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Please Consult your Cost Report Preparer before 
Implementing any changes.
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Consolidated 
Appropriations 
Act of 2021 
(CAA) enacted on 
April 1, 2021

1. Independent and newly established 
Provider-Based RHCs are subject to 
Medicare Upper Payment Limits as 
established in the CAA.

2. Provider-based RHCs enrolled on, or 
before, December 31, 2020, are 
grandfathered from being subject to the 
Medicare Upper Payment limit but have 
controls on the rate of growth of their 
Medicare reimbursement rate.



Is your RHC Grandfathered?

1. Enrolled in Medicare as a Provider-based RHC as of 
December 31, 2020, or

2. Submitted an 855A application to Medicare that was 
received by Medicare not later than December 31, 2020 

https://www.cms.gov/files/document/rhcs-pfs-faqs.pdf

https://www.cms.gov/files/document/rhcs-pfs-faqs.pdf


National Statutory Payment Limits

https://www.medpac.gov/wp-content/uploads/2021/11/medpac_payment_basics_21_fqhc_final_sec.pdf

https://www.medpac.gov/wp-content/uploads/2021/11/medpac_payment_basics_21_fqhc_final_sec.pdf


National Statutory Payment Limits for RHCs

Begin End Medicare

Date Date Upper Limit

1/1/2020 12/31/2020 $           86.31 

1/1/2021 3/31/2021 $           87.52 

4/1/2021 12/31/2021 $         100.00 

1/1/2022 12/31/2022 $         113.00 

1/1/2023 12/31/2023 $         126.00 

1/1/2024 12/31/2024 $         139.00 

1/1/2025 12/31/2025 $         152.00 

1/1/2026 12/31/2026 $         165.00 

1/1/2027 12/31/2027 $         178.00 

1/1/2028 12/31/2028 $         190.00 

1/1/2029 12/31/2029 MEI

MEI = Medicare Economic Index

Laboratory, technical components, CCM, telehealth (except mental health starting in 2022) and hospital services are 
reimbursed outside the rate.



CAA Changes the potential impact of Cost Report 



The Old RHC Cost Reporting Cycle 

1. Think About 
Cost Report

Two months before  Cost 
Report is due.

2. Figure Out You 
Need Help

Engage someone to 
prepare the cost report.

3. Submit Cost 
Report  

Information
Wait until the last minute 
to submit to cost report 

information.

4. Prepare Cost 
Report

Prepare and submit the 
cost report at the last 

minute.

5. Settlement
Independent RHCs receive 

about $40 per visit less than 
your actual cost. Provider-
based RHCs receive your 

actual cost.

1 2 3 54



The Game has changed



RHCs should 
have a Cost 
Report 
Strategy

1. Before you begin business, what is the most favorable entity 
type for   cost reporting?

2. How does Medicaid work in your state? How are Medicaid 
rates established?

3. Identify your cost reporting year-end and initial time period 
if you are newly certified.

4. Educate your staff on the cost reporting process and data 
requirements as early as possible.

5. Monitor cost per visit throughout preparing interim cost 
reports at 6 months and 11 months.

6. Improve internal accounting and accrual of expenses.
7. Hospitals may want to move services to an RHC with a 

higher Grandfathered RHC rate.



Some States Limit Medicaid PPS Rates to the Medicare Cap

Some states have limited the Medicaid 
PPS rates to the Medicare Upper 
Payment Limit, which has resulted in 
low Medicaid PPS rates. Exiting and re-
entering the RHC program is a strategy 
that could substantially increase your 
Medicaid rate.

Description 2023

Medicare Upper Payment Limit 126 

Current Medicaid PPS rate 87 

Increase in Medicaid rate 39 

Number of Medicaid visits 1,000 

Increased Medicaid Payment 39,000 



The Impact of Higher Medicare Caps for  RHCs

RHCs will have to be much 
more strategic in the future. 
Planning will be required to 

avoid large paybacks and 
maximize rates.

Most Independent RHCs will 
have a difficult time keeping 
their cost per visit above the 
cap as they have in the past.

Provider-based RHCs may 
have costs above their 2020 
updated AIR rate which will 

not be reimbursed by 
Medicare.

Cost reports will be subject 
to much more scrutiny in 

the future.

Records of provider time for 
productivity standards will 
become more important.

Understand the impact and 
accuracy of expenses 

related to cost of non-rhc 
services or services not 

computed in the All-
Inclusive Rate.

Understand and count visits 
depending on if they are 

included in the All-Inclusive 
rate.



The National Statutory Payment Limits for RHCs 
will likely exceed the Cost Per visit in the future

Year 2020 2021 2022 2023 2024 2025 2026 2027 2028

Cost Per Visit 140 141 143 144 146 147 149 150 152

Medicare Cap 86 100 113 126 139 152 165 178 190

https://www.cms.gov/files/document/mm12185.pdf

https://www.cms.gov/files/document/mm12185.pdf


Counting Cost Report Visits Will Become Even More 
Important 



Description Coding Billing

Creator AMA CMS 

Types of Codes
ICD-10-CM (AMA/AHA/CMS/ 
NCHS) Why did you perform the 
service? Do you have current 
coding guidelines?

CPT Codes – Current Procedural 
Terminology (What did you do)

HCPCS II Codes
Healthcare Common Procedure 
Coding System (What you did and 
what supplies were used)

Definition It was designed to describe 
medical, surgical, and diagnostic 
services accurately. It is also used 
as a form of uniform 
communication among physicians, 
coders, patients, accreditation 
organizations, and those who pay 
for administrative, financial, and 
analytical purposes about certain 
medical procedures and services.

is a set of health care procedure 
codes based on CPT. It was 
designed to provide a standardized 
coding system in order to describe 
specific items and services that are 
provided when health care is 
delivered. It is a necessary form of 
coding for anyone who carries 
Medicare, Medicaid, and other 
health insurance programs in 
order to ensure that insurance 
claims are processed efficiently.

Example: An RHC provides a 99213 via 
telehealth. The CPT Code is 99213.

The 99213 converts to a G2025 
when billed to Medicare plus any 
required modifiers (CG/95/FQ)

Responsibility Physicians, NPs, PAs, providers, 
Coders

Billers, Office Manager, CFO, 
Administrator

The Difference between Coding and Billing



Service Example
Coding

CPT

Example
Billing
HCPCS

Payment
Cost Report 

Visit?
Allowable
Medicare 

Cost?
Notes

Medicaid Visit (in 
some states)

99213
(QVL)

T1015 AIR Yes Yes Only count 1 visit 
on your RHC Cost 

Report

Telehealth Visit 99213 G2025 $97.24 No No Medicaid may 
pay AIR

Mental Telehealth 
Visit (starting in 
2022)

90834 90834 
CG 95

AIR Yes Yes Keep records on 
the costs of two 

different types of 
telehealth visits

Virtual 
Communication 
Services (G0071)

99421 G0071 $23.88 No No Exclude cost on 
cost report.

Chronic Care 
Management 

99484 G0511 79.25 No No Exclude cost on 
cost report.

Billing and Coding Crosswalk Cheat Sheet 

Note: The CPT Code column is not an all-inclusive list of CPT codes.  



Types of Services Provided in an RHC

Part of the All-Inclusive 
Rate (AIR) Calculation

Not Part of the All-
Inclusive Rate Calculation

Pass-though Costs paid 
above the AIR

Office Visits Laboratory Services 
(except 36415)

Influenza Vaccinations

Incident-to Services Hospital Services Pneumococcal 
Vaccinations

Mental Health 
Telehealth Visits

Telehealth Visits 
(medical, not mental 
health)

Covid-19 Vaccinations 
& MABS

Lab Draws (36415) Private Practice Time 
(Non-RHC hours)

Bad Debts

Radiology Services 
(Professional Portion)

Radiology Services 
(Technical Portion)

Graduate Medical 
Education



Summary Table for Counting Visits

UB-04

X

X

1500* Incident to CR Visit CR Allowable
Cost AIR

X

X

X

X

X

X

X

X

X

X

X XX

X X X

* Provider-based RHCs will bill using the UB-04 and the hospital’s outpatient NPI.

# Preventive Services that qualify for the AIR are listed here: https://www.cms.gov/Medicare/Medicare-Fee-for-

Service-Payment/FQHCPPS/Downloads/RHC-Preventive-Services.pdf

UB-04Description

X

X

X

1500* Incident to CR Visit CR Allowable
Cost AIR

Office Visits – See QVL for CPT Codes

Lab Services

Technical Components 

Hospital Services

Telehealth (Not Mental Health) 

Telehealth –Mental Health 

Chronic Care Management (G0511)

X

X

X

X

X

X

X

X

X

X

X XXLab Draw (36415) 

Allergy Shots, Injections, Home Care Plan         
oversight, Diabetic & Nutritional counseling X X X

Medicare Preventive Services # (See Table) X X XX

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/FQHCPPS/Downloads/RHC-Preventive-Services.pdf


Mental Health Visits via Telehealth in 2022

Beginning January 1, 2022, RHC mental health visits will include visits furnished using interactive, 
real-time telecommunications technology. This change will allow RHCs to report and receive payment 
for mental health visits furnished via real-time telecommunication technology in the same way they 
currently do when visits take place in-person, including audio-only visits when the beneficiary is not 
capable of, or does not consent to, the use of video technology. In order to bill for mental health 
visits furnished via telecommunications for dates of service on or after January 1, 2022, RHCs should 
bill Revenue code 0900, along with the appropriate HCPCS code for the mental health visit along with 
modifier CG. Use modifier 95 for services furnished via audio and video telecommunications and use 
modifier FQ for services that were furnished audio-only.

1. Mental Health Visits via Telehealth in 2022:
a. Telehealth visits for medical reasons and paid via G2025 are not paid at the AIR and are not 

included in the RHC total visit counts.
b. Telehealth visits for mental health visits beginning January 1, 2022 are paid at the AIR and 

are included in the RHC total visit counts.
c. It is going to be important to have a system to keep up with the different types of telehealth 

visits in the future.

d. https://www.cms.gov/files/document/se20016-new-expanded-flexibilities-rhcs-fqhcs-
during-covid-19-phe.pdf

https://www.cms.gov/files/document/se20016-new-expanded-flexibilities-rhcs-fqhcs-during-covid-19-phe.pdf


The Advantages of Filing 
Cost Reports using 

MCReF

• The cost report filing 
process is much simpler 
and faster.

• You know that Medicare 
has accepted your cost 
report immediately.

• Your cost report is settled 
much quicker if filed 
electronically.

• You will make your cost 
report preparer happy.



Identity 
Management 
(IDM) System

CMS created the IDM System to provide providers 
with a means to request and obtain a single User 
ID, which they can use to access one or more CMS 
applications.

The IDM System provides the means for users to 
be approved to access many other CMS systems 
and applications. IDM governs access to CMS 
systems by managing the creation of user IDs and 
passwords, setting up multi-factor authentication 
(MFA), and the assignment of roles within CMS 
applications. 

You can pull your PS&R reports and authorize your 
cost report preparer to submit the cost report 
electronically in MCReF.



Provider Statistical 
& Reimbursement 
(PS&R) System

Providers that file cost reports are 
required to register for the PS&R 
system through Individuals 
Authorized Access to the Centers 
for Medicare & Medicaid Services 
(CMS) Computer Services (IDM) 
to obtain the PS&R reports. The 
PS&R Redesign will be utilized for 
all cost reports with fiscal years 
ending January 31, 2009, and 
later. These cost reports will be 
both filed and settled using PS&R 
Redesign.

An approved PS&R User can order 
reports.



Covid-19 Vaccine Changes in 2022



Covid

Year Pnu Flu Vaccine MABs

2021 Originial Originial Originial & Advantage Originial & Advantage

2022 Originial Originial Originial Originial

https://www.cms.gov/covidvax

Covid-19 Vaccines and MABs by Medicare Advantage Plan 
Patients are no longer reimbursed on the Cost Report

https://www.cms.gov/covidvax


Covid Vaccine & Monoclonal 
Injections/shots

• Both are reported on the cost report like flu and pnu and reimbursed 
at cost. Keep a log.

• In 2021 include Medicare Advantage/Replacement Plan patients as 
well (not so for flu and pnu, or 2022 Covid shots.

• Keep up with Medicare Advantage/Replacement plans separately and 
do not include in the Medicare line on the cost report.

• Keep up with your cost of supplies and direct expenses in a separate 
general ledger account.

• Keep good time records for administration time.

• https://www.cms.gov/medicare/covid-19/monoclonal-antibody-covid-19-
infusion?fbclid=IwAR0b56IOR4fYBDh53ex2Ifrg3OC9dd1hHCm7e6aibbQNWt-
D1YaLAy-VWF8

https://www.cms.gov/medicare/covid-19/monoclonal-antibody-covid-19-infusion?fbclid=IwAR0b56IOR4fYBDh53ex2Ifrg3OC9dd1hHCm7e6aibbQNWt-D1YaLAy-VWF8


Write the last sentence of your novel first – John Irving





Medicare Allowable Owner Compensation 
depends on the type of Entity  

• Owner compensation allowances for the different entity types:
• Sole proprietor  - Schedule C = value of services
• LLC (single member) - Schedule C  = value of services
• LLC (multiple member) - K-1 from Form 1165 = value of services
• Corporation – K-1 from Form 1120 = Actual compensation paid or 

accrued and paid within 75 days of FYE.
• S-Corporation – “Under Federal income tax law, certain 

corporations can elect to be treated for tax purposes as a 
partnership. This election, however, has no effect on 
reimbursement under the Medicare program, and an owner of a 
Subchapter S corporation is not considered a partner for purposes 
of this principle.”

• Some states do not recognize these Medicare rules for allowable 
compensation, so consult with someone who knows your state 
Medicaid rules on allowable owner compensation.



UB-04 1500* Incident to

X

X

X

Comp 
Must be 

Paid

Value of 
ServicesDescription

X

X

X X

75 Day
Accrual

Sole Proprietor

LLC (Single or Multiple Member)

Corporation 

Sub-S Corporation

X

X

Summary of Owner Compensation Treatment for Medicare Cost Reports

https://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/2017Downloads/R474PR1.pdf

Medicare rules related to Owner Compensation may be found here:

https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017Downloads/R474PR1.pdf


907. COMPENSATION-SOLE PROPRIETORSHIPS AND PARTNERSHIPS 

A. General.--The allowance of compensation for sole proprietors and partners 
is the value of the services rendered by the owner. Such an amount may 
or may not be represented as actual payments made to the owner. There 
is no direct relationship between the compensation allowance of the 
owner and the amount of operating profit (or loss) of the facility. In 
determining the allowance, the contractor is responding to a claim for the 
value of the services of the owner. That is, the institution will include in its 
statement of reimbursable cost an allowance for the value of the owner's 
services and the contractor evaluates the reasonableness of this claim by 
applying the criteria in this chapter. 

B. Actual Payments Made.--Where a provider has claimed as some other cost 
(for example, see §906.1) an amount paid to a sole proprietor or partner, such 
amount is combined with the allowance claimed by the provider for the 
owner's services. This total is then used for determining the reasonableness of 
the compensation allowance claimed. 



NP and PA Owner Compensation Allowances are not published. MGMA 
Surveys or Medicaid Audit Allowances will be a good guideline.



Related Party Transactions



Related Party Regulations per the Oregon CRF
• Current through Register Vol. 61, No. 4, April 1, 2022

• (1) A "related party" is an individual or organization that is associated or affiliated with, or has 
control of, or is controlled by the Federally Qualified Health Center (FQHC) or Rural Health Clinic 
(RHC) furnishing the services, facilities, or supplies:(a) "Common ownership" exists if an 
individual or individuals possess significant ownership or equity in the provider and the 
institution or organization serving the provider;

• (b) "Control" exists if an individual or an organization has the power, directly or indirectly, significantly to 
influence or direct the actions or policies of an organization or institution.

• (2) The Division allows costs applicable to services, facilities, and supplies furnished to the FQHC or RHC by 
a related party at the lower of cost, excluding profits and markups to the related party, or charge to the 
clinic. Such costs are allowable in accordance with 42 CFR 413.17, to the extent that they:(a) Relate to 
Title XIX and Title XXI client care;

• (b) Are reasonable, ordinary, and necessary; and

• (c) Are not in excess of those costs incurred by a prudent cost-conscious buyer.

• (3) The intent is to treat the costs incurred by the related party as if they were incurred by the 
FQHC/RHC itself.

• (4) Clinics must disclose a related party who is separately enrolled as a provider with the Division and 
furnish the provider's NPI and associated taxonomy code(s).

• (5) Documentation of costs to related parties shall be made available at the time of an audit or as 
requested by the Division. If documentation is not available, such payments to or for the benefit of the 
related organization will be non-allowable costs.

• (6) The Division will allow rental expense paid to related individuals or organizations for 
facilities or equipment to the extent the rental does not exceed the related organization's cost of 
owning (e.g., depreciation, interest on a mortgage) or leasing the assets, computed in 
accordance with the provisions of the FQHC and RHC Administrative Rules.

• (7) If all of these conditions are not met, none of the costs of the related party transaction can be reported 
as reimbursable costs on the FQHC or RHC's cost statement report.

https://www.law.cornell.edu/regulations/oregon/OAR-410-147-0540

https://www.law.cornell.edu/cfr/text/42/413.17
https://www.law.cornell.edu/regulations/oregon/OAR-410-147-0540


Related Party Transactions will be more 
impactful in the future.

◼Provide the actual cost of the transaction. For example, 
related party rent would produce mortgage interest, 
repairs, insurance, property taxes and depreciation. Your 
cost report preparer will need a Schedule E from the tax 
return (1 owner) or the rental company’s tax return (2+ 
owners).

◼ Identify employees who are related (family members) to 
the owners and the compensation paid to these related 
family members. 



Example of Related Party Rent Impact

 Revised Rent

Description 2021 2022 2022

Total Expenses 1,500,000       1,500,000   1,500,000     

Related Party Costs Disallowed 150,000          150,000       -                 

Allowable Expenses 1,350,000       1,350,000   1,500,000     

Total Cost Report Visits 12,500            12,500         12,500           

Cost Per Visit 108                 108              120                

Medicare Cap 100                 113              113                

Medicare Visits 3,000              3,000           3,000             

Reimbursement Impact -                  (15,000)       -                 

Rent 200,000

Actual Cost 50,000 

Disallowed 150,000

Assumptions

Revised Rent
Assumptions

Rent 50,000

Actual Cost 50,000 

Disallowed 0

Revised Rent Assumption: Instead of rent, allowable compensation is paid
to the owners of the building and their compensation is increased on the cost report.

Talk to your Tax CPA: Rental income is not subject to FICA taxes; however, FICA taxes are 
only paid on the first $147,000 of earnings in 2022 (no limit on Medicare portion).



Capitalization and Depreciation Expense



Differences in Tax and Medicare Depreciation

• Capital purchases of less than $5,000 may be expensed under 
Medicare rules. 

• Medicare assets will be depreciated on a straight-line basis using the 
AHA useful life guidelines.

Description Tax Medicare

Method Accelerated -
MACRS

Straight-Line 

Capitalization 
Threshold

$2,500 or $5,000 $5,000

Section 179 
Deduction

1,080,000, 
automobiles is less

Not Applicable

Useful Life Typically, 3 years Use the AHA 
guidelines. 

Typically, 5 to 7 
years



Accruals, PRF Funding, and 
CCM Bad Debts



Accrual of Expenses

• Medicare cost reports are filed using accrual basis accounting 
which means costs are recorded when incurred and not when 
actually paid.

• Accruals of compensation to owners and certain self funded 
insurance programs must be liquidated within 75 days of 
year-end.

• Accruals to non-owners must be liquidated within 12 
months of the fiscal year end.

• Some Examples:
• Expenses incurred in 2022 and not paid until 2023
• Pension plan contributions for 2022 not paid until 2023
• Payroll due to employees not paid in 2022 and paid in 

2023.

• https://www.law.cornell.edu/cfr/text/42/413.100

https://www.law.cornell.edu/cfr/text/42/413.100


Should PRF Funds and SBA loan forgiveness 
offset expenses on the RHC Cost Report?

https://www.cms.gov/files/document/03092020-covid-19-faqs-508.pdf

https://www.cms.gov/files/document/03092020-covid-19-faqs-508.pdf


Bad Debts related to CCM and Virtual 
Communications may be claimed on the cost Report

An allowable bad debt for Medicare cost reporting purposes is the portion of the 
deductible and coinsurance amounts deemed to be uncollectible. Allowable bad debts 
must relate to specific deductibles and coinsurance amounts that can be verified 
through the PS&R. Deductible and coinsurance amounts are amounts payable by 
beneficiaries for covered services received from providers of services, excluding 
physician fees. Additional amounts beyond the deductible and coinsurance for 
covered services would not be allowable as a Medicare bad debt on the cost report.

To summarize, the bad debts claimed on the cost report cannot be the uncollected 
portion of the deductible and coinsurance for covered services plus amounts for CCM 
( G0511) and Virtual Communication (G0071). However, if CCM and Virtual 
Communication are a covered service, then a portion of the amounts for CMM 
and Virtual Communication could be a deductible or coinsurance, but they 
have to have gone through the billing process for that determination to have 
been made.

• Ralph W. Sloan, CPA

• Centers for Medicare & Medicaid Services



There are Three Types of Cost Reports



There are three types of cost reports

Type Utilization Settlement Flu/Pnu Bad Debts

No None No No No

Low > $50,000 No No No

Full <$50,000 Yes Yes Yes

RHCS may file three types of cost report



Three Types of Medicare Cost report

Full
Medicare Interim Payments

• Required if $50,000 or more in interim 

payments

Why?

• Settles difference in interim and final 

rate.

• Reimburses Flu, Pnu, and Covid shots

• Reimburses Bad Debts.

Professional Fees?

• High

Low Utilization

Medicare Interim Payments

• Less than $50,000

Why?

• Simple.

• Must submit a letter indicating you 

qualify and a Balance Sheet and 

Profit and Loss statement.

Professional Fees?

•Medium 

No Utilization

Medicare Interim Payments

• None 

Why?

• Extremely Simple.

• Must submit a letter and 

attach Worksheet S of cost 

report.

Professional Fees?

• Low

Some clinics may elect to file a low utilization cost report if they do not have
Influenza, Pneumococcal, Covid vaccines, or bad debts and they qualify.



Low Utilization Cost Reports

Less than 
$50,000 in 

Net Medicare 
Payments



Emerging Issues in RHC Cost Reports



Nursing Home 
Visits paid 
through the RHC

• The increased volume will 
make it difficult to maintain 
your Medicare rate.

• Keeping track of providers 
time and schedules at each 
nursing home and which RHC 
(if you have multiple RHCs) 
the nursing home visit goes 
with along with the cost is 
difficult

• Will the continued growth of 
this practice cause greater 
scrutiny or regulation of this 
service line?



Mental Health Services in RHCs
• An RHC “cannot be primarily engaged in treatment of behavioral 

health” (the 51% primary care rule)
• Keeping the primary care/mental health ration at 51% is critical

• Inspectors typically count CPT codes to get this ratio. (some use ICD-10 
codes or provider schedules)

• Kentucky Medicaid does not pay two AIRs on one day for an office 
visits with an E & M service and a mental health visit by two different 
providers (Medicare will pay two AIRs) (Watch your base year counts)

• Confusion regarding Section 170 of Chapter 13 of the RHC Manual –
Medication Management & Mental health visits on the same day is 
not separately billable.

• The vast difference in provider types that can provide mental health services 
between Medicare and Medicaid.

• Medicare is currently limited to Doctorate Clinical Psychologists (Section 150, 
Chapter 13) and Clinical Social Workers (Masters or Doctorate in social work)

• Medicaid in each state typically has many more covered behavioral health 
provider types. (ie: A licensed clinical social worker; licensed psychologist; 
licensed marriage and family therapist; licensed professional clinical counselor; 
licensed psychological practitioner; a  certified psychologist with autonomous 
functioning; etc.



Service Lines not 
payable by Medicare 
(ie Botox)

• RHCs do not have to have separate 
non-rhc hours to do these 
services.

• RHCs do have to keep up with your 
direct cost of providing the service 
and keep up with provider & 
nursing time providing the service.

• The cost of the service & 
provider/nursing salaries should 
be reclassified to a non-allowable 
cost center & overhead allocated 
to the area.



Multiple Clinics with 
one Tax ID number 
and one NPI number 
(Urgent Care Model)

• Each RHC must have a 
separate NPI number by 
location. Organizations 
with multiple RHCs 
under one Tax ID must 
have a robust accounting 
system by location to 
track costs and an EMR 
system that can provide 
CPT Codes by location 
and Provider.



What is a Credit Balance (838) Report?
(Must be filed every quarter of Medicare will stop paying.)

When is the credit balance report due?
A completed CMS-838 must be submitted within 30 calendar 
days after the close of each calendar quarter.

https://www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms838.pdf

Providers use the quarterly CMS-838 report to disclose Medicare
credit balances. Medicare credit balance is an amount determined
to be refundable to Medicare. The CMS -838 is specifically used to
monitor identification and recovery of 'credit balances' owed to
Medicare. A credit balance is an improper or excess payment
made to a provider as the result of patient billing or claims
processing errors.

https://www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms838.pdf


Cost Report Benchmarking Report from NARHC



NARHC Benchmarking Webinar on November 9th, 2022

Through our continued partnership with Wipfli, LLP, valued consultants 
in the RHC community, NARHC is excited to offer an RHC benchmarking 
webinar on Wednesday, November 9th, 2022, at 2 PM ET. Annual 
benchmarking provides a comparison of your RHC to state, regional, 
and national averages and increases your ability to track and optimize 
your cost per visit. In this webinar, Nathan Smith and Erik Prosser from 
Wipfli will provide an overview of the benchmarking process and share 
valuable examples from past consults with clinics. This webinar is free 
and open to all members of the RHC community. Additionally, NARHC 
members are eligible for free, annual benchmarking reports!

• Date: Wednesday, November 9, 2 PM Eastern

• To register, go to

https://us06web.zoom.us/webinar/register/WN_AA9Q29SzTeGXhURlf
0a-KQ .

https://us06web.zoom.us/webinar/register/WN_AA9Q29SzTeGXhURlf0a-KQ


NARHC Cost Report Benchmarking Report
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Per day

https://www.narhc.org/narhc/Free_Benchmarking.asp

https://www.narhc.org/narhc/Free_Benchmarking.asp


“So we beat on, boats against the current, borne back ceaselessly into 
the past.” F. Scott Fitzgerald



Thank You!

Mark Lynn, Healthcare Business Specialists

marklynnrhc@gmail.com

mailto:marklynnrhc@gmail.com

