted under the deadline. Suggestion: submit application to Grants.gov at
least two days before the deadline to allow for any unforeseen circumstances.

Note: Central Contractor Registration (CCR) information must be updated at least
every 12 months to remain active (for both grantees and sub-recipients). As of August
9, 2011, Grants.gov began rejecting submissions from applicants with expired CCR
registrations. Although active CCR registration at time of submission is not a new
requirement, this systematic enforcement will likely catch some applicants off guard.
According to the CCR Website it can take 24 hours or more for updates to take effect,
so check for active registration well before your grant deadline.

An applicant can view their CCR Registration Status by visiting
http://www.bpn.gov/CCRSearch/Search.aspx and searching by their organization’s
DUNS. The CCR Website provides user guides, renewal screen shots, FAQs and
other resources you may find helpful.

Applicants that fail to allow ample time to complete registration with CCR and/or
Grants.gov will not be eligible for a deadline extension or waiver of the electronic
submission requirement.

All applicants are responsible for reading the instructions included in HRSA'’s
Electronic Submission User Guide, available online at
http://www.hrsa.gov/grants/apply/userguide.pdf. This Guide includes detailed
application and submission instructions for both Grants.gov and HRSA’s Electronic
Handbooks. Pay particular attention to Sections 2 and 5 that provide detailed
information on the competitive application and submission process.

Applicants are also responsible for reading the Grants.gov Applicant User Guide,
available online at http://www.grants.gov/assets/ApplicantUserGuide.pdf. This Guide
includes detailed information about using the Grants.gov system and contains helpful
hints for successful submission.

Applicants must submit CHGME applications according to the instructions in the
Guide and in this funding opportunity announcement in conjunction with Application
Form 424 Research and Related (SF-424 R&R short form.) The forms contain
additional general information and instructions for applications, proposal narratives,
and budgets. These forms may be obtained from the following sites by:

1) Downloading from www.grants.gov, or

2) Contacting the HRSA Digital Services Operation (DSO) at:
HRSADSO@hrsa.gov

Each funding opportunity contains a unique set of forms and only the specific forms
package posted with an opportunity will be accepted for that opportunity. Specific
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instructions for preparing portions of the application that must accompany the SF-424
R&R Short Form appear in the “Application Format” section below.

2. Content and Form of Application Submission

Application Format Requirements

The following are steps to apply to the CHGME Payment Program. HRSA will
use a two-tier (phases) submission process for the CHGME applications via
Grants.gov (Phase 1) and the HRSA EHBs (Phase 2):

Phase 1. Grants.gov application - Completed SF-424 R&R Short Form must
be submitted via http://www.Grants.gov with a due date of no later than July 13,
2012.

Once the Grants.gov application has been successfully submitted to Grants.gov,
the applicant will receive an email from HRSA within 7 business days. This email
will provide instructions and necessary information needed to access your
application through HRSA’s Electronic Handbooks (HRSA’s EHBs). This email
will be sent to the authorizing official, the business official, the point of contact
and the project director listed on the face page of the Grants.gov application.

Phase 2. HRSA’s EHBs: registration and applications must be complete and
successfully submitted by 5:00 PM ET on the applicable due date. Please note that
applicants can only begin Phase 2 in HRSA’s EHBs after Phase 1 in Grants.gov
has been completed by the applicable due date and HRSA has assigned the
application a tracking number.

For information on registering in HRSA’s EHBs, please refer to
http://www.hrsa.gov/grants/userguide.htm or call the HRSA Call Center at 1-877-
464-4772. If you do not complete the registration process, you will be unable to
submit an application. HRSA recommends that applications be submitted in
Grants.gov as soon as possible to ensure that maximum time is available for
providing the supplemental information in HRSA’s EHBs.

After the EHB registration is complete, the applicant will then proceed and
access the CHGME HOME within the EHB to complete the CHGME application
for funds. The CHGME Payment Program Forms and Information must be
submitted via HRSA’s EHBs website with a due date of on or before August 1,
2012.

Copies of HRSA 99; 99-1; 99-2; 99-3; 99-4; 99-5 are included in the application
guidance for your reference (APPENDIX B). Do not include these tables as part
of the Grants.gov application submission since you will be entering the data
online in the HRSA EHBs by accessing the CHGME web application as part of
Phase 2.
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CHGME Application Format
The CHGME application includes six forms:

a) A demographic and contact information form (HRSA 99)

b) Determination of weighted and unweighted resident FTE count form (HRSA 99-1)

c) Data related to the training of residents, and the care of pediatric patients such as
severity of illness form (HRSA 99-2)

d) Assurance/certification attestation form (HRSA 99-3)

e) Government Performance Results Act (GPRA) data (HRSA 99-4); and,

f) The application checklist (HRSA 99-5).

The aforementioned documents are available electronically on the EHBs and will
continue to utilize web based submission of the CHGME application.

For children's teaching hospitals that file full Medicare Cost Reports, a copy of the
respective sections of the Medicare cost reports and signed copy of the (HRSA 99) and
the (HRSA 99-3) should be attached as a PDF to the electronic application in the EHB. If
your hospital has one or multiple Medicare affiliation agreement(s) that modifies the
#1996 Cap”, a copy of the Medicare affiliation agreements should be included as a PDF
attachment, including a letter showing that the affiliation agreements were submitted to
CMS for approval on or before July 1. A comprehensive FTE resident assessment is
conducted each fiscal year for all children’s hospitals applying for funds.

Applications for funding must consist of the following documents in the following order:
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SF-424 R&R Short Form — Table of Contents

Phase 1: Submission through Grants.Gov

a
a

It is mandatory to follow the instructions provided in this section to ensure that your application can be printed efficiently and
consistently for review.

Failure to follow the instructions may make your application non-responsive. Non-responsive applications will not be considered
under this funding opportunity announcement.

& For electronic submissions, applicants only have to number the electronic attachment pages sequentially, resetting the numbering for each

attachment, i.e., start at page 1 for each attachment. Do not attempt to number standard OMB approved form pages.

& For electronic submissions, no Table of Contents is required for the entire application. HRSA will construct an electronic table of contents

in the order specified.

Application Section Form Type | Instruction HRSA/Program Guidelines

SF-424 R&R Cover Page Form Pages 1 & 2 of the R&R face Number of pages is not applicable to this FOA.
page

Pre-application Attachment | Can be uploaded on page 2 of Not Applicable to HRSA; Do not use
SF-424 (R&R) - Box 20

Project/Performance Site Location(s) | Form Supports primary and 29 Number of pages is not applicable to this FOA.
additional sites in structured form.

Disclosure of Lobbying Activities Form Supports structured data for Number of pages is not applicable to this FOA.

(SF-LLL) lobbying activities.

& After successful submission of the Application Forms in Grants.gov (Phase 1), and subsequent processing by HRSA, you will be notified by

a8

a

HRSA confirming the successful receipt of your application. This notification is expected within seven business days from the date of
submission in Grants.gov.

If you do not receive notification within seven business days after submission in Grants.gov, contact the HRSA Contact Center at 877-GO4-
HRSA (877-464-4772), 24 hours per day, 7 days per week, or email callcenter@hrsa.gov. Please have your Grants.gov tracking number at
hand.

Your application will not be considered compliant unless you review and submit the required Attachments in HRSA’s EHBs (Phase 2).

HRSA-13-143 8




Note the following specific information related to your submission. Understand that for your application, only the forms mentioned in
the Table of Contents listed above are submitted through Grants.gov. All supplemental information, including all Attachments, will be
submitted through the HRSA EHBs.

Phase 2: Submission through HRSA'’s Electronic Handbooks (EHBS)

£ It is mandatory to follow the instructions provided in this section to ensure that your application can be printed efficiently and consistently for
review.

£ Failure to follow the instructions may make your application non-responsive. Non-responsive applications will not receive further
consideration in the application review process and those particular applicants will be notified.

For electronic submissions, applicants only have to number the electronic attachment pages sequentially, resetting the numbering for each
attachment, i.e., start at page 1 for each attachment. Do not attempt to number standard OMB approved form pages.

For electronic submissions, no table of contents is required for the entire application. HRSA will construct an electronic table of contents in
the order specified.

When providing any electronic attachment with several pages, add table of content page specific to the attachment.

Merge similar documents into a single document. Where several pages are expected in the attachment, ensure that you place a table of
content cover page specific to the attachment.

e & O

Application Section Form Type Instruction HRSA/Program Guidelines
Application for Federal Assistance Form Pages 1, 2, 3, 4 & 50f the HRSA 99 page. Required. Number of pages is not
CHGME Payment Program Application applicable in this case.

HRSA 99- Application face page

demographic and contact information If you received funding for this program last

year, in Box 8, select “Renewal” and in Box 4
enter your grant number from Box 4b of the
Notice of Award.

If you did not receive funding for this program
last year, use “New”.

HRSA 99-1- determination of weighted Rules, regulations, and polices are

and unweighted resident FTE counts detailed in the web application guidance
HRSA 99-2- data related to the teaching Rules, regulations, and polices are

of residents and related patient care detailed in the web application guidance
measures

HRSA 99-3 assurance/certification Needs to be completed, printed, signed
attestation and mailed to the CHGMETB

HRSA 99-4 performance data tables To be submitted only at reconciliation
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Application Section

HRSA 99-5 the application checklist

Form Type Instruction HRSA/Program Guidelines

£ To ensure that attachments are organized and printed in a consistent manner, follow the order provided below. Note that these instructions may

vary across programs.

£ Evidence of Non Profit status and invention related documents, if applicable, must be provided in the other attachment form.
£ Additional supporting documents, if applicable, can be provided using the available rows. Do not use the rows assigned to a specific purpose in
the funding opportunity announcement.
Merge similar documents into a single document. Where several pages are expected in the attachment, ensure that you place a table of contents
cover page specific to the attachment.
Attachment Number Attachment Description (Program Guidelines)
Attachment 1 If the hospital files a full Medicare Cost report with CMS, Worksheet E3 part IV and Part VI of the Medicare
Cost Reports for each of the Medicare Costs Report periods where applicable.
Attachment 2 Medicare Affiliation agreements when the hospital utilizes such agreements to increase/decrease its 1996 cap
including a letter demonstrating that CMS received the agreements on or before July 1.
Attachment 3 Evidence of non-profit status, if applicable
Attachment 4 Delinquency on Federal Debt Explanation, if applicable.
Applicants are reminded that failure to include all required documents as part of the application may result in an application being
considered as incomplete or non-responsive.
HRSA-13-143 10




Application Format Requirements
i. Application Face Page (Grants.Gov)

Complete Standard Form 424 Research and Related short form (SF-424 R&R), provided with
the application package. Prepare this page according to instructions provided in the form itself.
For information pertaining to the Catalog of Federal Domestic Assistance, the CFDA Number
is 93.255.

DUNS Number

All applicant organizations (and subrecipients of HRSA award funds) are required to have a
Data Universal Numbering System (DUNS) number in order to apply for a grant or cooperative
agreement from the Federal Government. The DUNS number is a unique nine-character
identification number provided by the commercial company, Dun and Bradstreet. There is no
charge to obtain a DUNS number. Information about obtaining a DUNS number can be found
at http://fedgov.dnb.com/webform or call 1-866-705-5711. Please include the DUNS number
in item 5 on the application face page. Applications will not be reviewed without a DUNS
number. Note: A missing or incorrect DUNS number is the number one reason for
applications being “Rejected for Errors” by Grants.gov. HRSA will not extend the deadline for
applications with a missing or incorrect DUNS number. Applicants should take care in
entering the DUNS number in the application.

Additionally, the applicant organization (and any subrecipient of HRSA award funds) is
required to register with the Central Contractor Registration (CCR) in order to do electronic
business with the Federal Government. CCR registration must be maintained with current,
accurate information at all times during which an entity has an active award or an application or
plan under consideration by HRSA. It is extremely important to verify that your CCR
registration is active and your Marketing Partner ID Number (MPIN) is current. Information
about registering with the CCR can be found at http://www.ccr.gov.

ii. Table of Contents

The application should be presented in the order of the Table of Contents provided in
Grants.gov and the EHBs.

iii. Assurances

Complete Application Form HRSA 99-3, provided with the application package, and attach an
original signed copy to the CHGME electronic application.

iv. Certifications

Complete Application Form HRSA 99-3, provided with the application package. Any
organization or individual that is indebted to the United States, and has a judgment lien filed
against it for a debt to the United States, is ineligible to receive a Federal grant. By signing the

11
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SF-424 R&R, the applicant is certifying that they are not delinquent on Federal debt in
accordance with OMB Circular A-129. (Examples of relevant debt include delinquent payroll
or other taxes, audit disallowances, guaranteed and direct student loans, benefits that were
overpaid, etc.). If an applicant is delinquent on Federal debt, they should attach an explanation
that includes proof that satisfactory arrangements have been made with the Agency to which
the debt is owed. This explanation should be uploaded as Attachment 4 in the EHBs.

v. Program Specific Forms

The CHGME application includes six forms:

a) (HRSA 99) application face page; demographic and contact information

b) (HRSA 99-1) determination of weighted and unweighted resident FTE count form

c) (HRSA-99-2) data related to the teaching of residents and related patient care measures
form

d) (HRSA-99-3) assurance/certification attestation form

e) (HRSA-99-4) the performance data Government Performance Results Act (GPRA) tables

f) (HRSA-99-5) the application checklist

The aforementioned documents are available electronically on the EHBs and will continue to
utilize web based submission of the CHGME application.

vi. Attachments
Please provide the following items to complete the content of the application. Each attachment
must be clearly labeled, and is to be submitted during Phase 2 of the application, directly in the
EHBs:
Attachment 1 - If the hospital files a full Medicare Cost report with CMS, Worksheet E3 part IV
and Part V1 of the Medicare Cost Reports for each the Medicare Costs Report periods (where
applicable).
Attachment 2 - Medicare Affiliation agreements when the hospital utilizes such agreements to
increase/decrease its 1996 cap including a letter indicating that the affiliation agreements were
filed with CMS prior to July 1.
Attachment 3 - Evidence of non-profit status (if applicable).
Attachment 4 — Delinquency on Federal debt explanation (if applicable).

3. Submission Dates and Times

Application Due Date

The due date in Grants.gov (Phase 1) for applications under this funding opportunity
announcement is on or before July 13, 2012 at 8:00 P.M. ET. The due date to complete all
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other required information in HRSA EHBs (Phase 2) is on or before August 1, 2012 at
5:00 P.M. ET. Applications completed online are considered formally submitted when the
application has been successfully transmitted electronically by your organization’s Authorized
Organization Representative (AOR) through Grants.gov and the HRSA EHBs, and has been
validated by Grants.gov and the HRSA EHBs on or before the due date(s) and submission
time(s).

Receipt acknowledgement: Upon receipt of an application, Grants.gov will send a series of
email messages advising you of the progress of your application through the system. The first
will confirm receipt in the system; the second will indicate whether the application has been
successfully validated or has been rejected due to errors; the third will be sent when the
application has been successfully downloaded at HRSA; and the fourth will notify the applicant
of the Agency Tracking Number assigned to the application.

The Chief Grants Management Officer (CGMO) or designee may authorize an extension of
published deadlines when justified by circumstances such as Natural disasters (e.g., floods or
hurricanes) or other disruptions of services, such as a prolonged blackout. The CGMO or
designee will determine the affected geographical area(s).

Late applications: Applications which do not meet the criteria above are considered late
applications and will not be considered in the current competition.

4. Intergovernmental Review

The CHGME Payment Program is not subject to the provisions of Executive Order 12372, as
implemented by 45 CFR 100.

5. Funding Restrictions

Funds are restricted to eligible children’s hospitals for direct expenses, as delineated
by1886(h)(5)(C) of the Social Security Act and 8340E(g)(3) of the Public Health Service Act.
While CHGME has traditionally also made a payment for indirect medical education, the FY
2013 President’s Budget proposed that payments only be made for direct medical education.

Salary Limitation: The Consolidated Appropriations Act, 2012 (P.L. 112-74) enacted
December 23, 2011, limits the salary amount that may be awarded and charged to HRSA grants
and cooperative agreements. Award funds may not be used to pay the salary of an individual at
a rate in excess of Executive Level I1l. The Executive Level Il salary of the Federal Executive
Pay scale is $179,700. This amount reflects an individual’s base salary exclusive of fringe and
any income that an individual may be permitted to earn outside of the duties to the applicant
organization. This salary limitation also applies to subawards/subcontracts under a HRSA grant
or cooperative agreement.

Per Division F, Title V, Section 503 of the Consolidated Appropriations Act, 2012 (P.L. 112-

74) enacted December 23, 2011 (a) No part of any appropriation contained in this Act or
transferred pursuant to section 4002 of Public Law 111-148 shall be used, other than for normal
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and recognized executive-legislative relationships, for publicity or propaganda purposes, for the
preparation, distribution, or use of any kit, pamphlet, booklet, publication, electronic
communication, radio, television, or video presentation designed to support or defeat the
enactment of legislation before the Congress or any State or local legislature or legislative
body, except in presentation to the Congress or any State or local legislature itself, or designed
to support or defeat any proposed or pending regulation, administrative action, or order issued
by the executive branch of any State or local government, except in presentation to the
executive branch of any State or local government itself. (b) No part of any appropriation
contained in this Act or transferred pursuant to section 4002 of Public Law 111-148 shall be
used to pay the salary or expenses of any grant or contract recipient, or agent acting for such
recipient, related to any activity designed to influence the enactment of legislation,
appropriations, regulation, administrative action, or Executive order proposed or pending before
the Congress or any State government, State legislature or local legislature or legislative body,
other than for normal and recognized executive-legislative relationships or participation by an
agency or officer of a State, local or tribal government in policymaking and administrative
processes within the executive branch of that government. (c) The prohibitions in subsections
(@) and (b) shall include any activity to advocate or promote any proposed, pending or future
Federal, State or local tax increase, or any proposed, pending, or future requirement or
restriction on any legal consumer product, including its sale or marketing, including but not
limited to the advocacy or promotion of gun control.

Per Division F, Title V, Section 523 of the Consolidated Appropriations Act, 2012 (P.L. 112-
74) enacted December 23, 2011, no funds appropriated in this Act shall be used to carry out any
program of distributing sterile needles or syringes for the hypodermic injection of any illegal
drug.

6. Other Submission Requirements

As stated in Section V.1, except in rare cases HRSA will no longer accept applications in
paper form. Applicants submitting for this funding opportunity are required to submit
electronically through Grants.gov and the HRSA EHBs. To submit an application
electronically, please begin by using the http://www.Grants.gov apply site. When using
Grants.gov you will be able to download a copy of the application package, complete it off-line,
and then upload and submit the application via the Grants.gov site.

It is essential that your organization immediately register in Grants.gov and become familiar
with the Grants.gov site application process. If you do not complete the registration process,
you will be unable to submit an application. The registration process can take up to one
month..

To be able to register successfully in Grants.gov, it is necessary that you complete all of the
following required actions:

* Obtain an organizational Data Universal Number System (DUNS) number

* Register the organization with Central Contractor Registration (CCR)
* Identify the organization’s E-Business POC (Point of Contact)
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* Confirm the organization’s CCR “Marketing Partner ID Number (M-PIN)” password
* Register and approve an Authorized Organization Representative (AOR)
* Obtain a username and password from the Grants.gov Credential Provider

Instructions on how to register, tutorials and FAQs are available on the Grants.gov web site at
http://www.grants.gov. Assistance is also available 24 hours a day, 7 days a week (excluding
Federal holidays) from the Grants.gov help desk at support@grants.gov or by phone at 1-800-
518-4726. Applicants should ensure that all passwords and registration are current well in
advance of the deadline.

It is incumbent on applicants to ensure that the AOR is available to submit the
Grants.gov portion of the application to HRSA by the published due date. HRSA will not
accept submission or re-submission of incomplete, rejected, or otherwise delayed
applications after the deadline. Therefore, you are urged to submit your application in
advance of the deadline. If your application is rejected by Grants.gov due to errors, you must
correct the application and resubmit it to Grants.gov before the deadline date and time.
Deadline extensions in Grants.gov will not be provided to applicants who do not correct errors
and resubmit before the posted deadline.

If, for any reason, an application is submitted more than once prior to the application due
date, HRSA will only accept the applicant’s last electronic submission prior to the
application due date as the final and only acceptable submission of any competing
application submitted to Grants.gov.

Tracking your application: It is incumbent on the applicant to track application status by
using the Grants.gov tracking number (GRANTXXXXXX) provided in the confirmation email
from Grants.gov. More information about tracking your application can be found at
https://apply07.grants.gov/apply/check ApplStatus.faces. Be sure your application is validated
by Grants.gov prior to the application deadline.

V. Application Review Information
1. Review Criteria

This is a formula-based grant payment program. Application review is conducted at HRSA
and an independent assessment of residents’ count is conducted by fiscal intermediaries. The
CHGME Payment Program legislative mandate states that “the Secretary shall determine any
changes to the number of residents reported by a hospital in the application of the hospital for
the current fiscal year for both direct and indirect expense amounts.” The assessment of the
FTE resident counts by fiscal intermediaries occurs within a six months period of time from
start of the Federal Fiscal Year to the spring of the same Federal Fiscal Year, to allow for
reconciliation of payments within the appropriation year for which payments are made. (The
FTE assessment of residents is carried out by CHGME fiscal intermediaries each fiscal year,
and each of the children’s hospitals participating in the program is subject to this assessment.)
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2. Review and Selection Process

The funds appropriated for the CHGME Payment Program are distributed among
participating institutions as a formula payment based grant. Program data reported on HRSA
forms are used to determine funding and administer the program. Applications must be
complete to be considered for funding.

3. Anticipated Announcement and Award Dates

The anticipated announcement award date is October 29, 2012.

VI. Award Administration Information
1. Award Notices

The Notice of Award sets forth the interim amount of funds granted, the terms and conditions
of the award, the effective date of the award, the budget period for which initial support will be
given, the non-Federal share to be provided (if applicable), and the total project period for
which support is contemplated. Signed by the Grants Management Officer, it is sent to the
applicant agency’s Authorized Representative and Project Director and reflects the only
authorizing document. It will be sent prior to the start date of October 29, 2012.

2. Administrative and National Policy Requirements

Successful applicants must comply with the administrative requirements outlined in 45 CFR
Part 74 Uniform Administrative Requirements for Awards and Subawards to Institutions of
Higher Education, Hospitals, Other Nonprofit Organizations, and Commercial Organizations or
45 CFR Part 92 Uniform Administrative Requirements For Grants And Cooperative
Agreements to State, Local, and Tribal Governments, as appropriate.

HRSA grant and cooperative agreement awards are subject to the requirements of the HHS
Grants Policy Statement (HHS GPS) that are applicable to the grant based on recipient type
and purpose of award. This includes, as applicable, any requirements in Parts | and Il of the
HHS GPS that apply to the award. The HHS GPS is available at http://www.hrsa.gov/grants/.
The general terms and conditions in the HHS GPS will apply as indicated unless there are
statutory, regulatory, or award-specific requirements to the contrary (as specified in the
Notice of Award).

Trafficking in Persons

Awards issued under this funding opportunity are subject to the requirements of Section
106(g) of the Trafficking Victims Protection Act of 2000, as amended (22 U.S.C. 7104). For
the full text of the award term, go to http://www.hrsa.gov/grants/trafficking.html. If you are
unable to access this link, please contact the Grants Management Specialist identified in this
guidance to obtain a copy of the Term.
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Smoke-Free Workplace

The Public Health Service strongly encourages all award recipients to provide a smoke-free
workplace and to promote the non-use of all tobacco products. Further, Public Law 103-227,
the Pro-Children Act of 1994, prohibits smoking in certain facilities (or in some cases, any
portion of a facility) in which regular or routine education, library, day care, health care or early
childhood development services are provided to children.

Cultural and Linguistic Competence

HRSA programs serve culturally and linguistically diverse communities and multiple cultures.
Although race and ethnicity are often thought to be dominant elements of culture, HRSA
funded programs embrace a broader definition to include language, gender, socio-economic
status, sexual orientation and gender identity, physical and mental capacity, age, religion,
housing status, and regional differences. Organizational behaviors, practices, attitudes, and
policies across all HRSA-supported entities respect and respond to the cultural diversity of
communities, clients and students served. HRSA is committed to ensuring access to quality
health care for all. Quality care means access to services, information, materials delivered by
competent providers in a manner that factors in the language needs, cultural richness, and
diversity of populations served. Quality also means that, where appropriate, data collection
instruments used should adhere to culturally competent and linguistically appropriate norms.
For additional information and guidance, refer to the National Standards for Culturally and
Linguistically Appropriate Services in Health Care published by HHS and available online at
http://minorityhealth.hhs.gov/templates/browse.aspx?lvi=2&IvIID=15. Additional cultural
competency and health literacy tools, resources and definitions are available online at
http://www.hrsa.gov/culturalcompetence and http://www.hrsa.gov/healthliteracy.

HEALTHY PEOPLE 2020

Healthy People 2020 is a national initiative led by HHS that sets priorities for all HRSA
programs. The initiative has four overarching goals: (1) attain high-quality, longer lives free of
preventable disease, disability, injury, and premature death; (2) achieve health equity, eliminate
disparities, and improve the health of all groups; (3) create social and physical environments
that promote good health for all; and (4) promote quality of life, healthy development, and
healthy behaviors across all life stages. The program consists of over 40 topic areas, containing
measurable objectives. HRSA has actively participated in the work groups of all the topic areas
and is committed to the achievement of the Healthy People 2020 goals. More information
about Healthy People 2020 may be found online at http://www.healthypeople.gov/.

National HIVV/AIDS Strategy (NHAS)

The National HIV/AIDS Strategy (NHAS) has three primary goals: 1) reducing the number of
people who become infected with HIV, 2) increasing access to care and optimizing health
outcomes for people living with HIV, and 3) reducing HIV-related health disparities. The
NHAS states that more must be done to ensure that new prevention methods are identified and
that prevention resources are more strategically deployed. Further, the NHAS recognizes the
importance of early entrance into care for people living with HIV to protect their health and
reduce their potential of transmitting the virus to others. HIV disproportionately affects people
who have less access to prevention, care and treatment services and, as a result, often have
poorer health outcomes. Therefore, the NHAS advocates adopting community-level
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approaches to identify people who are HIV-positive but do not know their serostatus and reduce
stigma and discrimination against people living with HIV.

To the extent possible, program activities should strive to support the three primary goals of the
NHAS. As encouraged by the NHAS, programs should seek opportunities to increase
collaboration, efficiency, and innovation in the development of program activities to ensure
success of the NHAS. Programs providing direct services should comply with federally-
approved guidelines for HIV Prevention and Treatment (see
http://www.aidsinfo.nih.gov/Guidelines/Default.aspx as a reliable source for current
guidelines). More information can also be found at
http://www.whitehouse.gov/administration/eop/onap/nhas.

Health IT

Health information technology (Health IT) provides the basis for improving the overall quality,
safety and efficiency of the health delivery system. HRSA endorses the widespread and
consistent use of health IT, which is the most promising tool for making health care services
more accessible, efficient and cost effective for all Americans.

Related Health IT Resources:
e Health Information Technology (HHS)
e What is Health Care Quality and Who Decides? (AHRQ)

3. Reporting
The successful applicant under this guidance must comply with the following reporting and
review activities:

a. Audit Requirements
The Department of Health and Human Services (DHHS), or any other authorized
Federal agency, may conduct an audit to determine whether the applicant has complied
with all governing laws and regulations in its application for funding. Any and all
information submitted to DHHS by an applicant or participating hospital during or
after the award of funds is subject to review in an audit.

In addition, a Resident FTE Assessment will be conducted between October and May
of each fiscal year. A CHGME Fiscal Intermediary (Fl) is assigned to each children’s
hospital currently receiving CHGME Payment Program funding. The CHGME FI
conducts an assessment of resident FTE counts reported by the children's hospital in its
initial application (HRSA 99-1) for CHGME Payment Program funding to determine
any changes to those resident FTE counts prior to the CHGME Payment Program
reconciliation application cycle. The CHGME FI follows a detailed protocol based on
CMS rules and regulations designed to ensure that each resident FTE claimed by the
children’s hospital is documented in accordance with 42 CFR 413.75(d). Resident
counts are based on the number of residents training at the hospital complex and
certain non-hospital/non-provider settings/sites throughout the hospital’s fiscal year.
Residents are counted as FTEs based on the total time necessary to fill a full-time
residency slot for the year. Eligible hospitals are subjected to the terms of the Full-

HRSA-13-143 18


http://www.aidsinfo.nih.gov/Guidelines/Default.aspx
http://www.whitehouse.gov/administration/eop/onap/nhas
http://healthit.hhs.gov/portal/server.pt?open=512&objID=1204&parentname=CommunityPage&parentid=1&mode=2&in_hi_userid=10741&cached=true
http://www.ahrq.gov/news/test031809.htm

Time Equivalent Assessment Process Guidance and Assessments which is available
electronically via CHGME Payment Program web site.

Progress Report(s).
For this program, Government Performance and Results Act performance data tables
are submitted as part of the reconciliation application, using the HRSA 99-4 form.

Transparency Act Reporting Requirements

New awards (“Type 17) issued under this funding opportunity announcement are
subject to the reporting requirements of the Federal Funding Accountability and
Transparency Act (FFATA) of 2006 (Pub. L. 109-282), as amended by section 6202
of Public Law 110-252, and implemented by 2 CFR Part 170. Grant and cooperative
agreement recipients must report information for each first-tier subaward of $25,000
or more in Federal funds and executive total compensation for the recipient’s and
subrecipient’s five most highly compensated executives as outlined in Appendix A to
2 CFR Part 170 (FFATA details are available online at
http://www.hrsa.gov/grants/ffata.html). Competing continuation awardees, etc. may
be subject to this requirement and will be so notified in the Notice of Award.

VII. Agency Contacts

Applicants may obtain additional information regarding business, administrative, or fiscal issues
related to this funding opportunity announcement by contacting:

Jamie King

Grant

s Management Specialist

Office of Federal Assistance Management, Division of Grants Management Operations
Parklawn Building, Room 11A-02

5600

Fishers Lane Room

Rockville, MD 20857

Telep
Fax:
Emai

Additional i
funding ann

hone: 301-443-1123
301-443-6343
I: JKing@hrsa.gov

nformation related to the overall program issues and technical assistance regarding this
ouncement may be obtained by contacting:

Ayah E. Johnson, Ph.D.

Chie

f, CHGMETB, Division of Medicine and Dentistry

Bureau of Health Professions, HRSA
5600 Fishers Lane Room 9A-05
Rockville, MD 20857

Telephone: 301-443-1058

Fax:

301-443-1879

Email: ajohnson@hrsa.gov
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Applicants may need assistance when working online to submit their application forms
electronically. For assistance with submitting the first part of the application in Grants.gov,
contact Grants.gov 24 hours a day, seven days a week, excluding federal holidays at:

Grants.gov Contact Center
Phone: 1-800-518-4726

Email: support@grants.gov
iPortal: http://grants.gov/iportal

Applicants may need assistance when working online to submit the remainder of their information
electronically through HRSA'’s Electronic Handbooks (EHBs). For assistance with the content of
applications, the hospitals should contact their regional managers. For assistance with submitting
the remaining information in HRSA’s EHBs, contact the HRSA Contact Center, Monday-Friday,
9:00 a.m. to 5:30 p.m. ET at:

HRSA Contact Center

Phone: (877) Go4-HRSA or (877) 464-4772
Fax: (301) 998-7377

Email: CallCenter@HRSA.GOV

VIII. Tips For Writing A Strong Application

A concise resource offering tips for writing proposals for HHS grants and cooperative agreements
can be accessed online at: http://www.hhs.gov/asrt/og/grantinformation/apptips.html.
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APPENDIX A

CHILDREN’S HOSPITALS GRADUATE MEDICAL EDUCATION
PAYMENT PROGRAM APPLICATION FOR GRANT PAYMENTS

Grants.gov (Phase 1) Submission due date July 13, 2012
SF 424 R&R Short Form

HRSA EHBs (Phase 2) Submission due date August 1, 2012. Refer to Section 1V of this
guidance for detailed instructions.

Applications are made by submission of application face page; demographic and contact
information (HRSA 99), determination of weighted and unweighted resident FTE count form
(HRSA 99-1), data related to the teaching of residents, and related patient care measures form
(HRSA 99-2), assurance/certification attestation form (HRSA 99-3), the performance data
(GPRA) tables (HRSA 99-4) and the application checklist (HRSA 99-5). The application is
available on the web by accessing the EHB.

Attachment 1 — (HRSA 99) application face page; demographic and contact information
Attachment 2 — (HRSA 99-1) determination of weighted and unweighted resident FTE count
form

Attachment 3 — (HRSA 99-2) data related to the teaching of residents and related patient care
measures form

Attachment 4 - (HRSA 99-3) assurance/certification attestation form

Attachments 5- (HRSA 99-4) the performance data (GPRA) tables

Attachments 6- (HRSA 99-5) the application checklist.
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Department of Health and Human Services OMB No. 0915-0247
Health Resources and Services Administration Expiration Date: 06/30/2013

Department of Health and Human Services

Bureau of Health Professions

Dear Applicant:

The Children’s Hospitals Graduate Medical Education (CHGME) Payment Program application
package, including all applicable forms, guidance and instructions, is enclosed. It is very
important to thoroughly read the detailed application guidance and instructions before completing
the required application forms. The material contains information related to submission of both
the initial and reconciliation applications.

Your completed application must be mailed following the guidance provided in the “Application
Cycle and Deadlines” section of the attached package. Applications must be received by the
stated deadlines to be considered for CHGME Payment Program funding.

If you have questions regarding the application, please call the Children’s Hospitals Graduate
Medical Education Training Branch at 301-443-1058 or e-mail at childrenshospitalgme@hrsa.gov.

Sincerely yours,
Is/

Janet Heinrich, DrPH, RN, FAAN
Associate Administrator

Enclosures
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Department of Health and Human Services

OMB No. 0915-0247

Health Resources and Services Administration Expiration Date: 06/30/2013

Children’s Hospitals Graduate Medical Education (CHGME)

Payment Program Application Package
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Section |
Overview of the CHGME Payment Program

Introduction

In 1999, Congress addressed the disparity of explicit graduate medical education (GME) funding
between freestanding children’s teaching hospitals and other teaching hospitals by passing the
Healthcare Research and Quality Act, which established the Children’s Hospitals Graduate
Medical Education (CHGME) Payment Program. The act was signed on December 6, 1999 and
the legislation authorized the program for Federal fiscal year (FY) 2000 and FY 2001. On
October 17, 2000, the Children’s Health Act of 2000 amended the Healthcare Research and
Quality Act of 1999 extending the CHGME Payment Program through FY 2005. On December
23, 2004, additional amendments under Public Law 108-490 were made to Section 340E of the
Public Health Service Act affecting the CHGME Payment Program. In October 2006, the
Children’s Hospital GME Support Reauthorization Act of 2006 reauthorized the CHGME
Payment Program through FY 2011.

There are more than 60 freestanding children’s teaching hospitals across the country that train
about 30 percent of the Nation’s pediatricians, nearly half of pediatric sub-specialists, and provide
valuable training for physicians in many other specialties. These are the physicians who care for
America’s youngest population — its children. Almost 50 percent of the patient care that children’s
teaching hospitals provide is for low-income children, including those covered by Medicaid and
those who are uninsured. In addition, these hospitals are regional and national referral centers for
very sick children, often serving as the only source of care for many critical pediatric services.
More than 75 percent of inpatient care at children’s hospitals is devoted to children with one or
more chronic conditions.

The CHGME Payment Program provides a more adequate level of support for GME training in
U.S. children’s teaching hospitals that have a separate Medicare provider number. These hospitals
receive relatively little funding from Medicare for GME. Funding received by other teaching
hospitals from Medicare was expected to exceed more than $9 billion in FY 2009.

The CHGME Payment Program law authorized $280 million for payments in FY 2000, $285
million in FY 2001, and “such sums as necessary” for fiscal years 2002 through 2005. Congress
appropriated $40 million for the program in FY 2000, $235 million in FY 2001, $285 million in
FY 2002, $292 million in FY 2003, $305 million for FY 2004, and $303 million for FY 2005. For
both FY 2004 and FY 2005 Congress implemented a rescission which reduced the total
appropriated amounts. In FY 2009, the CHGME Payment Program appropriation provided GME
support to 56 children's hospitals in 30 states, the District of Columbia and Puerto Rico,
supporting more than 4,500 un-weighted resident full-time equivalents (FTES) training in these
hospitals. In October 2006, the Children’s Hospital GME Support Reauthorization Act of 2006
reauthorized the CHGME Payment Program through FY 2011 for $330 million per year. Since
the inception of this program, the program has disbursed more than $2.5 billion in Federal GME
support to freestanding children’s teaching hospitals.
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Administration

The CHGME Payment Program is administered by the Graduate Medical Education Branch
(GMEB) of the Division of Medicine and Dentistry (DMD), Bureau of Health Professions (BHPr),
Health Resources and Services Administration (HRSA), Department of Health and Human
Services (DHHS). The objective of the GMEB is to provide the assistance that freestanding
children’s hospitals need to ensure a future pediatric workforce that will treat U.S. children and to
protect the safety net hospitals that address the needs of the underserved.

Questions regarding the CHGME Payment Program should be directed to the:

Department of Health and Human Services

Health Resources and Services Administration

Bureau of Health Professions

Division of Medicine and Dentistry

Children’s Hospitals Graduate Medical Education Training Branch
Parklawn Building

5600 Fishers Lane Room 9A-05

Rockville, Maryland 20857

Telephone: 301-443-1058 Fax: 301-443-1879
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Section 11

Application Cycle and Deadlines

For hospitals to be considered for CHGME Payment Program funding, they must comply with
statutory eligibility requirements described herein and participate in the CHGME Payment
Program’s application cycle, which consists of specific processes for any given FY. These
processes are guided by the CHGME Payment Program’s statutes and are described below.

Initial Application

For children’s hospitals, meeting all statutory and eligibility requirements, to receive CHGME
Payment Program funding, they must submit a completed initial application for CHGME Payment
Program funding in accordance with the established deadlines noted below. During the initial
application process, eligible children’s hospitals provide the CHGME Payment Program with
information relevant to the interim determination of payments.

Initial applications for CHGME Payment Program funding must include the following forms:

I. HRSA 99: Demographic and Contact Information
ii. HRSA 99-1: Determination of Weighted and Unweighted Resident FTE
Counts
iii. HRSA 99-2: Determination of Indirect Medical Education Data Related to
the Teaching of Residents
iv. HRSA 99-3: Certification
v. HRSA 99-5: Application Checklist

Applications accepted for review must be completed following the application guidance and
instructions provided herein, submitted in English, typed, and include the above completed forms
and supporting documentation as identified in the HRSA 99-5 (Application Checklist). The forms
HRSA 99-1, HRSA 99-2 and HRSA 99-5 must be submitted electronically through the secure
Electronic Handbook System. The forms HRSA 99 and HRSA 99-3 require an original signature
for completion and must be attached to the electronic application or can be mailed on or before
August 1, (insert year), and submitted to the:

Department of Health and Human Services
Health Resources and Services Administration
Bureau of Health Professions

Division of Medicine and Dentistry

Graduate Medical Education Branch
Parklawn Building

5600 Fishers Lane Room 9A-05

Rockville, Maryland 20857
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Applications that are not postmarked by the specified deadline will not be accepted for processing
and funding and will be returned to the applicant.

Interim Payment Determination and Disbursement (Based Upon the Initial
Application)

In accordance with CHGME Payment Program statutory requirements, information provided by
participating children’s hospitals in their initial applications for CHGME Payment Program
funding is used by the CHGME Payment Program to calculate payments for all eligible children’s
hospitals prior to the beginning of the FY (October 1%) for which children’s hospitals have applied
for CHGME Payment Program funding. CHGME payments, allocated to eligible children’s
hospitals, are a function of the number of resident full-time equivalents (FTEs) participating in
approved medical residency programs, inpatient discharges, case mix index, and the number of
inpatient available beds, as reported by children’s hospitals in their initial applications for
CHGME Payment Program funding. Payments are awarded for direct medical education (DME)
and indirect medical education (IME) expenses, respectively. DME and IME payment
calculations are subject to all rules, regulations, and policies governing the CHGME Payment
Program.

On or after October 1% of the FY for which eligible children’s hospitals have applied for CHGME
Payment Program funding, the CHGME Payment Program will begin making interim payments.
CHGME Program payments to eligible children’s hospitals will be contingent upon receiving an
appropriation from Congress. Children’s hospitals will be notified, in writing, of the Secretary’s
interim payment determination. In accordance with CHGME Payment Program statutes,
payments will reflect a 25 percent withholding from each interim installment (payment) for both
DME and IME payments, as necessary, to ensure that a hospital will not be overpaid on an interim
basis.

Assessment of Resident FTE Counts Reported in Initial Applications

The CHGME Payment Program statute, Public Law 106-310, mandates that “the Secretary shall
determine any changes to the number of residents reported by a hospital in the (initial) application
of the hospital for the current FY for both direct and indirect expense amounts.” Therefore, prior
to the end of the FY for which children’s hospitals have applied for CHGME Payment Program
funding, the Secretary must determine (reconcile) any changes to the number of resident FTES
reported by a hospital in its initial application for the current FY, which will impact final payments
made by the CHGME Payment Program to all eligible children’s hospitals. This determination is
done by conducting a comprehensive assessment of the resident FTE counts claimed by children’s
hospitals in their initial applications for CHGME Payment Program funding.

The CHGME Payment Program has contracted with fiscal intermediaries (hereinafter CHGME
FIs) to carry out an assessment of resident FTE counts (hereinafter the “Resident FTE Assessment
Program”) reflected in participating children’s hospitals initial applications for CHGME Payment
Program funding to determine any changes to the resident FTE counts initially reported. An
assessment of resident FTE counts reported by children’s hospitals in their initial applications for
CHGME Payment Program funding is performed regardless of the type(s) of Medicare cost report
(MCR) the hospital files (e.g., full, low- or no-utilization) for purposes of receiving CHGME
Payment Program funding. This process is designed to assess resident FTE counts for all
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children’s hospitals in an equitable fashion and within CHGME Payment Program time
constraints.

The Resident FTE Assessment Program requires participating children’s hospitals to comply with
requests from the CHGME Fls, within the time constraints provided, as any changes to resident
FTE counts in one children’s hospital’s application for CHGME Payment Program funding affects
the distribution of funds among all eligible children’s hospitals. To minimize public burden,
CHGME Fls use and build upon work previously conducted by CHGME and/or Medicare Fls in
prior years. The CHGME Payment Program has made available several guidance documents on
the CHGME Payment Program’s website at http://bhpr.hrsa.gov/childrenshospitalgme/apply.htm
which provide further information about the Resident FTE Assessment Program and
documentation recommendations related to the assessment of resident FTE counts.

At the conclusion of the Resident FTE Assessment Program, the CHGME Fls will forward final
assessment reports to the respective children’s hospitals, the Medicare Fls, and the CHGME
Payment Program explaining the results of the review. The assessment reports include CHGME
Fl-generated HRSA 99-1’s, which children’s hospitals must use to complete their reconciliation
applications (see Reconciliation Application below). The assessment reports may also include
supporting documentation including, but not limited to: adjustment reports, updates to the intern
and resident database, adjustments to the Centers for Medicare and Medicaid Services (CMS)
form 2552-96 Worksheet E-3, Part 1V, or letters (to the Medicare FI) requesting the reopening of
one or more MCRs.

Reconciliation Application

During the third quarter of each FY (typically April 1%) for which payments are being made, the
CHGME Payment Program will release a reconciliation application for use by participating
children’s hospitals to report changes in the resident FTE counts reported in their initial
applications for CHGME Payment Program funding. For children’s hospitals to continue
receiving CHGME Payment Program funding, they must submit a completed reconciliation
application for CHGME Payment Program funding in accordance with established deadlines noted
below. The resident FTE counts reported by children’s hospitals in their reconciliation
applications must be for the same MCR period(s) identified in the hospital’s initial application for
the subject FY and consistent with those reported in the CHGME Fls FTE final assessment report
to be accepted by the CHGME Payment Program.

The resident FTE counts from the final assessment reports are used to determine the final amounts
payable to children’s hospitals for the current FY for both DME and IME. Children’s hospitals
whose resident FTE counts have not changed are not exempt from completing and submitting a
CHGME Payment Program reconciliation application.

Reconciliation applications for CHGME Payment Program funding must include the following
forms:

I. HRSA 99: Hospital Demographic and Contact Information
ii. HRSA 99-1: Determination of Weighted and Unweighted Resident FTE
Counts
iii. HRSA 99-2: Determination of Indirect Medical Education Data Related to
the Teaching of Residents
iv. HRSA 99-3: Hospital Certification
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v. HRSA 99-4: Government Performance and Results Act Tables
vi. HRSA 99-5: Application Checklist

Applications accepted for review must be completed following the application guidance and
instructions provided herein, submitted in English, typed, and include the above completed forms
and supporting documentation as identified in the HRSA 99-5 (Application Checklist). The forms
HRSA 99-1, HRSA 99-2 and HRSA 99-5 must be submitted electronically through the secure
web-application system at https://chgmeapplication.hrsa.gov/default.asp. The forms HRSA 99
and HRSA 99-3 require an original signature for completion and must be postmarked by May 1,
(insert year), and submitted to the:

Department of Health and Human Services
Health Resources and Services Administration
Bureau of Health Professions

Division of Medicine and Dentistry

Graduate Medical Education Branch
Parklawn Building

5600 Fishers Lane Room 9A-05

Rockville, Maryland 20857

Application materials are available electronically via the CHGME Payment Program website at
http://bhpr.hrsa.gov/childrenshospitalgme/apply.htm. If a children’s hospital fails to complete and
return a reconciliation application according to the terms and conditions of the CHGME Payment
Program, the DHHS may suspend the award, pending corrective action, or may terminate the
award for cause.

Children’s hospitals that were not eligible to participate or did not apply for funding during the
initial application process for a given FY are not eligible to apply for and receive funding during
the reconciliation application process for the same FY. These hospitals must wait until the next
(initial) application cycle to apply for CHGME Payment Program funding.

Final Payment Determination and Disbursement (Based Upon the
Reconciliation Application)

The Secretary will determine any balance due or any overpayment made to individual hospitals
following the determination of changes, if any, to the number of resident FTESs reported by
children’s hospitals in their reconciliation applications as a result of the Resident FTE Assessment
Program. Children’s hospitals will be notified, in writing, of the Secretary’s final reconciliation
payment determination during the fourth quarter (July 1% — September 30™) of the FY in which
payments are being made.

Children’s hospitals that have been notified of an overpayment will have 30 days to return the
overpayment to the DHHS without accrual of interest. Children’s hospitals that fail to return
overpayments within the specified timeframe will accrue and be responsible for any interest.

Reconciliation IE)ayments will be made to individual hospitals on or before the end of the FY
(September 30™) in which payments are being made. The Secretary will include in the
reconciliation payments funding initially withheld in accordance with statutory requirements. All
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hospitals, whether or not they report changes to their resident FTE counts during the reconciliation
process, can expect changes to their final payment determination as a result of resident FTE count
changes reported by other participating children’s hospitals. This is due to the methodology used
to determine CHGME Payment Program payments. More detailed information is available on the
CHGME Payment Program payment methodology in Section V of this application package.
Information on the payment formulas is also available on the CHGME Payment Program website
at http://bhpr.hrsa.gov/childrenshospitalgme/. DME and IME payment calculations are subject to
all rules and regulations governing the CHGME Payment Program statute, including the June 19,
2000 Federal Register notice for DME, the July 20, 2001 Federal Register notice for IME, 8422 of
the Medicare Modernization Act (MMA) of 2003, and Sections 5503, 5504, 5505, and 5506 of the
Affordable Care Act (ACA) of 2010 and all accompanying policies and regulations.

At the end of the FY, the CHGME Payment Program may make a final payment to distribute any
remaining funds, including those funds that have been returned to the DHHS during the course of
the FY as a result of overpayment or hospitals’ loss of eligibility.

Electronic Availability of Application Materials

Application materials are available electronically via the CHGME Payment Program website at
http://bhpr.hrsa.gov/childrenshospitalgme/apply.htm.
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CHILDREN’S HOSPITALS GRADUATE MEDICAL

EDUCATION PAYMENT PROGRAM

APPLICATION FORM HRSA 99

Public Burden Statement

An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of information unless it displays a currently valid OMB control number. The
OMB control number for this project is 0915-0247. Public reporting burden for the
applicant for this collection of information is estimated to average 62.16 hours per
response, including the time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. Send comments regarding this burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to HRSA
Reports Clearance Officer, 5600 Fishers Lane, Room 14-33, Rockville, Maryland,
20857.
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Children’s Hospitals Graduate Medical Education Payment Program
Demographic and Contact Information
Name of Applicant:
City, State:
Medicare Provider Number:
FFY in which Applying for CHGME PP Funding: FFY
Type of Application (check box to the left): Initial Application Reconciliation Application

1. Contact and business information for the applicant hospital:

Official Name of the

Hospital:

Physical Address of the

Hospital:

Tax ID: County where hospital is
physically located:

Medicare Provider D&B D-U-N-S Number:

Number:

Hospital Website:

2. Contact information for the individual to be notified if the application is funded.

Name:

Title:

Mailing Address:

Telephone Number:

Email Address:

3. Contact information for the individual authorized to sign for the applicant institution. (This individual
should be the same person who signs as the authorizing individual on HRSA 99-3.)

Name:

Title:

Mailing Address:

Telephone Number:

Email Address:

Signature and Date:
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Children’s Hospitals Graduate Medical Education Payment Program

Demographic and Contact Information

4. Contact information for the Director of Graduate Medical Education.

Name:

Title:

Mailing Address:

Telephone Number:

Email Address:

Signature and Date:

5. Contact information for the individual who can provide the documentation for the information submitted
since, like all Federal programs, this proposal is subject to audit.

Name:

Title:

Mailing Address:

Telephone Number:

Email Address:

6. Contact information for the individual who prepared and/or completed this application package for the
applicant hospital and can answer questions related to the information submitted.

Name:

Title:

Mailing Address:

Telephone Number:

Email Address:
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CHILDREN’S HOSPITALS GRADUATE MEDICAL

EDUCATION PAYMENT PROGRAM

APPLICATION FORM HRSA 99-1

Public Burden Statement

An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of information unless it displays a currently valid OMB control number. The
OMB control number for this project is 0915-0247. Public reporting burden for the
applicant for this collection of information is estimated to average 62.16 hours per
response, including the time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. Send comments regarding this burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to HRSA
Reports Clearance Officer, 5600 Fishers Lane, Room 14-33, Rockville, Maryland,
20857.
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Children's Hospitals Graduate Medical Education Payment Program
Determination of Weighted and Unweighted Resident FTE Counts

Name of Applicant:

City: State: | Zip Code: |
Medicare Provider Number:

Fiscal Year in which applying for funding: FFY |

Type of Application (check box to the left) Initial Application | | Reconciliation Application
Are you a new children’s hospital that has not completed three full Medicare cost reporting periods? (Please

place 'n' for no or 'y* for yes in the cell to the right)

To be For CHGME
DETERMINATION OF RESIDENT FTE CAP completed by | Fl Use
Section 1 FOR THE HOSPITAL'S MOST RECENT COST REPORTING PERIOD hospital Only
ENDING ON OR BEFORE DECEMBER 31, 1996 HOSPITAL MCR Fl
DATA DATA | DATA
1.01 Inclusive dates of the subject cost reporting period (From)
(To)
1.02 Status of MCR
1.03 Unweighted resident FTE count for allopathic and osteopathic programs (from the 1996 cap 0.00 0.00 0.00
year)

. HOSPITAL MCR Fl
Section 2 AVERAGE OF UNWEIGHTED RESIDENT FTE COUNTS DATA DATA | DATA
2.01 Total unweighted resident FTE count for the hospital's most recently completed cost 0.00 0.00 0.00

reporting period
2.02 Total unweighted resident FTE count for the hospital's prior cost reporting period 0.00 0.00 0.00
2.03 Total unweighted resident FTE count for the hospital's penultimate cost reporting period 0.00 0.00 0.00
2.04 Rolling average of unweighted resident FTE count 0.00 0.00 0.00
2.05 Add On: Unweighted resident FTE count meeting the criteria for an exception 0.00 0.00 0.00
2.06 Adjusted rolling average of unweighted resident FTE count 0.00 0.00 0.00
2.07 Add On: Unweighted resident FTE count from MMA §422 0.00 0.00 0.00
2.08 Grand Total: Unweighted resident FTE Count 0.00 0.00 0.00

. HOSPITAL MCR Fl
Section 3 AVERAGE OF WEIGHTED RESIDENT FTE COUNTS DATA DATA | DATA

3.01 Total weighted resident FTE count for the hospital's most recently completed cost reporting 0.00 0.00 0.00

period .
3.02 Total weighted resident FTE count for the hospital's prior cost reporting period 0.00 0.00 0.00
3.03 Total weighted resident FTE count for the hospital's penultimate cost reporting period 0.00 0.00 0.00
3.04 Rolling average of weighted resident FTE count 0.00 0.00 0.00
3.05 Add On: Weighted resident FTE count meeting the criteria for an exception 0.00 0.00 0.00
3.06 Adjusted rolling average of weighted resident FTE count 0.00 0.00 0.00
3.07 Add On: Weighted resident FTE count from MMA §422 0.00 0.00 0.00
3.08 Grand Total: Weighted resident FTE Count 0.00 0.00 0.00

HRSA 99-1 Page 1 of 4
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Children's Hospitals Graduate Medical Education Payment Program
Determination of Weighted and Unweighted Resident FTE Counts

Name of Applicant:

City: State: | Zip Code:
Medicare Provider Number:
Fiscal Year in which applying for funding: FFY
Type of Application (check box to the left) Initial Application Reconciliation Application
DETERMINATION OF FTE RESIDENT COUNT HOSPITAL DATA For CHG(';"n';: I Use
Section 4 FOR THE HOSPITAL'S MOST RECENTLY COMPLETED y
COST REPORTING PERIOD 1996 CAP 8422 of the MCR Fl
YEAR MMA DATA DATA
4.01 Inclusive dates of the subject cost reporting period (Frgrn;;
4.02 Status of MCR
403 Unweighted resident FTE count for allopathic and osteopathic programs
' (from the cap year) 0.00 0.00 0.00
404 Unweighted resident FTE count for allopathic and osteopathic programs
: which meet the criteria for an add-on (to the cap) 0.00 0.00 0.00
4.04a Addition (to the cap) for the unweighted resident FTE count for
: allopathic and osteopathic programs due to § 5503 of ACA 0.00 0.00 0.00
4.04b Reduction (to the cap) for the unweighted resident FTE count for
' allopathic and osteopathic programs due to 8§ 5503 of ACA 0.00 0.00 0.00
405 Adjustment (to the cap) for the unweighted resident FTE count for
' allopathic and osteopathic programs for affiliated programs 0.00 0.00 0.00
4.05a Reduction (to the cap) for the unweighted resident FTE count for
' allopathic and osteopathic programs due to 8422 of the MMA 0.00 0.00 0.00
4.06 FTE adjusted cap 0.00 0.00 0.00 0.00
4.07 Unweighted resident FTE count for allopathic and osteopathic programs. 0.00 0.00 0.00 0.00
4.08 Enter the lesser of lines 4.06 and 4.07 0.00 0.00 0.00 0.00
409 Unweighted resident FTE count for allopathic and osteopathic residents
' in their initial residency period 0.00 0.00 0.00 0.00
410 Unweighted resident FTE count for allopathic and osteopathic residents
' beyond their initial residency period 0.00 0.00 0.00 0.00
411 Weighted resident FTE count for allopathic an osteopathic residents
) beyond their initial residency period 0.00 0.00 0.00 0.00
4.12 Weighted resident FTE count for allopathic osteopathic programs 0.00 0.00 0.00 0.00
413 Weighted resident FTE count for allopathic and osteopathic programs
' following application of the resident FTE adjusted cap 0.00 0.00 0.00 0.00
4.14 Unweighted resident FTE count for dental and podiatric programs 0.00 0.00 0.00
415 Unweighted resident FTE count for dental and podiatric residents in
' their initial residency period 0.00 0.00 0.00
416 Unweighted resident FTE count for dental and podiatric resident beyond
' their initial residency period 0.00 0.00 0.00
417 Weighted resident FTE count for dental and podiatric residents beyond
: their initial residency period 0.00 0.00 0.00
4.18 Weighted resident FTE count for dental and podiatric programs 0.00 0.00 0.00
4.19 Total unweighted resident FTE count 0.00 0.00 0.00 0.00
4.20 Total weighted resident FTE count 0.00 0.00 0.00 0.00

HRSA 99-1 Page 2 of 4
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Children’s Hospitals Graduate Medical Education Payment Program
Determination of Weighted and Unweighted Resident FTE Counts

Name of Applicant: 0
City: State: | 0 | Zip Code: 0
Medicare Provider Number: 0
Fiscal Year in which applying for funding: FFY
Type of Application (check box to the left) Initial Application Reconciliation Application
HOSPITAL For CHGME FI
Section & DETERMINATION OF FTE RESIDENT COUNT FOR THE DATA Use Only
HOSPITAL'S PRIOR COST REPORTING PERIOD MCR FI
1996 Cap Year DATA DATA
. . . . (From)
5.01 Inclusive dates of the subject cost reporting period (To)
5.02 Status of MCR
5.03 Unweighted resident FTE count for allopathic and osteopathic programs 0.00 0.00 0.00
504 Unweighted resident FTE count for allopathic and osteopathic programs which
' meet the criteria for an add-on (to the cap) 0.00 0.00 0.00
5 04a Addition (to the cap) for the unweighted resident FTE count for allopathic and
: osteopathic programs due to § 5503 of ACA 0.00 0.00 0.00
5 04b Reduction (to the cap) for the unweighted resident FTE count for allopathic and
' osteopathic programs due to § 5503 of ACA 0.00 0.00 0.00
5.05 Adjustment (to the cap) for the unweighted resident FTE count for allopathic and
' osteopathic programs for affiliated programs 0.00 0.00 0.00
5.05a Reduction (to the cap) for the unweighted resident FTE count for allopathic and
' osteopathic programs due to §422 of the MMA 0.00 0.00 0.00
5.06 FTE adjusted cap 0.00 0.00 0.00
5.07 Unweighted resident FTE count for allopathic and osteopathic programs. 0.00 0.00 0.00
5.08 Enter the lesser of lines 4.06 and 4.07 0.00 0.00 0.00
5.09 Unweighted resident FTE count for allopathic and osteopathic residents in their
: initial residency period 0.00 0.00 0.00
510 Unweighted resident FTE count for allopathic and osteopathic residents beyond
' their initial residency period 0.00 0.00 0.00
511 Weighted resident FTE count for allopathic an osteopathic residents beyond their
' initial residency period 0.00 0.00 0.00
5.12 Weighted resident FTE count for allopathic osteopathic programs 0.00 0.00 0.00
513 Weighted resident FTE count for allopathic and osteopathic programs following
' application of the resident FTE adjusted cap 0.00 0.00 0.00
5.14 Unweighted resident FTE count for dental and podiatric programs 0.00 0.00 0.00
515 Unweighted resident FTE count for dental and podiatric residents in their initial
' residency period 0.00 0.00 0.00
516 Unweighted resident FTE count for dental and podiatric resident beyond their
' initial residency period 0.00 0.00 0.00
517 Weighted resident FTE count for dental and podiatric residents beyond their
' initial residency period 0.00 0.00 0.00
5.18 Weighted resident FTE count for dental and podiatric programs 0.00 0.00 0.00
5.19 Total unweighted resident FTE count 0.00 0.00 0.00
5.20 Total weighted resident FTE count 0.00 0.00 0.00

HRSA 99-1 Page 3 of 4
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Children's Hospitals Graduate Medical Education Payment Program
Determination of Weighted and Unweighted Resident FTE Counts
Name of Applicant: 0
City: State: | 0 Zip Code: 0
Medicare Provider Number: 0
Fiscal Year in which applying for funding: FFY |
Type of Application (check box to the left) Initial Application | Reconciliation Application
HOSPITAL For CHGME FI
Section 6 DETERMINATION OF FTE RESIDENT COUNT FOR THE DATA Use Only
HOSPITAL'S PENULTIMATE COST REPORTING PERIOD 1096 Cap vear | MCR DATA FIDATA
6.01 Inclusive dates of the subject cost reporting period (From)
(To)
6.02 Status of MCR
6.03 Unweighted resident FTE count for allopathic and osteopathic programs (from
' the cap year) 0.00 0.00 0.00
6.04 Unweighted resident FTE count for allopathic and osteopathic programs which
' meet the criteria for an add-on (to the cap) 0.00 0.00 0.00
6.04a Addition (to the cap) for the unweighted resident FTE count for allopathic and
' osteopathic programs due to § 5503 of ACA 0.00 0.00 0.00
6.04b Reduction (to the cap) for the unweighted resident FTE count for allopathic
: and osteopathic programs due to § 5503 of ACA 0.00 0.00 0.00
6.05 Adjustment (to the cap) for the Unweighted resident FTE count for allopathic
: and osteopathic programs for affiliated programs 0.00 0.00 0.00
6.05a Reduction (to the cap) for the unweighted resident FTE count for allopathic
) and osteopathic programs due to §422 of the MMA 0.00 0.00 0.00
6.06 FTE adjusted cap 0.00 0.00 0.00
6.07 Unweighted resident FTE count for allopathic and osteopathic programs. 0.00 0.00 0.00
6.08 Enter the lesser of lines 4.06 and 4.07 0.00 0.00 0.00
6.09 Unweighted resident FTE count for allopathic and osteopathic residents in
' their initial residency period 0.00 0.00 0.00
6.10 Unweighted resident FTE count for allopathic and osteopathic residents
' beyond their initial residency period 0.00 0.00 0.00
6.11 Weighted resident FTE count for allopathic an osteopathic residents beyond
' their initial residency period 0.00 0.00 0.00
6.12 Weighted resident FTE count for allopathic osteopathic programs 0.00 0.00 0.00
6.13 Weighted resident FTE count for allopathic and osteopathic programs
' following application of the resident FTE adjusted cap 0.00 0.00 0.00
6.14 Unweighted resident FTE count for dental and podiatric programs 0.00 0.00 0.00
6.15 Unweighted resident FTE count for dental and podiatric residents in their
' initial residency period 0.00 0.00 0.00
6.16 Unweighted resident FTE count for dental and podiatric resident beyond their
: initial residency period 0.00 0.00 0.00
6.17 Weighted resident FTE count for dental and podiatric residents beyond their
' initial residency period 0.00 0.00 0.00
6.18 Weighted resident FTE count for dental and podiatric programs 0.00 0.00 0.00
6.19 Total unweighted resident FTE count 0.00 0.00 0.00
6.20 Total weighted resident FTE count 0.00 0.00 0.00
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Department of Health and Human Services OMB No. 0915-0247
Health Resources and Services Administration Expiration Date: 06/30/2013

CHILDREN’S HOSPITALS GRADUATE MEDICAL

EDUCATION PAYMENT PROGRAM

APPLICATION FORM HRSA 99-2

Public Burden Statement

An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of information unless it displays a currently valid OMB control number. The
OMB control number for this project is 0915-0247. Public reporting burden for the
applicant for this collection of information is estimated to average62.16 hours per
response, including the time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. Send comments regarding this burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to HRSA
Reports Clearance Officer, 5600 Fishers Lane, Room 14-33, Rockville, Maryland,
20857.
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Department of Health and Human Services
Health Resources and Services Administration

OMB No. 0915-0247
Expiration Date: 06/30/2013

Children's Hospitals Graduate Medical Education Payment Program

Determination of Indirect Medical Education Data

Related to the Teaching of Residents

Name of Applicant: 0

City

State | 0

| Zip Code:

Medicare Provider Number | 0

Fiscal Year in which Applying for Funding: FFY |

Type of Application (check box to the left)

Initial Application |

| Reconciliation Application

Inpatient Data for the Current Medicare Cost Report (MCR) Period

1.01 Inclusive dates of the current MCR period From: | To:
1.02 Number of Inpatient Days
1.03 Number of Inpatient Discharges
1.04 Case Mix Index (CMI)
Hospitals that elect not to submit a CMI are required to initial the box to the left
acknowledging their ineligibility for IME payments. The initials to the left must be
consistent with the signature on HRSA 99-3.
IRB Ratio for the Current MCR Period
1.05 3-year adjusted unweighted resident FTE rolling average for the
current MCR period 0.00
1.06 Bed count for the current MCR period 0
1.07 IRB ratio for the current MCR period 0.000000
IRB Ratio for the Previous MCR Period
1.08 Inclusive dates of the previous MCR period From: | | To:
1.09 Unweighted resident FTE count for the previous MCR period 0.00
1.10 Bed count for previous MCR period 0.00
1.11 IRB ratio for the previous MCR period 0.000000
IRB Cap
1.12 | IRB Cap (lesser of 1.07 or 1.11) | 0.000000
8422 of the MMA IRB Ratio for the Current MCR Period
113 8422 of the MMA unweighted resident FTE count for the
current MCR period 0.00
1.14 Bed count for the current MCR period 0.00
1.15 §422 of the MMA IRB ratio for the current MCR period 0.000000
Outpatient Data
1.16 Number of Ambulatory Surgery Visits 0.00
117 Number of Radiology Visits 0.00
1.18 Number of Urgent Care Visits 0.00
1.19 Number of Emergency Department Visits 0.00
1.20 Number of Clinic Visits 0.00

HRSA 99-2 Page 1 of 1
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Department of Health and Human Services
Health Resources and Services Administration

CHILDREN’S HOSPITALS GRADUATE MEDICAL

EDUCATION PAYMENT PROGRAM

APPLICATION FORM HRSA 99-3

Public Burden Statement

An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of information unless it displays a currently valid OMB control number. The
OMB control number for this project is 0915-0247. Public reporting burden for the
applicant for this collection of information is estimated to average 62.16 hours per
response, including the time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. Send comments regarding this burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to HRSA
Reports Clearance Officer, 5600 Fishers Lane, Room 14-33, Rockville, Maryland,
20857.
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Department of Health and Human Services OMB No. 0915-0247
Health Resources and Services Administration Expiration Date: 06/30/2013

Children’s Hospitals Graduate Medical Education Payment Program

Certification

Name of Applicant:

City, State:

Medicare Provider Number:

FFY in which Applying for CHGME PP Funding: FFY

Type of Application (check box to the left): Initial Application Reconciliation Application

Certifying Official: A Certifying Official is the individual selected and empowered by the applicant hospital to
certify the legitimacy of the application for funds under the Children’s Hospitals Graduate Medical Education
Payment Program (CHGME Payment Program). This Certification Statement includes the minimum standards to
which the applicant must comply for participation in the CHGME Payment Program. Read these statements
carefully. By signing the Certification Statement, the applicant hospital agrees to adhere to all the conditions listed
and is aware that the applicant hospital may be denied entry to or revoked from the program if any conditions are
violated. The Certification Statement must contain an original signature. Faxed or photocopied signatures will not
be accepted.

CERTIFICATION STATEMENT

| certify that | have examined the accompanying electronically or manually filed CHGME Payment Program
application and that, to the best of my knowledge and belief, all information on the Fiscal Year application
provided by (Hospital Name) is true, correct and complete and meets the requirements
of 42 U.S.C. 256e, and applicable laws, regulations and policies. )

If I become aware that any information in this form is not true, accurate, or complete, | agree to notify the CHGME
Payment Program of this fact within 30 days. (Note: Any changes in the information reported in this application
must be reported to the CHGME Payment Program

within 30 days of said change.)

I understand that any omission, misrepresentation, or falsification of any information contained in this application or
contained in any communication supplying information to the CHGME Payment Program may be punishable by
criminal, civil, or other administrative actions including fines, penalties, and/or imprisonment under Federal law.

I acknowledge that any funds paid to (Hospital Name) in excess of the amount to
which the hospital is determined to be entitled under the terms and conditions of the award are subject to recovery or
offset by HHS pursuant to the Federal Claims Collection Act and implementing regulations and 45 CFR Part 30.

@ | the institution has not met the specific requirements of the attached laws, attach an explanation on plain white
paper.

Name of Certifying Official:

Title of Certifying Official:

Telephone Number:

Email Address of Certifying Official:

Signature:

Signature Date (MM/DD/YYYY):
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Penalties for Falsifying Information on the CHGME Payment Program Application

Among the penalties for falsifying information on the CHGME Payment Program application are the
following:

1. 18 U.S.C. 8 1001 authorizes criminal penalties against an individual who in any matter within the
jurisdiction of any department or agency of the United States knowingly and willfully falsifies, conceals
or covers up by any trick, scheme or device a material fact, or makes any false, fictitious or fraudulent
statements or representations, or makes any false writing or document knowing the same to contain any
false, fictitious or fraudulent statement or entry. Individual offenders are subject to fines of up to
$250,000 and imprisonment for up to five years. Offenders that are organizations are subject to fines of
up to $500,000. 18 U.S.C. § 3571. Section 3571(d) also authorizes fines of up to twice the gross gain
derived by the offender if it is greater than the amount specifically authorized by the sentencing statute.

2. The Civil False Claims Act, 31 U.S.C. § 3729 imposes civil liability, in part, on any person who:
a.) knowingly presents, or causes to be presented, to an officer or an employee of the United States
Government a false or fraudulent claim for payment or approval;

b.) knowingly makes, uses, or causes to be made or used, a false record or statement to get a false or
fraudulent claim paid or approved by the Government; or

c.) conspires to defraud the Government by getting a false or fraudulent claim allowed or paid.

The Act imposes a civil penalty of $5,000 to $10,000 per violation, plus 3 times the amount of damages
sustained by the Government.

3. The government may assert common law claims such as “common law fraud," "money paid by

mistake," and "unjust enrichment." Remedies include compensatory and punitive damages, restitution
and recovery of the amount of the unjust profit.
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ASSURANCES, CERTIFICATIONS AND OTHER REQUIREMENTS

Civil Rights: Before an award is made, the applicant organization must have submitted, and had
accepted by the DHHS Office for Civil Rights, an Assurance of Compliance Form HHS 690 in
accordance with Title VI of the Civil Rights Act of 1964, Public Law 88-352. Pertinent DHHS
regulations are found in 45 CFR Part 80. This provides that no person in the United States shall
on the ground of race, color, or national origin, be excluded from participation in, be denied the
benefits of, or be otherwise subjected to discrimination under any program or activity receiving
Federal financial assistance from DHHS.

Individuals with Disabilities: Before an award is made, the applicant organization must have
submitted, and had accepted by the DHHS Office for Civil Rights, an Assurance of Compliance
Form HHS 690, in accordance with Sec. 504 of the Rehabilitation Act of 1973, Public Law 93-
112, as amended (29 USC 794). This provides that no handicapped individual shall, solely by
reason of the handicap, be excluded from participation in, be denied the benefits of, or be subject
to discrimination under any program or activity receiving Federal financial assistance. Pertinent
DHHS regulations are found in 45 CFR Part 84.

Age Discrimination: In accordance with Title 111 of the Age Discrimination Act of 1975, as
amended, Public Law 94-135, 45 CFR Part 91, attention is called to the general rule that no
person in the United States shall, on the basis of age, be excluded from participation in, be denied
the benefit of, or be subjected to, discrimination under any program or activity receiving Federal
financial assistance. The required assurance (Form HHS-690) must be on file with the Office for
Civil Rights, Office of the Secretary, HHS, before a grant may be made.

Sex Discrimination: Before an award is made, the applicant educational organization must have
submitted and had accepted by the DHHS Office for Civil Rights an Assurance of Compliance
Form HHS 690 in accordance with Sec. 901 of Title IX of the Education Amendments of 1972,
Public Law 92-318, as amended, which provides that no person shall, on the basis of sex, be
excluded from participation in, be denied the benefits of, or be subjected to discrimination under
any education program or activity receiving Federal financial assistance. Pertinent DHHS
regulations are found in 45 CFR Part 86.

Specific provisions in Titles VIl and VI of the PHS Act (currently numbered Secs. 794 and 810)
prohibit the Secretary, DHHS, from making any grant, contract, loan guarantee, or interest
subsidy payment under Title VIl or VIII to an entity which does not furnish assurances
satisfactory to the Secretary that the entity will not discriminate on the basis of sex in the
admission of individuals to its training programs.

In accordance with 45 CFR Part 83 of DHHS regulations, no grant, contract, loan guarantee or
interest subsidy payment under Titles VII and V11 of the PHS Act shall be made to or for the
benefit of any entity unless the entity furnishes assurances satisfactory to the Director, Office for
Civil Rights, that the entity will not discriminate on the basis of sex in the admission of
individuals to its training programs.

Other Discrimination: Attention is called to the requirements of Sec. 401 of the Health
Programs Extension Act of 1973, Public Law 93-45, as amended (42 USC 300a-7), which
provides that no entity which receives any grant, contract, loan, loan guarantee, or interest
subsidy under the PHS Act may deny admission or otherwise discriminate against any applicant
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(including applicants for internships and residencies) for training or study because of the
applicant’s reluctance or willingness to counsel, suggest, recommend, assist, or in any way
participate in the performance of abortions or sterilizations contrary to, or consistent with, the
applicant’s religious beliefs or moral convictions.

Drug Free Workplace Act of 1988, Title V, Subtitle D of Public Law 100-690: The applicant
institution must comply with the requirements of 45 CFR Part 82, which requires certification
that grantees will provide and maintain a drug-free workplace.

Certification Regarding Lobbying and Disclosure of Lobbying Activities: Each person shall
file a certification, and a disclosure form, if required, with each submission that initiates agency
consideration of such person for award of a Federal contract, grant, loan, or cooperative
agreement award action exceeding $100,000. Government-wide guidance for restrictions on
lobbying was published by the Office of Management and Budget in the Federal Register, 54 FR
52306, December 20, 1989. Pertinent DHHS regulations are found in 45 CFR Part 93. See also
authority under Sec. 319, Public Law 101-121, as amended (31 USC 1352).

Misconduct in Science: Each institution which applies for or receives assistance under a
research, research-training, or research-related grant or cooperative agreement under the PHS Act
must submit an annual assurance (Form PHS 6349) certifying that the institution has established
administrative policies as required by 42 CFR Part 93, and that it will comply with those policies
and the requirements of Part 93.

As of January 1, 1990, Notice of Grant awards for grants and cooperative agreements involving
research may be issued only to institutions that have filed with the Office of Research Integrity
(ORI), acceptable assurances for dealing with and reporting possible misconduct in science. The
respective Grants Management Offices will determine the status of an institution by contacting
ORI.

Debarment and Suspension: The applicant organization must certify, among other things, that
neither it nor its principals are presently debarred, suspended, proposed for debarment, declared
ineligible, or voluntarily excluded from covered transactions by any Federal department or
agency. Subawardees, that is, other corporations, partnerships, or other legal entities (called
“lower tier” participants), must make the same certification to the applicant organization
concerning their covered transactions. Pertinent DHHS regulations are found at 2 CFR Part 376,
which implement 2 CFR part 180, “OMB Guidelines to Agencies on Government-wide
Debarment and Suspension (Nonprocurement).”

Statement of Non-Delinquency on Federal Debt: The question applies only to the person or
institution requesting financial assistance, and does not apply to the person who signs an
application form as the authorized representative of an institution or on behalf of another person
who actually receives the funds.

Examples of Federal Debt include delinquent taxes, audit disallowances, guaranteed or direct

student loans, FHA loans, and other miscellaneous administrative debts. For purposes of this
statement, the following definitions apply:
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= For direct loans, a debt more than 31 days past due on a scheduled payment.

= For agents, recipients of a “Notice of Grants Cost Disallowance” who have not repaid the
disallowed amount or who have not resolved the disallowance.

= For guaranteed and insured loans, recipients of a loan guaranteed by the Federal Government
that the Federal Government has repurchased from a lender because the borrower breached the
loan agreement and is in default.

Drug-Free Schools and Campuses: The Drug-Free Schools and Communities Act
Amendments of 1989, Public Law 101-226, Sec. 22, which added Sec. 1213 to the Higher
Education Act, require that any public or private institution of higher education (including
independent hospitals conducting training programs for health care personnel), State educational
agency, or local educational agency receiving Federal financial assistance must certify to the
Secretary of Education, as a condition for funding, that it has adopted and implemented a drug
prevention program as described in regulations at 34 CFR Part 86, (55 FR 33581), August 16,
1990, as amended at 61 FR 66225, December 17, 1996. The provisions of the regulations also
apply to sub-grantees which received Federal funds from any Federal grantee regardless of
whether or not the primary grantee is an institution of higher education, State educational agency,
or local educational agency.

Smoke-Free Workplace: The Public Health Service strongly encourages all grant and
cooperative agreement recipients to provide a smoke-free workplace and promote the

non-use of all tobacco products. Title X, Part C of Public Law 103-227, the Pro-Children Act of
1994, prohibits smoking in certain facilities that receive Federal funds in which education,
library, day care, health care, and early childhood development services are provided to children.

RELEASE OF INFORMATION

A

General Public Information: DHHS makes available routinely to interested persons a report
listing grants awarded. Information made available includes the title of the project, grantee
institution, project director, and the amount of the award.

The Freedom of Information Act (5 USC 552) and the associated Freedom of Information
Regulations of DHHS (45 CFR Part 5) require the release of certain information about grants
upon request. Release does not depend upon the intended use of the information.

Generally available for release upon request are all funded grant applications; progress reports of
grantees; and final reports of any review or evaluation of grantee performance

conducted or caused to be conducted by the Department. Release is subject to deletion of
material that would affect patent or other valuable rights.

Information Available to the Project Director: The Privacy Act of 1974 (5 USC 552a) and the
associated Privacy Act Regulations (45 CFR part 5b) give individuals the right of access, upon
request, to information in the records concerning themselves. The Act provides a mechanism for
correction or amendment of such information. It also provides for the protection of information
pertaining to an individual, but it does not prevent disclosure if release of such information is
required under the Freedom of Information Act. If a Privacy Act system of records applies, the
name and number of the system will be identified.
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If applicable, the Privacy Act requires that a Federal agency requesting information from an
individual advise the individual of the agency’s authority to make the request; whether
compliance with the request is voluntary or mandatory; how and why the information will be
used both inside and outside the agency; and what the consequences are for the individual of
failing to provide all or any part of the requested information.

The DHHS requests the information described in these instructions under authority of the PHS
Act as amended (42 USC 289a-1). Although provision of the information requested is entirely
voluntary, it is necessary for making grant award decisions. A lack of sufficient information may
hinder DHHS’s ability to review applications. This information will be used with the DHHS and
may be disclosed outside the Department as permitted by the Privacy Act under the applicable
system of records.

Government Use of Information: In addition to being used in evaluating applications, other
routine uses of information can include disclosures to the public as required by the Freedom of
Information Act; to the Congress; to the National Archives and Records Service; to the Bureau of
the Census; to law enforcement agencies upon their request; to the General Accounting Office;
and under court order. It may also be disclosed outside of the Department if necessary for the
following purposes.

=

To the cognizant audit agency for auditing;

To the Department of Justice as required for litigation;

3. Torespond to an inquiry from a Congressional office about the record of an individual made
at the request of that individual;

4. To qualified experts not within the definition of Department employees as prescribed in
Department regulations (45 CFR Part 5b.2, Purpose and Scope) for opinion as a part of the
application review process;

5. To a Federal agency, in response to its request, in connection with the letting of a contract, or
the issuance of a license, grant or other benefit by the requesting agency, to the extent that the
record is relevant and necessary to the requesting agency’s decision on the matter;

6. To individuals and organizations deemed qualified by the DHHS to carry out specific
research related to the review and award process of the DHHS;

7. To organizations in the private sector with whom DHHS has contracted for the purpose of
collating, analyzing, aggregating or otherwise refining records in a system. Relevant records
will be disclosed to such a contractor. The contractor shall be required to maintain Privacy
Act safeguards with respect to such records; and

8. To the applicant organization in connection with performance or administration under the

terms and conditions of the award.

N
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Department of Health and Human Services OMB No. 0915-0247
Health Resources and Services Administration Expiration Date: 06/30/2013

CHILDREN’S HOSPITALS GRADUATE MEDICAL

EDUCATION PAYMENT PROGRAM

APPLICATION FORM HRSA 99-4

Public Burden Statement

An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of information unless it displays a currently valid OMB control number. The
OMB control number for this project is 0915-0247. Public reporting burden for the
applicant for this collection of information is estimated to average 62.16 hours per
response, including the time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. Send comments regarding this burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to HRSA
Reports Clearance Officer, 5600 Fishers Lane, Room 14-33, Rockville, Maryland,
20857.
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Department of Health and Human Services

Health Resources and Services Administration

OMB No. 0915-0247

Expiration Date: 06/30/2013

Children's Hospitals Graduate Medical Education Payment Program
Government Performance and Results Act (GPRA) Tables

Name of Applicant:

IE

City: | 0

State:

IE

| Zip Code: | 0

Medicare Provider Number:

0

Fiscal Year in which applying for funding:

FFY

IE

Type of Application (check box to the left)

For submission with Reconciliation Application only.

Table 1. Number of FTE Residents Enrolled in Approved Residency Programs Supported by or Rotating at the Children's Hospital

Number of FTE Residents Enrolled in Family Medicine General General | Preventive | Geriatric | Osteopathic | General | Subspecialty Non- Total
: Residents Internal Pediatric | Medicine | Medicine General Surgery Pediatric Pediatric
ApprOVEd ReSIdency PrOgrams Medicine | Residents | Residents | Residents Practice Residents Residents Residents
Residents Residents (Fellows)
1.01 | sponsored by the Children's
Hospital and Rotating at the
Children’s Hospital 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 |0.00
1.02 | Sponsored by the Children's
Hospital and Rotating at
Non-Provider sites
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 | 0.00
1.03 Sponsored by Other
Hospitals and Rotating at
the Children’s Hospital 0.00 0.00 | 000 | 000 | 0.00 0.00 0.00 0.00 0.00 | 0.00
1.04 Sum of Lines 1.01 through
1.03 (above)
0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 | 0.00
1.05 | Sponsored by the Children's
Hospital and Rotating at
Other Hospitals 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 | 0.00
52
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Department of Health and Human Services OMB No. 0915-0247
Health Resources and Services Administration Expiration Date: 06/30/2013

Children’s Hospitals Graduate Medical Education Payment Program
Government Performance and Results Act (GPRA) Tables

Name of Applicant:
Zip
City: State: Code:
Medicare Provider Number:
Fiscal Year in which applying for funding: FFY |
Type of Application (check box to the left) For submission with Reconciliation Application only.

Table 2. Hospital's Total and Operating Margins

Total Margins

Operating Margins

Table 3. Hospital's Allowable Operating Expenses

Total Allowable Operating Expenses

Table 4. Hospital's Revenue, Gross Revenue and Expenses Attributed to Patient Care

Revenue and Expense Type Inpatient

Outpatient

Hospital's gross revenue attributed to Medicaid & SCHIP

Hospital's gross revenue attributed to Medicare

Hospital's gross revenue attributed to self-pay

Hospital's gross revenue attributed to other sources

Hospital's total gross revenue attributed to patient care

Hospital's total expenses attributed to uncompensated care (bad debt)

N o gl B W N

Hospital's total expenses attributed to charity care

HRSA 99-4 Page 2 of 2
(Rev. 03-2007)

7.0

HRSA 99-4 Page 2 of 2 (Rev. 03-2007)
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CHILDREN’S HOSPITALS GRADUATE MEDICAL

EDUCATION PAYMENT PROGRAM

APPLICATION FORM HRSA 99-5

Public Burden Statement

An agency may not conduct or sponsor, and a person is not required to respond to, a
collection of information unless it displays a currently valid OMB control number. The
OMB control number for this project is 0915-0247. Public reporting burden for the
applicant for this collection of information is estimated to average 62.16 hours per
response, including the time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. Send comments regarding this burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to HRSA
Reports Clearance Officer, 5600 Fishers Lane, Room 14-33, Rockville, Maryland,
20857.
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Department of Health and Human Services OMB No. 0915-0247
Health Resources and Services Administration Expiration Date: 06/30/2010

Children’s Hospitals Graduate Medical Education Payment Program
Application Checklist
Name of Applicant:
Medicare Provider Number:

FFY in which Applying for CHGME Payment Program FFY
Funding:

Type of Application (check box to the left): Initial Application Reconciliation Application

HRSA 99-5 Page 1 of 1
This Columnto be  This Column to

Application Forms and Supporting Documentation completed by the  be Completed by
Applicant Hospital CHGME PP

Is the Listed Item Completed and
Attached?

Forms and Supporting Documentation Required to be Submitted by All Participating Hospitals

HRSA-99 (2 pages) Yes No Yes No
HRSA 99-1 (4 pages) Yes No Yes No
HRSA 99-2 (1 page) Yes No Yes No
HRSA 99-3 (6 pages) Yes No Yes No
HRSA 99-4 (2 pages) — Required at Reconciliation only Yes No Yes No
HRSA 99-5 (1 page) Yes No Yes No
Computer Disk Containing Completed HRSA Forms Yes No Yes No
One (1) Copy of the Hospital’s Completed Application Package. The copy should include all Yes No Yes No

required forms and supporting documentation s presented in the original package.

Additional Supporting Documentation
The forms and supporting documentation listed below may not applicable to all hospitals.
Hospitals should contact their CHGME Payment Program regional manager for assistance and/or clarification.

Cover letter detailing any issues that may impact the processing or approval of the children’s Yes No Yes No
hospital’s application for CHGME Payment Program funding.

CMS 2552-96 MCR Worksheet E-3, Part I\V(s) Yes No Yes No
Required for each cost reporting period identified in the HRSA 99-1 in which the hospital filed

a full MCR.

Affiliation Agreement for an Aggregate Cap Yes No Yes No

Required for each cost reporting period identified in the HRSA 99-1 in which the hospital
established a Medicare GME Affiliation Agreement. Please ensure that the most recent
version/update is provided (i.e., reflecting any adjustments made to the agreement during the
academic year).

CMS Letter addressing changes to the Hospital’s 1996 Base Year Cap as a result of Yes No Yes No
8422 of the MMA (increases and decreases).
Payment Information Form Yes No Yes No

Applicable only to (1) hospitals, which have not previously participated in the CHGME
Payment Program and (2) hospitals in which financial institution information has changed since
submission of its last application.

(Rev. 03-2007
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Section IV

Hospital Eligibility

Eligibility Criteria

According to Public Law 106-310, a children’s teaching hospital must meet the following
eligibility criteria for CHGME Payment Program funding. The hospital must:

=

participate in an approved graduate medical residency training program;

have a Medicare Provider Agreement;

3. be excluded from the Medicare inpatient prospective payment system (PPS) under
section 1886(d)(1)(B)(iii) of the Social Security Act, and its accompanying regulations™:;
and

4. operate as a “freestanding” children’s teaching hospital, as defined by the CHGME

Payment Program .®

N

@ A hospital with a 3300 series Medicare provider number would meet this criterion (i.e., 55-
3300).

@A children’s teaching hospital is considered “freestanding” if it does not operate under a
Medicare hospital provider number assigned to a larger health care entity that receives
Medicare GME payments.

Additional references:

= Social Security Act, Section 1886
= CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)

Changes in Eligibility

A hospital remains eligible for CHGME Payment Program funding as long as it meets the
eligibility criteria listed above and trains residents as a “freestanding” children’s hospital during
the FY for which CHGME Program payments are being made.

If a hospital becomes ineligible for payments:

1. It must notify the CHGME Payment Program immediately of the change in status and the
date of the change; and

2. It will be liable for the reimbursement, with interest, of any funds received during the period
of ineligibility.

Additional references:
= CHGME Payment Program, Federal Register Notice, March 1, 2001 (66 FR 12940)
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Section V
Payment Methodology

Payment Methodology

CHGME Payment Program funding to individual children’s hospitals is based upon a number of
variables, including the rolling average of weighted and un-weighted resident FTE counts, which
are used to calculate DME and IME payments, respectively. Payment variables and calculations
are subject to all rules and regulations governing the CHGME Payment Program statute,
including the June 19, 2000 Federal Register Notice for DME (65 FR 37985), the March 1, 2001
Federal Register Notice (66 FR 12940), the July 20, 2001 Federal Register Notice for IME (66
FR 37980), the October 22, 2003 Federal Register Notice (68 FR 60396), §422 of the MMA of
2003, as well as and Sections 5503, 5504, 5505, and 5506 of the ACA of 2010 and all
accompanying policies and regulations.

The rol(lli)ng average is the average of the resident FTE counts reported by the children’s hospital
for the *:

1. most recently filed MCR (or the most recently completed MCR period); and
2. the prior two years.

W CHGME Payment Program funding to a children’s hospital that has not completed three (3)
MCR periods will be based upon the hospital’s resident FTE count from its “most recently filed”
or ““most recently completed”” MCR period until three (3) MCR periods have been completed.

The rolling average resident FTE count includes all residents except those that qualify for an
adjustment after the averaging rules are applied in accordance with 42 CFR 413.77.

The resident FTE count for any MCR period is based upon the number of:

1. Allopathic and osteopathic residents following application of the “cap”, where
applicable; and
2. Dental and podiatric residents.

Effective “for portions of cost reporting periods occurring on or after July 1, 2005”, the CHGME
Payment Program will not include resident FTEs counted against the 8422 cap increase in the 3-
year rolling average calculation for purposes of DME and IME payments. Additional
information regarding the CHGME Payment Program’s implementation of §422 of the MMA of
2003 is included in Sections VII and VIII of this application package.

Effective “for portions of cost reporting periods ending on or after July 1, 2011, the CHGME
Payment Program will include resident FTEs counted against the 85503 cap increase in the 3-
year rolling average calculation for purposes of DME and IME payments. Additional
information regarding the CHGME Payment Program’s implementation of §5503 of the ACA of
2010 is included in Sections VII and VIII of this application package.

Additional references:
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Social Security Act, Section 1886

CMS, 42 CFR 413.77

CMS, Federal Register Notice, August 11, 2004 (69 FR 48916)

CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72194)

CHGME Payment Program , Federal Register Notice, June 19, 2000 (65 FR 37985)
CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)
CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)
CHGME Payment Program , Federal Register Notice, October 22, 2003 (68 FR 60396)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4
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Section VI
Hospital Data Needed to Complete the CHGME Payment Program Application

Data Sources for Children’s Hospitals that File Full MCRs

To complete a CHGME Payment Program application, hospitals that file full MCRs (i.e., report
residents to Medicare on CMS 2552-96, Worksheet E-3, Part IVV) must use the data as reflected
in their:

1. most recently filed MCR for the period ending on or before December 31, 1996 (the “cap
year”);

2. most recently filed MCR; and the

3. prior two years.

In addition, hospitals who received adjustments to their cap (increases or decreases) as a result of
8422 of the MMA of 2003 must use data included in and provide a copy of their written
notification from CMS regarding these adjustments on CMS 2552-96, Worksheet E-3, Part VI.
Additional information regarding the CHGME Payment Program’s implementation of §422 of
the MMA of 2003 is included in Sections VII and VI1II of this application package.

Also, hospitals who received adjustments to their cap (increases or decreases) as a result of
85503 of the ACA of 2010 must use data included in and provide a copy of their written
notification from CMS regarding these adjustments on CMS 2552-96, Worksheet E-3, Part 1V.
Additional information regarding the CHGME Payment Program’s implementation of 85503 of
the ACA of 2010 is included in Sections VII and VIII of this application package.

Additional references:

Social Security Act, Section 1886

CMS, 42 CFR 413.77

CMS, Federal Register Notice, August 11, 2004 (69 FR 48916)

CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72192)

CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Data Sources for Children’s Hospitals that File Low- or No-Utilization MCRs

To complete a CHGME Payment Program application, hospitals that file low- or no-utilization
MCRs (i.e., do not report residents to Medicare on CMS 2552-96, Worksheet E-3, Part 1) must
use the data as reflected in their hospital records for the:

1. most recently completed MCR period for the period ending on or before December 31,
1996 (the “cap year™);

2. most recently completed MCR period; and the

3. completed MCR periods for the prior two years.

In addition, hospitals who received adjustments to their cap (increases or decreases) as a result of
8422 of the MMA of 2003 must use data included in and provide a copy of their written
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notification from CMS regarding these adjustments. Additional information regarding the
CHGME Payment Program’s implementation of 8422 of the MMA of 2003 is included in
Sections VII and VIII of this application package.

Also, hospitals who received adjustments to their cap (increases or decreases) as a result of
85503 of the ACA of 2010 must use data included in and provide a copy of their written
notification from CMS regarding these adjustments. Additional information regarding the
CHGME Payment Program’s implementation of 85503 of the ACA of 2010 is included in
Sections VII and VIII of this application package.

Hospitals whose most recently completed MCR period ends less than five (5) months prior to
the stated CHGME Payment Program initial application deadline may report as their most
recently completed MCR period resident FTE counts from their most recently completed or the
previously completed MCR period.

Example:

Charlie’s Angels Children’s Center (CACC) will file a low-utilization MCR for its
06/30/08 year-end. The CHGME Payment Program application deadline for FY 2009
is August 1, 2008 (approximately 1 month after CACC’s year-end). CACC has the
option of reporting as its “most recently completed MCR period” data from its 6/30/07
or 6/30/08 year-end. Since CACC needs time to close-out its resident FTE counts and
financial records for its 6/30/08 year-end, it decides to use the resident FTE count data
from its 6/30/07 cost reporting period to complete Section 4 of HRSA-99-1.
Consequently, CACC must use data from its 6/30/06 and 6/30/05 MCR periods to
complete Sections 5 and 6 of the HRSA-99-1, respectively. CACC must also use its
hospital data from its 6/30/07 cost reporting period to complete all subsequent
application forms (i.e., HRSA-99-2, HRSA-99-4, etc.). CACC cannot use the resident
FTE count data from its 6/30/08 MCR period until the next CHGME Payment
Program initial application cycle (FY 2010).

Additional references:

Social Security Act, Section 1886

CMS, 42 CFR 413.77

CMS, Federal Register Notice, August 11, 2004 (69 FR 48916)

CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72152)

CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Data Sources for Children’s Hospitals that Have Not Completed Three (3)
MCR Periods

If a hospital has completed at least one (1), but not more than two (2) MCR periods, CHGME
Payment Program funding to the children’s hospital will be based upon data from the hospital’s
“most recently filed” or “most recently completed” MCR period until three (3) MCR periods
have been completed. Hence, the hospital will not complete sections 5 and 6 of HRSA-99-1 and
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its DME and IME payments will not be based upon a three-year rolling average resident FTE
count.

Upon completion of three (3) MCR periods, the hospital will complete sections 5 and 6 of
HRSA-99-1 and will receive DME and IME payments based upon a three-year rolling average
resident FTE count. In addition, hospitals who received adjustments to their cap (increases or
decreases) as a result of 8422 of the MMA of 2003 must use data included in and provide a copy
of their written notification from CMS regarding these adjustments. Additional information
regarding the CHGME Payment Program’s implementation of 8422 of the MMA of 2003 is
included in Sections VII and VIII of this application package.

Also, hospitals who received adjustments to their cap (increases or decreases) as a result of
85503 of the ACA of 2010 must use data included in and provide a copy of their written
notification from CMS regarding these adjustments. Additional information regarding the
CHGME Payment Program’s implementation of 85503 of the ACA of 2010 is included in
Sections VII and VIII of this application package.

Additional references:

= CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)
= CMS, Federal Register Notice, August 11, 2004 (69 FR 48916)
= CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72152)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Data Sources for Children’s Hospitals that Have Not Completed One (1)
MCR Period

New children’s teaching hospitals (new to the CHGME Payment Program ) training residents
who were originally trained in a program that received and will continue to receive funding
under the CHGME Payment Program are required to wait until they have completed a MCR
period before applying for CHGME Payment Program funding. These hospitals must also apply
the 3-year rolling average (to their resident FTE counts) in accordance with Medicare
regulations. Over a 3-year period, the “new children’s teaching hospital” will gradually increase
its number of resident FTEs that can be claimed in the CHGME Payment Program as the
children’s hospital that originally trained those resident FTEs gradually decreases its resident
FTE count for determining payments from the CHGME Payment Program .

New children’s teaching hospitals (new to the CHGME Payment Program ) training residents
previously trained at a hospital that never received (or is no longer receiving) funding under the
CHGME Payment Program are eligible for CHGME Payment Program funding without having
completed a MCR period. In addition, a hospital that becomes newly eligible for the CHGME
Payment Program by starting its own “new medical residency training program” according to
Medicare regulation 42 CFR 413.79(e)(1) will also be eligible for CHGME Payment Program
funding without having completed a MCR period.

Hospitals that are eligible to receive CHGME Payment Program funding without having
completed a MCR period must follow the guidance provided in Section X of this application
package which provides special calculation instructions for hospitals that have not completed a
MCR report.
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Additional references:
= CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4
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Section VII
Determining the Total Number of Resident Full-Time Equivalents

Cap and Cap Year

Section 1886(d)(5)(B)(v) of the Social Security Act established “caps” on the number of
allopathic and osteopathic residents that a hospital operating an approved GME program may
count when requesting payment for DME and IME costs. A hospital’s “cap” (hereinafter the
#1996 Base Year Cap”) is currently defined as the “number of un-weighted resident FTEs
enrolled in a hospital’s allopathic and osteopathic residency programs during the most recent
cost reporting period ending on or before December 31, 1996 (the “cap year”).” The cap (i.e.,
limit) on the number of allopathic and osteopathic residents is effective for all cost reporting
periods beginning on or after October 1, 1997. Dental and podiatric residents are exempt from
the cap, but are included in the resident FTE counts for all relevant years to calculate the three-
year rolling average.

The “cap year” is defined as a hospital’s most recent cost reporting period ending on or before
December 31, 1996.

Example:

CACC had 75 resident FTEs enrolled in its allopathic programs, 25 resident FTEs
enrolled in its osteopathic programs and 7 resident FTEs enrolled in its dental and
podiatric programs for its 6/30/96 MCR period (its most recent MCR period
ending on or before December 31, 1996). Hence, CACC’s cap for Medicare and
CHGME Payment Program purposes is 100 (75+25=100). Note: Dental residents
do not count towards the cap amount.

Additional references:

Social Security Act, Section 1886

CMS, 42 CFR 413.79

CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)
CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)

Applicable to the following application forms: HRSA-99-1 and HRSA-99-2

Adjustments to a Hospital’s Cap

As noted above, Section 1886(d)(5)(B)(v) of the Social Security Act established caps on the
number of allopathic and osteopathic residents that a hospital operating an approved GME
program may count when requesting payment for DME and IME costs. While Medicare and the
CHGME Payment Program only make DME and IME payments for the number of allopathic and
osteopathic resident FTEs up to a hospital’s 1996 Base Year Cap”, some hospitals have trained
allopathic and osteopathic residents in excess of their 1996 Base Year Cap. There are also a
number of hospitals that have reduced their resident positions to a level below their 1996 Base
Year Cap. Subsequent legislative actions and related Federal Register notices provisions have
been published addressing these issues allowing a hospital’s cap to be permanently changed
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(increased or decreased) by CMS or temporarily adjusted at the request of the hospital and
approved by CMS. These provisions are detailed below.

8422 of the Medicare Modernization Act of 2003

In December 2003, the President signed the MMA of 2003 (also known as the Medicare
Prescription Drug and Improvement Act of 2003), Public Law 108-173. 8422 of the MMA,
added Section 1886(h)(7) to the SSA. This provision reduced the 1996 Base Year Cap for
certain hospitals and redistributed those positions to other hospitals that applied for and received
an increase to their 1996 Base Year Cap under 8422. Hereinafter, any decreases to a hospital’s
1996 Base Year Cap as a result of 8422 will be referred to as the “8422 Cap Reduction” and
any increases to the 1996 Base Year Cap as a result of 8422 will be referred to as the #8422 Cap
Increase.” Authority for implementing 8422 of the MMA was delegated to the CMS.
Determinations made and implemented by CMS in response to 8422 are final and not subject to
appeal, and binding on the CHGME Payment Program.

Under the CHGME Payment Program statute, by incorporation of the SSA provisions, the HRSA
must implement the counting law and rules of Medicare, which include those related to the
implementation of 8422 of the MMA.. Additional information regarding the CHGME Payment
Program’s implementation of 8422 of the MMA can be found in Section VIII of this application
package.

85503 of the Affordable Care Act of 2010

In March 2010, the President signed the ACA of 2010 (also known as the Affordable Care Act of
2010), Public Law 111-148. 85503 of the ACA added Section 1886(h)(8)(F) to the SSA. This
provision reduced the 1996 Base Year Cap for certain hospitals and redistributed those positions
to other hospitals that applied for and received an increase to their 1996 Base Year Cap under
85503. Hereinafter, any decreases to a hospital’s 1996 Base Year Cap as a result of 85503 will
be referred to as the “85503 Cap Reduction” and any increases to the 1996 Base Year Cap as a
result of 85503 will be referred to as the 85503 Cap Increase.” Authority for implementing
85503 of the ACA was delegated to the CMS. Determinations made and implemented by CMS
in response to 85503 are final and not subject to appeal, and binding on the CHGME Payment
Program.

Under the CHGME Payment Program statute, by incorporation of the SSA provisions, the HRSA
must implement the counting law and rules of Medicare, which include those related to the
implementation of 85503 of the ACA. Additional information regarding the CHGME Payment
Program’s implementation of 85503 of the ACA can be found in Section V111 of this application
package.

Additional references:

= Social Security Act, Section 1886
= CMS, 42 CFR 413.79(c)(2)

Medicare GME Affiliation Agreements and Other Regulations Allowing the
Establishment or Adjustment of a Hospital Cap
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Hospitals that were not in existence for the most recent cost reporting period ending on or before
December 31, 1996 do not have a “1996 Base Year Cap” and are, therefore, “capped” to a
resident FTE count of zero “0”. Hence, eligible hospitals must obtain (or adjust) their 1996 Base
Year Cap (or lack thereof) in order to receive CHGME Payment Program funding.

To provide an adjustment to a cap, the CHGME Payment Program will allow hospitals to add
resident FTEs to their “1996 Base Year Cap” based on the following Medicare and CHGME
Payment Program regulations:

1. the formation of a new medical residency program as described in 42 CFR
413.79(e)(1); or

2. the redistribution of FTE resident positions from a closed hospital as described in
85506 of the ACA (75 FR 72212, November 24, 2010), with the following
exceptions:

i. Inthe first cost reporting period in which the hospital takes displaced
residents and the hospital closure occurs, the applying hospital would
receive a temporary cap adjustment, and the displaced residents FTES
would be exempt from the three-year rolling average and the IRB ratio
cap.

ii. In the cost reporting period following the one in which the hospital closure
occurred, the applying hospital’s permanent cap increase would take
effect, and the displaced resident FTEs would no longer be exempt from
the three-year rolling average and the IRB ratio cap.

3. the execution of a Medicare GME Affiliation Agreement for an aggregate cap, as
set forth in 42 CFR 413.79(f) and 63 FR 26338 as published in the Federal
Register on May 12, 1998, with the following exceptions:

i. A *new children's teaching hospital” participating in the CHGME
Payment Program for the first year must establish an effective date of the
agreement for purposes of the CHGME Payment Program . For the first
year, unless otherwise specified, the Department will use as the effective
date of the Medicare GME Affiliation Agreement for an aggregate cap
the date that the hospital becomes eligible for CHGME Payment Program
funding. This effective date will only apply to the CHGME Payment
Program. A hospital must also have an effective date of July 1* for the
Medicare Program. Subsequent to the first year of the Medicare GME
Affiliation Agreement, the effective date must comply with the above-
cited Federal Register final rule, which specifies an effective date of July
1% for all affiliation agreements.

The CHGME Payment Program allows this exception because hospitals must meet eligibility
criteria and have their caps determined prior to the CHGME Payment Program application
deadline. If the CHGME Payment Program application deadline occurs before July 1%, some
hospitals would have a cap of zero and thus be excluded from receiving funds. By deviating from
the prescribed Medicare final rule, the CHGME Payment Program will not place some hospitals
in this position.

Unlike the Medicare Program, for the first year that a hospital is eligible to participate in the
CHGME Payment Program, the CHGME Payment Program will not prorate the cap based on the
effective date of the cap.
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Instead, the full value of the cap as determined by the Medicare GME Affiliation Agreement will
be used. For purposes of the CHGME Payment Program and its application forms, a hospital
that is now starting to train residents previously trained at a hospital that never received or is no
longer receiving funds from the CHGME Payment Program will be allowed to use the cap
agreed upon in the Medicare GME Affiliation Agreement until the full value of the cap is
reflected in the MCR. Afterwards, the hospital will use the resident FTE count and cap from its
filed MCR as indicated in Section VI of this application package.

Example:

CACC opened as a freestanding children’s hospital on January 1, 2008 and would
like to apply for FY 2009 CHGME Payment Program funding. The CHGME
Payment Program FY2009 application deadline is August 1, 2008. Since CACC
did not train residents in 1996, it has a cap of zero, but was able to arrange a
Medicare GME Affiliation Agreement for an aggregate cap with Shirley Temple
Medical Center in which CACC’s current residents had previously trained.

CACC did the following in order to apply for CHGME Payment Program
funding:

1. Established a cap by forming a Medicare GME Affiliation Agreement
with Shirley Temple Medical Center for an aggregate cap.

2. The agreement had an effective date of January 1, 2008 (for CHGME
Payment Program purposes only) and an effective date of July 1, 2008
and expiration date of June 30, 2009 for and in accordance with Medicare
rules and regulations.

3. CACC and Shirley Temple Medical Center filed the agreement with their
Medicare Fls (the hospital’s have different Medicare Fls) before June 30,
2008 (in accordance with Medicare rules and regulations) and provided a
signed copy to the CHGME Payment Program following acceptance by
the Fls.

Hospitals that report residents to Medicare and are part of an affiliated group may elect to
apply the resident FTE limit on an aggregate basis under Medicare rules and regulations.
If the combined resident FTE counts for the individual members of the group exceed the
aggregate limit, each hospital’s resident FTE cap will be adjusted per the agreement
between the members of the affiliated group. These adjustments must be reflected in the
filed MCR in order to be considered for the CHGME Payment Program.

Hospitals that receive an increase to their 1996 Base Year Cap from CMS under 8422 of
the MMA of 2003 and participate in a Medicare GME Affiliation Agreement under 42
CFR 413.79(f) on or after July 1, 2005, may only affiliate for the purpose of adjusting
their (original) 1996 Base Year Cap. The additional slots that a hospital receives under
8422 may not be aggregated and applied (through Medicare GME Affiliation
Agreements) to the cap of any other hospitals.

The additional slots that a hospital receives under 85503 may not be aggregated and
applied (through Medicare GME Affiliation Agreements) to the cap of any other
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hospitals for the 5-year period probationary period. Hospitals that receive an increase to
their 1996 Base Year Cap from CMS under 85503 of the ACA of 2010 and participate in
a Medicare GME Affiliation Agreement under 42 CFR 413.79(f) for cost reporting
periods ending on or after July 1, 2011, may only affiliate for the purpose of adjusting
their (original) 1996 Base Year Cap.

After the 5-year probationary period, hospitals that receive an increase to their 1996 Base
Year Cap from CMS under 85503 of the ACA of 2010 and participate in a Medicare
GME Affiliation Agreement under 42 CFR 413.79(f) for cost reporting periods ending on
or after July 1, 2011, may affiliate for the purpose of adjusting their (original) 1996 Base
Year Cap and their 85503 Cap Increase. The additional slots that a hospital receives
under 85503 may be aggregated and applied (through Medicare GME Affiliation
Agreements) to the cap of any other hospitals following the 5-year probationary period
beginning July 1, 2016.

Hospitals should refer to 42 CFR 413.79(f) for additional information on adjustments to
the cap.

Additional references:

Social Security Act, Section 1886

CMS, 42 CFR 413.79(f)

CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72195)

CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)
CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Exceeding the Cap

For DME payment calculations if a hospital’s un-weighted resident FTE count for allopathic
and osteopathic residents exceeds its FTE limit (“cap”), the weighted count is reduced by the
ratio of the resident FTE limit to the actual un-weighted resident FTE count for the subject cost
reporting period. Additional information regarding the CHGME Payment Program’s
implementation of 8422 of the MMA of 2003 and 85503 of the ACA of 2010 is provided below.

Example:

CACC, per its Medicare GME Affiliation Agreement, has a cap of 100. For its
6/30/08 MCR, CACC reported an un-weighted resident FTE count of 150 and a
weighted count of 105 for its allopathic and osteopathic programs.

For DME payment purposes, CACC would determine its weighted allopathic and
osteopathic resident FTE count by taking its cap divided by its total un-weighted
resident FTE count and multiplying that product by the total weighted resident
FTE for allopathic and osteopathic residents [(100/150) x 105 = 70.00]. The
weighted count of any dental and podiatric residents trained during this MCR
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period would be added to the 70.00 as dental and podiatric residents are exempt
from (i.e., not subject to) the cap.

For IME payment calculations if a hospital’s un-weighted resident FTE count for allopathic
and osteopathic residents exceeds its FTE limit (“cap”), the hospital must report the lesser of the
un-weighted resident FTE count or the cap for the subject cost reporting period. Additional
information regarding the CHGME Payment Program’s implementation of §422 of the MMA of
2003 and 85503 of the ACA of 2010 is provided below.

Example:

CACC, per its Medicare GME Affiliation Agreement, has a cap of 100. For its
6/30/08 MCR, CACC reported an un-weighted resident FTE count of 150 and a
weighted count of 105 for its allopathic and osteopathic programs.

For IME payment purposes, CACC would report 100.00 [the lesser of the un-
weighted allopathic and osteopathic resident FTE count (150) or the cap (100)].
The un-weighted count of any dental and podiatric residents trained during this
MCR period would be added to the 100.00 as dental and podiatric residents are
exempt from (i.e., not subject to) the cap.

Impact of 8422 of the MMA When a Hospital Exceeds its Cap

8422 of the MMA will affect the determination of DME and IME payments for each of
the children’s hospitals participating in the CHGME Payment Program. The CHGME
Payment Program will begin accounting for the redistribution of the 1996 caps under
8422 of the MMA in determining DME and IME payments starting with “portions of a
hospital’s cost reporting periods occurring on or after July 1, 2005.”

Children’s hospitals whose cap has been reduced under 8422 of the MMA will report and
be paid based on the 8422 Cap Reduction effective “for portions of cost reporting periods
occurring on or after July 1, 2005.” The 1996 Base Year Cap will be used for MCR
periods prior to the effective date. Children’s hospitals will be asked to submit a copy of
the letter they received from CMS informing them of the reduction in their cap that
includes the actual reduction. The full effect of the reduction for a given hospital will
take about three years following implementation of 8422 when all three MCR periods
reflected in the hospital’s application for CHGME Payment Program funding are affected
by the §422 Cap Reduction.

For children’s hospitals who received an increase to their 1996 Base Year Cap under
8422 of the MMA, the CHGME Payment Program will not include resident FTEs
counted against the 8422 Cap Increase in the 3-year rolling average calculation for
purposes of DME and IME payments effective for portions of cost reporting periods and
discharges occurring on or after July 1, 2005. In addition, effective for discharges
occurring on or after July 1, 2005, the CHGME Payment Program will not apply the
intern/resident to bed (IRB) ratio cap to the residents claimed against a hospital’s §422
Cap Increase. However, residents claimed against the 1996 Base Year Cap will be
subject to the 3-year rolling average and will be subject to the IRB ratio cap.

68
HRSA-13-143



Impact of 85503 of the ACA When a Hospital Exceeds its Cap

85503 of the ACA will affect the determination of DME and IME payments for each of
the children’s hospitals participating in the CHGME Payment Program. The CHGME
Payment Program will begin accounting for the redistribution of the 1996 caps under
85503 of the ACA in determining DME and IME payments starting with “portions of a
hospital’s cost reporting periods ending on or after July 1, 2011.”

Children’s hospitals whose cap has been reduced under 85503 of the ACA will report and
be paid based on the 85503 Cap Reduction effective “for portions of cost reporting
periods ending on or after July 1, 2011.” The 1996 Base Year Cap and 8422 of the MMA
(if applicable) will be used for MCR periods prior to the effective date. Children’s
hospitals will be asked to submit a copy of the letter they received from CMS informing
them of the reduction in their cap that includes the actual reduction. The full effect of the
reduction for a given hospital will immediately take effect following implementation of
85503 when the current MCR period reflected in the hospital’s application for CHGME
Payment Program funding is affected by the 85503 Cap Reduction.

For children’s hospitals who received an increase to their 1996 Base Year Cap under
85503 of the ACA, the CHGME Payment Program will include resident FTEs counted
against the 85503 Cap Increase in the 3-year rolling average calculation for purposes of
DME and IME payments effective for portions of cost reporting periods ending on or
after July 1, 2011. In addition, effective for portions of cost reporting periods ending on
or after July 1, 2011, the CHGME Payment Program will apply the intern/resident to bed
(IRB) ratio cap to the residents claimed against a hospital’s 85503 Cap Increase.

Additional references:

= CMS, 42 CFR 413.79
= CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72194)
= CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)

Applicable to the following application forms: HRSA 99-1and HRSA 99-2

Eligible Residency Programs (Approved Training Programs)

Residents may be included in a hospital’s resident FTE count for CHGME Payment Program
purposes if the residency program (in which the resident is enrolled) meets one of the following
criteria:

= The program must be approved by one of the following accrediting bodies:

» Accreditation Council for Graduate Medical Education (ACGME);

» Committee on Hospitals of the Bureau of Professional Education of the American
Osteopathic Association;

» Commission on Dental Accreditation of the American Dental Association; or

» Council of Podiatric Medicine Education of the American Podiatric Medical
Association.
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= The program may count towards certification of the participant in a specialty or
subspecialty listed in the current edition of the Directory of Graduate Medical Education
Programs (published by the American Medical Association) or the Annual Report and
Reference Handbook (published by the American Board of Medical Specialties).

= The program is approved by the ACGME as a fellowship program in geriatric medicine;
or

= The program would be accredited except for the accrediting agency’s reliance upon an
accreditation standard that requires an entity to perform an induced abortion or require,
provide, or refer for training in the performance of induced abortions, or make
arrangements for such training, regardless of whether the standard provides exceptions or
exemptions.

Additional references:

= Social Security Act, Section 1886
= CMS, 42 CFR 413.75(b)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Eligible Residents
In order to be counted in CHGME payment calculations, a resident must be:

= in an approved residency training program (see Eligible Residency Program above);
and either

= agraduate of an accredited medical school in the U.S. or Canada; or
= have passed the United States Medical Licensing Examination (USMLE) Parts | & 11
(international or foreign medical graduates)

Additional references:

= Social Security Act, Section 1886
= CMS, 42 CFR 413.75(b)
= CMS, 42 CFR 413.80

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

International Medical Graduates (IMGSs)

An IMG (formerly known as a foreign medical graduate (FMG)] is a resident who is not a
graduate of a medical, osteopathy, dental, or podiatry school, respectively, accredited or
approved as meeting the standards necessary for accreditation by the:

1. Liaison Committee on Medical Education of the American Medical Association;
2. American Osteopathic Association;
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3. Commission on Dental Accreditation; or the
4. Council on Podiatric Medical Education.

In order for an IMG to be included in a hospital’s resident FTE count, s/he must have passed
Parts I and Il of the USMLE and be enrolled in an eligible residency program.

Additional references:

= Social Security Act, Section 1886
= CMS, 42 CFR 413.75(b)
= CMS, 42 CFR 413.80

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Resident Full-Time Equivalent (FTE) Counts

Resident FTE counts are based on the number of residents training at the hospital complex and
certain non-hospital/non-provider settings/sites throughout the hospital’s fiscal year. Residents
are counted as FTEs based on the total time necessary to fill a full-time residency slot for the
year.

For purposes of clarification, a resident FTE is measured in terms of time worked during a
residency training year. It is not a measure of the number of individual residents who are
working.

Additional references:

= Social Security Act, Section 1886
= CMS, 42 CFR 413.78

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Initial Residency Period (IRP)
Residents are divided into two categories, those in their:

1. initial residency period (IRP);
I. Effective July 1, 1995, an IRP is defined as the minimum number of years
required for board eligibility.

ii. For osteopathic, dentistry, and podiatric programs, the IRP is the
minimum number of years of formal training necessary to satisfy the
requirements of the approving body for those programs.

iii. Priorto July 1, 1995, an IRP is defined as the minimum number of years
required for board eligibility in a specialty or subspecialty plus 1 year (not
to exceed 5 years with some exceptions).

2. and those beyond their IRP.

71
HRSA-13-143



Example:

The IRP for pediatrics is 3 years. Therefore, the initial residency period for all
pediatric subspecialties (e.g., pediatric cardiology) is three years.

The IRP for general surgery is 5 years. Therefore, the initial residency period of
all surgical subspecialties (e.g., pediatric surgery) is 5 years even if the training
program requires a longer period of training.

A Pediatric Surgery (subspecialty) resident (or fellow) who previously completed
a 5-year general surgery residency program and is now in his first year of
subspecialty training (in Pediatric Surgery) is beyond his IRP. His IRP was 5
years (general surgery).

Exceptions apply to the IRP for residents enrolled in preventive medicine, geriatric medicine,
transitional year and combined residency programs. Refer to 42 CFR 413.79(a) for additional
information on the IRP and exceptions.

Additional references:

= Social Security Act, Section 1886
= CMS, 42 CFR 413.79(a)

Applicable to the following application forms: HRSA-99-1

Weighting of Resident FTE Counts

The CHGME Payment Program, like Medicare, assigns a 0.5 (or %2) weighting factor to residents
who are beyond their IRP. Hence a resident who is beyond his or her initial residency period is
factored by 0.5 regardless of the number of years or length of the training program in which s/he
is currently enrolled.

Example:

John Doe completed a 3-year pediatric residency program on June 30, 2007 at
CACC. Following completion of his residency program, John continued his
training in a pediatric cardiology fellowship program also at CACC. During the
first year of his fellowship program (July 1, 2007 to June 30, 2008), John spent
40% of the academic year at CACC and 60% of the academic year rotating to
other teaching hospitals.

CACC’s MCR period is the same as the academic year (July 1 to June 30).
Hence, CACC would report John as 0.20 for the MCR period ending June 30,
2000 [(40/100) x 0.5 =.20]. CACC must weight John’s resident FTE count
because the IRP for pediatrics is 3 years and John is in his 4™ year of training (3
years of residency training and 1 year of fellowship training).
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For CHGME Payment Program purposes, the weighting of resident FTE counts is also applicable
to the increase in resident FTEs based on 8422 of the MMA and 85503 of the ACA et al.

Additional references:

= Social Security Act, Section 1886
= CMS, 42 CFR 413.79(b)

Applicable to the following application forms: HRSA-99-1

Where Residents Are Counted

The time a resident spends anywhere within the hospital complex (see “Hospital Complex”
below) may be included in the resident FTE count for CHGME Payment Program purposes. In
addition, the time spent by residents in certain non-hospital/non-provider settings/sites is counted
if the criteria identified below (under “Non-Provider/Non-Hospital Settings and Written
Agreements”) are met.

Additional references:

= Social Security Act, Section 1886
= CMS, 42 CFR 413.78
= CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Hospital Complex

The time a resident spends anywhere within the hospital complex (as defined in 42 CFR 413.65)
may be included in the resident FTE count for CHGME Payment Program purposes.

The CMS final rule, guiding the implementation of the per- resident amount (PRA) methodology
for payment of the direct GME costs of approved GME activities defines a hospital complex as
“hospitals and hospital-based providers and sub providers” (54 FR 40286, September 29, 1989).
The term “hospital” is defined in Section 1861(e) of the Social Security Act as, in part, an
institution which is primarily engaged in providing, by or under the supervision of physicians,
diagnostic and therapeutic services to inpatients. The term “provider of services” is defined in
Section 1861(u) of the Social Security Act as a hospital, skilled nursing facility, comprehensive
outpatient rehabilitation facility, home health agency, hospice program, or, for purposes of
Section 1814(g) and Section 1835(c), a fund. The term “sub provider” is defined in the Provider
Reimbursement Manual (PRM) Part 11, Section 2405(b) as “a portion of a general hospital which
has been issued a sub provider identification number because it offers a clearly different type of
service from the remainder of the hospital, such as long-term psychiatric.”

The CHGME Payment Program, however, does not differentiate between PPS and non-PPS
locations within a hospital complex.

Additional references:
= Social Security Act, Section 1886
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= CMS, 42 CFR 413.65
= CMS, 42 CFR 413.78(a)
= CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Non-Provider/Non-Hospital Settings and Written Agreements

The time a resident spends in a non-provider (or non-hospital) setting such as a physician’s
office or a freestanding community health center in connection with an approved program may
be included in the resident FTE count if the criteria in Federal regulation 42 CFR 413.78 and
85504 of the ACA (75 FR 72141, November 24, 2010) are met. For CHGME Payment Program
purposes, 42 CFR 413.78 and 85504 of the ACA (75 FR 72141, November 24, 2010) applies to
both DME and IME funding received under the CHGME Payment Program.

Written agreements covering residents’ time spent in non-provider/non-hospital settings shall
cover a period of one year and must commence on the start of the cost reporting period and must
be between the hospital and the non-hospital setting, not between the related School of Medicine
(SOM), School of Podiatric Medicine (SOPM), or School of Dentistry (SOD). Refer to 42 CFR
413.78 and 85504 of the ACA (75 FR 72134, November 24, 2010) for additional information on
written agreements.

Additional references and application forms:

Social Security Act, Section 1886

CMS, 42 CFR 413.78

CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72134)

CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72141)

CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Partial Resident Full-Time Equivalents (FTEs)

A partial resident FTE is a resident who does not spend all time that is part of the approved
training program in the hospital complex or qualified non-hospital setting. A resident will count
as a partial resident FTE based on the proportion of allowable time worked at the children’s
hospital and qualified non-hospital (provider) settings compared to the total time necessary to fill
a full-time residency slot. Instances where a resident would be counted as a partial resident FTE
include, if the resident:

1. is part-time;

2. rotates to other hospitals as part of the approved training program sponsored by the
children’s hospital,

3. isinaprogram sponsored by another hospital and spends one or more rotations at the
children's hospital,

4. is on maternity leave;

5. joins or leaves a program mid-year; or
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6. passes the USMLE mid-year.

Hospitals should consult with their FlIs regarding additional exceptions.

The sum of partial FTE resident counts at all institutions where an individual resident works as
part of his/her approved residency program may not exceed 1.0 FTE. Also, time spent by
residents moonlighting may not be counted.

Example:

During the course of the year, a full-time resident in orthopedic surgery spends 90
days at the children’s hospital and 275 days at the hospital sponsoring the
residency program. The resident would count as a 0.25 FTE at the children’s
hospital [90/365 = 0.2465 (rounded to 0.25)].

A part-time third year resident in pediatrics works 4 days week. The normal
workweek for a full time third year pediatric residents is 6 days per week. The
resident would count as 0.67 FTE [4/6 = .6666 (rounded to 0.67)]

During the course of the year, a full-time resident (who is also a foreign medical
graduate) is enrolled in his second year of a three-year family practice residency
program at CACC. The resident spends the entire academic year (2007-2008) at
CACC and does not rotate to any other sites. The resident took and passed Part |
of the USMLE in September 2007. On May 1, 2008, the resident sat for Part I of
the USMLE and is awaiting the examination results. In June 2008 the resident
learns that he passed Part 11 of the USMLE. Since CACC’s year-end is June 30,
CACC may count and include the resident in their resident FTE counts (as a
partial FTE) for the period May 1, 2008 (the date he took the examination) to June
30, 2008 (CACC’s yearend). The resident would count as 0.17 FTE [61 days (31
days in May + 30 days in June)/ 365 days = 0.1671 (rounded to 0.17)].

Additional references:

= Social Security Act, Section 1886
= CMS, 42 CFR 413.78(b)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4

Research Time

Research may be included in a hospital’s resident FTE count if the research is part of the
residency program and the resident carries out the research in:

1. the children’s hospital complex (clinical or bench research); or

2. inanon-provider setting where the research involves patient care and the compensation
for both the residents, the faculty and other teaching costs are paid by the children’s
hospital (requirements listed at 42 CFR 413.78 (66 FR 39896, Aug. 1, 2001) and §5505
of the ACA (75 FR 72144, Nov. 24, 2010) must be met.

Additional references:
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Social Security Act, Section 1886

CMS, 42 CFR 413.75

CMS, 42 CFR 413.78

CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72144)

CHGME Payment Program, Federal Register Notice, March 1, 2001 (66 FR 12940)

Applicable to the following application forms: HRSA-99-1, HRSA 99-2, and HRSA 99-4

Resident FTE Count Accuracy and Documentation

Children’s hospitals are responsible for the accuracy of the resident FTE counts submitted to
HRSA and are subject to audit. More specifically, the Secretary, by statute, must “determine any
changes to the number of residents reported by a hospital in the (initial) application of the
hospital for the current FY for both direct and indirect expense amounts.” This mandate is
accomplished through the Resident FTE Assessment Program carried out by the CHGME
Payment Program (see “Application Cycle and Deadlines”). Children’s hospitals are not
required to submit with their completed initial applications for CHGME Payment Program
funding, documentation in support of the resident FTE data reported in their applications.
However, at the time children’s hospitals certify their applications (i.e., sign and submit form
HRSA 99-3 to the CHGME Payment Program); the hospital should possess documentation in
accordance with 413.75(d) and other applicable Medicare record-keeping regulations. Hospitals
that do not report resident FTE counts to Medicare are not exempt from this policy.

The CHGME Payment Program has developed a Documentation Guidance (document) and an
accompanying sample documentation binder to assist participating hospitals in collecting and
providing the documentation necessary to support resident FTEs reported by a children’s hospital
in its initial application for CHGME Payment Program funding. Participating children’s
hospitals can use this document and the accompanying sample binder for compiling and
organizing the information/data to be provided to the CHGME FI during the Resident FTE
Assessment process. The Documentation Guidance (document) is available at
http://bhpr.hrsa.gov/childrenshospitalgme/apply.htm.

Additional references:

CMS, 42 CFR 413.20

CMS, 42 CFR 413.24

CMS, 42 CFR 413.75(d)

CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)

Applicable to the following application forms: HRSA-99-1, HRSA 99-2, and HRSA 99-4

76
HRSA-13-143


http://bhpr.hrsa.gov/childrenshospitalgme/apply.htm

Section VIII

Special Instructions for Calculating Reductions and Increases
to a Hospital’s 1996 Base Year Cap as a Result of
8422 of the Medicare Modernization Act of 2003

Hospitals that received an increase or reduction to their 1996 Base Year Cap as a result of §422
of the MMA must use the following methodology for calculating and claiming resident FTE
counts against their caps.

Decrease to a Hospital’s 1996 Base Year Cap (8422 Cap Reduction)

Children’s hospitals who received a decrease to their 1996 Base Year Cap as a result of 8422 of
the MMA will report and be paid based on the 8422 Cap Reduction effective “for portions of
cost reporting periods occurring on or after July 1, 2005.” The 1996 Base Year Cap will be used
for MCR periods prior to the effective date. Children’s hospitals will be asked to submit a copy
of the letter they received from CMS informing them of the reduction in their cap that includes
the actual reduction amount. The full effect of the reduction for a given hospital will take about
three years following the implementation of 8422 when all three MCR periods reflected in the
hospital’s application for CHGME Payment Program funding are subject to the 8422 Cap
Reduction.

Example:

CACC had 75 resident FTEs enrolled in its allopathic programs, 25 resident FTES
enrolled in its osteopathic programs and 7 resident FTEs enrolled in its dental and
podiatric programs for its 6/30/96 MCR period (its most recent MCR period
ending on or before December 31, 1996). Hence, CACC’s 1996 Base Year Cap
for Medicare and CHGME Payment Program purposes is 100 (75+25=100).
However, in December 2004 CACC received a letter from CMS indicating that
their 1996 Base Year Cap would be reduced by 7.50 resident FTEs under 8422 of
the MMA. CACC’s new, revised cap is now 92.50 (1996 Base Year Cap - 8422
Cap Reduction). Any dental and podiatric residents trained during this MCR
period would not be included in the 1996 Base Year Cap or the “new, revised”
cap as dental and podiatric residents are exempt from (i.e., not subject to) the
cap.

Increase to a Hospital’s 1996 Base Year Cap (8422 Cap Increase)

Children’s hospitals who received an increase to their 1996 Base Year Cap as a result of 8422 of
the MMA will report and be paid based on the 8422 Cap Increase effective “for portions of cost
reporting periods occurring on or after July 1, 2005.” The 1996 Base Year Cap will be used for
MCR periods prior to the effective date. Children’s hospitals will be asked to submit a copy of
the letter they received from CMS informing them of the adjustment to their cap that includes the
actual increase amount. It is important to note that a 8422 Cap Increase is not automatically
added to a hospital’s 1996 Base Year Cap. A hospital’s ability to utilize their 8422 Cap Increase
is contingent upon whether the hospital is training above or below their total adjusted cap
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(including the 1996 Base Year Cap and the 85503 Cap (if applicable)). Examples are provided
below.

CACC had 75 resident FTEs enrolled in its allopathic programs, 25 resident FTEs
enrolled in its osteopathic programs and 7 resident FTEs enrolled in its dental and
podiatric programs for its 6/30/96 MCR period (its most recent MCR period ending on or
before December 31, 1996). Hence, CACC’s 1996 Base Year Cap for Medicare and
CHGME Payment Program purposes is 100 (75+25=100). However, in December 2004
CACC received a letter from CMS indicating that their 1996 Base Year Cap would be
increased by 20 resident FTES under 8422 of the MMA. CACC now has a 1996 Base Year
Cap of 100 and a 8422 Cap Increase of 20.

Examples (for Hospitals Training “Above” Their 1996 Base Year Cap):

Example #2: During CACC’s most recent MCR period, CACC claimed 110
allopathic and osteopathic resident FTEs and 7 dental and podiatric resident FTEs.
Based on CACC’s 1996 Base Year Cap of 100 and 8422 Cap Increase of 20,
CACC would claim 100 resident FTEs against its 1996 Base Year Cap and the
remaining 10 resident FTEs would be claimed against its 8422 Cap Increase. Any
dental and podiatric residents trained during this MCR period would be added to
the total (un)weighted allopathic and osteopathic resident FTEs following
application of the caps as dental and podiatric residents are exempt from (i.e., not
subject to) the cap.

Example #2: During CACC’s most recent MCR period, CACC claimed 140
allopathic and osteopathic resident FTEs and 7 dental and podiatric resident FTEs.
Based on CACC’s 1996 Base Year Cap of 100 and 8422 Cap Increase of 20,
CACC would claim 100 resident FTEs against its 1996 Base Year Cap and the
remaining 40 resident FTEs would be claimed against its 8422 Cap Increase. As
CACC’s number of resident FTEs claimed exceeds both its 1996 Base Year Cap
and its 8422 Cap Increase, the DME and IME payment calculation methodology
described in Section VII of this application package (“Exceeding the Cap”) would
be followed. Any dental and podiatric residents trained during this MCR period
would be added to the total (un)weighted allopathic and osteopathic resident
FTEs following application of the caps as dental and podiatric residents are
exempt from (i.e., not subject to) the cap.

Examples (for Hospitals Training “Below’ Their 1996 Base Year Cap):

Example #1: During CACC’s most recent MCR period, CACC claimed 95
allopathic and osteopathic resident FTEs and 7 dental and podiatric resident FTEs.
Based on CACC’s 1996 Base Year Cap of 100 and a 8422 Cap Increase of 20,
CACC would claim 95 resident FTEs against its 1996 Base Year Cap and zero
“0” residents against its 8422 Cap Increase. Any dental and podiatric residents
trained during this MCR period would be added to the total (un)weighted
allopathic and osteopathic resident FTEs following application of the caps as
dental and podiatric residents are exempt from (i.e., not subject to) the cap
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Example #2: During CACC’s most recent MCR period, CACC claimed 105
allopathic and osteopathic resident FTEs and 7 dental and podiatric resident FTEs.
In August 2011 CACC received a letter from CMS indicating that their 1996 Base
Year Cap would be increased by 10 resident FTEs under 85503 of the ACA.
Based on CACC’s 1996 Base Year Cap of 100, a 85503 Cap Increase of 10, and a
8422 Cap Increase of 20, CACC would claim 100 resident FTEs against its 1996
Base Year Cap, five “5” resident FTE against its 85503 Cap Increase and zero “0”
residents against its 8422 Cap Increase. Any dental and podiatric residents
trained during this MCR period would be added to the total (un)weighted
allopathic and osteopathic resident FTEs following application of the caps as
dental and podiatric residents are exempt from (i.e., not subject to) the cap

Additional references:

= Social Security Act, Section 1886(h)(7)
= CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72193)
= CMS, 42 CFR 413.79(b)

Applicable to the following application forms: HRSA-99-1
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Section IX

Special Instructions for Calculating Reductions and Increases
to a Hospital’s 1996 Base Year Cap as a Result of
§5503 of the Affordable Care Act of 2010

Hospitals that received an increase or reduction to their 1996 Base Year Cap as a result of 85503
of the ACA must use the following methodology for calculating and claiming resident FTE
counts against their caps. It is important to note that 75% of the §5503 Cap Increase must be
used to train residents in primary care (defined in 42 CFR 413.75(b)) as an approved program in
family medicine, general internal medicine, general pediatrics, preventive medicine, geriatric
medicine, or osteopathic general practice) and general surgery programs. Additional information
regarding 85503 Cap Increase and its resident FTE requirements is specified in
§1886(h)(8)(B)(ii) of the SSA.

Decrease to a Hospital’s 1996 Base Year Cap (85503 Cap Reduction)

Children’s hospitals who received a decrease to their 1996 Base Year Cap as a result of 85503 of
the ACA will report and be paid based on the §85503 Cap Reduction effective “for portions of
cost reporting periods ending on or after July 1, 2011.” The 1996 Base Year Cap and the 8422
Cap Reduction (if applicable) will be used for MCR periods prior to the effective date.
Children’s hospitals will be asked to submit a copy of the letter they received from CMS
informing them of the reduction in their cap that includes the actual reduction amount. The full
effect of the reduction for a given hospital will immediately take effect following
implementation of 85503 when the current MCR period reflected in the hospital’s application for
CHGME Payment Program funding is affected by the 85503 Cap Reduction.

Example:

CACC had 75 resident FTEs enrolled in its allopathic programs, 25 resident FTES
enrolled in its osteopathic programs and 7 resident FTEs enrolled in its dental and
podiatric programs for its 6/30/96 MCR period (its most recent MCR period ending on
or before December 31, 1996). Hence, CACC’s 1996 Base Year Cap for Medicare
and CHGME Payment Program purposes is 100 (75+25=100). However, in August
2011 CACC received a letter from CMS indicating that their 1996 Base Year Cap
would be reduced by 7.50 resident FTEs under 85503 of the ACA. CACC’s new,
revised cap is now 92.50 (1996 Base Year Cap - 85503 Cap Reduction). Any dental
and podiatric residents trained during this MCR period would not be included in the
1996 Base Year Cap or the ““new, revised” cap as dental and podiatric residents are
exempt from (i.e., not subject to) the cap.

Increase to a Hospital’s 1996 Base Year Cap (85503 Cap Increase)

Children’s hospitals who received an increase to their 1996 Base Year Cap as a result of 85503
of the MMA will report and be paid based on the 85503 Cap Increase effective “for portions of
cost reporting periods ending on or after July 1, 2011.” The 1996 Base Year Cap and the §422
Cap Increase (if applicable) will be used for MCR periods prior to the effective date. Children’s
hospitals will be asked to submit a copy of the letter they received from CMS informing them of
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the adjustment to their cap that includes the actual increase amount. It is important to note that a
85503 Cap Increase is not automatically added to a hospital’s 1996 Base Year Cap. A hospital’s
ability to utilize their 85503 Cap Increase is contingent upon whether the hospital is training
above or below their 1996 Base Year Cap. Examples are provided below.

CACC had 75 resident FTEs enrolled in its allopathic programs, 25 resident
FTEs enrolled in its osteopathic programs and 7 resident FTEs enrolled in its
dental and podiatric programs for its 6/30/96 MCR period (its most recent MCR
period ending on or before December 31, 1996). Hence, CACC’s 1996 Base Year
Cap for Medicare and CHGME Payment Program purposes is 100 (75+25=100).
However, in August 2011 CACC received a letter from CMS indicating that their
1996 Base Year Cap would be increased by 20 resident FTEs under §5503 of the
ACA. CACC now has a 1996 Base Year Cap of 100 and a 85503 Cap Increase of
20.

Examples (for Hospitals Training “Above” Their 1996 Base Year Cap):

Example #1: During CACC’s most recent MCR period, CACC claimed 110
allopathic and osteopathic resident FTEs and 7 dental and podiatric resident FTEs.
Based on CACC’s 1996 Base Year Cap of 100 and 85503 Cap Increase of 20,
CACC would claim 100 resident FTEs against its 1996 Base Year Cap and the
remaining 10 resident FTEs would be claimed against its 85503 Cap Increase.
Please note 75% (in this case 7.5) of the resident FTEs claimed against the 85503
Cap Increase would need to be residents training in primary care and general
surgery programs. Any dental and podiatric residents trained during this MCR
period would be added to the total (un)weighted allopathic and osteopathic
resident FTEs following application of the caps as dental and podiatric residents
are exempt from (i.e., not subject to) the cap.

Example #2: During CACC’s most recent MCR period, CACC claimed 140
allopathic and osteopathic resident FTEs and 7 dental and podiatric resident FTEs.
Based on CACC’s 1996 Base Year Cap of 100 and 85503 Cap Increase of 20,
CACC would claim 100 resident FTEs against its 1996 Base Year Cap and the
remaining 40 resident FTEs would be claimed against its 85503 Cap Increase. As
CACC’s number of resident FTEs claimed exceeds both its 1996 Base Year Cap
and its 85503 Cap Increase, the DME and IME payment calculation methodology
described in Section VII of this application package (“Exceeding the Cap”) would
be followed. Please note 75% (in this case 15) of the resident FTEs claimed
against the 85503 Cap Increase would need to be residents training in primary
care and general surgery programs. Any dental and podiatric residents trained
during this MCR period would be added to the total (un)weighted allopathic and
osteopathic resident FTEs following application of the caps as dental and
podiatric residents are exempt from (i.e., not subject to) the cap.

Examples (for Hospitals Training “Below’” Their 1996 Base Year Cap):
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Example #1: During CACC’s most recent MCR period, CACC claimed 95
allopathic and osteopathic resident FTEs and 7 dental and podiatric resident FTEs.
Based on CACC’s 1996 Base Year Cap of 100 and a 85503 Cap Increase of 20,
CACC would claim 95 resident FTEs against its 1996 Base Year Cap and zero
“0” residents against its 85503 Cap Increase. Any dental and podiatric residents
trained during this MCR period would be added to the total (un)weighted
allopathic and osteopathic resident FTEs following application of the caps as
dental and podiatric residents are exempt from (i.e., not subject to) the cap

Additional references:

= Social Security Act, Section 1886(h)(8)(F)
=  CMS, Federal Register Notice, November 24, 2010 ( 75 FR 72147)
= CMS, 42 CFR 413.79(b)

Applicable to the following application forms: HRSA-99-1
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Section X
Special Instructions for Calculating
Indirect Medical Education Payment Variables

Hospitals applying for IME payments should follow the instructions provided below when
calculating inpatient discharges, CMI, available beds, and the intern/resident to bed ratio.
Additional information and “calculation” instructions are provided in Section X of this
application package for hospitals that are eligible to begin receiving CHGME Payment Program
funding without having completed a MCR period.

Number of Inpatient Discharges

The number of inpatient discharges is a measure of a hospital’s inpatient care. This measure is
defined as the sum of all daily inpatient discharges for the hospital’s most recently filed (or most
recently completed) MCR period from all parts of the hospital complex including healthy
newborns from the healthy newborn nursery. Public Law 108-490 does not exclude inpatient
discharges associated with healthy newborns inpatient stays in the “well baby’ nursery.

Additional references:

Social Security Act, Section 1886

Public Law 108-490, December 23, 2004

CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)
CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37986)

Applicable to the following application forms: HRSA-99-2

Case Mix Index (CMI)

The CMI is the sum of the diagnosis-related group (DRG) weights for all inpatient discharges
excluding healthy newborns from the most recently filed (or most recently completed) MCR
period divided by the number of inpatient discharges for the same period. All hospitals applying
for IME payments must submit a CMI on all inpatients discharges using the appropriate CMS
DRG version, excluding healthy newborns. This value must be reported to four decimal points.
The CMS DRG version to be used for CHGME Payment Program purposes is published, through
the CHGME Payment Program alert system each spring, prior to the beginning of the FY for
which payments will be made. The principles in determining the version of the CMS grouper is
delineated is the July 20, 2001 CHGME Payment Program Federal Register Notice.

Additional references:

= Social Security Act, Section 1886
= Public Law 108-490, December 23, 2004
= CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)

Applicable to the following application forms: HRSA-99-2
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Number of Available Beds

An available bed is defined as an adult or pediatric bed, including beds or bassinets available for
lodging inpatients including beds in intensive care units, coronary care units, neonatal intensive
care units, short stay units, and other special care inpatient hospital units. Beds in the following
location are excluded: healthy newborn nursery, labor rooms, post-anesthesia or post-operative
recovery rooms, outpatient areas, emergency rooms, ancillary departments, nurses’ and other
staff residence, and other areas as are regularly maintained and utilized for purposes other than
lodging inpatients. To be considered an available bed, a bed must be permanently maintained for
lodging inpatients. It must be available for use and housed in patient rooms or wards (i.e. not in
corridors or temporary beds). CMS in its August 11, 2004, final inpatient PPS Federal Register
Notice, revised its regulations at 42 CFR 412.105(b) and 412.106(a)(1)(ii) to specify that bed
days in a unit that was occupied to inpatient care for at least one day during the preceding 3
months are included in the available bed day count for a month. In addition, bed days for any
beds within a unit that would otherwise be considered occupied should be excluded from the
available bed day count for the current month if the bed has remained unavailable (could not be
made available for patient occupancy within 24 hours) for 30 consecutive days, or if the bed is
used to provide outpatient observation services or swing bed skilled nursing care. This clarified
policy is effective for discharges occurring on or after October 1, 2004.

The available bed count for the current or prior MCR period is the sum of all available beds per
day in the cost reporting period, excluding beds and bassinets in the healthy newborn nursery,
divided by the number of days in that period.

Additional references:

Social Security Act, Section 1886

Public Law 108-490, December 23, 2004

CMS, 42CFR412.105(b)

CMS, 42 CFR 412.106(a)(1)(ii)

CMS, Federal Register Notice, August 11, 2004 (69 FR 48916)

CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)
= CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980,
37986)

Applicable to the following application forms: HRSA-99-2

Intern/Resident to Bed (IRB) Ratio

The IRB ratio for the most recently filed (or most recently completed) MCR period is equal to
the 3-year un-weighted rolling average divided by the number of available beds for the same
period. The IRB ratio for the previous MCR period is equal to the un-weighted resident FTE
count for the previous MCR period divided by the number of available beds for the same period.
To comply as closely as possible with Medicare rules and regulations, the Department applies a
cap on the IRB ratio pursuant to regulations at 42 CFR 412.105(a)(1), whereby the ratio from the
most recently filed (or most recently completed) MCR period may not exceed the ratio for the
hospital's prior cost reporting period as defined above. Hospitals that meet the criteria for an
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exception or adjustment to their 1996 Base Year Cap (e.g. through a Medicare GME Affiliation
Agreement) should refer to the CMS August 1, 2001 Federal Register Notice which provides
additional information and guidance in determining the IRB ratio subject to these exceptions.

Effective for portions of cost reporting periods and discharges occurring on or after July 1, 2005,
the CHGME Payment Program will not include resident FTEs counted against the 8422 cap in
the 3-year rolling average calculation and the CHGME Payment Program will not apply an IRB
ratio cap to the resident FTEs counted against a hospital’s 8422 Cap Increase for purposes of
determining IME payments. A 8422 IRB calculation will be implemented as guided by CMS
rules and regulations. Effective for portions of cost reporting periods ending on or after July 1,
2011, the CHGME Payment Program will include resident FTEs counted against the 85503 cap
in the 3-year rolling average calculation and the CHGME Payment Program will apply an IRB
ratio cap to the resident FTEs counted against a hospital’s 85503 Cap Increase for purposes of
determining IME payments.

Additional references:

Social Security Act, Section 1886

CMS, 42 CFR 413.77

CMS, Federal Register Notice, August 1, 2001 (66 FR 39878)

CMS, Federal Register Notice, August 11, 2004 (69 FR 48916)

CHGME Payment Program , Federal Register Notice, June 19, 2000 (65 FR 37985)
CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)
CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)
CHGME Payment Program , Federal Register Notice, October 22, 2003 (68 FR 60396)

Applicable to the following application forms: HRSA-99-2
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Section XI

Special Calculation Instructions for Hospitals that
Have Not Completed a Medicare Cost Reporting Period

Hospitals eligible to begin receiving CHGME Payment Program funding without having
completed a MCR period, must use the following methodology to convert a partial MCR period
to a full one. To calculate the variables that follow below, the participating children’s hospitals
must first determine the number of days in which the hospital has been eligible to receive
CHGME Payment Program funding (its period of eligibility for CHGME Payment Program
funding).

Determining the Period of Eligibility

For the initial application process, the period of eligibility is equal to the number of days from
the date the hospital became eligible to participate in the CHGME Payment Program to the
CHGME Payment Program initial application deadline date. The start date for hospitals that are
training residents from an existent program is the effective date of the affiliation agreement for
the aggregate cap, established for purposes of the CHGME Payment Program. For new hospitals
starting a new residency program, the start date is the date on which the hospital first trains
residents.

For the reconciliation application process, the hospital will report the actual resident FTE count
from the most recently filed (or most recently completed) MCR. If the hospital has not filed (or
completed) an MCR period by the CHGME Payment Program reconciliation application
deadline, the period of eligibility is equal to the number of days from the beginning of the FY for
which payments are being made (October 1) to the CHGME Payment Program reconciliation
application deadline date.

Example:

CACC became a freestanding children’s hospital when it received its own
Medicare provider number (55-3300) on January 1, 2008. CACC has a June 30"
MCR year-end. On July 1, 2008 CACC began training residents previously
trained at a hospital that has never received funding from the CHGME Payment
Program. The FY 2009 CHGME Payment Program application deadline is
August 1, 2008. CACC’s period of eligibility for the initial application is July 1,
2008 to July 30, 2008. Hence, the resident FTE counts and all other data reported
in CACC’s CHGME Payment Program initial application will be based on this
period (7/1/08 through 7/30/08). CACC will follow the instructions provided
herein to calculate its resident FTE counts, CMI, etc. for an incomplete cost
reporting period. CACC’s CHGME Payment Program funding will not be based
upon a rolling-average until three (3) MCR periods have been completed.

The reconciliation application deadline is May 1, 2009. CACC will not complete
its first MCR period until June 30, 2009. Consequently, CACC’s period of
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eligibility for the reconciliation application will be October 1, 2008 through May
1, 2009.

The following methodology should be used to convert relevant data from a partial MCR period
to a full MCR period.

Calculating the Resident FTE Count for an Incomplete Cost Reporting Period
To convert the resident FTE count from a partial MCR period to a full MCR period:

=

Determine the hospital’s period of eligibility.

2. Count the actual (“raw”) number of un-weighted allopathic and osteopathic resident
FTEs during the hospital’s period of eligibility.

3. Divide the un-weighted resident FTE count for allopathic and osteopathic residents
(number 2 above) by the number of days in during the hospital’s period of eligibility
(number 1 above). This number is the average number of un-weighted resident FTEs per
day.

4. Multiply the average number of un-weighted resident FTEs (number 3 above) by the
number of days that your hospital will be training residents during the FY in which
payments are being made. This number is the estimated number of un-weighted
allopathic and osteopathic resident FTEs trained per year.

5. Use the same methodology (steps 1-4 above) to determine the weighted resident FTE
count of allopathic and osteopathic residents. The example below includes the
calculation of the weighted resident FTE count.

6. Use the same methodology (steps 1-4 above) to determine the un-weighted and weighted

resident FTE count for dental and podiatric residents.

The concept of converting a partial MCR period into a full MCR period is consistent with
Medicare regulations. Since the CHGME Payment Program is paying hospitals for training
residents during the FY for which payments are being made, the Program will convert a partial
training period to reflect the amount of time the hospital will training residents during the FY for
which payments are being made. Although this methodology delineates the method by which
partial year residents are counted, it is important to note that all counts are subjected to the cap
set by the affiliation agreement.

Example:

CACC received its unique Medicare provider number (in the 3300 series)
classifying it as a children’s hospital on January 1, 2008. CACC did not begin
training residents until Shirley Temple Medical Center transferred its pediatric
residents to CACC on July 1, 2008 at which time it met all CHGME Payment
Program hospital eligibility criteria. CACC has an affiliation agreement with
Shirley Temple Medical Center giving it an aggregate cap of 100 FTEs. Based
upon its eligibility, CACC will apply for FY 2009 CHGME Payment Program
funding.
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1. The number of days in which CACC was eligible to participate in the
CHGME Payment Program is 30 days (the number of days from July 1, 2008
to July 30, 2008). CACC chose to use July 30 as its ““end date” to allow time
for completing and validating its CHGME Payment Program application and
to ensure that the application was postmarked by the CHGME Payment
Program application deadline. CACC was not eligible to receive CHGME
Payment Program funding prior to July 1, 2008 because it was not training
residents.

2. From July 1* to July 30" CACC trained a total of 10 un-weighted resident
FTEs and 8.5 weighted resident FTEs. This resident FTE count reflects the
actual “raw” number of resident FTEs that CACC trained during July. [e.g.,
The normal workweek for a pediatric resident is 6 days. During the week of
July 1 through July 7 CACC had one full-time resident in his IRP that worked
6/6 days (6/6 = 1 FTE) and one part-time FTE in her IRP that worked 4/6 days
(4/6 = 0.67 FTE). Hence, the actual “raw” number of weighted and un-
weighted residents that CACC trained during the first week of July is 1.67 (1
+.67=1.67)]

3. The average un-weighted resident FTE count per day is 0.3333 (10 resident
FTEs/30 days = 0.3333) and the average weighted resident FTE count per day
is 0.2833 (8.5 FTE residents/30 days = 0.2833).

4. Since CACC will be eligible for the CHGME Payment Program and training
residents every day of FY 2004 for which it is applying for CHGME Payment
Program funding (October 1, 2008 to September 30, 2009), CACC will report
an “estimated annualized” un-weighted FTE resident count of 121.65 [365 X
0.3333 =121.65 (rounded from 121.6545)] and an “estimated annualized”
weighted FTE count of 103.40 [365 x 0.2833= 103.40 (rounded from
103.4045]. Since CACC's un-weighted FTE count is more than its FTE cap
(of 100), CACC will have to reduce its FTE count using the methodology
described under “Exceeding the Cap”.

Additional references:

= CMS, 42 CFR 413.77
= CHGME Payment Program , Federal Register Notice, March 1, 2001 (66 FR 12940)

Applicable to the following application forms: HRSA-99-1, HRSA-99-2, and HRSA-99-4.

Calculating the Case Mix Index (CMI) for an Incomplete Cost Reporting

Period
Hospitals that have not completed a MCR period will report a CMI to the CHGME Payment
Program based upon the discharges during the hospital’s period of eligibility.

Example:
CACC received its unique Medicare provider (3300 series) number on January 1,

2008. CACC did not begin training residents until Shirley Temple Medical
Center transferred its pediatric residents to CACC on July 1, 2008 at which time it
met all CHGME Payment Program hospital eligibility criteria. The number of
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days in which CACC was eligible to participate in the CHGME Payment Program
is 30 days (the number of days from July 1, 2008 to July 30, 2008). CACC chose
to use July 30 as its “end date™ to allow time for completing and validating its
CHGME Payment Program application and to ensure that the application was
postmarked by the CHGME Payment Program application deadline. CACC was
not eligible to receive CHGME Payment Program funding prior to July 1, 2008
because it was not training residents. Hence, CACC’s CMI will be based upon
all discharges from July 1 to July 30 using the CMS DRG-version specified by the
CHGME Payment Program.

Additional references:

= CMS, 42 CFR 413.77
= CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)

Applicable to the following application forms: HRSA 99-2

Calculating Discharges for an Incomplete Cost Reporting Period

Hospitals that have not completed a MCR period will report discharge data to the CHGME
Payment Program based upon discharges during the hospital’s period of eligibility using the
following methodology:

1. Calculate the number of discharges during the hospital’s period of eligibility.
This number represents the total number of discharges during the hospital’s
period of eligibility.

2. Divide the total number of discharges by the number of days in during the
hospital’s period of eligibility. This represents the average number of discharges
per day.

3. Multiply the average number of discharges per day by the number of days in
which the hospital is eligible to receive CHGME Payment Program funding
during the FY for which it is applying for funding.

Example:
The number of days in which CACC was eligible to participate in the CHGME

Payment Program is 30 days (the number of days from July 1, 2008 to July 30,
2008). CACC chose to use July 30 as its ““end date” to allow time for completing
and validating its CHGME Payment Program application and to ensure that the
application was postmarked by the CHGME Payment Program application
deadline. CACC was not eligible to receive CHGME Payment Program funding
prior to July 1, 2008 because it was not training residents.

1. CACC had 752 discharges from July 1 to July 30.

2. CACC’s average number of discharges per day is 25.07 (752
discharges/30 days = 25.0666).

3. Since CACC will be caring for patients as a freestanding children’s
teaching hospital during the entire FY 2004 (October 1, 2008 — September
30, 2009) for which it is applying for CHGME Payment Program funding,
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CACC will report 9,150 discharges on HRSA-99-2 [365 days x 25.07
discharges per day = 9,150.55 discharges (whole numbers only)].

Additional references:

= CMS, 42 CFR 413.77(e)(2)
= CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)

Applicable to the following application forms: HRSA 99-2.

Calculating the Number of Available Beds for an Incomplete Cost Reporting
Period

Hospitals that have not completed a MCR period will calculate their bed count by summing the
total available bed count during the hospital’s period of eligibility.

Example:
The number of days in which CACC was eligible to participate in the CHGME

Payment Program is 30 days (the number of days from July 1, 2008 to July 30,
2008). CACC chose to use July 30 as its “end date” to allow time for completing
and validating its CHGME Payment Program application and to ensure that the
application was postmarked by the CHGME Payment Program application
deadline. CACC was not eligible to receive CHGME Payment Program funding
prior to July 1, 2008 because it was not training residents.

During the period July 1 to July 30, 2008 CACC had 2,730 beds available to house
pediatric inpatients and 910 bassinets available for healthy newborn babies. Therefore,
the bed count is 91 beds per day (2,730 beds/30 days=91) as healthy newborn babies
should be excluded from the reported available bed count.

Additional references:

= CMS, 42 CFR 413.77(e)(2)
= CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)

Applicable to the following application forms: HRSA 99-2

Calculating Inpatient Days for an Incomplete Cost Reporting Period

Hospitals that have not completed a MCR period will calculate their inpatient days by summing
the daily midnight census during the hospital’s period of eligibility.

Then the hospital divides that sum by the number of days in that period, resulting in the average
midnight census. The hospital should then multiply the average midnight census with the
number of days that the hospital is eligible for the CHGME Payment Program during the FY in
which payments are to be made.

Example:
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The number of days in which CACC was eligible to participate in the CHGME
Payment Program is 30 days (the number of days from July 1, 2008 to July 30,
2008). CACC chose to use July 30 as its “end date” to allow time for completing
and validating its CHGME Payment Program application and to ensure that the
application was postmarked by the CHGME Payment Program application
deadline. CACC was not eligible to receive CHGME Payment Program funding
prior to July 1, 2008 because it was not training residents.

From July 1 to July 30, the CACC had a total of 1,911 inpatient days, resulting in
an average of 63.70 inpatients per day (1,911 inpatient days/30 days). Their
inpatient day total for the FY would be 365 days x 64 inpatients per day = 23,360
inpatient days (must also use whole numbers).

Additional references:
= CMS, 42 CFR 413.77
= CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)

Applicable to the following application forms: HRSA 99-2

Calculating Outpatient Services for an Incomplete Cost Reporting Period
Hospitals will not complete this section until a MCR period has been completed.

Additional references:
= CHGME Payment Program , Federal Register Notice, July 20, 2001 (66 FR 37980)
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Section XI

The HRSA 99
specified. The

CHGME Payment Program Application Form Instructions
Instructions for Completing HRSA 99

Hospital Demographic and Contact Information

must be completed in its entirety. All sections of this form must be completed unless otherwise
form must contain original signatures. Faxed or photocopied signatures will not be accepted.

Specific line item instructions are provided below.

Section

HRSA-13-143

Instructions

Provide the official name, physical address, tax identification number, county where the hospital is physically
located, Medicare provider number, D&B D-U-N-S number, and website of the applicant children’s hospital.
Information regarding D&B D-U-N-S numbers can be obtained at 1-800-234-3867 or www.dnb.com.

Provide the complete name, title, mailing address, telephone number and email address of the person to be
notified if the application is funded. All future correspondence will be mailed to this individual only (e.g.,
notice of award letters).

Provide the complete name, title, mailing address, telephone number, email address, and signature of the person
authorized to sign for the applicant hospital. An original signature and date are required. This individual must
be the same individual that signs form HRSA 99-3.

Provide the complete name, title, mailing address, telephone number, email address, and signature of the
hospital’s Director of Graduate Medical Education. An original signature and date are required. If the hospital
does not have a Director of GME, the individual who has oversight responsibility for residents participating in
GME programs at the hospital should be identified.

Provide the complete name, title, mailing address, telephone number and email address of the person who can
provide documentation in support of the information reported in the CHGME Payment Program application for
funding. Like all Federal programs, information submitted is subject to audit. All Resident FTE Assessment
inquiries and related communications will be directed to this individual.

Provide the complete name, title, mailing address, telephone number, and email address of the person who
prepared and/or completed this application package for the applicant hospital. This individual will be the person
contacted if there are questions or issues related to the information submitted in the CHGME Payment Program
application for funding.
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Instructions for Completing HRSA 99-1

Determination of Weighted and Unweighted Resident FTE Counts

All values entered on HRSA 99-1 must be taken to the hundredth place [two decimal points (e.g. 38.00 or
12.43)] and the standard rounding rules applied [if the number is .5 or greater then round up to the next
number (e.g., 38.189 would be rounded to 38.19)].

Instructions for the Initial Application Cycle

The
Section
and Line
Number
that the
instruct-
ions
apply to
are
identified
in this
area in
the
following
table.

Section
1

1.01

1.02

GUIDE TO INSTRUCTIONS

Hospitals that filed a full MCR for the subject cost
reporting period must follow the instructions provided in
this (left) column for each section. Where specified,
hospitals must report the data as stated in the hospital’s
CMS 2552-96 Worksheets E-3, Part IV and E-3, Part VI
from the subject cost reporting period. Deviation from
what is stated on Worksheets E-3, Part IV and E-3, Part
VI must be supported and attested to by the FI prior to
submission of this application in order to be accepted by
the CHGME Payment Program. In some instances, the
instructions are the same for all hospitals irrespective of
the type of MCR the hospital filed for the subject cost
reporting period. In those cases, only one set (i.e., one
column) of instructions is provided.

Hospitals that filed a Low or No-Utilization MCR
for the subject recent cost reporting period must follow
the instructions provided in this (right) column for each
section. In some instances, the instructions are the
same for all hospitals irrespective of the type of MCR
the hospital filed for the subject cost reporting period.
In those cases, only one set (i.e., one column) of
instructions is provided.

Hospitals that have not completed at least three (3) MCR periods must follow the instructions provided in

italics, where provided below.

DETERMINATION OF RESIDENT FTE CAP FOR THE HOSPITAL’S MOST RECENT COST
REPORTING PERIOD ENDING ON OR BEFORE DECEMBER 31, 1996

Hospitals that did not train residents during the most recent cost reporting period ending on or before
December 31, 1996 should enter “N/A” on lines 1.01 through 1.03.

Enter the inclusive dates of the subject cost reporting period. The following format must be used: (From:)

mm/dd/yyyy (To:) mm/dd/yyyy.

Enter the status of the subject MCR using the codes
below:

Code Definition
S Settled.
This status refers to cost reports that have been
settled [a notice of program reimbursement
(NPR) issued] by the Medicare FI.
S/RIP Settled/Reopened/Preliminary FI.

This status refers to cost reports that have been
settled (an NPR issued by the Medicare Fl),
then re-opened by the Medicare FI and any
changes (to the resident FTE counts during the
reopening) have been assessed by the CHGME
(or Medicare) FI.
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Enter the status of the subject MCR using the codes
below:

Code Definition

L Low-utilization MCR.

This status refers to resident FTE counts
submitted by the hospital in their initial
application that have not been assessed by the
CHGME FI.

N No-utilization MCR.

This status refers to resident FTE counts
submitted by the hospital in their initial
application that have not been assessed by the
CHGME FI.



1.03

S/R/IRS Settled/Reopened/Resettled. C Complete.

This status refers to cost reports that have been This status refers to resident FTE counts that
settled (an NPR issued by the Medicare FlI), re- have been assessed by the CHGME FI and
opened by the Medicare Fl, and then re-settled reported to the hospital and the CHGME

by the Medicare FI. Payment Program in the CHGME FI’s final

assessment report.
R Re-issue.

This status refers to resident FTE counts
reported in a CHGME FI’s final assessment
report that have been re-assessed based on a
request from the children’s hospital or the
CHGME FI and the results of the reassessment
reported to the hospital and the CHGME
Payment Program in the CHGME FI’s final re-
assessment report.

Enter the un-weighted resident FTE count for allopathic ~ Enter the un-weighted resident FTE count for

and osteopathic programs for the most recent cost allopathic and osteopathic programs for the most recent
reporting period ending on or before December 31, cost reporting period ending on or before December 31,
1996. (Worksheet E-3, Part IV Line 3.01 on the 1996.

hospital’s MCR beginning on or after October 1, 1997.)

Hospitals must complete Sections 4 through 6 of Form HRSA-99-1 prior to completing Sections 2 and 3.

Section
2

2.01
2.02

2.03

2.04

2.05

2.06
2.07
2.08

Section
3

3.01
3.02

3.03

3.04

AVERAGE UNWEIGHTED RESIDENT FTE COUNT

Enter the amount from line 4.19 of the 1996 Cap Year column.

Enter the amount from line 5.19 of the 1996 Cap Year column. Hospitals that have not completed three (3) MCR
periods should enter “N/A”.

Enter the amount from line 6.19 of the 1996 Cap Year column. Hospitals that have not completed three (3) MCR
periods should enter “N/A”.

Enter the sum of lines 2.01, 2.02 and 2.03 from above divided by 3. Hospitals that have not completed three (3)
MCR periods should enter the amount from line 2.01 above.

Enter the un-weighted number of resident FTEs in the initial years of all programs that meet the rolling average
exception criteria in 42 CFR 413.79(d).

Enter the sum of lines 2.04 and 2.05 from above.
Enter the amount from line 4.19 of the 8422 of the MMA column.

Enter the sum of lines 2.06 and 2.07 from above.

AVERAGE WEIGHTED RESIDENT FTE COUNT

Enter the amount from line 4.20 of the 1996 Cap Year column.

Enter the amount from line 5.20 of the 1996 Cap Year column. Hospitals that have not completed three (3) MCR
periods should enter “N/A”.

Enter the amount from line 6.20 of the 1996 Cap Year column. Hospitals that have not completed three (3) MCR
periods should enter “N/A”.

Hospitals that have not completed three (3) MCR periods should enter the amount from line 3.01 above.

Enter the sum of lines 3.15 and 3.21 from CMS 2552-96  Enter the sum of lines 3.01, 3.02 and 3.03 from above
Worksheet E-3, Part IV from your most recently filed divided by 3.

MCR which is equivalent to the sum of lines 3.01, 3.02

and 3.03 from above divided by 3. If the sum of lines

3.01 through 3.03 divided by 3 does not equal the sum
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3.05

3.06

3.07
3.08

Section
4

4.01

4.02

of lines 3.15 and 3.21 from CMS 2552-96 on your most
recently filed MCR, please contact your regional
manager immediately.

Hospitals that have not completed three (3) MCR periods should enter the weighted number of resident FTEs in
the initial years of all programs that meet the rolling average exception criteria in 42 CFR 413.79(d).

Enter the weighted number of resident FTEs in the Enter the weighted number of resident FTEs in the
initial years of all programs that meet the rolling average initial years of all programs that meet the rolling
exception criteria in 42 CFR 413.79(d) . average exception criteria in 42 CFR 413.79(d) .

Hospitals that have not completed three (3) MCR should enter the sum of lines 3.04 and 3.05 from above. This is
the weighted resident FTE count.

Enter the sum of lines 3.04 and 3.05 from above.
Enter the amount from line 4.20 of the 8422 of the MMA column.

Enter the sum of lines 3.06 and 3.07 from above.

DETERMINATION OF RESIDENT FTE COUNT FOR THE HOSPITAL’S
MOST RECENTLY COMPLETED COST REPORTING PERIOD

Hospitals that have not completed a MCR period must use the methodology described in the application guidance
section titled ““Special Calculation Instructions for Hospitals that Have Not Completed a Medicare Cost Reporting
Period” to determine their weighted and un-weighted resident FTE counts based upon an incomplete cost
reporting period.

Enter the inclusive dates of the subject cost reporting period. The following format must be used: (From:)
mm/dd/yyyy (To:) mm/dd/yyyy.

Hospitals that have not completed a full MCR period must enter the date in which the hospital became eligible to
participate (i.e. date that the hospital obtained a Medicare provider number and began training residents) and
the CHGME Payment Program application deadline. This is the hospital’s period of eligibility.

Enter the status of the subject MCR using the codes Enter the status of the subject MCR using the codes
below: below:
Code Definition Code Definition

AF As Filed. L Low-utilization MCR.
This status refers to cost reports that have This status refers to resident FTE counts submitted
been submitted by the children’s hospital to by the hospital in their initial application that have
the Medicare FI, but have not yet been not been assessed by the CHGME FI.
reviewed by the CHGME (or Medicare) Fl.

AM Amended. N No-utilization MCR.
This status refers to cost reports that have This status refers to resident FTE counts submitted
been amended and submitted by the by the hospital in their initial application that have
children’s hospital to the Medicare FI, but not been assessed by the CHGME FI.

have not yet been reviewed by the CHGME
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4.03

4.04

4.04a

4.04b

4.05

(or Medicare) FI.

P Preliminary.

This status refers to resident FTE counts that
have been assessed by the CHGME (or
Medicare) FI where the cost report has not
yet been settled (notice of program
reimbursement has not been issued).

S Settled.

This status refers to cost reports that have
been settled [an NPR issued] by the
Medicare Fl.

S/IR/P Settled/Reopened/Preliminary FI.

This status refers to cost reports that have
been settled (an NPR issued by the Medicare
F1), then re-opened by the Medicare Fl and
any changes (to the resident FTE counts
during the reopening) have been assessed by
the CHGME (or Medicare) FI.

SIRIRS Settled/Reopened/Resettled.

This status refers to cost reports that have
been settled (an NPR issued by the Medicare
F1), re-opened by the Medicare FI, and then
re-settled by the Medicare FI.

1996 cap year column: Enter the un-weighted resident
FTE count for allopathic and osteopathic programs for
the most recent cost reporting period ending on or
before December 31, 1996 which is equivalent to Line
3.01 Line 3.01 from CMS 2552-96 Worksheet E-3,
Part IV from the subject MCR. For hospitals whose
MCR did not contain an entry on line 3.01, enter “0”.
If Line 3.01 from Worksheet E-3, Part IV does not
equal line 1.03 from above, line 3.01 from Worksheet
E-3, part IV must be supported and attested to by the
FI prior to submission of this application in order to be
accepted by the CHGME Payment Program .

Enter the un-weighted resident FTE count for
allopathic and osteopathic programs which meet the
criteria for an adjustment to the cap for new programs
in accordance with 42 CFR 413.79(e) [which is
equivalent to Line 3.02 from CMS 2552-96 Worksheet
E-3, Part IV from the subject MCR] and the un-
weighted resident FTE count for allopathic and
osteopathic programs received under §5506 of the
ACA

Enter the number of un-weighted allopathic and
osteopathic FTE resident cap slots the hospital
received under §5503 of the ACA.

Enter the reduction for the un-weighted resident FTE
count for allopathic or osteopathic programs due to
§5503 of the ACA.

Enter the adjustment (increase or decrease) for the un-
weighted resident FTE count for allopathic or
osteopathic programs for affiliated programs in
accordance with 42 CFR 413.75(b), 413.79(c)(2)(iv),
and 63 FR 26336 of May 12, 1998 which is equivalent
to Line 3.03 from CMS 2552-96 Worksheet E-3, Part
IV from the subject MCR.
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C Complete.

This status refers to resident FTE counts that have
been assessed by the CHGME FI and reported to
the hospital and the CHGME Payment Program in
the CHGME FI’s final assessment report.

R Re-issue.

This status refers to resident FTE counts reported
in a CHGME FI’s final assessment report that have
been re-assessed based on a request from the
children’s hospital or the CHGME FI and the
results of the reassessment reported to the hospital
and the CHGME Payment Program in the CHGME
FI’s final re-assessment report.

1996 cap year column: Enter the un-weighted resident
FTE count for allopathic and osteopathic programs for
the most recent cost reporting period ending on or before
December 31, 1996 which is equivalent to Line 1.03
from above.

Enter the un-weighted resident FTE count for allopathic
and osteopathic programs which meet the criteria for an
add-on to the cap for new programs in accordance with
42 CFR 413.79(e) for the subject cost reporting period
and the un-weighted resident FTE count for allopathic
and osteopathic programs received under §5506 of the
ACA

Enter the number of un-weighted allopathic and
osteopathic FTE resident cap slots the hospital received
under §5503 of the ACA.

Enter the reduction for the un-weighted resident FTE
count for allopathic or osteopathic programs due to
§5503 of the ACA.

Enter the adjustment (increase or decrease) for the un-
weighted resident FTE count for allopathic or osteopathic
programs for affiliated programs in accordance with 42
CFR 413.75(b), 413.79(c)(2)(iv), and 63 FR 26336 of
May 12, 1998 for the subject cost reporting period.



4.05a

4.06

4.07

4.08

4.09

4.10

411

412

Enter the reduction for the un-weighted resident FTE
count for allopathic or osteopathic programs due to
8422 of the MMA.

1996 cap year column: Enter the sum of lines 4.03
through 4.05a. This is the FTE adjusted cap which is
equivalent to Line 3.04 from CMS 2552-96 Worksheet
E-3, Part IV from the subject MCR. If the hospital’s
1996 Base Year Cap is reduced under 42 CFR
413.79(c)(3) due to unused resident slots, effective for
cost reporting periods ending on or after July 1, 2005,
Line 3.04 from CMS 2552-96 Worksheet E-3, Part IV
from the subject MCR is equivalent to the sum of Line
3.03 from CMS 2552-96 Worksheet E-3, Part IV and
Line 4 from Worksheet E-3, Part VI from the subject
MCR.

Enter the reduction for the un-weighted resident FTE
count for allopathic or osteopathic programs due to §422
of the MMA.

1996 cap year column: Enter the sum of lines 4.03
through 4.05a from above. This is the FTE adjusted cap.
If the hospital’s 1996 Base Year Cap is reduced under 42
CFR 413.79(c)(3) due to unused resident slots, effective
for cost reporting periods ending on or after July 1, 2005,
enter Line 3.04 from CMS 2552-96 Worksheet E-3, Part
1V from the subject MCR which is equivalent to the sum
of Line 3.03 from CMS 2552-96 Worksheet E-3, Part IV
and Line 4 from Worksheet E-3, Part VI from the subject
MCR. If the hospital was not required to file CMS 2552-
96 Worksheets E-3, Part IV or E-3, Part VI following the
1996 Base Year Cap reduction under 42 CFR
413.79(c)(3) for the subject cost reporting period contact
your regional manager.

8422 of the MMA column: Enter the number of un-weighted allopathic and osteopathic GME FTE resident cap
slots the hospital received under 42 CFR 413.79(c)(4) which is equivalent to Line 5 (or 5.01 for cost reporting
periods that overlap July 1, 2005) from CMS 2552-96 Worksheet E-3, Part VI from the subject MCR. If the

hospital received GME FTE resident cap slots under 42 CFR 413.79(c)(4), but was not required to file CMS 2552-
96 Worksheets E-3, Part V1 for the subject cost reporting period contact your regional manager. If the hospital did
not receive GME FTE resident cap slots under 42 CFR 413.79(c) enter “zero” on Lines 4.06 through 4.13, 4.19 and

4.20 of this column.

1996 cap year column: Enter the un-weighted resident
FTE count for allopathic or osteopathic programs for
the current year from your records, other than those in
the initial years of the program that meet the criteria
for an exception to the rolling average rules (42 CFR
413.79(d) and/or (e)). This is equivalent to Line 3.05
from CMS 2552-96 Worksheet E-3, Part 1V from the
subject MCR.

1996 cap year column: Enter the un-weighted resident
FTE count for allopathic or osteopathic programs for the
current year from your records, other than those in the
initial years of the program that meet the criteria for an
exception to the rolling average rules (42 CFR 413.79(d)
and/or (e)).

8422 of the MMA column: Enter the sum of Lines 4.07 minus 4.08 from the 1996 Cap Year Column.

1996 cap year column: Enter line 3.06 from CMS
2552-96 Worksheet E-3, Part 1V from the subject
MCR.

1996 cap year column: Enter the lesser of lines 4.06 or
4.07 from above (lesser of lines 5.06 or 5.07 for Section
5 and lines 6.06 or 6.07 for Section 6).

8422 of the MMA column: enter the lesser of Lines 4.06 or 4.07 from above.

1996 cap year column: Enter the un-weighted FTE resident count for allopathic and osteopathic residents in their

initial residency period.

8422 of the MMA column: Enter the un-weighted FTE resident count for allopathic and osteopathic residents in

their initial residency period.

1996 cap year column: Enter the hospital’s un-weighted FTE resident count for allopathic and osteopathic
residents beyond their initial residency period. The sum of lines 4.09 and 4.10 should equal line 4.07 from above
(the sum of lines 5.09 and 5.10 should equal line 5.07 for Section 5 and the sum of lines 6.09 and 6.10 should equal

line 6.07 for Section 6).

8422 of the MMA column: Enter the hospital’s un-weighted FTE resident count for allopathic and osteopathic
residents beyond their initial residency period. The sum of lines 4.09 and 4.10 should equal line 4.07 from above.

1996 cap year column: Multiply line 4.10 from above (line 5.10 for Section 5 and line 6.10 for Section 6) by 0.5
and enter the product. This is the weighted FTE resident count for allopathic and osteopathic residents beyond their

initial residency period.

8422 of the MMA column: Multiply line 4.10 from above by 0.5 and enter the product. This is the weighted FTE
resident count for allopathic and osteopathic residents beyond their initial residency period.

1996 cap year column: Enter line 3.09 from CMS
2552-96 Worksheet E-3, Part IV. This should equal
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1996 cap year column: Enter the sum of lines 4.09 and
4.11 from above (sum of lines 5.09 and 5.11 for Section
5 and lines 6.09 and 6.11 for Section 6). This is the total



413

4.14

4.15

4.16

4.17

4.18

419

4.20

Section
5

the sum of lines 4.09 and 4.11 from above. weighted resident FTE count for allopathic and
osteopathic programs.

8422 of the MMA column: Enter the sum of lines 4.09 and 4.11 from above.

1996 cap year column: Enter line 3.10 from CMS 1996 cap year column: For Section 4: If line 4.07 is less

2552-96 Worksheet E-3, Part IV. than or equal to line 4.06 enter the amount from line 4.12
above. If line 4.07 is greater than line 4.06, multiply line
4.12 by (line 4.06 divided by line 4.07) and enter the
product.

For Section 5: If line 5.07 is less than or equal to line
5.06 enter the amount from line 5.12 above. If line 5.07
is greater than line 5.06, multiply line 5.12 by (line 5.06
divided by line 5.07) and enter the product.

For Section 6: If line 6.07 is less than or equal to line
6.06 enter the amount from line 6.12 above. If line 6.07
is greater than line 6.06, multiply line 6.12 by (line 6.06
divided by line 6.07) and enter the product.

8422 of the MMA column: If line 4.07 is less than or equal to line 4.06, enter the amount from line 4.12 above. If
line 4.07 is greater than line 4.06, multiply line 4.12 by (line 4.06 divided by line 4.07) and enter the product.

1996 cap year column: Enter the un-weighted resident FTE count for dental and podiatric programs.

1996 cap year column: Enter the un-weighted resident FTE count for dental and podiatric residents in their initial
residency period.

1996 cap year column: Enter the un-weighted resident FTE count for dental and podiatric residents beyond their
initial residency period.

1996 cap year column: Multiply line 4.16 from above (line 5.16 for Section 5 and line 6.16 for Section 6) by 0.5
and enter the product.

1996 cap year column: Enter line 3.11 from CMS 1996 cap year column: Enter the sum of lines 4.15 and
2552-96 Worksheet E-3, Part IV. This should equal 4.17 from above (the sum of lines 5.15 and 5.17 for

the sum of lines 4.15 and 4.17. For hospitals who’s Section 5 and lines 6.15 and 6.17 for Section 6). This is
MCR did not contain an entry on line 3.11 on the total weighted resident FTE count for dental and
Worksheet E-3, Part IV enter the sum of lines 4.15and  podiatric programs.

4.17 from above (the sum of lines 5.15 and 5.17 for

Section 5 and lines 6.15 and 6.17 for Section 6). This

is the total weighted resident FTE count for dental and

podiatric programs.

1996 cap year column: Enter the sum of lines 4.08, 4.15 and 4.16 from above (the sum of lines 5.08, 5.15 and 5.16
for Section 5 and the sum of lines 6.08, 6.15 and 6.16 for Section 6). This is the hospital’s total un-weighted FTE
resident count.

8422 of the MMA column: Enter line 4.08 from above.

1996 cap year column: Enter the sum of lines 3.10 1996 cap year column: Enter the sum of lines 4.13 and
and 3.11 from CMS 2552-96 Worksheet E-3, Part IV. 4.18 from above (sum of lines 5.13 and 5.18 for Section
This should equal the sum of lines 4.13 and 4.18 (sum 5 and the sum of lines 6.13 and 6.18 for Section 6). This
of lines 5.13 and 5.18 for Section 5 and the sum of is the hospital’s total weighted FTE resident count.

lines 6.13 and 6.18 for Section 6).

8422 of the MMA column: Enter line 4.13 from above.

DETERMINATION OF RESIDENT FTE COUNT FOR THE HOSPITAL’S
PRIOR COST REPORTING PERIOD

The direct GME FTE resident cap slots hospitals received under 42 CFR 413.79(c)(4) are not subject to the three
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year rolling average; therefore, Section 5 does not include a 8422 of the MMA column and related guidance is not
applicable this section.

Hospitals that have not completed three (3) MCR periods should enter “N/A” on lines 5.01 through 5.20.

Section DETERMINATION OF FTE RESIDENT COUNT FOR THE HOSPITAL’S
6 PENULTIMATE COST REPORTING PERIOD

The direct GME FTE resident cap slots hospitals received under 42 CFR 413.79(c)(4) are not subject to the three
year rolling average; therefore, Section 6 does not include a 8422 of the MMA column and related guidance is not
applicable this section.

Hospitals that have not completed three (3) MCR periods should enter “N/A” on lines 6.01 through 6.20.

Instructions for the Reconciliation Application Cycle

All children’s hospitals, regardless of their filing status, will use the resident FTE counts as reported by their
CHGME FI in his/her final Resident FTE Assessment Report to complete their reconciliation application which
includes an updated and revised, as needed, HRSA 99-1. For additional information regarding the Resident FTE
Assessment Program see Section 1.
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Instructions for Completing HRSA 99-2

Determination of Indirect Medical Education Data
Related to the Teaching of Residents

Inpatient Data for the Current Medicare Cost Report (MCR) Period
The “current” MCR period is defined as the hospital’s most recently filed MCR for hospitals that file full MCRs (report residents to

Medicare on CMS 2552-96, Worksheet E-3, Part 1V) or the most recently completed MCR period for hospitals that file low or no-
utilization MCRs.

Hospitals that have not completed a full MCR period must use the methodology described in the application guidance
section titled “Special Calculation Instructions for Hospitals that Have Not Completed a Medicare Cost Reporting Period” to
complete the below.

1.01 Inclusive dates of the current MCR period. Enter the inclusive dates of the MCR period reported on line 4.01 of HRSA 99-1.

1.02 Number of Inpatient Days. The sum of the entire midnight census counts including nursery days for the MCR period reported
on line 1.01 above. [Value must be taken to two decimal points (i.e., 38.00 or 12.43).]

1.03 Number of Inpatient Discharges. The sum of all inpatient discharges including healthy newborns for the MCR period reported
on line 1.01 above. [Value must be taken to two decimal points (i.e., 38.00 or 12.43).]

1.04 Case Mix Index (CMI). The CMI is the sum of the diagnosis-related group (DRG) weights for all discharges during the MCR
period identified on line 1.01 above divided by the number of discharges. The CMI represents the average DRG relative
weight for the hospital. All hospitals must submit a CMI on all patient discharges using the appropriate CMS DRG version,
excluding healthy newborns. [Value must be taken to 4 decimal points (i.e., 1.2105).]

The CMl is utilized in the IME formula to determine IME payments. Hospitals that do not submit a CMI are not eligible for
IME payments. These hospitals are required to initial the appropriate box on line 1.04 of HRSA 99-2 acknowledging their
ineligibility for IME payments. The initials on HRSA 99-2 must be consistent with the signature on HRSA 99-3.

Intern/Resident-to-Bed (IRB) Ratio

To comply as closely as possible with Medicare rules and regulations, the Department applies a cap on the IRB ratio, similar to the cap
applied by the Medicare program pursuant to regulations at 42 CFR 412.105(a)(1), whereby the ratio may not exceed the ratio for the
hospital's most recent prior cost reporting period. For those hospitals whose IRB ratio changes, there will be a one-year delay in the
implementation of the revised IRB. Starting in FY 2002 the CHGME Payment Program will implement a cap on the IRB ratio. The IRB
cap may not exceed the ratio for the hospital’s previous cost reporting period.

Calculate the IRB Ratio for the Current MCR Period

The “current” MCR period is defined as the hospital’s most recently filed MCR for hospitals that file full MCRs (report residents to
Medicare on CMS 2552-96, Worksheet E-3, Part V) or the most recently completed MCR period for hospitals that file low or no-
utilization MCRs.

Hospitals that meet the criteria for an exception or adjustment to the cap should refer to the Centers for Medicare and Medicaid Services
August 1, 2001 Federal Register Notice (66 FR 39878) which provides additional information and guidance in calculating the IRB ratio.

1.05 Enter the 3-year adjusted un-weighted FTE rolling average for the current MCR period. The 3-year un-weighted FTE rolling
average for the current MCR period is equal to line 2.06 of HRSA 99-1. Enter the data reported on line 2.06 of HRSA 99-1.

[Value must be taken to two decimal points (i.e., 38.00 or 12.43).]

1.06 Enter the bed count for the current MCR period. The bed count for the current MCR period is the sum of all available beds
per day in the cost reporting period, excluding beds and bassinets in the healthy newborn nursery, divided by the number of
days in that period. If a children’s hospital has not completed a Medicare cost report period prior to submission of an
application to the CHGME Payment Program , it would base the bed count on the sum of all available beds per day, excluding
beds and bassinets in the healthy newborn nursery, in the period from the day it became eligible for the CHGME program
until the CHGME application deadline, divided by the number of days in that period. A bed is any bed that is permanently
maintained for lodging inpatients. The bed count number is utilized in the IME formula to determine IME payments. [Value
must be taken to two decimal points (i.e., 38.00 or 12.43).]

1.07 Enter the IRB ratio for the current MCR period. The IRB ratio is equal to the 3-year un-weighted rolling average (line 1.05
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above) divided by the bed count (line 1.06 above). [Value must be taken to six decimal points (i.e. 34.567800).]

Calculate the IRB Ratio for the Previous MCR Period

The “previous” MCR period refers to the annual cost reporting period that ended one year prior to the cost reporting period identified on
line 1.01 above. The previous MCR period should equal line 5.01 of HRSA 99-1

Hospitals that were not required to complete section 5 of HRSA 99-1 should contact their regional manager for additional information and
guidance for lines 1.08 through 1.11 below.

Hospitals that meet the criteria for an exception or adjustment to the cap should refer to the Centers for Medicare and Medicaid Services
August 1, 2001 Federal Register Notice (66 FR 39878) which provides additional information and guidance in calculating the IRB ratio.

1.08

1.09

1.10

111

1.12

1.13

1.14

1.15

1.16

1.17

1.18

1.19

1.20

Inclusive dates of the previous MCR period. Enter the inclusive dates of the MCR period reported on line 5.01 of HRSA 99-1.

Unweighted FTE count for the previous MCR period. Enter the un-weighted FTE count for the previous MCR period which
is equal to line 5.19 of HRSA 99-1. [Value must be taken to two decimal points (i.e., 38.00 or 12.43).]

Bed count for the previous MCR period. Calculate the available bed count for the previous MCR period. The bed count for
the previous MCR period is the sum of all available beds per day in the cost reporting period, excluding beds and bassinets in
the healthy newborn nursery, divided by the number of days in that period. [Value must be taken to two decimal points
(i.e., 38.00 or 12.43).]

IRB ratio for the previous MCR period. Calculate the IRB ratio for the previous MCR period. The IRB ratio is equal to the
un-weighted FTE count for the previous MCR period (line 1.09 above) divided by the bed count (line 1.10 above). [Value
must be taken to six decimal points (i.e. 34.567890 or 12.540000).]

IRB Cap
IRB Cap. Enter the lesser of 1.07 or 1.11. [Value must be taken to six decimal points (i.e. 34.567890.]

8422 of the MMA IRB Ratio for the Current MCR Period

8422 of the MMA un-weighted resident FTE count for the current MCR period. The un-weighted resident FTE count for the
current MCR period is equal to line 4.19 of the 8422 of the MMA column of the HRSA 99-1. Enter the data reported on line
4.19 from the 8422 of the MMA column of HRSA 99-1. [Value must be taken to two decimal points (i.e., 38.00 or
12.43).]

Bed count for the current MCR period. Enter the available bed count for the current MCR period. This should be consistent
with the data reported in line 1.06 above. [Value must be taken to two decimal points (i.e., 38.00 or 12.43).]

8422 of the MMA IRB ratio for the current MCR period. Calculate the §422 of the MMA IRB ratio for the current MCR
period. The §422 of the MMA IRB ratio is equal to the increase in the un-weighted FTE count (line 1.13 above) divided by
the bed count (line 1.14 above). [Value must be taken to six decimal points (i.e., 34.567890 or 12.540000).]

Outpatient Data

Number of Ambulatory Surgery Visits. Total number of scheduled outpatient ambulatory surgical visit provided to patients
who do not remain in the hospital overnight. The surgery may be performed in operating suites also used for inpatient surgery
specifically designed surgical suites for outpatient surgery, or procedure rooms within an outpatient care facility.

Number of Radiology Visits. Total number of diagnostic radiology visits provided to patients in the outpatient setting such as
computed tomographic scanner (CT scan), magnetic resonance imaging (MRI), position emission tomography (PET), Single
photon emission computerized tomography (SPECT), and ultrasound. (Do not include inpatient testing)

Number of Urgent Care Visits. Total number of urgent care visits that provide care and treatment for problems that are not
life threatening but require attention over the short term.

Number of Emergency Department Visits. Total number of emergency room visits for patients whose condition requires
immediate care.

Number of Clinic Visits. Total number of clinic visits to each specialized medical unit responsible for the diagnosis and
treatment of patients on an outpatient, non-emergency basis. Visits to the satellite clinics and primary group practices should
be included if revenue is received by the hospital.
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Instructions for Completing HRSA 99-3

Hospital Certification

A certification statement must be completed and signed by the applicant hospital’s certifying
official attesting to the legitimacy of the application for funds under the CHGME Payment
Program. By signing the certification statement, the applicant hospital agrees to adhere to all the
conditions listed and is aware that the applicant hospital may be denied entry to or revoked from
the program if any conditions are violated.

The certification statement must contain an original signature. Faxed or photocopied signatures
will not be accepted. The HRSA 99-3 should be signed by the individual authorized to sign for
the application hospital on HRSA 99 (number 3).

As a part of the first certification statement, the required Assurances, Certifications and Other
Requirements are included. The certifying official is certifying the applicant hospital has met
the requirements and the necessary forms have been filed (see attached Assurances,
Certifications and Other Requirements). If one or more of the following assurances,
certifications and other requirements are not met, attach an explanation on plain white paper.

For assurances addressed in paragraphs A through D, contact the VVoluntary Compliance and
Outreach Division at (202) 619-2595, to obtain information and/or confirm the applicant
hospital’s submission and acceptance by the Department of Health and Human Services (DHHS)
Office for Civil Rights an Assurance of Compliance Form HHS 690.
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Instructions for Completing HRSA 99-4

Government Performance and Results Act Tables

Hospitals must report data from the cost reporting period reflected on line 4.01 of HRSA 99-1

Table 1. Number of FTE Residents Supported by the Children’s
Hospitals in Approved Residency Training Programs

Note: Applicants requesting funding must submit the required data in the following format. This data is
for residents rotating through both the inpatient and outpatient settings of the hospital. Resident FTE
counts reported below should be un-weighted and line 1.04 (below) should be consistent with the un-
weighted resident FTE counts reflected in Form HRSA 99-1 Section 4.

Line Instructions

1.01 Sponsored* by the Children’s Hospital and Rotating at the Children’s Hospital. Provide the number of FTE residents
(family medicine, general internal medicine, general pediatrics, preventive medicine, geriatric medicine, osteopathic general
practice, general surgery, subspecialty pediatric & fellows, and all other non-pediatric) training in your hospital and sponsored
by your hospital during the cost reporting period.

1.02 Sponsored by the Children’s Hospital and Rotating at Non-provider Sites. Provide the number of FTE residents’ family
medicine, general internal medicine, general pediatrics, preventive medicine, geriatric medicine, osteopathic general practice,
general surgery, subspecialty pediatric & fellows, and all other non-pediatric sponsored by your hospital but are rotating to
non-provider sites during the cost reporting period.

1.03 Sponsored by Other Hospitals and Rotating at the Children’s Hospital. Provide the number of FTE residents (family
medicine, general internal medicine, general pediatrics, preventive medicine, geriatric medicine, osteopathic general practice,
general surgery, subspecialty pediatric & fellows, and all other non-pediatric sponsored by another hospital but are rotating to
your hospital during the cost reporting period.

1.04 Total Number of FTE Residents. Provide the total number of FTE Residents from the sum of Lines 1.01 through 1.03
(above)
1.05 Sponsored by the Children’s Hospital and Rotating at Other Hospitals. Provide the number of FTE resident’s family

medicine, general internal medicine, general pediatrics, preventive medicine, geriatric medicine, osteopathic general practice,
general surgery, subspecialty pediatric & fellows, and all other non-pediatric sponsored by your hospital but are rotating to
other hospitals during the cost reporting period.

Definitions

Sponsoring Institution *CHGME Payment Program defines a sponsoring institution as an institution, which
assumes the ultimate responsibility for a graduate medical education program.
According to the Accreditation Council for Graduate Medical Education (ACGME),
the following are the institutional requirements for a Sponsoring Institution: 1) A
residency program must operate under the authority and control of a sponsoring
institution. 2) There must be a written statement of institutional commitment to GME
that is supported by the governing authority, the administration, and the teaching staff.
3) Sponsoring institutions must be in substantial compliance with the Institutional
Requirements and must ensure that their ACGME-accredited programs are in
substantial compliance with the Program Requirements and the applicable Institutional
Requirements. 4) An institution’s failure to comply substantially with the Institutional
Requirements may jeopardize the accreditation of all of its sponsored residency
programs.

Family Medicine Resident Residents training in their initial residency period of a family medicine residency
program
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General Internal Medicine Resident

General Pediatric Resident

Preventive Medicine Resident

Geriatric Medicine Resident

Osteopathic General Practice Resident

General Surgery Resident

Subspecialty Pediatric Resident

All Other Non-Pediatric Resident

Residents training in their initial residency period of a general internal medicine
residency program

Residents training in their initial residency period of a general pediatric residency
program

Residents training in their initial residency period of a preventive medicine residency
program

Residents training in their initial residency period of a geriatric medicine residency
program

Residents training in their initial residency period of a osteopathic general practice
residency program

Residents training in their initial residency period of a general surgery residency
program

Residents training beyond their initial residency period (i.e., fellows)

Residents training in their initial residency period not specifically in family medicine,
general internal medicine, general pediatrics, preventive medicine, geriatric medicine,
osteopathic general practice, general surgery (i.e., radiology, pathology,
endocrinology, dental)

Table 2. Hospital's Total and Operating Margins

Margin Types Hospitals

Medicare Cost Reports

Total Margins

Total margin is defined as the net income from all sources
[(net patient revenue + all other income)-[(total operating

Filing Low or No-Utilization Hospitals Filing Full

Medicare Cost Reports

To calculate the total margin take Worksheet G-3
Line 31 and divide it by Line 3 + Line 25.

expenses + other expenses)] divided by total hospital
revenues (net patient revenues + total other income)

multiplied by 100

Operating Margins

The operating margin is defined as the net income from
service to patients (net patient revenues — total operating
expenses) divided by net patient revenues (total patient
revenues — contractual allowances) multiplied by 100

To calculate the operating margin, take the
number from Worksheet G-3 line 3, subtract the
number from worksheet A Column 3 line 95,
divide by the number from worksheet G-3, line 3
and multiply it by 100.

Table 3. Hospital’s Allowable Operating Expenses

Margin Types

Medicare Cost Reports

Total Allowable
Operating Expenses

Contact the hospital

mechanism is not al
financial statements

Hospitals Filing Low or No-Utilization

Medicare accepts as allowable operating expenses, if

Hospitals Filing Full
Medicare Cost Reports

’s fiscal intermediary to clarify what The total allowable operating expenses can
identified on the hospital’s Medicare cost report -

ready identified in the hospital’s Worksheet G-2 Part Il Line 26

Table 4. Hospital’s Revenue and Expenses Attributed to Patient Care

Revenue/ Expense Type

HRSA-13-143

Inpatient Outpatient
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Hospital’s gross revenue attributed to Medicaid and SCHIP
(Medicaid refers to any funding provided by Title XIX
including that from Medicaid HMOs and DSH payments.
SCHIP-State Children’s Health Insurance Program refers to
funding provided under Title XXI).

Hospital’s gross revenue attributed to Medicare

Hospital’s gross revenue attributed to self-pay

Hospital ‘s gross revenue attributed to other sources

Hospital’s total gross revenue attributed to patient care

Hospital’s total expenses attributed to uncompensated
care

Hospital’s total expenses attributed to charity care

HRSA-13-143

Revenue received by the hospital from the
Medicaid and SCHIP programs for inpatient
care. Report as dollar amounts rather than
percentages

Revenue received by the hospital from the
Medicare for inpatient care. Report as dollar
amounts rather than percentages

Revenue received by the hospital directly
from patients for inpatient care. Report as
dollar amounts rather than percentages
Revenue received by the hospital from other
sources for inpatient care not listed above.
Report as dollar amounts rather than
percentages

Total gross revenue received by the hospital
for inpatient care (sum of inpatient columns
1-4). Report as dollar amounts rather than
percentages.

Total expenses that the hospital attributes to
uncompensated inpatient care. Report as
dollar amounts rather than percentages.

Total expenses that the hospital attributes to
charity care in the inpatient setting. Report
as dollar amounts rather than percentages.
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Revenue received by the hospital from the
Medicaid and SCHIP programs for outpatient
care. Report as dollar amounts rather than
percentages

Revenue received by the hospital from the
Medicare for outpatient care. Report as dollar
amounts rather than percentages

Revenue received by the hospital directly from
patients for outpatient care. Report as dollar
amounts rather than percentages

Revenue received by the hospital from other
sources for outpatient care not listed above.
Report as dollar amounts rather than
percentages

Total gross revenue received by the hospital
for outpatient care (sum of outpatient columns
1-4). Report as dollar amounts rather than
percentages.

Total expenses that the hospital attributes to
uncompensated outpatient care. Report as
dollar amounts rather than percentages.

Total expenses that the hospital attributes to
charity care in the outpatient setting. Report as
dollar amounts rather than percentages.



Instructions for Completing HRSA 99-5

Application Checklist

The application checklist must be completed following the instructions provided on the checklist
itself. All required forms and supporting documentation should be included in the application
package mailed to the CHGME Payment Program in the order that the forms and supporting
documentation are listed on the checklist.
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Section XIII

References

Commonly Used Acronyms

ACGME
AF
CH

CHGME Payment

Program
CMI
CMS
D(G)ME
FEL

Fl

FY

FRN
FTE
GME
GPRA
HRSA
IME
INT
IRB
IRP
MCR
NBME
PGY1
PPS
RES (R)
USMLE
Wi

HRSA-13-143

ACCREDITATION COUNCIL FOR GRADUATE MEDICAL EDUCATION

AS FILED
CHILDREN'S HOSPITAL

CHILDREN'S HOSPITALS GRADUATE MEDICAL EDUCATION PAYMENT

PROGRAM

CASE MIX INDEX

CENTERS FOR MEDICARE AND MEDICAID SERVICES
DIRECT (GRADUATE) MEDICAL EDUCATION

FELLOW

FISCAL INTERMEDIARY

FEDERAL FISCAL YEAR

FEDERAL REGISTER NOTICE

FULL-TIME EQUIVALENT

GRADUATE MEDICAL EDUCATION

GOVERNMENT PERFORMANCE AND RESULTS ACT OF 1993
HEALTH RESOURCES AND SERVICES ADMINISTRATION
INDIRECT MEDICAL EDUCATION

INTERN

INTERN RESIDENT BED COUNT

INITIAL RESIDENCY PERIOD

MEDICARE COST REPORT

NATIONAL BOARD OF MEDICAL EXAMINERS
POST-GRADUATE YEAR (1.2,....)

PROSPECTIVE PAYMENT SYSTEM

RESIDENT (1, 2,...)

UNITED STATES MEDICAL LICENSING EXAMINATION
WAGE INDEX
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