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WEB PORTAL AND 
SUBMISSIONS

Jeff Kinder



WEB PORTAL

Website: https://dsh.mslc.com

• Contact FLLIP@mslc.com and/or 
FLDSH@mslc.com to request registration form 
or update contact information.

• Must provide valid IP address to be set up to 
send/receive data.



WEB PORTAL – NEW USERS

• First Time Log-In
• Click Forgot Password

• Enter the email address and click Send Forgot Password 
Email.

• Expect an email with a link to set the password.

• Log-in to the website using email address and new 
password.

• Review and confirm providers visible on your account.





Verify correct provider 
and cost report period

List of available events will 
show here

Legend for available actions



WEB PORTAL - COMBINED SUBMISSION
• Ability to upload DSH/ LIP submission items through web portal

• Can upload as individual items or under one zipped file

• If DSH & LIP provider – can submit under DSH and M&S will separate 
items – you do not need to submit items under both projects

• MSLC will review each upload item and accept or reject

• Once document is approved provider is no longer able to upload to 
that event.  

• Will need to notify MSLC of need to revise as-filed documents.

• Ability to include notes up to 1,000 characters to explain items or note why 
certain items do not pertain to your provider



FLORIDA LOW INCOME POOL  
PAYMENT EXAMINATION 
DEMONSTRATION YEAR 13

Kinsey Donovan



LIP DY13 EXAMINATION TIMELINE

• Forms were made available via web portal July 19

• Forms are due to M&S August 31

• Extensions can be granted up to September 30

• September through March – desk/ field reviews

• Draft report to the state by June 1, 2022

• Final report to CMS by June 30, 2022



POLICY

• RFMD (Reimbursement and Funding Methodology)

• Mutually agreed upon by Florida Agency of Healthcare 
Administration (AHCA) and Center for Medicare and 
Medicaid Services (CMS)

• Available for download: 
https://ahca.myflorida.com/Medicaid/Finance/finance/LIP-
DSH/LIP/pdfs/CMS_Approved_DY13_Reimbursement_and
_Funding_Methodology.pdf

• Special Terms and Conditions (STCs)

• LIP specific STCs can be found within the RFMD



CHANGES FROM DY12 TO DY13

• Combined LIP/DSH/DSR Survey for ease of data 
pulls and avoid duplicate submission items

• Revised Exhibit A template to accommodate for 
those receiving both DSH and LIP due to overlap of 
Uninsured and Uninsured Charity Care populations

• Policy - Regional Perinatal Intensive Care Centers 
(RPICC) added as a hospital tier



UNINSURED CHARITY CARE 
DEFINITION PER RFMD
• Uninsured: Persons with no source of third party coverage on the date of service 

captured within a defined cost reporting period. Persons enrolled in Medicaid will be 
considered uninsured if at the dates of service their Medicaid benefits are 
exhausted.

• M&S Comment: The Medicaid/insured benefits must be fully exhausted at the 
beginning of their stay to be included. We will allow both Medicaid and other 
insurance covered which is fully exhausted at the beginning of the stay. 

• M&S Comment: Uninsured does not include those with insurance denials for 
non-covered, untimely filings, etc. 

• Uninsured Charity Care: Healthcare services that have been or will be provided but 
are never expected to be reimbursed by the recipient of the services or third party 
payor, that were furnished through a charity care program operated by the provider 
and that adheres to the principles of the Healthcare Financial Management 
Association. The service is provided regardless of the recipient’s ability to pay.



UNINSURED CHARITY CARE – SLIDING 
SCALE
• If a provider has a charity care policy that allows for partial 

discounts or a sliding fee scale, the total charges qualifying 
for charity should only include those reflecting the charity 
care discount.

• The total charges for services provided reflected on Exhibit 
A should encompass total gross charges prior to any charity 
care discount. The portion of the charges qualifying for a 
charity care discount applicable to the services should be 
included in the total charges qualifying for uninsured charity 
care.

• This should also be reflected in days qualifying for charity 
and patient payments



UNINSURED CHARITY CARE

• Only inpatient and outpatient hospital services are included

• Below is a non-inclusive list of non-allowable costs:

• Nursing Facility

• Skilled Nursing Facility

• Long-Term Care Services

• Professional Services

• Other Non-Hospital Services



COUNTY INDIGENT PROGRAM

• Charges from a county indigent program are 
allowable if the following criteria are met:

• The charges have not already been paid for with 
federal matching funds

• The charges meet the health center’s charity care 
policy criteria

• The charges are for fully uninsured patients

• The programs do not meet the definition of 
insurance



UNCOMPENSATED CHARITY CARE



LIP COST LIMIT FORM
Section D

• Hospital information including Provider Name, Medicaid ID, 
Medicare ID, and cost report year end

• The cost report data is pulled based on the year ends 
reported

• If the year end reported is incorrect, please inform Myers 
and Stauffer and we can run an updated survey with the 
correct cost report period

• If an amended cost report is submitted after your submission 
has been completed, please forward to Myers and Stauffer so 
we can update the survey 



Verify hospital name

Cost report period(s) covering 
the state fiscal year will be 
visible here.



LIP COST LIMIT FORM, COST REPORT 
DATA
Section G

• Utilized to compute the per diems and cost-to-charge ratios used to 
calculate uncompensated care costs.

• Pre-populated with hospital-specific HCRIS data

• Hospital should verify the pre-populated HCRIS costs coming from B 
Part I to agree with the Medicare version of the cost report

• All other pre-populated HCRIS data should be verified to the Medicare 
version of the cost report by the hospital. Changes should be made if 
HCRIS values don’t agree to the Medicare cost report



Routine Cost per Diems –
calculated based on cost 
report data entered

Verify days/ cost/ charges



Verify total allowable cost, 
inpatient charges, and 
outpatient charges.

Cost-to-Charge Ratios are 
calculated based on cost 
report data

Note: For providers with I&R and post step-down adjustment costs, the cost are now being included in the cost-to-charge calculations as shown above. 



LIP COST LIMIT FORM, 
UNCOMPENSATED CHARITY CARE

Section M
• Report uninsured charity care patient days (by routine cost center) and 

ancillary charges by cost center.

• Cost limit form Exhibit A details the data elements that are to be 
collected and provided to Myers and Stauffer.

• NEW! Additional column is provided to show the calculated cost by 
cost center line 

• Use to review for accuracy

• NEW! Warning errors to indicate if Uninsured Charity Care exceeds 
DSH Uninsured totals



Report routine days of care by 
cost center from Exhibit A data

New: The cost per line item is now 
included in a separate column. 

Report routine charges 
from Exhibit A data



New: The cost per line item is now 
included in a separate column. 

Report ancillary charges by cost 
center from Exhibit A data.

Report patient payments from 
Exhibit A data. 



LIP COST LIMIT FORM, ORGAN 
ACQUISITION 
Section N
• Total organ acquisition cost and total useable organs will be pre-

populated from HCRIS data. These amounts will need to be verified to 
your Medicare cost report values.

• These schedules should be used to calculate organ acquisition cost for 
uninsured charity care.

• Summary claims data or similar documents and provider records (organ 
counts) must be provided to support the charges and useable organ 
counts reported on the form.  The data for uninsured charity care organ 
acquisitions should be reported separately from the Exhibit A.

• All organ acquisition charges should be reported in Section G of the LIP 
cost limit form and should be EXCLUDED from Section M of the LIP cost 
limit form. (Days should also be excluded from Section M.)



Report usable organs and charges related 
to uncompensated charity care. 

Verify organ acquisition costs, 
revenue for organs sold, and 
useable organ count from the 
Medicare cost report.



EXHIBIT A – UNINSURED CHARITY 
CARE PATIENT LEVEL DETAIL
• LIP cost limit form Exhibit A has been designed to assist hospitals in 

collecting and reporting all uncompensated charity care charges and 
routine days needed to cost out the uncompensated charity care 
services.

• Total hospital charges / routine days from Exhibit A must agree to the 
total entered in Section M of the form.

• Must be for patient claims with admit dates in the cost report fiscal 
year (state methodology)

• Can also be ran on discharge date 

• Do not run data based on charity write-off date

• Line item data must be at patient date of service level with multiple 
lines showing revenue code level charges.



EXHIBIT A – UNINSURED CHARITY 
CARE (CONT.)
• Exhibit A:

• Include Primary Payor Plan, Secondary Payor Plan, Provider #, PCN, 
Birth Date, SSN, and Gender , Name, Admit, Discharge, Service 
Indicator, Revenue Code, Total Charges, Days, Patient Payments, 
Private Insurance Payments, and Claim Status.

• Additional LIP specific data elements: Total Charges Qualifying as 
Uninsured Charity Care, Routine Days of Care Qualifying as 
Charity Care, Total Payment Payments for Uninsured Charity Care, 
and LIP Claim indicator (for those combined LIP/DSH providers)

• A complete list (key) of payor plans is required to be submitted 
separately with the form.

• Submit Exhibit A in the format shown either in Excel or a CSV file 
using the tab or | (pipe symbol above the enter key).



EXHIBIT A - UNINSURED CHARITY 
CARE (CONT.)

• Slight differences in Exhibit A templates 
between DY12 and DY13 to ease reporting for 
providers receiving both DSH and LIP 
payments

• Providers can submit in either template and 
M&S will accept the submission



• Data not submitted in the correct format may be returned to the hospital with a letter to request revisions to get the data 
into the prescribed Exhibit A format.

Option A

Option B



LIP COST LIMIT FORM, S-10 
RECONCILIATION
Section O

• Per RFMD, along with the cost limit submission, hospitals will submit a 
reconciliation of charity care costs associated with the reported data on 
Medicare cost report worksheet S-10.

• Since the total reported uncompensated charity care costs less 
patient payments per the LIP cost limit form does not reconcile to 
charity care reported on S-10, the reconciliation will need to be 
completed.

• Due to differences in data pulls (write-off date vs date of service)

• Submit a written explanation for all non-standard reconciling items 
and any total variances which exceed 20% of the LIP cost limit.

• Not required to submit patient level detail for reconciling items 



ABC Hospital

KD1
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SUBMISSION REQUEST LIST
• Completed LIP Cost Limit Form

• Electronic copy of the cost report used to prepare LIP cost limit form

• Electronic copy of Exhibit A 

• Description of logic used to compile Exhibit A

• Revenue code crosswalk used to prepare cost report 

• Support for number of uninsured charity care useable organs claimed

• Support for uninsured charity care organ acquisition charges claimed

• Explanation for any S-10 reconciling items

• Hospital charity care policy

• Detailed Working Trial Balance used to prepare the cost report

• Audited Financial Statement for the year under review



DEMONSTRATION YEAR DATA
• For hospitals whose cost report year differs from the State’s 

fiscal year, the two hospital cost report periods encompassing 
the State fiscal year will be proportionately allocated based on 
the number of days overlapping the State fiscal year.
• Prior year will be rolled forward



HOSPITAL RESULTS EXAMPLE



HOSPITAL PAYMENTS AND 
RECOVERIES
• Medicaid DSH payments received offset against LIP 

costs (if applicable)
• Medicaid DSH payment amount will be calculated based on a 

ratio that excludes Medicaid DSH payments that cover any 
Medicaid shortfall (Medicaid costs that exceed Medicaid 
payments)

• Percentage of Worksheet S-10 charity care costs to total 
Medicaid DSH Audit uncompensated care costs will be applied 
to the net of the hospital’s Medicaid DSH payment 

• The prorated Medicaid DSH payment will be reported in the LIP 
Cost Limit revenue section



REDISTRIBUTION

• If a provider’s LIP payments exceed its allowable uninsured 
charity costs, the provider shall return the LIP overpayment 
to the State

• After the provider has refunded the overpayment, the State 
will have the option to redistribute all, or a portion, of the 
overpayment to other participating LIP providers within the 
provider group, that have not exceeded their own limit





MEDICAID DISPROPORTIONATE 
SHARE PROGRAM KEY 
COMPONENTS (DSR)

Leslie Quinlan



DISPROPORTIONATE SHARE REVIEW 

• Disproportionate Share Review (DSR) for cost report period 
ended 2019 included in survey.

• Data included in the survey will pre-populate on the DSR 
supplemental form, if available.

• Remaining data should be pulled from Florida Hospital Uniform 
Reporting System (FHURS), Medicare cost report, or 
supplemental payment listing.  Instructions for completing the DSR 
supplemental form are included in the DSH Survey Part II.

• DSR supplemental form will not be reviewed until a later date. 
Hospitals will not receive an adjusted DSR form with their 2019 
DSH/LIP results.



DISPROPORTIONATE SHARE REVIEW 

From Section H (only populates for DSH providers).





DISPROPORTIONATE SHARE 
HOSPITAL (DSH) PAYMENT 
EXAMINATION UPDATE 
DSH YEAR 2019

Leslie Quinlan



• DSH Year 2019 Examination Timeline

• DSH Year 2019 Examination Impact

• Paid Claims Data Review

• 2019 Clarifications / Changes

• Recap of Prior Year Examinations (2018)

OVERVIEW



DSH YEAR 2019 EXAMINATION 
TIMELINE

• Surveys will be available via web portal 

• Surveys returned August 31, 2021

• September through January - desk reviews

• January through April - expanded reviews

• Draft report to the state by September 30, 2022

• Final report to CMS by December 31, 2022



DSH YEAR 2019 EXAMINATION 
IMPACT

• Per 42 CFR 455.304, findings of state reports and 
audits for Medicaid state plan years 2005-2010 will 
not be given weight except to the extent that the 
findings draw into question the reasonableness of 
the state’s uncompensated care cost estimates used 
for calculating prospective DSH payments for 
Medicaid state plan year 2011 and thereafter.

• The current DSH year 2019 examination report is 
the ninth year that may result in DSH payment 
recoupments.



PAID CLAIMS DATA UPDATE FOR 2019

• Medicaid fee-for-service paid claims data
• Included in zip file available to download on web portal. 

• If you are missing a PCL for a particular locator code, 
please contact us so we can request it.

• Medicaid paid claims listing (PCL).
• Same format as last year, including EAPG claims
• Reported based on cost report year (using admit date).
• Includes revenue code level totals for inpatient.
• Utilize billed (total) column charges and LOS column to 

complete the DSH survey.



EAPG CLAIMS

• Florida Hospital Medicaid Outpatient 
Enhanced Ambulatory Patient Groups 
implemented July 1, 2017

• Paid claims are included in Medicaid PCL data 
under the “EAPG” tabs. Revenue code level 
detail is not available.

• Revenue code support may be requested 
from providers’ internal system.



EAPG CLAIMS

Outpatient Tabs 
in PCL Data

Charges to 
outpatient totals

Medicaid paid to 
outpatient totals

Sum of the absolute value of 
“Other” column amounts to 

TPL outpatient totals.



PAID CLAIMS DATA UPDATE FOR 2019

• Medicare/Medicaid cross-over paid claims
• State data not available.
• Report using internal hospital data in Exhibit C format.
• Reported based on cost report year (using admit date).
• At revenue code level.
• Segregate payments between payer source if possible.
• Hospitals will need to include non-claims based payments 

related to crossovers in addition to the claims based 
payments.  

• Hospital is responsible for ensuring all Medicare payments 
are included in the final survey.



PAID CLAIMS DATA UPDATE FOR 2019

• Medicaid managed care paid claims data 
• State data not available.

• If the hospital cannot obtain a paid claims listing from the 
MCOs, the hospital should send in a detailed listing in Exhibit 
C format.  

• At revenue code level

• Must EXCLUDE CHIP and other non-Title 19 services.

• Should be reported based on cost report year (using admit 
date).



PAID CLAIMS DATA UPDATE FOR 2019

• Out-of-State Medicaid paid claims data should 
be obtained from the state making the payment

• If the hospital cannot obtain a paid claims listing from the 
state, the hospital should send in a detailed listing in 
Exhibit C format. 

• Must EXCLUDE CHIP and other non-Title 19 services.

• Should be reported based on cost report year (using admit 
date).

• In future years, request out-of-state paid claims listing at 
the time of your cost report filing.



PAID CLAIMS DATA UPDATE FOR 2019

• “Other” Medicaid Eligibles
• Definition: Medicaid-eligible patient services where 

Medicaid did not receive the claim or have any cost-
sharing not otherwise included in the state’s data.  

• The hospital must submit these eligible services on Exhibit 
C for them to be eligible for inclusion in the DSH 
uncompensated care cost (UCC).

• Must EXCLUDE CHIP and other non-Title 19 services.

• Should be reported based on cost report year (using admit 
date).



PAID CLAIMS DATA UPDATE FOR 2019
• “Other” Medicaid Eligibles (cont.)

• 2008 DSH Rule requires that all Medicaid eligibles are reported on the 
DSH survey and included in the UCC calculation.

• Exhibit C should be submitted for this population. If no “other” Medicaid 
eligibles are submitted, we will contact you to request that they be 
submitted. If we still do not receive the requested Exhibit C or a signed 
statement verifying there are none to report, we may have to list the 
hospital as non-compliant in the DSH examination report.

• Ensure that you separately report Medicaid, Medicaid MCO, Medicare, 
Medicare HMO, private insurance, and self-pay payments in Exhibit C.



PAID CLAIMS DATA UPDATE FOR 2019

• “Other” Medicaid Eligibles (cont.)
• Medicaid concurrent nursery days should no longer be 

submitted in a separate Exhibit C. Effective July 1, 2013, 
hospitals are reimbursed based on DRGs. Therefore, 
concurrent days/charges are billed for separately and now 
included in the state’s PCL.  



EXHIBIT C – HOSPITAL-PROVIDED 
MEDICAID DATA
• Exhibit C:
• Data not submitted in the correct format may be returned to the 

hospital with a letter to request revisions to get the data into the 
prescribed Exhibit C format.

• In particular, claims data submitted with days, charges, and/or 
payments in separate Excel files rather than combined into one 
Exhibit document as prescribed in Exhibit C may be sent back to 
the hospital to combine.

• Note that payments being repeated on every line of an Exhibit C 
claim is acceptable and will be properly accounted for during the 
desk review.



2019 CLARIFICATIONS
• The 2008 DSH rule requires that a hospital’s DSH uncompensated care cost include 

all Other Medicaid Eligibles.

• The 2008 DSH rule specifically states that the UCC calculation must include “regular 
Medicaid payments, Medicaid managed care organization payments, 
supplemental/enhanced Medicaid payments, uninsured revenues, and 1011 
payments.” FR Vol. 73, No. 245, Friday, Dec. 19, 2008, Final Rule, 77904

• Seattle Children’s and Texas Children’s Hospitals have sued to stop recoupments of 
their DSH overpayments that have resulted from the inclusion of these private 
insurance claims in their DSH UCC. On December 29, 2014, a federal court ordered 
an injunction against Washington and Texas state Medicaid agencies and CMS 
preventing the state and/or CMS from recouping the overpayments as included in the 
DSH examination report. On December 31, 2018, CMS bulletin indicated FAQs #33 
and 34, were being withdrawn meaning hospital services furnished after June 2, 2017 
are covered by the final rule issued April 3, 2017.



2019 CLARIFICATIONS
• August 13, 2019 U.S. District Court of Appeals for the District of Columbia 

overturned decision by lower court in Children’s Hospital Association of Texas v. 
Azar.

• April 2017 DSH Final Rule is valid.

• We recommend that you submit your Other Medicaid Eligibles exactly as 
requested in Exhibit C. Specifically, ensure that you separately identify each 
claims’ Medicaid FFS, Medicaid Managed Care, Medicare Traditional, Medicare 
Managed Care, Private Insurance and Self-Pay payments into their individual 
columns as laid out in the Exhibit A-C template that was provided.



CONSOLIDATED APPROPRIATIONS 
ACT, 2021
• The Consolidated Appropriations Act (CAA) goes into effect October 

1, 2021.

• The CAA calls for the exclusion of dual eligible cost and payments 
from the uncompensated care cost calculation, unless the hospital 
qualifies for the 97th percentile SSI exception.

• Hospitals should continue to report all dual-eligible information as in 
previous years.

• At this time, additional guidance is needed from CMS as to how the 
CAA should be applied.

Note: Due to CAA, hospitals should review query logic to ensure claims 
are reported in the proper payor buckets and primary/secondary payors 
are clearly and accurately labeled.



PRIOR YEAR DSH EXAMINATION (2018)

Significant Data Issues in Final Report
• Medicaid Managed Care paid claims were not available.

• Hospitals couldn’t obtain out-of-state Medicaid Paid Claims 
Summaries (PS&Rs).



PRIOR YEAR DSH EXAMINATION (2018)

Significant Data Issues Noted
• Hospitals submitted their internal records to support Medicaid 

FFS days, charges, and payments rather than using the 
state’s MMIS data.

• The 2008 DSH rule requires the use of MMIS data for 
Medicaid FFS cost and payments. A clarification published 
by CMS on April 7, 2014 reiterated that MMIS data must 
be used. As a result, Myers and Stauffer will not accept 
internal records to support this data unless the 
hospital has reconciled to the MMIS detail report and 
identified the differences.



PRIOR YEAR DSH EXAMINATION (2018)

Common Issues Noted During Examination
• Hospitals had duplicate patient claims in the uninsured, 

cross-over, and state’s Medicaid FFS data.  

• Patient payer classes that were not updated.  (Example: A 
patient was listed as self-pay and it was determined that they 
later were Medicaid eligible and paid by Medicaid yet the 
patient was still claimed as uninsured).

• Incorrectly reporting elective (cosmetic surgeries) services, 
and non-Medicaid untimely filings as uninsured patient 
claims.



PRIOR YEAR DSH EXAMINATION (2018)

Common Issues Noted During Examination
• Charges and days reported on survey exceeded total charges 

and days reported on the cost report (by cost center).

• Provider’s revenue code crosswalk or grouping schedule didn’t 
correspond to how the Exhibits were grouped on the survey or 
agree with cost report groupings.

• Inclusion of patients in the uninsured charges listing (Exhibit A) 
that are concurrently listed as insured in the payments listing 
(Exhibit B).

• Patients listed as both insured and uninsured in Exhibit B for 
the same dates of service.



PRIOR YEAR DSH EXAMINATION (2018)

Common Issues Noted During Examination
• Patient-level documentation on uninsured Exhibit A and 

uninsured patient payments from Exhibit B didn’t agree to 
totals on the survey.

• Some hospitals couldn’t document their uninsured 
cost/payments.

• Under the December 3, 2014 final DSH rule, hospitals 
reported “Exhausted” / “Insurance Non-Covered” on Exhibit A 
(Uninsured) but did not report the payments on Exhibit B.



PRIOR YEAR DSH EXAMINATION (2018)

Common Issues Noted During Examination
• “Exhausted” / “Insurance Non-Covered” reported in uninsured 

incorrectly included the following:
• Services partially exhausted.
• Denied due to timely filing.
• Denied for medical necessity.
• Denials for pre-certification.



PRIOR YEAR DSH EXAMINATION (2018)

Common Issues Noted During Examination
• Exhibit B – Patient payments didn’t always include all patient 

payments – some hospitals incorrectly limited their data to 
uninsured patient payments.

• Some hospitals didn’t include their charity care patients in the 
uninsured even though they had no third party coverage.



PRIOR YEAR DSH EXAMINATION (2018)

Common Issues Noted During Examination
• Medicare cross-over payments didn’t include all Medicare 

payments (outlier, cost report settlements, lump-sum/pass-
through, payments received after year end, etc.).

• Only uninsured payments are to be on cash basis – all other 
payer payments must include all payments made for the dates of 
service as of the examination date.



PRIOR YEAR DSH EXAMINATION (2018)

Common Issues Noted During Examination
• Liability insurance claims were incorrectly included in uninsured 

even when the insurance (e.g., auto policy) made a payment on 
the claim.

• Hospitals didn’t report their charity care in the LIUR section of the 
survey or didn’t include a break-down of inpatient and outpatient 
charity.

• Hospitals failing to include patients with Medicaid as secondary 
payer in the other Medicaid eligible category when a primary 
commercial payment was made.





OTHER INFORMATION

Please use the DSH Survey Part I Survey Submission 
Checklist when preparing to submit your surveys and 
supporting documentation.

Upload survey and other data to:
https://dsh.mslc.com

Submit questions to:
(800) 374-6858
fldsh@mslc.com

Note: Exhibits A-C include protected health information and must 
be sent accordingly (no e-mail).


