Once the registration confirmation e-mail is received, Intermediate Care Facilities for the Developmentally Disabled shall submit monthly: net patient revenues and Medicaid patient days through the online data collection form found at: https://apps.ahca.myflorida.com/nfqa/. Login using the user name and password you created during registration. Then, click Login.
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Choose the reporting month/year from the drop down box. Your facility’s information is already populated in the dark grayed boxes. Please review this information for any discrepancies. Then click Next.
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Quality Assessment Worksheet: Enter the following information.

Monthly net patient revenue: Monthly net patient revenue includes the total of all payer types (see statute for further definition of Net Patient Revenue). Enter this amount in the Monthly Net Patient Revenue box (NOTE: This field is optional).
Data entry A: Total Medicaid Patient Days: Enter the total number of Medicaid days for the current month based on dates of service paid or payable by Medicaid.


The following fields are available for input but are set to “Zero” by default. Private and Medicare patient days on the norm are not applicable to ICF/DD facilities:



Data entry B: Total Private/Other Non-Medicare Days: Enter the total number of Total Private/Other Non-Medicare Days for the current month based on dates of service paid or payable by any other source that is neither Medicaid nor Medicare.
Data entry F: Total Medicare Patient Days: Enter the number of Medicare patient days for the current month based on dates of service paid or payable by Medicare. Medicare resident days mean those patient days funded by the Medicare program or by a Medicare Advantage or special needs plan.
The system automatically calculates Total Non-Medicare Days (C), Provider Assessment Daily Rate (D), Total Amount Due (E), and Total Patient Days (G). When data entry is complete, click Next.





See following page for Screenshot.
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Verification Page:

Verify that the monthly data input for your facility is correct. If there is an error click Previous, which directs you back to the Assessment Worksheet. There you can correct any errors. Notice the Total Amount Due. This is the amount of your facility’s monthly assessment. If all the information is correct click Submit.
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The remittance document is to be printed and submitted with payment. To go to the Remittance page, either click Print Invoice Image for pdf. format or click Print HTML Invoice for HTML format.
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Remittance Document:
Print out and submit with payment to the address located on the document. Remember, payments are due by the 20th day of the following reporting month (e.g. October 2009 assessment shall be paid by November 20, 2009). Delinquent payments are subject to fines up to $1,000 per day, liens against medical assistance payment, and/or licensure action. If you have any questions, please contact the QAF staff at NFQA@ahca.myflorida.com.
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Remittance Document Continued:





[image: ]























COMPLETE!













AHCA Form 5000-3548, October 2013 (Incorporated by reference in Rule 59G-6.045, F.A.C)
image3.jpeg
The system automatically
inputs each facility’s daily
assessment rate.

AdeNcy Fo HeaLTH CARE ADMINISTRATION

Fo A FacTY

W, STEFTIO! oy

Facility Quality Assessment

e Sy st W

Assessment Report

Tt SETEVGEAR

Enter monthly net-patient
revenue here

o0

Ao Workhst. Monly ol
[ )

NOTE: This field is optional

ATk o &

P — g
Tl arebon vas o8 [T

o provilr Assmnt aly e $10.62
Tt vt e (x0) [ SEIOTAE

RN E— "
G Totpane s+ Click Next once data
s | et entry is complete
R s B

MRk DigBheMAC  Rdanly Do Cndwdes RRAY  DowkodAHord

e 3




image4.jpeg
Pl Hesirgs AbkcRerds Gt s Stelep °f B &

Acexcy FoR Heaurh Care ApwiNisTRATIoN

Hone Ao Us MeDican LicSURE & REGUATION Fo0AFicuTY Reor Fraln

Facility Quality Assessment

i ity eadoisin. Wk

Assessment Report

epotiets: SEFTEMERATV

———0

Py i sl

s g Dy
s 20550 T COURTDERAY B0, LIS
Pk Ty NRSIGHNE
s ok 551
Nea ok IS5
e b 1575
temiw

Totalamount due

M e T

mm

TNt 3 2} to AHCA by the 20th
[ sws i
oz S607464 of the following

reporting

Click Submit when
verification is

complete




image5.jpeg
Pkt Adic

o onHess Chee AowamsTnon

HoE  dorls Maicn Leere RGN FOOARILTY  ReorT Frao

Wi STETAO! o

E

Faclity Qualty Assessment

i Séniitny b Wt

Aosessment Report

Invoice Number

Click here to view Tl el Tt ML
and print the Pt g i i Rl

Remittance

Document in pdf.
oy Dl e ks ()

format Click here to view

and print the "?ih

Remittance
Document in HTML.




image6.jpeg
AGENCY FOR HEALTH CARE ADMINISTRATION

HoME ABOUT Us

MEDICAID LICENSURE & REGULATION FIND A FACILITY

REPORT FRAUD

Facility Quality Assessment

Home  Submission Histo

Resubmission My Account

Assessment Report

Report Month: |SEPTEMBER 2019 v/

step finished

o—o—o0—0

The submission has been completed. The reference number is 0919-0001
Print Invoice Image Print HTML Invoice Report Detail

step2  step

H

oft b bl & [wox V] H- & &

RON DESANTIS
GOVERNOR

MARY C. MAYHEW
SECRETARY

N/

Facility Quality Assessment Fee Invoice

Please make checks payable to

Agency for Health Care Administration
2727 Mahan Drive, NS # 14
Tallanassee, FL 32308

Finance and Accounting - NFOA
Memo: NFQAAssessment Fee

Phone: (850) 412-3858 Fax. (850) 413-0264.

Reference ID: 09190001

Creation Date:  10/2/2019

Report Mon/Year: SEPTEMBER 2019

FaciityName:  Abbey Delray

FacilityAddress: 2105 SW 11TH COURT
DELRAY BEACH, FL 33445

‘Welcome, STREET2ND!

Log out





image7.jpeg
oo SECKETARY

Invoice #

Facility Quality Assessment Fee Invoice

Redrmcer: 09170011
ComsioaDue. 1022018 Reporting
Fepor Mon/Year:  September 2017

i tame | AdbesDam ————month

Pnoms: (350) 4123858 Fax (550) 413-020% DEACHFL 33445

Perm D 77
Medicare Namber 1053

Madicsid Numbar 020574500

‘Provider Number. 5031

Provider Type: NURSING HOME-35

Platse st vourremiance snd mosthl foepayanent o e adss sbove. Failere o sbunit Sl pavasent by e due date shll resul i
Denaltios and aret 25 St i Secton 400 9083 Florda Stautes I vou should e say questionsregarding i o o 1ep0RmE.
e, Pones ovaacs Finimen & Acoenting 1 (550) 413.3858

Proviter Assemen Rate ()

2727 wiahan orve, i scop 8 34 Facevooe comyarcarioria

Tlabasses, F 32508 b Youtube com/acariorida
arca yrords com wter com/anCA_AL
5 Sisesnare e/aricariorcs





image1.jpeg
Public Meetings  PublicRecords  Contact Us SiteMap [f 80 [ &

AENcY For HeALTH CARE ADMINISTRATION

Home Asour Us MEpIcaID LICENSURE & REGULATION Fno A FaciLiy REPORT FRAUD

Facility Quality Assessment

New Users Register Herel

Exlsting Users
Login Here

Enter User D: [Stieel2ND

If you forget your
password and need to
change it click here

Enter Password:

Login Cancel

Forgot Password

After entering user
name and password
click Login

For more information please visitthe website
hip/niga ahca mylorde cond

Diacytoicy  DomgBsnesswihAHA  Wehndbolcy  Dscaimer  Contact Webmaster  Hnda bacity  Uownioad Adobe Reader

e




image2.jpeg
Pl PR

AceNcY FoR HEALTH CARE ADMINISTRATION

Howe Apour Us MeDicD LICENSURE & REGULATION FilD AFACLITY REORT FRAD

Facility Quality Assessment

Hime Sinsintidn Resémsin 1 Acomt

Assessment Report

st SETBERLISY Chinosexreporting

month

—0—0—0

v povlerfomatin for .y iscepances et eeoed o te A Log T Cre U

fre. T
s posswrmoom
0ty et e
o e
Provider Nusber:
Wedicaid Nusber:
‘Nediare Nunbes:
e
Click Next
when complete

Piaghly  DBsieswbAO Rniby Dy Ot dacly  Dwvkaikbiefe

Ve, SRETDO! oyt





