
The Financial and Statistical Report is now available in a Version 97 Excel workbook .
The Workbook contains the following  21 worksheets:

Certification E
Statistical Data F
A G
A - 1 H
A - 2 H - 1
B I
C I - 1
C - 1 SUPPORTING SCHEDULE (1)
D SUPPORTING SCHEDULE (2)
D - 1 EDITS

PRINT

Please refer to the Iowa Department of Human Services Division of Medical Services 
General Instructions prior to completing the Financial and Statistical Report.

Workbook Structure
The Workbook contains an electronic version of each schedule of the paper version of the
Financial and Statistical Report.  Supporting schedules (worksheets) may be added to the workbook,
but no schedules should be deleted.  The tab name assigned to each worksheet corresponds to the 
related cost report schedule.  For example, the tab labeled C contains Schedule C-Schedule of 
Expenses, H contains Schedule H-Nursing Facility Wages and Hours. Four schedules have been added
which are specific to the electronic version:  Supporting Schedule (1), Supporting Schedule (2),
Edits and Print.

Each worksheet in the Workbook can be accessed by clicking on the corresponding tab at the bottom 
of the screen.  A scroll bar is available at the bottom of the screen to navigate through the tab bar.

Supporting Schedules
Two worksheets, Supporting Schedules 1 and 2,  are available within the Workbook so that you may 
provide additional information if necessary.  The worksheets are formatted to fit a single 
page (81/2" x 11").  If your information is larger than the defined area it may cause your cost report to 
print incorrectly when utilizing the print buttons provided in the Print worksheet.  It is suggested that 
large files be included in the Workbook by adding a new worksheet at the end of the Workbook after 
the Print worksheet.

Printing Options
Print options are found in the last tab of the Workbook titled Print.  When you click on this tab, 
you will find two buttons which have been programmed to print paper copies.  The top
button will print the Financial and Statistical Report and the Edit Report.  The bottom
button will print the Financial and Statistical Report only.  Additional worksheets added to 
the basic Workbook will need to be printed individually by using the Print option found in the File menu.

The print buttons found in the Print worksheet may not be compatible with certain PC and printer configurations.  
Therefore, if you experience problems printing, you may need to alter margins, page break settings, etc. in 
order to print the Financial and Statistical Report.

Welcome to the 
IOWA DEPARTMENT OF HUMAN SERVICES

ELECTRONIC FINANCIAL AND STATISTICAL REPORT
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No.

1

2

3

4

5

6

Name of Preparer Date

Preparer Company Name Telephone

Title / Position Telephone

Vendor Number

Name 

[11201] Federal ID Number

Physical Address (Required)
[12103] City [12104] State[12102] Street

[11101] Facility Name

[12105] Zip

IOWA DEPARTMENT OF HUMAN SERVICES
FINANCIAL AND STATISTICAL REPORT

I CERTIFY that I have read the above statement and that I have examined the accompanying cost report and 
supporting schedules. To the best of my knowledge and belief, it is a true and complete statement prepared from 
the records of the provider in accordance with applicable instructions. I further certify that costs have been 
properly allocated between or among programs and that no cost has been reported more than once as a 
reimbursable cost.

Misrepresentation or falsification of any information contained in this cost report may be punishable by fine and
imprisonment under state or federal law.

Assisted Living

PROPRIETARYGOVERNMENT

Nursing Facility

Program Type

NON-PROFIT ORGANIZATION

Name of Officer or Administrator of Facility Date

[12110] County

[13102] To:

[15101] Type of Control (Check Only One)

Residential Care Facility

[16101]  VENDOR NUMBER BY TYPE OF FACILITY

Period of Report

[14120]   FYE (mm/dd)

ICF/MR

[17101] An opinion of a certified public accountant of the fairness of 
presentation of  operating results or revenues and expense is attached.

Questions concerning financial data included in this report should be directed to:

CERTIFICATION STATEMENT

Telephone

Signature of Officer or Administrator of FacilitySignature of Preparer

[14102] Date Owner Acquired Facility
[13101] From:
[14101] Date Facility Entered Program

RCF/MR

Other

Position/Title

State
County
Other

Church Operated
Church Related
Other Non-Profit

Individual Corporation

Partnership "S" Corporation

Yes No
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From:

1

2

3

4

5

6

7

8

1

2

3

4

5

6

7

8

9
10

Note: Attach additional schedules as necessary to complete ownership information.

Name of Owner                                                                         
(1)

IOWA FINANCIAL AND STATISTICAL REPORT

Percent 
Occupancy  

Col 4/3                                    
(7)

Start                                                                                  
of                                                                                                  

Period                                                                                           
(1)

Line 
No.

Title                                                                                          
(3)

% of Work 
Week 

Devoted to 
Business                                                  

(2)

% 
Ownership 

in Home                                                                
(6)

Salaries and 
Wages                                                                   

(4)
Social Security Number                                                             

(5)

To:

[21101] Ownership Information

[20101] Does this facility have an Assisted Living Grant?

[19101] Statistical Data
# Authorized Beds

Medicaid 
Utilization                

Col 5/4                                                                      
(6)

Patient Days in 
Reporting Period

Medicaid                                                               
(5)

Total                                                                                          
(4)

Facility Name: Vendor No.
Period of Report:   

[18101] Accounting Basis (Check only one)

Line 
No.

RCF

Number                                                                                     
of                                                                                           

Discharges                                                                                      
(9)

Number                                                                                                
of                                                                                            

Admissions                                                                                     
(8)

Total Bed 
Days in 

Reporting 
Period     

(3)

Assisted Living -                                                               
Grant Funded

Assisted Living -                                                                
Non-Grant Funded

ICF/MR

End                                                                                    
of                                                                                                  

Period                                                                                          
(2)

Type                                                                                         
of                                                                                          

Facility

Nursing Facility

RCF/MR

Other

TOTAL

[20102] Does this facility have a CCDI Unit?

Accrual Modified Cash Cash

Yes No
Yes No
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Facility Name: Vendor No. 
Period of Report:          From: To:

211 
212 76 
213 70 
214 71 
215 78 
216 77 
217 56 
218 57 
219 58 
220 59 
221 99 
222 93 
223 94 
224 
225 

Revenue from meals sold                                 
to guest & employee 226 75 

Rental Income 227 
Income of telephone charges paid by 228 10 
Purchase discounts, if recorded 229 
Revenues from supplies employees 230 
Rebates 231 
Religious Income 232 
Investment Income (see instructions) 233 88 
Other 234 
       Gifts 235 
       Donations 236 

237 
GROSS REVENUE 238 

Free Care and Allowances 239 
Provision for uncollectible accounts 240 
TOTAL DEDUCTIONS 241 

242 

Respiratory Therapy

REVENUES

Pharmacy-drugs & medications
Routine medical supplies

NET REVENUE 

Other Ancillary
Activities
Personal purchases for residents

OTHER REVENUE CENTERS:

DEDUCTIONS FROM REVENUE:

Other                                                                                           
(7)

Beauty, barber shop
Professional care, physician

Physical Therapy

Medicare                                                                                     
(2)

Laboratory
X-Ray
Occupational Therapy

Non-Routine medical supplies

Speech Therapy

Line No.
Other                                                                                        

(4)

Nursing                                                                                        
Facility                                                                                        

(6)
Medicaid                                                                                     

(1)
Private Pay                                                                                

(3)

AVERAGE PRIVATE PAY 
RATE

IOWA FINANCIAL AND STATISTICAL REPORT

Routine daily service

SCHEDULE  A                                                                                                                                                                                                                                                                                                                                                                                                                                                 
TOTAL FACILITY REVENUE

RESIDENT REVENUE CENTERS:

Total                                                                                           
(5)

ENTER IN COLUMN 2 
SCHEDULE C

Adjustment     
Amount                  

(8)
Line No.                                                                                

(9)
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Facility Name: Vendor No.:
Period of Report:   From: To:

Room 240

Board 241

Services 242

Amenities 243

244

Other 245

     Gifts 246

     Donations 247

248

249
TOTAL ASSISTED 
LIVING REVENUE 250

REVENUE

Home Care 251

Home Delivered Meals 252

Adult Day Care 253

Respite Care 254

Transportation 255

Chore Services 256

PACE 257

Other 258

259

260

TOTAL SERVICE                                                                                       
DEVELOPMENT                                                                     
GRANT REVENUE

261

PROGRAM REVENUE 

RESIDENT REVENUE 

LINE 
NO.

 REVENUE                                                                                                                                                                       

Service Development Grant Revenue

Number of                                                                                  
Units                                                                                  

Private                                                                                                                    
(6)

Number of                                                                                                          
Units                                                                                                     

Medicaid                                                                                        
(4)

Number of                                                                                             
Units                                                                            

Waiver                                                                                                                       
(5)

Medicaid                                                                     
Revenue                                                                                     

(1)

Waiver                                                                                                   
Revenue                                                                                    

(2)

Private                                                                             
Revenue                                                                                   

(3)
LINE 
NO.

IOWA FINANCIAL AND STATISTICAL REPORT

SCHEDULE A-1                                                                                                                                                                                                                                                           
NF CONVERSION / LTC SERVICE DEVELOPMENT GRANT REVENUE

Assisted Living Grant Revenue

In-Home                                                                                                        
Care                                                                                          
(5)

Private                                                                                                                                                                                                                                                                                                                                            
(6)

Medicaid                
(1)

HUD                                                                                                 
Low Income                                                                        

Credits                                                                                                                                                                                                                                                                                                                                                                    
(3)

HCBS                                                                               
Rent Subsidy                                                                                         

(4)
Waiver                                                                                                                                         

(2)
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Facility Name: Vendor No.:
Period of Report:  From: To:

 One-bedroom 

Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

One-bedroom
Two-bedroom Room 
Efficiency Board

290 Type J

288 Type H

289 Type I

285 Type E

286 Type F

287 Type G

Monthly Rental Rate

284 Type D

278 Type H

279 Type I

Type J

281 Type A

SCHEDULE A - 2                                                                                                                                                                                                                                    
DESCRIPTION OF LIVING UNITS                                                                                                                                           

ASSISTED LIVING  -   NON-GRANT FUNDED

Non-Medicaid Residents                                                                                     
(8)

Type D

275 Type E

276 Type F

277 Type G

Room 

Board

Room 
Board

272

273

Type B

Type C

274

Room 
Board

Room 
Board

Room 

282 Type B

283 Type C

Board

Room 
Board

Room 
Board

Room 

Room 
Board

Room 

Line                                                                                                                                                     
No.                                                                                              
(1)

Type of                                                                                             
Living Unit                                                                                                                          

(2)

271 Type A Room 

Room 
Board

Room 
Board

Room 

Medicaid Residents                                                                 
(7)

Board

Room 
Board

Board
Room 

280

IOWA FINANCIAL AND STATISTICAL REPORT

SCHEDULE A - 2                                                                                                                                                                                                                                    
DESCRIPTION OF LIVING UNITS                                                                                                                                           

ASSISTED LIVING - GRANT FUNDED

Board

Room 

Medicaid Residents                                                                 
(7)

Monthly Rental Rate                                          

Number of Living Units                                                                                                               
(3)

Number of 
Square Feet                                                                 

(4)

Resident Days during Period
Medicaid                                                                                       
Residents                                                                                    

(5)
Total Residents                                                                           

(6)

Room 
Board

Board

Line 
No.                                                                                     
(1)

Type of Living 
Unit                        
(2)

Board

Room 
Board

Board

Room 
Board

Number of Living Units                                                              
(3)

Resident Days during Period
Medicaid                                                                                    
Residents                                                                                     

(5)
Total Residents                                                                           

(6)
Non-Medicaid Residents                                                                                     

(8)

Number of 
Square Feet                                                                       

(4)
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Facility Name: Vendor No.:
Period of Report:                       From To:

DESCRIPTION Adjustment 
amount                                                                    

(3)

Line(s) #                   
(4)

NONREIMBURSABLE EXPENSES:
Provisions for income tax 411 95
Fees paid Board of Directors 412 97
Non-Working officer's salaries 413 98
Travel & Entertainment. See Instructions 414 16
Donations 415 100
Expenses of non-participating facilities 416
Fund-raising expenses 417
Pharmacy, drugs, and medications 418 76
Insurance premiums on life of officer, owner 419 96
Other expenses not related to resident care 420

EXPENSE LIMITATIONS:
EXPENSE                                                                                       

(1)
ALLOWABLE                                                                            

(2)
Compensation of owners/related parties.
See Instructions

Position
Administrator 421 1
Assistant Administrator 422 2
Management Fees 423 13
Nursing Director 424 40
Other 425

Rental Equipment 426
Services & supplies (describe) 427

429
Rental of Facility.  See instructions.
Payments 430
Lessor's Cost: 431
   Depreciation 432
   Amortization 433
   Interest 434
   Property tax 435
   Other 436
Return on Equity 437
Reduction - IF Column 1 < Column 2 438

Allowable Depreciation - Schedule D and D-1 440 84
Interest expense on loans from partners, proprietors, 
stockholders or related organizations.   See 
Instructions.

441 88

EXPENSE ADDITIONS:
EXPENSE                                                                                    

(1)
ALLOWABLE                                                                              

(2)
Compensation of nonsalaried proprietors and 
partners or members of religious orders.

Administrator 442 1
Nursing Director 443 40
Other 444

TOTAL 445

NOTE: Enter adjustments on Schedule C on the line for the expense center affected.

Services, facilities, supplies furnished by 
organizations related to the facility by common 
ownership or control

Advertising expense in excess of the lesser of $7,200                                      
or an amount computed at 2% of daily revenue 439 17

IOWA FINANCIAL AND STATISTICAL REPORT

SCHEDULE B                                                                                                                                                                                                                                                                                           
EXPENSE ADJUSTMENTS

LINE 
NO.

EXPENSE                                                                                       
(1)

ALLOWABLE                                                                            
(2)

ENTER IN COLUMN 3, SCHEDULE C
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(2) (3)
Administrator Wages 1 0 0
Business Office Wages 2 0 0
Employer's taxes (Admin.) 3 0 0
Grp/Life & Retire Benefits (Admin.) 4 0 0
Worker's comp. Insurance (Admin.) 5 0 0
Emp. Advertising / Recruit. (Admin.) 6 0 0
Criminal record checks (Admin.) 7 0 0
Education and training (Admin.) 8 0 0
Supplies (Admin.) 9 0 0
Telephone 10 0 0
Equipment rental (Admin.) 11 0 0
Home office costs 12 0 0
Management fees 13 0 0
Acct., legal & other professional fees 14 0 0
General liability insurance 15 0 0
Travel, entertainment, and auto 16 0 0
Advertising and public relations 17 0 0

18 0 0

TOTAL ADMINISTRATIVE COSTS 19 0 0 0 0 0 0 0 0 0 0 0
Laundry wages 20 0 0
Housekeeping wages 21 0 0
Maintenance wages 22 0 0
Employer's taxes (Environ.) 23 0 0
Grp/Life & Retire Benefits (Environ) 24 0 0
Worker's comp. Insurance (Environ.) 25 0 0
Emp. Advertising / Recruit. (Environ.) 26 0 0
Criminal record checks (Environ.) 27 0 0
Education and training (Environ.) 28 0 0
Supplies , laundry 29 0 0
Supplies, housekeeping 30 0 0
Supplies, maintenance 31 0 0
Utilities 32 0 0
Purchased services, laundry 33 0 0
Purchased services, housekeeping 34 0 0
Purchased services, maintenance 35 0 0
Equipment repairs 36 0 0
Equipment rental (Environ.) 37 0 0

38 0 0
TOTAL ENVIRONMENTAL                                                      
SERVICE COSTS

39 0 0 0 0 0 0 0 0 0 0 0
D.O.N. wages 40 0 0
R.N. wages 41 0 0
L.P.N. wages 42 0 0
C.N.A. wages 43 0 0
Activities wages 44 0 0
Social service wages 45 0 0
Employer's taxes (Dir. Health) 46 0 0
Grp/Life & Retire Benefits (Dir. Health) 47 0 0
Worker's comp. Insurance (Dir. Health) 48 0 0
Emp. Advertising / Recruit. (Dir. Health) 49 0 0
Criminal record checks (Dir Health) 50 0 0
Education and training (Dir Health) 51 0 0
Certified nursing aide training 52 0 0
Contracted professional social services 53 0 0
Professional support services 54 0 0
Contracted nursing services 55 0 0
Occupational Therapy 56 0 0
Physical Therapy 57 0 0
Speech Therapy 58 0 0
Respiratory Therapy 59 0 0

60 0 0
TOTAL DIRECT                                                                           
PATIENT CARE COSTS 61 0 0 0 0 0 0 0 0 0 0 0
Medical record wages 62 0 0
Medical director 63 0 0
Dietary service wages 64 0 0
Employer's taxes (Support) 65 0 0
Grp/Life & Retire Benefits (Support) 66 0 0
Worker's comp. Insurance (Support) 67 0 0
Emp. Advertising / Recruit. (Support) 68 0 0
Criminal record checks (Support) 69 0 0
Routine supplies,patient care services 70 0 0
Non-routine supplies, patient care services 71 0 0
Supplies, dietary services 72 0 0
Supplies, activities 73 0 0
Supplies, social services 74 0 0
Food and nutritional supplements 75 0 0
Pharmacy services 76 0 0
X-ray services 77 0 0
Laboratory 78 0 0
Professional support services 79 0 0
Equipment rental (Support) 80 0 0

81 0 0
TOTAL SUPPORT CARE COSTS 82 0 0 0 0 0 0 0 0 0 0 0 

TOTAL PATIENT CARE                                   
SERVICE COSTS

83
0 0 0 0 0 0 0 0 0 0 0

Depreciation 84 0 0
Amortization 85 0 0
Real estate taxes 86 0 0
Facility lease 87 0 0
Interest 88 0 0
Property and casualty insurance 89 0 0
Building and grounds repairs 90 0 0

91 0 0

TOTAL PROPERTY COSTS 92 0 0 0 0 0 0 0 0 0 0 0
Beauty and barber shops 93 0 0
Personal purchases for residents 94 0 0
Income taxes 95 0 0
Officer's life insurance 96 0 0
Director fees 97 0 0
Nonworking officers' salaries 98 0 0
Professional care (Physicians) 99 0 0
Contributions 100 0 0

101 0 0

TOTAL OTHER COSTS 102 0 0 0 0 0 0 0 0 0 0 0

TOTAL OF ALL EXPENSES 103 0 0 0 0 0 0 0 0 0 0 0

Other                                                                                     
(11)

Total                                                                                   
Equals                                                                             

Column 4                                                                               
(12)

Line 
No.

Adjustment of 
Expenses                                 

Sch A.          Sch. B

IOWA FINANCIAL AND STATISTICAL REPORT

SCHEDULE C   SCHEDULE OF EXPENSES

Expenses 
per                                                                      

General 
Ledger                                                                                                                                                               

(1)

Resident                                                                  
Expenses                                                                           

(4)

Allocation                                                                            
Basis                                                                                     

(5)
NF                                                                                                
(6)

RCF                                                                                        
(7)

Assisted 
Living                                                                           

(8)
ICF/MR                                                                                     

(9)
RCF/MR                                                                                

(10)

SCHEDULE OF EXPENSES

To:
Vendor No.: 0

01/00/00
Facility Name:
Period of Report:     From:

0
01/00/00
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Facility Name: Vendor No.:
Period of Report:                       From: To:

Administrator Wages 1 0 0 0 0
Business office wages 2 0 0 0 0
Employer's taxes (Admin.) 3 0 0 0 0
Grp/Life & Retire Benefits (Admin.) 4 0 0 0 0
Worker's comp. Insurance (Admin.) 5 0 0 0 0
Emp. Advertising / Recruit. (Admin.) 6 0 0 0 0
Criminal record checks (Admin.) 7 0 0 0 0
Education and training (Admin.) 8 0 0 0 0
Supplies (Admin.) 9 0 0 0 0
Telephone 10 0 0 0 0
Equipment rental (Admin.) 11 0 0 0 0
Home office costs 12 0 0 0 0
Management fees 13 0 0 0 0
Acct., legal & other professional fees 14 0 0 0 0
General liability insurance 15 0 0 0 0
Travel, entertainment, and auto 16 0 0 0 0
Advertising and public relations 17 0 0 0 0

18 0 0 0 0

TOTAL ADMINISTRATIVE COSTS 19 0 0 0
Laundry wages 20 0 0 0 0
Housekeeping wages 21 0 0 0 0
Maintenance wages 22 0 0 0 0
Employer's taxes (Environ.) 23 0 0 0 0
Grp/Life & Retire Benefits (Environ) 24 0 0 0 0
Worker's comp. Insurance (Environ.) 25 0 0 0 0
Emp. Advertising / Recruit. (Environ.) 26 0 0 0 0
Criminal record checks (Environ.) 27 0 0 0 0
Education and training (Environ.) 28 0 0 0 0
Supplies , laundry 29 0 0 0 0
Supplies, housekeeping 30 0 0 0 0
Supplies, maintenance 31 0 0 0 0
Utilities 32 0 0 0 0
Purchased services, laundry 33 0 0 0 0
Purchased services, housekeeping 34 0 0 0 0
Purchased services, maintenance 35 0 0 0 0
Equipment repairs 36 0 0 0 0
Equipment rental (Environ.) 37 0 0 0 0

38 0 0 0 0
TOTAL ENVIRONMENTAL                                                    
SERVICE COSTS

39 0 0 0
D.O.N. wages 40 0 0 0 0
R.N. wages 41 0 0 0 0
L.P.N. wages 42 0 0 0 0
C.N.A. wages 43 0 0 0 0
Activities wages 44 0 0 0 0
Social service wages 45 0 0 0 0
Employer's taxes (Dir. Health) 46 0 0 0 0
Grp/Life & Retire Benefits (Dir. Health) 47 0 0 0 0
Worker's comp. Insurance (Dir. Health) 48 0 0 0 0
Emp. Advertising / Recruit. (Dir. Health) 49 0 0 0 0
Criminal record checks (Dir Health) 50 0 0 0 0
Education and training (Dir Health) 51 0 0 0 0
Certified nursing aide training 52 0 0 0 0
Contracted professional social services 53 0 0 0 0
Professional support services 54 0 0 0 0
Contracted nursing services 55 0 0 0 0
Occupational Therapy 56 0 0 0 0
Physical Therapy 57 0 0 0 0
Speech Therapy 58 0 0 0 0
Respiratory Therapy 59 0 0 0 0

60 0 0 0 0

TOTAL DIRECT PATIENT CARE COSTS 61 0 0 0
Medical record wages 62 0 0 0 0
Medical director 63 0 0 0 0
Dietary service wages 64 0 0 0 0
Employer's taxes (Support) 65 0 0 0 0
Grp/Life & Retire Benefits (Support) 66 0 0 0 0
Worker's comp. Insurance (Support) 67 0 0 0 0
Emp. Advertising / Recruit. (Support) 68 0 0 0 0
Criminal record checks (Support) 69 0 0 0 0
Routine supplies, patient care services 70 0 0 0 0
Non-routine supplies, patient care services 71 0 0 0 0
Supplies, dietary services 72 0 0 0 0
Supplies, activities 73 0 0 0 0
Supplies, social services 74 0 0 0 0
Food and nutritional supplements 75 0 0 0 0
Pharmacy services 76 0 0 0 0
X-ray services 77 0 0 0 0
Laboratory 78 0 0 0 0
Professional support services 79 0 0 0 0
Equipment rental (Support) 80 0 0 0 0

81 0 0 0 0

TOTAL SUPPORT CARE COSTS 82 0 0 0
TOTAL PATIENT CARE                                        
SERVICE COSTS 83 0 0 0
Depreciation 84 0 0 0 0
Amortization 85 0 0 0 0
Real estate taxes 86 0 0 0 0
Facility lease 87 0 0 0 0
Interest 88 0 0 0 0
Property and casualty insurance 89 0 0 0 0
Building and grounds repairs 90 0 0 0 0

91 0 0 0 0

TOTAL PROPERTY COSTS 92 0 0 0
Beauty and barber shops 93 0 0 0 0
Personal purchases for residents 94 0 0 0 0
Income taxes 95 0 0 0 0
Officer's life insurance 96 0 0 0 0
Director fees 97 0 0 0 0
Nonworking officers' salaries 98 0 0 0 0
Professional care (Physicians) 99 0 0 0 0
Contributions 100 0 0 0 0

101 0 0 0 0

TOTAL OTHER COSTS 102 0 0 0

TOTAL OF ALL EXPENSES 103 0 0 0

SCHEDULE OF EXPENSES                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            

01/00/00
0
01/00/00

Line                                                                                        
No.

Note:  This schedule is required only if the facility has an assisted living grant.

IOWA FINANCIAL AND STATISTICAL REPORT

SCHEDULE C-1   Assisted Living Expense Allocation

Grant                                                                               
Funded                                                                                                                                                                                                                                                                                                                                                               
Statistic                                                                                  

(2)

Non-Grant                                                                     
Funded                                                                             
Statistic                                                                                      

(3)

Total                                                                                    
Expenses                                                                                 

(7)

Non-Grant                                                                                     
Funded                                                                                    

(6)

Grant                                                                                     
Funded                                                                                    

(5)

Total                                                                           
Statistic                                                                                    

(4)

Allocation                                                                                                                        
Basis                                                                                               

(1)

0
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Vendor No.:
To:

EQUIPMENT:
Building Equipment (fixed) 750
Department Equipment 751
Other Equipment 752
Office Furniture & Fixtures 753
Motor Vehicles 754
Equipment 755

756
TOTAL 757

Facility 758
Additions 759
Other 760

761
Land Improvements 762

763
TOTAL 764
TOTAL BUILDINGS AND 
EQUIPMENT 765

Line No.
Construction                                                                                 

(1)
Cost                                                                                          
(2)

Prior Amount                                                                               
(3)

Period                                                                                       
(4)

Recorded                                                                                  
(5)

Straight Line                                                                                                                                              
(6)

766
767
768
769
770
771

TOTAL AMORTIZATION 772

1. Are the lessor or lessee the same person or group of persons or controlled by the same person or group of persons?
2. Does the lease contain an option to purchase the leased property?

BUILDINGS:

LEASEHOLD IMPROVEMENTS 

Description

Facility Name:
Period of Report:       From:

Depreciation                                                                                  
Allowable in                                                                                     
Prior Years                                                                                 

(3)
Method                                                                                    

(4)

Annual    
Rate %                                                                       

(5)

Recorded 
Depreciation 

Expense                                                
(6)

Straight Line 
Depreciation                                                        

(7)

Description

[77101]  Questions:

IOWA  FINANCIAL AND STATISTICAL REPORT

SCHEDULE D                                                                                                                                                                                                                                                                                                                                                                          
DEPRECIATION AND AMORTIZATION EXPENSE

Line No.

Construction                                                                                               
in                                                                                                                   

Process                                                                                     
(1)

Asset Cost                
(2)

Yes
Yes No

No
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Facility Name: Vendor No.:
Period of Report:   From To:

Line 
No.

Previous    
Owner's Cost          

(1)

New Purchases 
Since Change                                                    

(2)

Depreciation 
Allowable in 
Prior Years                                        

(3)

Allowable   
Straight-Line 
Depreciation                                         

(4)

780

781

782

783

784

785

786

TOTAL 787

788

789

790

791

792

793

794

795

796

IOWA FINANCIAL AND STATISTICAL REPORT

SCHEDULE D-1                                                                                                                                              
CHANGE OF OWNERSHIP

[78101] Has the facility changed owners since June 18, 1984?

EQUIPMENT:

Building equipment (fixed)

Complete this schedule

This schedule does not apply

Less equipment not purchased

BUILDINGS:

Facility

Department equipment

Other equipment

Office furniture & fixtures

Motor vehicles

Less buildings not purchased
TOTAL

TOTAL BUILDINGS AND 
EQUIPMENT

Additions

Other

Land Improvements

YES
NO
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Facility Name: Vendor No.:
Period of Report:  From: To:

Current Period                                                                           
(1)

Prior Period                                                                               
(2)

801

802

803

804

805

806

807

808

809

810

811

812

813

814

815

816
817
818
819

820
821

822

823
824
825
826
827
828

829

830

IOWA  FINANCIAL AND STATISTICAL REPORT

SCHEDULE E                                                                                                                                                                     
COMPARATIVE BALANCE SHEET

TOTAL LIABILITIES AND EQUITY

Cash 

Investments (Money Market Certificate of Deposit, etc.)

Receivable from residents

Receivable from others

Fixed Assets:

     Land 

     Buildings and improvements

          Less allowance for depreciation (per books)

Construction in Process

Other assets 

TOTAL ASSETS

     Equipment (including motor vehicles)

          Less allowance for depreciation (per books)

Leasehold Improvements

          Less allowance for amortization

Balance at the End of:

All information to be taken from the general ledger. 
Line                                                                                           
No.

Retained surplus

TOTAL LIABILITIES

Accounts payable
Accrued taxes (payroll and property)

Capital stock
Paid-in surplus

Other liabilities

ASSETS:

LIABILITIES:

EQUITY: 

TOTAL EQUITY

Partners' and proprietor's capital account(s)
Partners' and proprietor's drawing account(s)
Equity (nonprofit organization)

Notes and mortgages payable to officers, stockholders,   
owners, etc.
Notes and mortgages payable to others
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Facility Name: Vendor No.:
Period of Report        From: To:

Line 
No.

850

851

852

853

854

855

856

857

858

859

860

861

862

863

864

865

SCHEDULE F                                                                                                                                           
RECONCILIATION OF EQUITY

Current Period

TOTAL EQUITY BEGINNING OF PERIOD

Capital stock retired

Expenses per general ledger from Schedule C

Deduct:

Other:  Explain

Other:  Explain

Dividends

Partners' and proprietor's withdrawals

Sub "S" corporation distribution

TOTAL EQUITY END OF PERIOD 

IOWA FINANCIAL AND STATISTICAL REPORT

Partners' and proprietor's additional investment

Net revenue from Schedule A

Capital stock issued

Add:
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Facility Name: Vendor No.:
Period of Report:   From: To:

Line 
No.

Description of Service or Supplies                                                    
(2)

Amount                                                                                   
(3)

Schedule                                                                                    
(4)

Line                                                                                            
(5)

900
901
902
903
904
905
906
907
908
909
910
911
912
913
914
915
916
917
918

Name of Related Party or Organization                                         
(1)

IOWA FINANCIAL AND STATISTICAL REPORT

SCHEDULE G                                                                                                                                                                                                                                                                                                                                                                                
RELATED PARTY TRANSACTIONS

[90101]  Does this cost report include any costs associated with services, facilities or supplies furnished by a related party or 
organization?

Yes - Complete This Schedule No - This Schedule Does Not Apply
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Facility Name: Vendor No.:
Period of Report:   From To:

1 Administrator wages
2 Business Office wages

12 Home office costs
18
20 Laundry wages
21 Housekeeping wages
22 Maintenance wages
38
40 D.O.N. wages
41 R.N. wages
42 Licensed Practical Nurses wages
43 Certified Nurse Aides wages
44 Activities wages
45 Social Services wages
52 Certified nursing aide training wages
54 Professional support services 
55 Contracted nursing services 
56 Occupational Therapy
57 Physical Therapy
58 Speech Therapy
59 Respiratory therapy
60
62 Medical Records Services wages
63 Medical Director wages
64 Dietary Service Wages
81
91
93 Beauty and barber shops
97 Director fees
98 Nonworking officers' salaries
99 Professional Care (Physicians)

101

IOWA FINANCIAL AND STATISTICAL REPORT

SCHEDULE H                                                                                                                                                                                                                                                   
NURSING FACILITY WAGES AND HOURS

Sch C 
Line No.

Average Hours                                                                                          
Per Patient Day                                                                           

(5)

Average Hourly 
Wage                                                                 

(4)

Total                                                                                            
Hours                                                                                                      

NF                                                                                               
(3)

Total Wages 
Schedule C                                                                      

NF                                                                                                           
(2)

Entry Level                                                                               
Hourly Wage                                                              

(1)Occupation or Employment Category
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Vendor No.:
To:

Assisted 
Living                                                                     

% of time                                                                                                                                                                                        
(6)

Nursing 
Facility                                                                                    

% of time                                                                                                                                                                                                
(7)

Service 
Development                                                                    

% of time                                                                                                                                                                  
(8)

Other                                                                                       
% of time                                                                                    

(9)
1 Administrator wages
2 Business Office wages
12 Home office costs
18
20 Laundry wages
21 Housekeeping wages
22 Maintenance wages
38
40 D.O.N. wages
41 R.N. wages
42 Licensed Practical Nurses wages
43 Certified Nurse Aides wages
44 Activities wages
45 Social Services wages
52 Certified nursing aide training wages
54 Professional support services 
55 Contracted nursing services 
56 Occupational Therapy
57 Physical Therapy
58 Speech Therapy
59 Respiratory therapy
60
62 Medical Records Services wages
63 Medical Director wages
64 Dietary Service Wages
81
91
93 Beauty and barber shops
97 Director fees
98 Nonworking officers' salaries
99 Professional Care (Physicians)
101

Average 
Hourly 
Wage                                                              

(4)

Total                                                                                               
Hours                                                                               

Assisted 
Living                                                                                

(3)

Allocation of Staff Time
Total Wages                                                                                

Schedule                                                                                           
C - 1                                                                            

Assisted Living                                                                                 
(2)

Sch C    
Line 
No.

Entry Level 
Hourly Wage                

(1)
Occupation or Employment 

Category

SCHEDULE H - 1                                                                                                                                                                                                                                               
ASSISTED LIVING WAGES AND HOURS

IOWA FINANCIAL AND STATISTICAL REPORT
Facility Name:
Period of Report:   From:

Average 
Hours Per 
Resident 

Day                                               
(5)
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Facility Name: Vendor No.:
Period of Report:  From: To:

  Full time employee retention rate 

  Full time employee turnover rate 

7.  Number of full time employees who worked the entire year.

           during the year.

4.       Adjustment:  Number of full time employees hired during the year

1.  Total number of W-2's

2.       Adjustment:  Number of W-2's for temporary or part-time employees

3.  Total number of full time employees who worked anytime during the year.

6.       Adjustments:  Number of full time employees separated anytime 

SCHEDULE I                                                                                                                                                                                                                       
FULL TIME EMPLOYEE RETENTION AND TURNOVER RATES

      start of the year

IOWA FINANCIAL AND STATISTICAL REPORT

5.  Total number of full time employees who were employed at the 
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Facility Name: Vendor No.:
Period of Report:   From To:

Average for 
the Year

Sch C Line No. Job Classification January February March April May June July August September October November December Total
1 Administrator 0 0.00
2 Business Office 0 0.00
20 Laundry 0 0.00
21 Housekeeping 0 0.00
22 Maintenance 0 0.00
40 D.O.N. 0 0.00
41 R.N. 0 0.00
42 Licensed Practical Nurses 0 0.00
43 Certified Nurse Aides 0 0.00
44 Activities 0 0.00
45 Social Services 0 0.00
62 Medical Records Services 0 0.00
63 Medical Director 0 0.00
64 Dietary Service 0 0.00

Other Staff 0 0.00
Total 0 0 0 0 0 0 0 0 0 0 0 0 0.00

Average 
Turnover 

Rate
Sch C Line No. Job Classification January February March April May June July August September October November December Total

1 Administrator 0 0%
2 Business Office 0 0%
20 Laundry 0 0%
21 Housekeeping 0 0%
22 Maintenance 0 0%
40 D.O.N. 0 0%
41 R.N. 0 0%
42 Licensed Practical Nurses 0 0%
43 Certified Nurse Aides 0 0%
44 Activities 0 0%
45 Social Services 0 0%
62 Medical Records Services 0 0%
63 Medical Director 0 0%
64 Dietary Service 0 0%

Other Staff 0 0%
Total 0 0 0 0 0 0 0 0 0 0 0 0 0%

Nursing Only 0%

IOWA FINANCIAL AND STATISTICAL REPORT
0
01/00/00

Total Number of Terminations Each Month

Total Number of Employees on the First day of each Month

SCHEDULE I-1                                                                                                                                                                                                                                                 Nursing 
Facility Annual Calculation Of Employee Turnover

0
01/00/00
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Facility Name: Vendor No.:
Period of Report:  From: To:

IOWA FINANCIAL AND STATISTICAL REPORT

SUPPORTING SCHEDULE (1)
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Facility Name: Vendor No.:
Period of Report:  From: To:

IOWA FINANCIAL AND STATISTICAL REPORT

SUPPORTING SCHEDULE (2)
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NAME OF FACILITY: VENDOR NUMBER(s):

PERIOD OF REPORT     FROM:
    TO:

Schedule Reference Amount

Total Costs
Total Costs - Allocated

Difference

Total Admin Costs
Total Admin Costs - Allocated

Difference

Total Env Costs
Total Env Costs - Allocated

Difference

Total Patient Care Costs
Total Patient Care Costs - Allocated

Difference

Total Property Costs
Total Property Costs  - Allocated

Difference

Total Other Costs
Total Other Costs

Difference

Total Assets
Total Liabilities & Equity

Difference

Total Equity - Sch E
Total Equity - Sch F

Difference

Schedule Required
Vendor Number Yes
Certification Statement Yes Warning - Schedule must be completed.
Statistical Data Yes
Schedule A - Total Facility Revenue Yes
Schedule A-1 N/A
Schedule A-2 No
Schedule C Yes
Schedule C-1 No
Schedule D Yes
Schedule D-1 No
Schedule E Yes
Schedule F Yes
Schedule G No
Schedule H Yes
Schedule H-1 No
Schedule I Yes
Schedule I-1 Yes

Schedule Required

Certification Statement [15101] Yes
Certification Statement [17101] Yes
Statistical Data [18101] Yes
Statistical Data [20101] Yes
Statistical Data [20102] Yes
Schedule D [77101] Yes
Schedule D-1 [78101] Yes
Schedule G [90101] Yes

FALSE

Reference

Line 103  Column 4
Line 103  Column 12

Schedule C

IOWA FINANCIAL AND STATISTICAL REPORT

COMPLETED QUESTIONS

Competed

Line 19  Column 12

Diagnostics Summary - Any differences indicate that numbers are not flowing properly between the schedules.
Note:  These amounts will automatically fill in based on your completed Financial and Statistical Report

EDIT CHECKS

Line 19  Column 4

Line 92  Column 12

Schedule E

Line 39 Column 4

Line 83  Column 12

Line 92  Column 4

Line 39  Column 12

Current Period Column - Total Liabilities and Equity

Line 102  Column 4
Line 102  Column 12

N/A

Current Period Column - Total Equity

Warning - This schedule must be completed.

N/A

COMPLETED SCHEDULES

Warning - Schedule must be completed.
Warning - Schedule must be completed

Warning - This schedule must be completed.

Warning - This schedule must be completed.

Warning - Question must be answered
Warning - Question must be answered

Warning - Schedule must be completed.

N/A

Warning - Question must be answered
Warning - Question must be answered

Warning - Question must be answered
Warning - Question must be answered

Warning - Question must be answered

N/A

Warning -Part 1 and 2 must be answered.

Diagnostics Summary - Any Warning message must be resolved.
Note:  Required Schedules will automatically be determined  based on your                                                                

Diagnostics Summary - Any Warning message must be resolved.

N/A

Warning - Schedule must be completed

Warning - This schedule must be completed.

Note:  Required Questions will automatically be determined                                                                                                                                                                                                         

N/A

Warning - This schedule must be completed.

Competed

Line 83  Column 4

Schedule F

Current Period Column - Total Assets

Total Equity End of Period 

Warning - This schedule must be completed.
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