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OSS COST REPORT AND IPC INFORMATION



Each facility participating in the OSS Program is required to submit a standardized cost report, developed by DHHS, which reflects all income, operating costs and resident day information of the facility.  The July 1, 2007 through June 30, 2008 CRCF Cost Report packet was mailed on June 30, 2008.  All facilities operating this entire 12-month period should receive the packet.  



If your facility has a Contract for the Purchase and Provision of Integrated Personal Care Services (IPC) that covers any of the July 1, 2007 through June 30, 2008 period, you should have also received an IPC page to complete.  



If you have not received your CRCF Cost Report Packet and/or IPC Page, please call Gwen Henderson at 803-898-1017 or Tina Schmitt at 803-898-1020 to request one.



The cost report/IPC information is due no later than September 2, 2008.  Failure to submit this information by the deadline will result in the immediate withholding of your facility's payments.  



If your check is held, checks will be released only on Fridays of each week for cost reports received during Thursdays of each week. Checks will be mailed to the facility by the Bureau of Fiscal Affairs.  Checks cannot be picked up at DHHS.  Remember, reinstating your electronic funds transfer (EFT) could take several weeks.
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�DATE  \@ "MMMM d, yyyy"�October 03, 2008�



Memorandum



To:	Optional State Supplementation (OSS) Providers





From:	Kevin Varn

	OSS Program Manager





Subject: 	Updated OSS Provider File/Listing





		We are currently in the process of developing an accurate electronic list serve for our provider records/files and would appreciate your providing the South Carolina Department of Health and Human Services (SCDHHS) with the following information:



		Provider Name:  __________________________________________________________________



		Facility Owner:  __________________________________________________________________



		Current Telephone Number for Facility Owner:  _______________________________________

  

		Administrator’s Name:  ____________________________________________________________



		Provider Six (6) Digit #:  __RC_______________________________________________________



		Provider License Number: __________________________________________________________



		Current Physical Address:  _________________________________________________________

			       

		Current Mailing Address:   _________________________________________________________



		Current Telephone Number:  ________________________________________________________



		Current Cell Phone Number (If available): ____________________________________________

		

		Current Fax Number:  _____________________________________________________________



		Number of Licensed Beds:  _________________________________________________________



		Facility Email Address (ex.HappyCareHome@aol.com):_________________________________

		

		Personal Email Address:  ___________________________________________________________ 

		(If permanent facility address not available)

		QUESTIONS



Which best describes access to a computer at your facility:



			___   No computer access.

			___   Computer in the facility.

			___   Computer available, but not within the facility.



		2.  Do you have internet access within the facility?   _____ YES    _____ NO



		3.  Do you have internet access at another location? _____ YES    _____ NO



How do you feel about receiving information electronically? (ex. Advisories, Bulletins, etc.)

	Check One:

	____ Would prefer electronic distribution.

			____ Would not prefer electronic distribution.

			____ Do not have a preference.

	

			Comments concerning electronic distribution below:

			________________________________________________________________________

			________________________________________________________________________

			________________________________________________________________________

			________________________________________________________________________

			________________________________________________________________________

			________________________________________________________________________



How do you feel about billing electronically? 

	Check One:

			____ Would prefer electronic billing.

			____ Would not prefer electronic billing.

			____ Do not have a preference.

			

			Comments concerning electronic billing below:

			________________________________________________________________________

			________________________________________________________________________

			________________________________________________________________________

			________________________________________________________________________

			________________________________________________________________________



		Updating our files with your agency email address will allow us to send important bulletins and other information electronically.  Please return this information by close of business October 31, 2008.



		Please mail the informational pages to:



							SC Department of Health and Human Services

							Attn: OSS Manager – Survey – 7th Floor

							Post Office Box 8206

							Columbia, South Carolina  29202-8206



		Thank you for your assistance in this matter, and for your participation in the South Carolina Optional State Supplementation Program.














