Annual Report Questionnaire (Microsoft Word Format)

In accordance with 410 IAC 16.2-3.1-13 (o), each health facility must submit an annual statistical report to the Indiana State Department of Health.  The Annual Report Questionnaire can be found below.  The Annual Report Instructions packet contains the instructions for completing and submitting the Annual Report Questionnaire.  Please follow these instructions carefully.  

Complete the Annual Report Questionnaire and return to the Indiana State Department of Health via mail or email by December 15, 2006.  Any questions regarding the annual report may be addressed to the Program Director-Provider Services at 317-233-7794.  

	Facility Information

	Medicare Provider Number
	

	Facility Name
	  

	Street Address
	  

	City
	  

	Zip Code
	  

	County
	  


	              Type of Specialized Units

	 
	Number of Beds as of December 31, 2005
	Bed Census as of December 31st, 2005

	AIDS Unit
	
	

	Dementia Special Care Unit
	
	

	Head Trauma Unit
	
	

	Pediatric Unit
	
	

	Ventilator Unit
	
	


	Bed Census by Type

	 
	Bed Census as of December 31st, 2005

	Medicare/Medicaid Certified
	

	Medicare Only
	

	Medicaid Only
	

	Non-Certified Comprehensive
	

	Residential 
	

	Total Certified Beds
	

	Total Licenses Beds
	


	Total Number of Beds by Type

	 
	Bed Capacity as of December 31st, 2005

	Medicare/Medicaid Certified
	

	Medicare Only
	

	Medicaid Only
	

	Non-Certified Comprehensive
	

	Residential 
	

	Total Certified Beds
	

	Total Licenses Beds
	


	Resident Days by Bed Type

	Number of Resident Days From January 1, 2005-December 31, 2005

	Medicare/Medicaid Certified
	

	Medicare Only
	

	Medicaid Only
	

	Non-Certified Comprehensive
	

	Residential 
	

	Total Certified Beds
	

	Total Licenses Beds
	


	Resident Days by Bed Type and Age From January 1, 2005-December 31, 2005

	 
	Under 65 Years
	65-74 Years
	75-84 Years
	85+ Years
	Total

	Medicare/Medicaid Certified
	
	
	
	
	

	Medicare Only
	
	
	
	
	

	Medicaid Only
	
	
	
	
	

	Non-Certified Comprehensive
	
	
	
	
	

	Residential 
	
	
	
	
	

	Total Certified Beds
	
	
	
	
	

	Total Licenses Beds
	
	
	
	
	


	Comprehensive Level Care Resident Demographics From January 1, 2005-December 31, 2005

	Age Group
	Male
	Female
	Total

	0-19   Years
	
	
	

	20-39 Years 
	
	
	

	40-64 Years
	
	
	

	65-74 Years
	
	
	

	75-84 Years
	
	
	

	85+     Years
	
	
	

	Total
	
	
	

	Admissions by Referral Source From January 1, 2005-December 31, 2005

	Admission Source Type
	Total Number of Residents

	Independent/Self Care
	

	Family
	

	Hospital
	

	Mental Health Center
	

	Home Health Agency
	

	Another Nursing Facility
	

	Other
	


	Discharges by Type From January 1, 2005-December 31, 2005

	Discharge Type
	Total Number of Residents

	Discharged to Self-Care
	

	Discharged to Family
	

	Discharged to Hospital
	

	Discharged to Mental Health 
	

	Discharged to Nursing Facility
	

	Death
	

	Other Discharges
	


Thank you completing the Annual Report Questionnaire.  If the facility has decided to complete the paper copy, please submit a copy of the completed form via mail to:

Indiana State Department of Health

Attn: Program Director-Provider Services

Section 4B

2 N Meridian

Indianapolis, IN 46204

