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ANNEX C
U.S. Army Medical Command (MEDCOM)
Fiscal Year (FY) 2010 Budget Guidance
Medical Expense and Performance Reporting System (MEPRS)


1.  Reference.  This guidance is based on the Department of Defense (DoD) Medical Expense and Performance Reporting System (MEPRS) Manual, DoD 6010.13-M, dated 7 April 2008, which can be found on the MEPRS Information Portal at:  http://www.meprs.info/.  In addition to the DoD MEPRS Manual, Army-specific guidance is contained in the attached Fiscal Year (FY) 2010 Army MEPRS Guidance. The FY10 Army MEPRS Guidance can be found on the AKO website for MEPRS Division, FY10 MEPRS Folder at:  https://www.us.army.mil/suite/folder/19502326.  Where this guidance is different from or contradicts the DoD MEPRS Manual, this guidance takes precedence.

2.  Overview.  Contained herein is the guidance for the FY10 MEPRS Program.  The FY10 MEPRS Program Guidance has been developed to provide information on new procedures or clarification of previous guidance to assist in the collection and reporting of health care cost data for the Defense Health Program (DHP).  Do not assume that the guidance contained in this document is all inclusive of applicable laws, regulations, procedures, and policies necessary to properly execute the DHP appropriation.
     
3.  General Program Guidance.

	3.1.0.  Army MEPRS Program Office (AMPO) Support.  The AMPO staff at MEDCOM provides guidance, training, and site assistance.  Requests for guidance or assistance should be forwarded to the designated AMPO Analyst with a courtesy copy to the MEPRS Army Functional Support Mailbox.  AMPO recognizes that the Regional Medical Commands (RMCs) have been restructured, but the support from a designated AMPO Analyst will continue to be based on the original RMC structure as provided below: 
[bookmark: OLE_LINK1][bookmark: OLE_LINK5]
	Original RMC Structure
	Analyst
	DSN: 421
Com: (210) 295.

	GPRMC
	Burma Barfield
	0901

	NARMC, except Ft Belvoir and West Point
	Burma Barfield
	0901

	SERMC, plus Ft Belvoir and West Point
	Harold Cardenas
	0905

	ERMC
	Gena Carey
	0909

	Korea
	Gena Carey
	0909

	WRMC
	Jeanie McCleary
	0907

	PRMC
	Jeanie McCleary
	0907


	3.2.0. Use of 4th Level MEPRS Functional Cost Codes (MEPRS/FCCs).

[bookmark: OLE_LINK4][bookmark: OLE_LINK6]	3.2.1.  AMPO Approval.  AMPO approval is required for use of 4th level MEPRS Functional Cost Codes (FCCs) by medical treatment facilities (MTFs) prior to being activated at the local level.  Due to pending system changes and future transformation of Military Health Care, efforts are being made to standardize MEPRS/FCC reporting for all Army, Air Force, and Navy MTFs.  A standardized MEPRS/FCC cannot be used to record a different function than prescribed and approved by AMPO.  The FY10 MEPRS Reference Guidelines Reporting Components by FCC provides a listing of all possible MEPRS/FCCs, to include standardized MEPRS/FCCs.  The FY10 MEPRS Reference Guidelines Reporting Components by FCC and FY10 MEPRS/FCC Changes are available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at: https://www.us.army.mil/suite/folder/19502326.  

	3.2.2.  Data Issues.  AMPO continues to perform in-depth and on-going analysis of Army MEPRS data to identify the root causes of MEPRS discrepancies and data quality issues.  The primary root cause of Army MEPRS discrepancies has been the creation of duplicate or erroneous MEPRS/FCC codes created for the same standalone work center. MEPRS/FCC codes are not intended to track workload, productivity, diagnosis, patient type, subspecialty or specialty, a type of provider, funding, etc., and should only be used to report standalone work centers in accordance with 6010.13-M, MEPRS Manual.  The use of 4th level MEPRS/FCCs for the purpose of identifying subspecialty providers and separate functions/workload within a physical clinic or work center is not necessary and does not comply with Tri-Service MEPRS Policy.  Request that MEPRS personnel at the MTF level explain alternate solutions of using the M2 and additional locations within Composite Health Care System (CHCS) to identify types of outpatient workload, patient type, diagnosis, special program, funding, etc.  If MTF MEPRS personnel need assistance in developing alternative solutions for identifying and tracking a type of workload, specialty, patient, program, funding, etc., please contact your designated AMPO Analyst. 
[bookmark: OLE_LINK16][bookmark: OLE_LINK17]
[bookmark: OLE_LINK7][bookmark: OLE_LINK8]	3.3.0.  Financial Reconciliation and Monthly Narrative Process.  In FY10, separate Financial Reconciliation Excel Templates were created for Uniform Chart of Accounts Personnel Utilization System (UCAPERS) and Defense Medical Human Resources System-internet (DMHRSi) sites. Once a site converts from UCAPERS to DMHRSi, they should use the DMHRSi Financial Reconciliation Template.  A single Helpful Hints for Financial Reconciliation document was published for FY10.  The FY10 Financial Reconciliation Templates and Helpful Hints are available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at:  https://www.us.army.mil/suite/folder/19502326.  The revised format for the MEPRS monthly narrative is also available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at:  https://www.us.army.mil/suite/folder/19502326.  Please note the additional reporting requirements for the FY10 MEPRS monthly narrative.

		a. In FY09, a few MEPRS offices continued to retransmit monthly MEPRS data without submitting a revalidated financial reconciliation prior to their retransmission.  The revalidation of the financial information prior to a retransmission ensures that all financial data is still in balance, and the verification can be completed in a very short amount of time.  As a reminder, a validated financial reconciliation should be submitted to the MEPRS Functional Mail Box and designated AMPO Analyst prior to transmission or retransmission of MEPRS data for any fiscal month or fiscal year.  MEPRS Financial Reconciliations should be reviewed and approved by the MTF Comptroller prior to transmission or retransmission of MEPRS data.  Electronic signature capability is available to indicate review and approval.  Separate guidance has already been forwarded to MTF MEPRS personnel explaining that ApproveIt 5.8.2 version is required for electronic signature capability with Office 2007.  If the local MTF does not have electronic signature capability, then the typed name of the Comptroller with //original signed// should be entered on the signature block.  The Comptroller should be included as a courtesy copy (cc) when the financial reconciliation is forwarded to AMPO.

		b.  A monthly narrative should be submitted to the MEPRS Functional Mail Box, designated AMPO Analyst, Ms. Karen Lameo  (karen.lameo@eds.com), 
Ms. Sandra Palasciano  (sandra.palasciano@eds.com), and Ms. Andrea Oravec (andrea.oravec@eds.com) within three (3) business days after transmission of MEPRS data.  When MEPRS data is retransmitted for any fiscal year or fiscal month, a revised monthly narrative with an explanation of why the MEPRS data is being retransmitted along with the date of the retransmission should also be submitted within three business days to the same addressees listed above.
 
4.  New FY10 MEPRS Program Guidance.
     
	4.1.0.  MEPRS/FCC Changes.  There are a few 4th level MEPRS/FCC updates for FY10.  Please pay close attention to the FY10 MEPRS/FCC changes since many of these changes will significantly improve the accuracy of direct patient care and allocated overhead expenses.  These changes will need to be coordinated with Budget, Manpower, and the CHCS database administrator to ensure corresponding changes are made in Standard Army Financial System (STANFINS), DMHRSi, and CHCS.  Effective in FY10, the following changes should be implemented:

	4.1.1.  Dental Laboratory Clinics (CBA*).  Beginning in FY10, Dental Treatment Facilities (DTFs) with physical space dedicated to a Dental Laboratory/Prosthetic production will begin reporting workload, man-hours, and expenses in CBA* MEPRS codes.  

	4.1.2. Behavioral Health Promotion and Training – FAZY.  The FAZY code will capture the cost and man hours of behavioral health prevention, promotion/awareness, non-clinical care, non-clinical individual counseling and preventive groups (does not include clinical counseling/therapy and groups), training, educational classes, briefings, workshops, seminars, meetings whose primary purpose is to promote the emotional health and welfare of the community or population, command consultation regarding specific programs, community issues, or population health, community crisis response (e.g., trauma stress response) and any other behavioral health promotion initiatives (e.g., stress management, suicide prevention).  Site personnel will be performing non-count clinical documentation in CHCS/AHLTA.  MEDCOM Behavioral Health will be forwarding guidance that is more detailed.

	4.1.3.  Behavioral Health Personnel Working in Different Clinics.  Due to a change in how Behavioral Health patient care is delivered in the Army, credentialed Behavioral Health personnel (Psychiatrists, Psychologists, and Social Workers) are being hired to work in different clinics that are not Behavioral Health Clinics; i.e., Pain Management, Primary Care, Family Medicine, Emergency Room, etc.  When this occurs, the man-hours and workload of the Behavioral Health personnel should be reported in the MEPRS code of the clinic where they are physically performing the patient care.  These Behavioral Health personnel should not report their time and workload in a Behavioral Health clinic MEPRS code instead of the MEPRS code of the clinic where they are physically performing patient care.

	4.1.4.  Warrior Transition Unit (WTU) Reporting in MEPRS.  Since most of the WTU staff has non-medical related service occupation codes, they are not performing direct patient care inside the fixed MTF.  In addition, there has been great difficulty in obtaining accurate timecards for the WTU non-medical personnel who work outside the fixed MTF.  For this reason, AMPO has developed a methodology to capture the man-hours of WTU clinical staff who contribute to the MTF direct patient care mission while moving non-clinical WTU staff to a non-MEPRS reporting organization within DMHRSi.    Man-hours of all WTU personnel (clinical and non-clinical) who work in a clinic located within a fixed MTF will be captured, regardless of skill type.  Clinical WTU personnel should include all Case Management personnel.  

		a.  The technical guidance on how to eliminate the requirement to report man-hours for non-clinical WTU staff in DMHRSi is provided below:

		(1)  MEPRS - Choose a start date.  It should be the beginning of a future pay period.

		(2)  Human Resource (HR) - Obtain a list of the WTU patient care personnel.

		(3)  Manpower - Create local organization for your patient care personnel using the correct start date.

		(4)  MEPRS – Make sure the organization is HR Organization enabled and Project Expenditure/Event Organization enabled.

		(5)  MEPRS – Add the Labor Cost Assignment (LCA) codes and the timecard approver.
		(6)  MEPRS - Make all current WTU organizations non-MEPRS reporting by going to the LCA codes, removing everything except CCNUM, Start Date, End Date, organization long title and make the classification Non-MEPRS Reporting.  Remember – organization LCA codes are not date tracked.  Do not remove the timecard approver or the LCA codes until you have processed the last month where non-patient care personnel have approved timecards.

		(7)  Remove the check mark from Project Expenditure/Event Organization – do not remove this until you have processed the last month that includes timecards for non-patient care personnel.

		(8)  Remove the name listed under Timecard Approver - do not remove this until you have processed the last month that includes timecards for non-patient care personnel.

		(9)  HR – Move all patient care personnel from the WTU organization to the local organization using the agreed upon start date.  Both the organization and group must be the local organization.

		(10)  MEPRS – Let the personnel that are not patient care personnel know that they are no longer required to enter a DMHRSi timecard.
		b.  HR will need to review the personnel assigned to this organization monthly.  Recommend WTU forward an updated list of their patient care personnel monthly for validation.  The source system could move some of the personnel back to the WTU organization.

		c.  MEPRS personnel do not need to reverse any hours that are already entered for the non-patient care providers in DMHRSi and do not need to resolve timecards for non-patient care personnel that have not entered a timecard for the past pay period.  WTU patient care staff will be treated as assigned.  These personnel will accrue an assigned FTE, account for all of their leave, etc.  When the clinical WTU personnel perform non-patient care related WTU functions, this time should be reported in the MEPRS code of FEDA, (WTU, Medical Company, & CQ-M for Barracks).  

		d. Coordinate with Budget to change the MEPRS/FCC TO YWTU so that all financial data in STANFINS will be flagged as an ECU error and can be deleted for Expense Assignment System, Version IV (EASIV) processing.  Any supplies and equipment that support direct patient care inside the MTF are already funded in other clinical MEPR codes.

	4.1.5. Physical Therapy (PT) Forward Program - GFAP.  The definition for the PT Forward Program has been expanded in FY10 to incorporate additional readiness and wellness support performed outside the fixed MTF.  The revised description is provided in Attachment 1.

	4.1.6.  Reporting Volunteer Man-hours.  Since volunteer FTEs are now being used in certain models and metrics, sites need to closely review the value of reporting any volunteer FTEs.   Business rules for reporting man-hours of volunteers in DMHRSi are as follows:

		a.  Volunteer personnel filling a vacant authorization/requirement should report man-hours in DMHRSi.  

		b.  Medical military personnel, from outside organizations, who volunteer in the fixed MTF to maintain their personal credentials, should report man-hours in DMHRSi.  They will be listed as dual component (military/volunteer) in DMHRSi.

		c.  With the exception of skill type 1 and 2 credentialed providers, Red Cross volunteers should not be reported in DMHRSi.

	4.1.7.  Reporting Physician Assistant (PA), Phase II Student Man-hours.  Physician Assistant, Phase II students who are Commissioned Officers interface from HR systems into DMHRSi with a Service Occupation Code of 65D. T he skill type/suffix of 2W should be entered in the assignment screen of the DMHRSi personnel record for these PA students.  Physician assistant students who are Enlisted soldiers interface from HR systems into DMHRSi with their Enlisted Service Occupation Code.  MEPRS personnel should not change the Service Occupation Code that interfaces from the HR source system; but, the skill type/suffix should also be entered as ‘2W’ in DMHRSi.  When the personnel record of the Enlisted PA student is imported from DMHRSi into EASIV, it will generate an Error Correction Unit (ECU) in EASIV.  When this occurs, the MEPRS personnel should change the Enlisted Service Occupation Code to reflect 65D to eliminate the ECU error.  This correction will ensure that all PA Phase II student FTEs are consistently reported in EASIV.

	4.1.8.  Deactivation of Ancillary MEPRS/FCCs.  Effective in FY10, all Army MEPRS personnel were instructed to deactivate ancillary cost pools.  Costs and man-hours for ancillary services should be reported in the appropriate 4th level MEPRS/FCC of the physical work center. 
 	 	
5.  FY10 Graduate Medical Education (GME)/Graduate Dental Education (GDE) Business Rules.  The GME/GDE Business Rules and IMR and reconciliation procedures were republished in FY10.  The FY10 GME/GDE IMR guidance is available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at:  https://www.us.army.mil/suite/folder/19502326.  Questions on the business rules should be forwarded to the designated AMPO Analyst.  Effective in FY10, GME and GDE Programs should be reported as shown below.

	a.  Designated Official GME Sites.  Only official, designated GME sites are authorized to use the MEPRS/FCC of EBEA which is for authorized, official Graduate Medical Education (GME) - Teaching Only.  The only GME ‘student’ MEPRS/FCCs authorized for official designated GME sites that should be used in conjunction with EBEA are FAMA (GME Official Intern/Resident Students), FAOA (GME Graduate Fellowship/Residency Research Students), and FAPA (GME Fellowship Students).

	b.  Unofficial GME Sites.  The MTFs which provide GME training and are not a designated, official GME site are authorized to use only the MEPRS/FCC of EBFM, Unofficial GME – Teaching Only.  The only GME ‘student’ MEPRS/FCCs authorized for unofficial GME training sites that should be used in conjunction with EBFM are FAMM (GME Unofficial Intern/Resident Students), FAOM (GME Unofficial Graduate Fellowship/Residency Research Students), and FAPM (GME Unofficial Fellowship Students).

	c.  Designated Official GDE Sites.  Only official, designated GDE sites are authorized to use the MEPRS/FCC of EBIA which is for authorized, official GDE - Teaching Only.  The only GDE ‘student’ MEPRS/FCC authorized for official, designated GDE sites that should be used in conjunction with EBIA is FANA (GDE Official Intern/Resident Students).

	d.  Unofficial GDE Sites.  The DTFs which provide GDE training and are not a designated, official GDE site are authorized to use only the MEPRS/FCC of EBFN, Unofficial GDE – Teaching Only.  The only GDE student MEPRS/FCC authorized for unofficial GDE training sites that should be used in conjunction with EBFN is FANN (GDE Unofficial Intern/Resident Students). 

	5.1.0.  Quarterly GME/GDE Reconciliation.  Although the FY10 GME/GDE Business Rules provide guidance for reporting "official" and "unofficial" GME/GDE students, the Quarterly Reconciliation is only required to be completed for "official" students at designated GME/GDE sites.  The quarterly GME/GDE reconciliation is also not required at MTFs/DTFs which are not designated as official GME/GDE sites.  The quarterly reconciliation must be a coordinated effort by MTF MEPRS personnel, budget personnel, GME/GDE Directors, and HR personnel responsible for assigning GME/GDE students to DMHRSi.  The Quarterly GME/GDE Reconciliation should be incorporated into the MTF Internal Management Control Program.  

6.  FY10 EASi and DMHRSi Table Updates.  The updated EASi tables are available and were distributed in the first EASi release for FY10.  Tables will no longer be maintained on the DMHRSi AKO Homepage.  All tables will be maintained on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at:  https://www.us.army.mil/suite/folder/19502326.  The AKO, MEPRS Division, MEPRS FY10 Guidance folder contains the following FY10 MEPRS related tables:  

	a.  Occupation Code Table

	b.  Department of Defense (DoD) Program Element Code (PEC) Table

	c.  Army Management Structure Codes (AMSCO) to PEC Mapping

	d.  DoD SUEE to SEEC Mapping

	e. DoD Basic Symbol/Limitation (BS/L) Table  

	f.  DoD Deactivated PECs Table

7.  FY10 MEPRS Reporting Requirements and Suspense Dates.  FY10 MEPRS reporting requirements and suspense dates are documented in the FY10 MEPRS Suspense Date Table that is available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at: https://www.us.army.mil/suite/folder/19502326.  Compliance with the suspense dates is required and monitored.  A new section has been added in the FY10 MEPRS Suspense Dates Table for DMHRSi processing.

	7.1.0. Suspense Date for Correcting MEPRS Discrepancies.  The MTF MEPRS personnel are provided listings of discrepancies reported for each transmission and fiscal month.  Some MEPRS offices have not been correcting these discrepancies in a timely manner and have waited as long as four (4) years to correct known discrepancies in their transmissions.  The AMPO staff believes that the deployment of DMHRSi delayed local efforts to correct known deficiencies in previously transmitted MEPRS data, but all MTFs should review all known deficiencies to correct historical data, as well as complete root cause analysis to prevent future discrepancies since the data contained in the repository is used for decision-making, models, metrics, etc.  All discrepancies reported by AMPO on the AMPO Discrepancy Report, Unauthorized FTEs Reported in Ancillary Accounts, and Data Quality Site Summary Reports must be corrected and retransmitted within thirty (30) days of notification of the discrepancy/error.  Within thirty days after receipt of this policy, all MTF MEPRS offices with known discrepancies greater than thirty (30) days will submit a projected transmission timeline for the correction and resolution of all known deficiencies for all fiscal years. In FY10, notification will be sent through the appropriate chain of command to notify leadership there is a problem with the transmitted MEPRS data that is being used for decision making.

		a.  To assist the MTF MEPRS personnel in researching and resolving errors and discrepancies which have already been transmitted to the EASIV Repository, AMPO has created an EASIV Repository query which has been named as the ‘MEPRS Code Occurrence Report’. This query template reduces research of outstanding discrepancies to minutes per discrepancy.  If the site does not have a copy of this query template, they should contact their AMPO Analyst to request a copy of the query.

8.  FY10 Dataset Guidelines.  The revised FY10 Dataset Guidelines are available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at: https://www.us.army.mil/suite/folder/19502326.  All MEPRS personnel are reminded that they should provide a FY10 Account Subset Definition (ASD) Table and Dataset to Ms. Karen Lameo, Ms. Sandra Palasciano, and Ms. Andrea Oravec after additions and changes are made to the FY10 ASD.  All changes to the ASD and Dataset throughout the fiscal year should also be submitted to Ms. Karen Lameo, Ms. Sandra Palasciano, and Ms. Andrea Oravec.  Email addresses are provided above in paragraph 3.3.0.b.

9.  FY10 ‘G’ Account Readiness Business Rules.  The ‘G’ Account Readiness Business Rules have been updated for FY10 and are available for download on the AKO website, MEPRS Division,  MEPRS FY10 Guidance folder at:  https://www.us.army.mil/suite/folder/19502326. Please ensure that the MEPRS/FCC and AMSCOs/PECs on the Budget APC table are updated to correspond to the FY10 ‘G’ Readiness business rules.
	
10.  FY10 Assignment Sequence Number (ASN) Table.  The FY10 ASN Table has been updated to incorporate changes made with FY10 reporting.  The FY10 ASN Table 
is available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at:  https://www.us.army.mil/suite/folder/19502326.  A utility was run to automatically update the FY10 ASN table for all Army sites.  MEPRS personnel are not authorized to alter the standardized ASN sequence established within EASIV.

11.  Operational Inspection Program (OIP).  The Army MEPRS Program Office has developed a specialized MEPRS OIP Checklist.  The MEPRS OIP Checklist is used to inspect the MTF's Resource Management MEPRS Program.  The checklist addresses DoD, DFAS, DA, MEDCOM, Resource Management, and MEPRS Policies and Procedures and assesses potential operational problems.  The AMPO has begun to perform on-site inspections so all MEPRS offices need to review the operational requirements of the MEPRS OIP Checklist.  The AMPO MEPRS OIP Checklist is available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at:  https://www.us.army.mil/suite/folder/19502326.  

12.  FY10 Workload Assignment Module (WAM) Initialization.  Guidance for FY10 WAM Initialization has been published for the Army and is available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at:  https://www.us.army.mil/suite/folder/19502326.  More detailed instructions on new fiscal year WAM Initialization are available in the CHCS Workload Desktop Guide, dated 
28 September 2007 that is also available for download on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at:  https://www.us.army.mil/suite/folder/19502326.  Please ensure that the FY10 WAM Initialization is completed by 31 October 2009.  If the MEPRS Analyst encounters any problems, please contact designated AMPO Analyst. 


13.  Army MEPRS Specific Program Guidance.

	13.1.0. Patient Administration Division (PAD).  An analysis of PAD MEPRS/FCCs has revealed some continued misreporting of PAD functions in MEPRS.  Coordination was completed to revise and update the descriptions for the PAD MEPRS/FCCs for standardized MEPRS reporting.  EKA should only be used to report PAD personnel who support outpatient care only, and all outpatient coders (regardless of location).  MTFs should create EKA* accounts at Child DMIS ID locations when there is an authorized Army Health Clinic (AHC) which is authorized a separate Commander and Administrative staff.  The Chief of PAD and their immediate support staff should be reported in EBCG, regardless if the MTF is a hospital or clinic.  The revised descriptions for the standardized MEPRS/FCCs for PAD functions are provided in Attachment 2.  

	13.1.1. Clinical Administrative Man-Hour Reporting.  All personnel (all skill types) assigned to ancillary (D), administrative (E), special program (F), and readiness (G) MEPRS/FCC accounts are not authorized to report clinical administrative time/functions in other administrative man-hour ‘E’ MEPRS/FCC accounts.   Certain categories of personnel who continue to try and report clinical administrative time and are not authorized are Preventive Medicine, Community Health, Occupational Health, Anesthesia, Radiology, Pathology, Pharmacy, etc.  This policy supersedes all previously published guidance.  The Army MEPRS Policy for Clinical Administrative Man-Hour reporting is provided in Attachment 3.  

	13.1.2. Clinical Management Department - EBD.  AMPO previously verified that many MTFs created unique EBD, Clinical Management Departments for single work centers or other work centers which did not meet the criteria as a Clinical Management Department.  Standardized EBD, Clinical Management Department MEPRS/FCCs are listed on the FY10 MEPRS Reference Guidelines Reporting Components by FCC. The draft 6010.13-M description for EBD, Clinical Management Department is provided in Attachment 4.

	13.1.3. Guidance for Nursing Functions and Work Centers.  The AMPO previously identified deficiencies in reporting Nursing functions and/or work centers in MEPRS which distorted the cost allocation process within MEPRS.  For this reason, updated guidance was developed to improve the overall reporting of several Nursing functions and/or work centers.

		a.  Nursing Clinical Management Departments.  Nursing personnel should be assigned to the clinical work center they support, and report their man-hours to the appropriate clinical work center.  The only Nursing Clinical Management Department which will be reported in MEPRS will be EBDI, Department of Nursing.  The MTF Deputy Commander for Nursing will decide which positions should be reassigned to the Department of Nursing, but personnel who support an inpatient ward, Ancillary (D) work center, or a Special Program (F) work center should not be reassigned to the Department of Nursing which is reported in EBDI. 

		(1)  In addition to having direct supervision of multiple Nursing Work centers, the Department of Nursing also has responsibility for oversight for all Nursing Practice within the MTF organization.  The Department of Nursing is responsible for ensuring that nursing policies, procedures, and standards describe and guide how the nursing staff provides nursing care, treatment, and services required by all patients and patient populations served by the hospital, and as defined in the hospital’s plan(s) for providing nursing care, treatment and services.  The Department of Nursing is also responsible for the implementation of an effective, on-going program to measure, assess, and improve the quality of nursing care, treatment, and services delivered to patients.  As such, it is appropriate for the costs for EBDI, Department of Nursing to be allocated to all work centers with Nursing personnel.  For this reason, the MEPRS EASIV dataset for EBDI, Department of Nursing should include all MEPRS/FCCs that have Nursing personnel.   

		b.  Duplicate MEPRS/FCC Codes for the same physical work center.  The AMPO has verified that multiple MEPRS codes have been created to report the same physical Nursing work center.  Examples of misreporting are:  

		(1)  DG** Ambulatory Nursing Unit MEPRS codes have been created to capture Minutes of Service for patients who were physically located on an inpatient ward and should have been reported in an A*X* Inpatient Cost Pool MEPRS/FCC.

		(2)  DG** Ambulatory Nursing Unit MEPRS codes were created to capture Minutes of Service for Observation patients who were physically located on the Labor & Delivery Unit and should have been reported in a Mother/Baby Inpatient Ward Cost Pool, ACX*. 

		(3)  ACX* Inpatient Ward Cost Pools were created to report Labor & Delivery Units separately from the Mother/Baby Inpatient A*X* Ward Cost Pool which is not authorized. 
	
		(a)  All Labor & Delivery (L&D) Units will not be reported in a separate MEPRS/FCC code, and they will be absorbed into the same MEPRS/FCC code as the Mother/Baby Ward ACX* Inpatient Cost Pool.  Labor & Delivery Observation Minutes of Service will be reported in the Inpatient Mother/Baby Unit.  Staffing requirements for L&D units are determined by the Workload Management System for Nursing (WMSN) Labor & Delivery Service (LADS) module.  

		(b)  All Minutes of Service for Ambulatory and Dental Ambulatory Procedure Visit (APV) patients who are physically located on an Inpatient ward should be reported in the appropriate A*X*, Inpatient Ward Cost Pool.

		(c)  All Nursing personnel should be aligned with the MEPRS/FCC of the physical work center they support.  For example, all Head Nursing and Wardmaster personnel should be assigned to the Inpatient Ward A*X* MEPRS/FCC cost pool they support, and they should report all available patient care hours to their assigned Inpatient Ward A*X* MEPRS/FCC account.
		
		c.  Preadmission Units.  Patients who have not actually been admitted to an Inpatient, APV, or Observation status are in a ‘preadmission status’, and all services for these patients who have not been admitted should be reported to the Pure ‘B’ Outpatient MEPRS/FCC code.  This includes ancillary services ordered by the Physician and Minutes of Service reported by Ambulatory Nursing Units.  Once a patient has been admitted to an Inpatient, APV, or Observation status, then it is appropriate for an Ambulatory Nursing Unit to report Minutes of Service to the admitting MEPRS/FCC of Inpatient, APV, or Outpatient Clinic.

		d. Central Sterile Supply.  The Surgeon General (TSG) Nursing Consultant for Perioperative Nursing is currently examining the disparities in reporting the Central Sterile Supply (CSS) function within the Army, and development of best practice processes and additional guidance are forthcoming.  The MTF MEPRS personnel are asked to coordinate with local MTF CSS personnel to ensure that they are reporting accurate man-hours to the CSS MEPRS/FCC DEA*.  In addition to improved man hour reporting, MTF MEPRS personnel are asked to coordinate with CSS personnel to improve the reporting of the CSS Hours of Service and to align the expenses of Supply and Equipment purchases to the appropriate work center MEPRS/FCC. 

		(1)  MEPRS personnel are asked to coordinate with local CSS personnel to verify that they are not multiplying the length of time to perform a CSS function times the number of personnel who perform the function.  A CSS Hour of Service should equate to the actual length of time required to perform a task, regardless of the number of personnel required to perform the task.  

		(2)  MTF MEPRS personnel are asked to coordinate with local CSS personnel to ensure that the MTF CSS work center is not making central purchases of Supply and Equipment for other work centers; i.e., Operating Room.  All Supply and Equipment purchases should be made by the work center which will use and/or consume the Supplies and/or Equipment.

		e.  Unauthorized FTE Reporting Metric.  During FY06, AMPO implemented new metrics to report unauthorized FTEs reported in Ancillary Nursing and Anesthesiology MEPRS/FCC accounts.  Many MTFs continue to misreport man-hours in these accounts, and MTF MEPRS personnel are strongly encouraged to provide necessary training and education to MTF personnel who continue to misreport their man-hours to an Ancillary MEPRS/FCC account.  A description for DFA Anesthesiology is provided in Attachment 5.  The discrepancies for this metric are distributed to the MTFs on a weekly basis.  

		 f.  Deputy Commander for Nursing Services.  A review of the Nursing Clinical Management Departments revealed that the Deputy Commander for Nursing Services has been misreported in EBDI, Department of Nursing.  Please ensure that the Deputy Commander for Nursing Services is reported in the EBA* Command MEPRS/FCC.

	13.1.4.  Nutrition Care Division.  In order to capture more accurate patient care costs and overhead allocated from Nutrition Care to patient care accounts, coordination was completed with the Army Nutrition Care Consultant.  The Army MTFs are not authorized to use the MEPRS/FCC of EIC, Inpatient Clinical Dietitics.  

		a.  Only costs, square footage, personnel, etc. which are ‘not dedicated’ to the Dining Facility – Non-Patient Food Operations should be charged to EIB, Combined Food Operations workcenter.  The Combined Food Operations account of EIB shall be a subaccount that includes all in-house expenses incurred in purchasing and maintaining subsistence, operating and maintaining the meal preparation and service function that provides meals used for inpatient tray assembly, outpatients, or transient patients.  Activities performed may include, but are not limited to, routine inpatient rounds/screenings to determine food acceptability, menu slip preparation, therapeutic menu development, patient tray assembly, nourishment preparation and service, Cooked Therapeutic In-flight Meal (CTIM) preparation, therapeutic diet cooking, related QA/QI and QC activities, sanitation of tray carts, patient tray assembly areas, patient tray components, food preparation area, kitchen, dishwashing area, and any tasks that support both the patient and non-patient feeding.  

		b.  The Combined Patient Food Operations should exclude the expense of nursing service personnel who assist in the serving of food to patients.  The expense related to the Nutrition Care Clinic will be assigned to BAL.  The direct cost of operating the Dining Facility Non-Patient Food Operation will be assigned to FDC.  The remaining Nutrition Care Food Operations which cannot be identified as dedicated Dining Facility Non-Patient Food Operations will be assigned to EIB, Nutrition Care Combined Food Operations.  The direct cost of operating the Nutrition Care Combined Food Operations will be assigned to the MEPRS/FCC of EIB, and EIA and FDC will receive an allocation from EIB based on Raw - Number of Meals Served.  

		c. Army sites are not authorized to report square footage, personnel, expenses, etc. to the MEPRS/FCC of EIA, Patient Food Operations since this is not a physical work center. 

	13.1.5.  Case Management - ELAN and FAZ2.  In FY08, all three Services standardized reporting for Case Management performed in support of the MTF Managed Care in the MEPRS/FCC of ELAN.  Case Management performed in support of Global War On Terrorism (GWOT) and in support of the Warrior Transition Unit (WTU) has been standardized in the MEPRS/FCC of FAZ2 for the Army.  ELAN and FAZ2 will not earn RVUs, but if MTFs wish to generate a SADR for documentation purposes, they should contact PASBA for clinical coding guidance.  Both ELAN and FAZ2 should be reported in conjunction with the MEDCEN/MEDDAC Parent DMIS ID code.

	13.1.6.  Soldier Readiness Center (SRC)/Soldier Readiness Processing (SRP).   All TDA fixed MTF/DTF "patient care" support performed at a designated installation SRC/SRP site which is located in a building maintained by the Garrison/Installation should be recorded in the Parent DMIS ID code with a 4th level MEPRS/FCC ending with a "2".  Patient care performed at a designated installation SRC/SRP site is not authorized to be reported in a Child DMIS ID.  A credentialed provider must be present and available at all times at the designated SRC/SRP site to report a MEPRS/FCC of B**2.  All 4th level MEPRS codes ending with "2" must be approved in advance by AMPO.
	
Pre/Post Deployment and/or GWOT related patient care that is performed in a building and clinic/work center maintained by the TDA fixed MTF/DTF should be recorded in the existing Child DMIS ID and existing 4th level MEPRS/FCC of the clinic/work center where the patient care is physically performed.  This patient care is not authorized to be reported in a MEPRS/FCCs ending with "2". 

		a.  Pre/Post Deployment and/or GWOT patient care performed in an existing fixed MTF/DTF clinic cannot be classified as an installation designated SRC/SRP site and reported in a MEPRS/FCC ending with a "2". 

		b.  Because designated installation SRC/SRP sites are located in installation buildings, MEPRS personnel should not report square footage for any installation building.  If a site reports that they are reimbursing the installation for use of the SRC/SRP site, please contact the designated AMPO MEPRS Analyst.

		c.  FAZ2 should be used to report Case Managers hired to support the WTU and/or other GWOT case management duties.  Personnel who perform non-GWOT case management duties should be reported in the MEPRS/FCC of ELAN, regardless of local organizational structure.

		d.  GAAA is not a MEPRS/FCC for a designated SRC/SRP site.  This MEPRS/FCC code is commonly misreported, and is intended to report the Plans, Training, Mobilization, and Security (PTMS) work center in the fixed MTF. This MEPRS/FCC should be used only by PTMS personnel.

		e.  GAAD is the MEPRS/FCC code that represents a station at the designated installation SRC/SRP site, and the Dental personnel who work at this station perform the Dental administrative readiness mission.  Examples of the administrative readiness functions performed by personnel at the SRC/SRP site are review of Dental records, data entry clerks for DENCOM systems, etc.  All supplies and equipment in support of this function should be recorded in the MEPRS/FCC of GAAD; however, pharmacy and patient care supplies should not be reported in GAAD.  GAAD should be recorded at the Dental Parent DMIS ID level only.

		f.  GAAE is the MEPRS/FCC code that represents a station at the designated installation SRC/SRP site, and the Medical personnel who work at this station perform the Medical administrative readiness mission.  Examples of the administrative readiness functions performed by personnel at the SRC/SRP site are validation of dog tags, review of Medical records, personnel who roam the SRC/SRP site to provide assistance, data entry clerks for MEDPROS, DEERS, etc.  All supplies and equipment in support of this function should be recorded in the MEPRS/FCC of GAAE; however, pharmacy and patient care supplies should not be reported in GAAE.  GAAE should be recorded at the Medical Parent DMIS ID level only.
    
		g.  GAAF is a MEPRS/FCC that should be used only by permanent party AD military personnel who are assigned to the TDA fixed MTF/DTF and who are required to report to the installation SRC/SRP site to determine ability to be deployed.  Only available man-hours for personnel assigned to the TDA fixed MTFs/DTFs are authorized to be reported in GAAF.  GAAF is not authorized to report supplies, equipment, etc.  GAAF should be established in two different DMIS ID code combinations.  Assigned fixed MTF should report available man-hours in the Medical Parent DMIS ID, and assigned fixed DTF personnel should report available man-hours in the Dental Parent DMIS ID.  

	13.1.7.  Support Services – ED**. In FY06, the MEPRS codes for Support Services were revised and mapped to specific AMSCOs/PEs. AMPO has noticed that some MTFs are still not reporting the correct MEPRS/PE combination.  MEPRS personnel should review the local Budget APC table for all fiscal years to ensure that the correct MEPRS and AMSCOs/PEs are listed on the Budget APC table.  Additional guidance is provided in Attachment 6.  

	13.1.8.  Family Advocacy Program (FAP) - FAZF.  Effective in FY09, dedicated FAP personnel should report their man-hours and expenses in the MEPRS/FCC of FAZF, Family Advocacy Program.  FAZF represents a work center, and non-FAP personnel are not authorized to report man-hours in FAZF without coordination and approval from AMPO.  The restriction on reporting man-hours in FAZF also applies to MTF Social Workers who are assigned to perform clinical Social Work in an outpatient clinic.  The FAP providers should report all of their administrative and collateral time in the MEPRS/FCC of FAZF.  Collateral time includes interaction with individuals other than a patient.  The FAP personnel are not authorized to report administrative time in ‘E’ MEPRS/FCCs.  

 	14.  AMPO Website.  The AMPO website is under reconstruction and is scheduled to be available in early FY10.  AMPO will send notification to the sites to let them know when the AMPO website is available.  In the interim, all Army MEPRS guidance can be located on the AKO website, MEPRS Division, MEPRS FY10 Guidance folder at: https://www.us.army.mil/suite/folder/19502326.  
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Attachment 1
Physical Therapy (PT) Forward Program

In FY06, a MEPRS/FCC code of GFAP was created to capture dedicated time spent by physical therapists and physical therapy technicians providing injury prevention / wellness initiatives at offsite unit locations.  The overall program was coined “PT Forward” based on the premise that deployed physical therapy assets with training brigades have been improving injury awareness and decreasing injury rates.

It has subsequently become evident that PT performs critical injury prevention and wellness services in non-MEPRS reporting duty locations.  These services could include the surveillance of duty / activity / training with the follow-on provision of injury prevention and wellness oriented education / services.  Hence, the GFAP code shall be used for PT injury prevention and wellness services oriented towards military readiness.  

The primary tasks that physical therapists and technicians will be performing as part of the overall PT for Military Readiness program are as follows:

· Observe duty, activity, or training events to identify potential causes for injury (i.e., unsafe training practices, common training errors, etc). These events could include physical training, road marches, obstacle courses, weapons qualification, and any other training or work related event which has the potential for causing injury.  Therapy staff may need to participate in the training or work activity in order to assess the cumulative stress being placed on individual Soldiers.

· Observe duty, activity, or training events to determine overall health, coping skills, and physical wellness of soldiers.
  
· Attend meetings with unit commanders and cadre to:

· Review specific unit injury rates and training schedules to identify injury trends.  
· Recommend and discuss injury prevention strategies to reduce training injuries.
· Develop unit level injury tracking mechanisms to improve the quality of injury rates.
· Recommend and discuss strategies to improve overall health, coping skills, and work readiness within the unit.
· Develop unit level work readiness tracking mechanisms.

· Attend Brigade and Battalion level command and staff meetings to discuss unit injury rates and common training errors, and then obtain command influence for reducing them.

· Attend Brigade and Battalion level command and staff meetings to discuss unit overall health and work readiness, with goal of obtaining command support to improve both.

· Provide injury prevention training specifically geared towards multiple populations: Soldiers, drill sergeants, and Training Course Cadre.

· Provide life skills training specifically geared towards the readiness of multiple populations: soldiers, drill sergeants, and cadre.




				Atch 1
Attachment 2
Patient Administration Division (PAD) Functions

1.  Treasurer Office EBCE.

FUNCTION:  Treasurer Office which collects monies for all services rendered by 
the MTF. 		

COSTS:  The Treasurer Office work center shall be a subaccount that includes all expenses incurred in operating and maintaining the function, such as expenses for personnel, supplies, equipment, travel, and any other expenses identified. Collection Income will not be credited to this account.  		

2.  Chief, Patient Administration Division EBCG.

FUNCTION:  The Chief of Patient Administration, secretary, correspondence clerk, transcription personnel, etc. who support the MTF PAD mission for all patient types should be reported in this account.  This account includes PAD personnel who prepare and submit biometric reports, and prepare correspondence to physicians, lawyers, hospitals, insurance companies, civilian health agencies, and public safety departments.  Receives telephone calls and visitors and provides patient information for all inpatients and outpatients.  Prepares data for monthly committee meetings, data quality meetings, and prepares research study lists and compiles statistical data. Operates dictating machines, transcribes medical data from dictated recordings and drafts for inpatients and outpatients, and types summaries, maintains control system of documents received and completed; transcribes documents for members of the medical staff, prepares data for monthly committee meetings and other data, as required, and proofreads typed forms and documents. 

COSTS:  The Chief of PAD work center shall be a subaccount that includes all expenses incurred in operating and maintaining the function, such as expenses for personnel, supplies, equipment, travel, and any other expenses identified directly in support of overall PAD Administration activities that support all patients in the MTF.

Note:  This account should also be used by PAD personnel who support the inpatient and the ambulatory care mission, as well as the Chief of PAD and immediate support staff.  For maintenance of death ledgers, correspondence for deceased patients, preparation of death certificates, furnishing death lists to the Vital Statistics Office and news media, Casualty Officer, etc., see FDD, Decedents Affairs.  For Third Party Collections Administration/UBO office, see EBH, Third Party Collection Administration.  For medical and physical evaluation boards, to include participation in the medical board process and physician review of the medical records of Medical Hold patients, see FED, Military Patient Personnel Administration.  For Treasurer Office, see EBC, Administration. For PAD Inpatient Administration, see EJA.  For PAD Ambulatory Care Administration, see EKA.

3.  PAD Inpatient Care Administration EJAA.

FUNCTION:  The PAD Inpatient Care Administration reviews and codes inpatient clinical records for completeness and accuracy, exercises administrative control of inpatients and inpatient beds, and ensure adequate clinical records are prepared and maintained for inpatients. Maintains inpatient control file, inpatient suspense files, and inpatient bed-status availability worksheet; prepares birth and death certificates and furnishes birth and death lists to the Vital Statistics Office and news media.  Reviews inpatient clinical records for completeness and conformity with military directives, and standards of recognized accrediting agencies, and places completed clinical inpatient records in permanent folders; provides administrative support for clinical inpatient records; prepares a checklist for missing elements or incomplete inpatient records and refers to responsible physician or ward for correction; types and processes inpatient clinical record cover sheet and maintains clinical inpatient record files and cross-reference cards; locates and files previous inpatient admission records in current folder for patients readmitted; maintains permanent indexes on inpatients; ensures adequate security of inpatient record data and files; retires inpatient records and files in accordance with current directives.  Withdraws records from files for physicians, research studies, and committees; Prepares the "Seriously Ill" and "Very Seriously Ill" inpatient lists, prepares documentation required for the inpatient admissions and disposition sheet; maintains inpatients' clothing and baggage; advises appropriate organizations of inpatients admitted from duty, leave, liberty, pass, and permanent change of station (PCS) or absent without leave (AWOL); ensures proper clearance of outgoing/discharged inpatients.

COSTS:  The PAD Inpatient Care Administration shall be a subaccount that includes all expenses incurred in operating and maintaining the inpatient function, such as expenses for personnel, supplies, travel, and any other expenses identified directly in support of the PAD Inpatient Care Administration activities. Total expenses shall be assigned through an expense allocation process to the final operating expense accounts.

Note:  For maintenance of death ledgers, correspondence for deceased patients, preparation of death certificates, furnishing death lists to the Vital Statistics Office and news media, Casualty Officer, etc., see FDD, Decedents Affairs.  For Third Party Collections Administration/UBO office, see EBH, Third Party Collection Administration.  For medical and physical evaluation boards, to include participation in the medical board process and physician review of the medical records of Medical Hold patients, see FED, Military Patient Personnel Administration.  For Treasurer Office, see EBC, Administration. For Chief of Patient Administration Division, see EBC.  For PAD Ambulatory Care Administration, see EKA.
4.  PAD Ambulatory Care Administration EKAA.
FUNCTION:  PAD Ambulatory Care Administration develops and implements administrative procedures used throughout the ambulatory care function; performs a variety of clerical duties pertaining to outpatients and outpatient records and conducts technical review of the ambulatory care function; establishes a new terminal digit outpatient treatment record on patients who have not previously received outpatient care; prepares outpatient recording cards, as required, and maintains the locator media for outpatient records. Maintains the terminal digit filing system for outpatient treatment records; files dictated outpatient treatment notes, special request forms (laboratory, X-ray, etc.) and related materials in the proper record jacket; reviews outpatient treatment records to ensure completeness and conformity with military directives and standards of recognized accrediting agencies; ensures the daily issue of them to clinics in advance of scheduled appointments and receives, transfers, and retires all outpatient records, as required.  Additionally, for Navy MTFs, Ambulatory Care Administration may: provide centralized appointment and rescheduling services, information to callers not desiring appointments, and reception of ambulatory patients and their referral to the various clinical services; determine eligibility for care and treatment of all categories of outpatients; maintain administrative control over active duty consultations referred to the facility and process consultation requests; counsel and advise patients seeking information on health benefits related to the Civilian Health and Medical Program of the Uniformed Services (CHAMPUS) (now referred to as TRICARE Standard); prepare non-availability statements as directed; and collect and report statistical information on health benefits, as required.

COSTS:  PAD Ambulatory Care Administration shall be a subaccount that includes all expenses incurred in operating and maintaining the function, such as expenses for personnel, supplies, travel, and any other expenses identified directly in support of PAD Ambulatory Care Administration. Total expenses shall be assigned through an expense allocation process to all ambulatory accounts.

Note:  This account should only be used by PAD personnel who are dedicated to the ambulatory care/outpatient care mission.  Since this account allocates to all Ambulatory ‘B’ work centers based on Total Visits, all Ambulatory Care coders should be reported in this account, regardless of location.  This includes Ambulatory Care coders who may be dedicated to specific clinics.  Due to the allocation factor of Total Visits, if Ambulatory Care coders are charged directly to an Ambulatory ‘B’ clinic, that clinic will receive an additional allocation from EKA, and costs in the Ambulatory ‘B’ clinic will be distorted.

5.  Third Party Collection Administration EBHA.

FUNCTION:  Third Party Collection Administration: implements administrative
procedures to maximize net recovery of healthcare delivery costs from third-party
payers; identifies DOD beneficiaries that have other health insurance (OHI); reviews all aspects of accounts receivable management that includes the participation of many offices within the MTF, including admissions, medical records, utilization review, ancillary departments, data processing, and finance offices; identifies Uniformed Services beneficiaries with third party payer plan coverage and complies with third party payer requirements; submits all claims to third party payers; follows up to ensure that collections are made; and documents and reports collection activities.

COSTS:  Third Party Collection Administration shall be a subaccount that includes all expenses incurred in operating and maintaining the function, such as expenses for personnel, supplies, travel, and any other expenses identified directly in support of Third Party Collection Administration activities. The total of the expenses shall be assigned through an expense allocation process to inpatient, ambulatory, and ancillary accounts.  The Third Party Collection account should not include JAG legal support from the installation for MSA, Tort Claims, etc.  For this BASOPS support, see EDK. This account should not be used to record collection income from Third Party Insurance, MSA, etc.

	Military Patient Personnel Administration FED

		FEDA – WTU, Medical Company, and CQ-M for Barracks.

		FEDB – Physical Evaluation Board Liaison Office (PEBLO).

		FEDC – Medical Evaluation Board (MEB) Process; to include time spent at MEB meetings or on MEB boards and reviewing patient records when direct patient care is not involved.

FUNCTION:  Military Patient Personnel Administration prepares and processes correspondence pertaining to military patients; prepares special orders for patients TDY or reassignment to other MTFs for consultation, treatment, or disposition; assists patients in shipment of personal effects; maintains military records and related documents for patients; assists patients on personal matters; performs duties connected with evacuation and transfer of patients; requests reassignment instructions for patients through personnel channels; performs duties connected with personnel described on Temporary Disabled Retired List (TDRL); and provides patients with statements of hospitalization. For the Army and the Navy, this function is titled "Medical Holding Company." For the Air Force, it is "Patient Squadron Section." The functional elements of this account are usually collocated with and supervised by the Chief, Personnel Division (USA); Head, Patient Administration Department (USN); and the Medical Support Squadron Commander (USAF); and in small hospitals are usually performed as collateral or additional duties of personnel assigned to other functional areas under the supervisor mentioned.

COSTS:  The Military Patient Personnel Administration shall be a subaccount that
includes the salary expenses of military and civilian personnel designated to support this function; to include those personnel performing this function as collateral or additional duty. The account shall be charged with all other expenses incurred in operating and maintaining the function.

6.  Decedent Affairs FDDA.

FUNCTION:  The Decedent Affairs (normally performed under the supervision of the patient affairs officer) prepares official notification in accordance with current directives for transmission or delivery to the next of kin for all deaths occurring on the installation; makes necessary arrangements for disposition of remains of deceased personnel; carries out administrative procedures incident to administration of the Decedent Affairs Program and the annual care-of-the-dead contract; prepares documents and reports required by civil and military authorities; terminates and makes final disposition of personnel records of deceased military personnel; and ensures proper disposition of personal effects of all deceased persons.

COSTS:  The Decedent Affairs shall be a subaccount that includes all local expenses incurred in operating and maintaining the function.




				Atch 2
Attachment 3  
Business Rules for Clinical Administrative Man-Hour Reporting 

1.  It is important to separate clinical administrative time and direct patient care time for credentialed providers who have a skill type of 1 (Physician/Dentist) or a skill type of 2 (Direct Care Provider) to give visibility of the actual time spent providing direct patient care, and to support current productivity models which measure Relative Value Units (RVUs), Relative Weighted Product (RWP) per available Full-Time Equivalents (FTEs), and Dental productivity.  FY10 guidance is intended to prevent the shift of man-hours and costs from ancillary (D), administrative (E), special program (F) costs, and readiness (G) MEPRS/FCC accounts to direct patient care reported in inpatient (A), outpatient (B), or dental (C) MEPRS/FCC accounts.  

2.  Only credentialed providers with a skill type of 1(Physician/Dentist) or skill type of 2 (Direct Care Provider) assigned to Inpatient (A), Outpatient (B), and Dental (C) MEPRS/FCC accounts are authorized to report clinical administrative time. The Clinical Administrative business rules and policy effective in FY10 are provided below.

3.  Examples of duties/functions (performed by MEDDAC /DENTAC personnel) which are NOT authorized to be reported as clinical administrative time in EBC* or EBD* MEPRS FCCs, and which should be reported in a more appropriate MEPRS/FCC account are provided below:

	a.  All Students, Residents, Interns, Fellows, etc. are not authorized to report time in any administrative (E) MEPRS/FCC account.  Students performing administrative functions should code that time to the applicable student FA** MEPRS/FCC account. 

	b.  Research by credentialed providers for teaching students should not be reported as clinical administrative time and should be reported in the appropriate EBE* (GME), EBI* (GDE), EBF*(non-GME/GDE student) teaching MEPRS/FCCs.
	
	c.  Personnel assigned/dedicated to 'D',' E', 'F', or 'G' MEPRS/FCC accounts are not authorized to report any clinical administrative time. All personnel assigned to these work centers should report their administrative time to their assigned work center MEPRS/FCC.  This restriction includes Anesthesia personnel who may be assigned to an ‘A’ or ‘B’ MEPRS/FCC due to TDA organization, but their mission is to perform Anesthesia patient care reported in Anesthesia, DFA* MEPRS/FCC.

	d.  Registered Dietitians assigned to the Nutrition Care Division are not authorized to use clinical administrative 'E' MEPRS/FCC codes, and should report all approved administrative man-hours in EIBA, Combined Food Operations.  All other personnel assigned to the Nutrition Care Division should report administrative time to EIBA, Combined Food Operations.  Examples of authorized administrative duties which can be reported in EIBA are supervision, peer review, clinic or division meetings, and Joint Commission duties.  

		(1)  If there is no Nutrition Care Division at the MTF, and the Registered Dietitian is assigned to another clinical department, then the Registered Dietitian is authorized to report time in the appropriate MEPRS/FCC of EBD*, Clinical Management Department or EBC*, Child DMIS Branch Chief.

		(2)  If the Registered Dietitian is under the supervision of Preventive Medicine, then authorized administrative time should be reported in the Department of Preventive Medicine, FBB.

	e. Preventive Medicine/Public Health/Community Health/Occupational 
Health credentialed providers are not authorized to report clinical administrative time to any 'E' MEPRS codes.  All administrative time for Preventive Medicine/Public Health programs should be reported in the MEPRS/FCC of FBB*.  Community Health/Occupational Health personnel should code related Epidemiology administrative man-hours to the appropriate Epidemiology - FBF MEPRS/FCC, and all other administrative duties in the Preventive Medicine Department MEPRS/FCC of FBB.  

	f. Time spent completing documentation in medical records, AHLTA, DMHRSi, or CHCS is not authorized to be reported as clinical administrative time.  

	g. The time spent performing patient charting and seeing patients should be coded 
to the appropriate patient care MEPRS/FCC account and is not authorized to be reported as clinical administrative time. Time spent completing documentation in a patient’s chart is available patient care time, and is part of the patient encounter whether the provider writes the note immediately after seeing the patient or saves the chart to document the provider notes at a later time.  This includes time required to document patient care in CHCS/AHLTA.  

	h. Credentialed providers are often given an ‘Admin Day’ to complete patient 
charting or perform in-house call which is not authorized to be reported as clinical administrative time.   This time should be reported as available patient care time in the appropriate MEPRS/FCC.
	
	I.  Any activity associated with seeing and diagnosing a patient that results in a 
treatment decision for a patient is considered available "patient care time" and is not authorized to be reported as clinical administrative time. 

	j. Time spent recording verbal transcription of individual patient encounters should 
be coded to the appropriate patient care MEPRS/FCC account and is not authorized to be reported as clinical administrative time. 

	k. Time spent carrying a cell phone or beeper at home is non-reportable time in 
DMHRSi or MEPRS and should not be reported in any administrative or other MEPRS/FCC.  If a provider receives a phone call at home to discuss a specific patient, then that time should be reported as available patient care to correspond to the patient care encounter that will be recorded in CHCS/AHLTA.

	l. Personnel who are assigned to Administrative (E) MEPRS/FCC accounts, and 
who may perform clinical administrative duties should report all of their administrative time to their assigned E* MEPRS/FCC account.  This includes Command Staff, Department Chiefs, Child DMIS Branch Chiefs, Division Chiefs, etc. 

	m. Family Advocacy Program (FAP) personnel are not authorized to report clinical 
administrative time.  Follow-up and liaison services which are required to facilitate medical diagnosis care, treatment, and proper disposition of a patient are referred to as collateral time.  Collateral time includes discussions, liaison, meetings, etc. with family members, military police, Commander, civilian authorities, etc.  Collateral time is not authorized to be reported as clinical administrative time and should be reported in FAZF, FAP.

	n. Credentialed Medical providers tasked to perform special details, such as 
Administrative Officer of the Day (AOD), which is performed as official duty in a medical facility should not report this time as clinical administrative time.  AOD official duty time should be reported in the EBCA MEPRS/FCC account. 

	o. Providers who participate in an internal or external Promotion Board; i.e., MTF 
Promotion Board, Installation Promotion Board, etc., should code this time to the appropriate FCG* MEPRS/FCC account.  This time should not be reported as clinical administrative time.
	
	p. Man-hours spent in support of Joint Commission should not be reported as clinical 
administrative time.  MEDDAC personnel in all skill type levels (1 through 5) who are assigned to an Inpatient (A) or Outpatient (B) MEPRS/FCC account are authorized to report administrative time in EBBJ when they attend or participate in an organized, formal Joint Commission activity that occurs outside their work center. Personnel who are assigned to 'C',' D',' E', 'F', or 'G' MEPRS/FCC accounts are not authorized to use EBBJ and should report time spent in support of Joint Commission to their assigned MEPRS/FCC account.  Person(s) who are dedicated to the Joint Commission mission at the MTF should be reported in EBBJ.

	q. Providers who review patient records without direct interaction with the patient 
as part of the Medical Exam Board (MEB) process should not code related man-hours as clinical administrative time. Credentialed providers who perform administrative duties in support of the MEB process should code that time to the MEPRS/FCC of FEDC, MEB Processing.  Time spent participating on MEB Boards, Sanity Boards, etc. should be reported in the MEPRS/FCC of FEDC, MEB Processing.  

	r.  Time spent attending or performing continuing education training during the duty day should  not be reported as clinical administrative time and should be reported in appropriate FAL* Continuing Education MEPRS/FCC.

	s. Time related to a patient no-show or time spent in the clinic reading a magazine 
or periodical is not authorized to be reported as clinical administrative time and should be reported as available patient care time in the appropriate patient care MEPRS/FCC. 

	t. Due to distortions in cost allocations to other specialties, Anesthesiologists, 
Certified Registered Nurse Anesthetists (CRNAs), Radiologists, and Pathologists are not authorized to report clinical administrative man-hours in EBC* and EBD* MEPRS/FCCs and should report all administrative man-hours to their dedicated ‘D’ ancillary MEPRS/FCC work center.  

4.  Child DMIS Branch Chief, EBC* Administrative MEPRS/FCCs are discussed below:

a. Credentialed providers with a skill type of 1 or 2 who are assigned to an 'A' or 'B' 
account at a Child DMIS location, and who are performing approved clinical administrative duties are authorized to report available man-hours in their Child DMIS EBC* MEPRS/FCC.  All other individuals at the Child DMIS location who wish to report available administrative time in the EBC* Child DMIS MEPRS/FCC must receive approval from AMPO.  

		(1)  NOTE: EBC* Child DMIS Branch Chief MEPRS/FCCs are not authorized 
for Public Health/Preventive Medicine/Community Health/Occupational Health Clinics which are reported in a separate DMIS ID. Community Health/Occupational Health personnel who are performing clinical administrative duties/functions are not authorized to use any clinical administrative MEPRS/FCCs; to include, EBD*, or any of the EBC* Child DMIS Branch Chief administrative MEPRS/FCCs. 

		(2)  Personnel assigned to a Child DMIS MEPRS/FCCs of ‘C’. 'D’, ‘E’, ‘F’, or 
‘G’ are not authorized to report clinical administrative time in the Child DMIS EBC* MEPRS/FCC. Individuals who are authorized and assigned in the Child DMIS Commander TDA paragraph will be assigned to the Child DMIS EBC* MEPRS/FCC account, but they should report their available man-hours in the appropriate MEPRS/FCC; i.e., EKA (PAD and Outpatient Coders), B*** Outpatient care, etc.  

	b. Other Individuals who are authorized to report their available man-hours in the 
designated EBC* Child DMIS MEPRS/FCC are the Child DMIS Commander/Officer In Charge (OIC), the Child DMIS Non-Commissioned Officer in Charge (NCOIC), the Child DMIS Supply Clerk, and credentialed providers with a skill type of 1 or 2 who are assigned to an 'A' or 'B' account and who are performing approved clinical administrative duties.   

Exception: If the OIC, NCOIC and Supply Clerk support only one 'B' clinic at the Child DMIS location, then their available man-hours should be reported in the 'B' clinic they physically work.


	c. All man-hours in support of direct patient care should be coded to the appropriate 
patient care MEPRS/FCC code.  All other individuals at the Child DMIS location who wish to report available administrative time in the EBC* Child DMIS MEPRS/FCC must receive approval from AMPO. 

	d. Credentialed providers assigned to the Child DMIS location are authorized to 
report clinical administrative time in the EBC* MEPRS/FCC for the following duties/functions: attendance to clinic and MTF meetings, attendance for committees, Peer Chart reviews, completion of OERs and NCOERs, other supervisory duties, clinical outcome studies, and risk management studies.

e. The EBC* MEPRS/FCC will not be used to aggregate supply/equipment 
purchases for a Child DMIS location, and all supply, medical equipment, CEEP equipment, etc. will be expensed to the MEPRS/FCC of the work center which consumed and/or used the goods/services.

f. If a remote location does not have an approved Child DMIS ID, then the location
 is not authorized to use an EBC* Child DMIS MEPRS/FCC.  

	g.  Child DMIS ID locations which are not authorized an EBC* MEPRS/FCC are dedicated Dental operations, Community Health Services, Occupational Health Services, Preventive Medicine, Managed Care, Case Management, and Ancillary Services; i.e., Pharmacy, Radiology, Pathology, etc.  Personnel who perform tasks in work centers which begin with a MEPRS/FCCs of 'C', 'D', ''F', or 'G' are not authorized to report available time in EBC* Child DMIS MEPRS/FCCs since this will shift and increase costs reported in direct patient care accounts.  

5.  Clinical Management Department EBD* MEPRS/FCCs are discussed below:  

a. Credentialed providers with a skill type of 1 or 2 who are assigned to an 'A' or 'B' 
account at the main MTF, and who are performing approved administrative duties are authorized to report available man-hours in their respective Clinical Management Department EBD* MEPRS/FCC.  Assigned and dedicated Clinical Management Department Chief EBD* personnel are authorized to report their available time in their assigned EBD* work center.  All other individuals who are assigned to the main MTF must receive approval from AMPO to report available time in EBD*.  
b. Credentialed providers are authorized to report administrative time in the 
appropriate EBD* MEPRS/FCC for the following duties/functions:  attendance to clinic and MTF meetings, attendance for committees, Peer Chart Reviews, completion of OERs and NCOERs, other supervisory duties, clinical outcome studies, and risk management studies.

c. EBD* Clinical Management Department MEPRS/FCCs are not authorized for 
Preventive Medicine/Public Health/Community Health/Occupational Health Clinics.  These personnel are not authorized to use any administrative MEPRS/FCCs; to include, EBD*, or any of the EBC* Child DMIS Branch Chief administrative MEPRS/FCCs.  Community Health/Occupational Health personnel should code related Epidemiology administrative man-hours to the appropriate Epidemiology - FBF* MEPRS/FCC, and all other administrative duties in the Preventive Medicine Department MEPRS/FCC of FBB*.  

	d. Other Locations which are not authorized an EBD* MEPRS/FCC are dedicated Dental operations, Managed Care Operations, Case Management, and Ancillary Services; i.e., Pharmacy, Radiology, Pathology, etc.  Personnel who perform tasks in these work centers which begin with a MEPRS/FCCs of  'C', 'D', ‘E’, ‘F’, or 'G' are not authorized to report available time in EBD* Clinical Management Department MEPRS/FCCs since this will shift and distort costs reported in direct patient care accounts.  Regardless of site unique naming conventions given to the functions performed in these work centers, the personnel who perform these functions will be consistently reported in the appropriate MEPRS/FCC as defined by AMPO guidance and the DoD 6010.13-M, MEPRS Manual.

	e.  The EBD* MEPRS/FCC will not be used to aggregate supply/equipment purchases for a Clinical Department, and all supply, medical equipment, CEEP equipment, etc. will be expensed to the MEPRS/FCC of the work center which consumed and/or used the goods/services.
		
6.  Dental Administrative Reporting (DENTAC personnel only).

	a. DENTAC credentialed providers (skill type 1 and 2) who are assigned to Dental Clinic - (C) MEPRS/FCC accounts are authorized to report clinical administrative time in EBC5, Dental Administrative Functions for the following duties/functions: 
	
		(1)  DTF meetings.

		(2)  DTF committees. 

		(3)  Attendance to organized, formal Joint Commission meeting or activity that occurs outside their work center should report their administrative time to EBC5. 

		(4)  Peer Chart reviews, completion of OERs and NCOERs, other supervisory duties, clinical outcome studies, and risk management studies.

	b. Dental Registered Nurses (Skill Type 3 RNs) who work for Dental Oral Surgery are authorized to report time in EBC5 only when they are performing Joint Commission duties in support of Oral Surgery.  

	c. Dental personnel are not authorized to use Administrative MEPRS/FCCs designated for MEDDAC/MEDCEN personnel. 

	d. Personnel and duties/functions which should not be reported in EBC5, and which should be reported in a more appropriate MEPRS/FCC account are provided below: 

		(1)  DENTAC Personnel assigned/dedicated to EBAN - DTF Dental Command MEPRS/FCC is not authorized to use EBC5, and they should report all of their administrative time in EBAN. 

		(2)  Students, residents, etc. are not authorized to use any administrative (E) DENTAC or MEDDAC MEPRS/FCC, and they should report their Admin time to the appropriate FA* student MEPRS/FCC.  

		(3)  Research for teaching GDE or other DENTAC student programs should be reported in the appropriate EBIA and EBF* MEPRS/FCC. 

		(4)  Research for diagnosis for a specific patient should not be reported in EBC5, and should be reported in the appropriate Dental (C) patient care account.  

7.  Other Miscellaneous Administrative MEPRS/FCCs available in FY10 for duties/functions which should not be reported as clinical administrative time are provided below:

	a.  FEDA is for administrative support physically performed at the Warrior Transition Unit (WTU) location.  

	b.  FEDB is for administrative support associated with the PEBLO Office.

	c.  FEDC is for support of the MEB process and attendance to Medical Boards for all skill types. 

	d.  EBBJ is for formal participation in Joint Commission activities.  EBBJ can be used by personnel in all skill types, but personnel assigned to other work centers beginning with 'C', 'D', 'E', 'F', or 'G' accounts are not authorized to report time in EBBJ.  The individual dedicated to Joint Commission in the MTF should be reported in EBBJ.
	e. FAH* is the authorized MEPRS/FCC for Research for MTF personnel when the Research project is approved and monitored by the MTF Clinical Investigation and Research work center.  

		(1)  FAH* should not be used when credentialed providers are reviewing manuals to research the diagnosis of a specific patient.  This time should be reported in the appropriate 'A' or 'B' MEPRS/FCC.  

		(2)  FAH should not be used when credentialed providers are reading periodicals, magazines, etc. during the duty day because this time is not part of an organized continuing education/training class.  Time spent reading magazines, periodicals, etc. during the duty day should be reported as available time in the appropriate MEPRS/FCC where the provider is physically working.  

		(3)  FAH should not be used when credentialed providers are performing research to teach GME/GDE or any other student program.  Research for GME/GDE and other student training program should be reported in the appropriate EBE*, EBI*, and EBF* MEPRS/FCC.

8.  MTFs will ensure all available and non-available labor utilization is reported in accordance with the revised Appendix 3 of the DOD 6010-13-M, dated April 2008. MEPRS policy requires that personnel should always report the total available hours worked, especially when the workday exceeds eight (8) hours.  MTFs that have implemented conflicting guidance to only report eight hours a day will immediately ensure compliance and report the total hours worked.  
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Attachment 4
Clinical Management Department – EBD

FUNCTION:  A Clinical Management Department is responsible for planning, directing, and coordinating direct patient care for multiple work centers. Establishment of discrete special work centers will vary depending on the scope, size, and complexity of the MTF mission, but a Clinical Management Department Chief must have oversight of several work centers and report directly to a Deputy Commander.  Work centers shall include secretarial and immediate administrative support personnel.  A Clinical Management Department code should not be issued to individual Clinic Chiefs, and must be authorized on the MTF Manpower Staffing Document.  To prevent a distortion in the cost allocation process and patient care costing, this account excludes Chiefs of Departments for Ancillary Services such as Radiology, all Ancillary Services such as Operating Room or ICU, or Special Programs such as Preventive Medicine.

Clinical Management Departments include the following:

ARMY
Chief, Department of Medical Services
Chief, Department of Nursing Services
Chief, Department of Primary Care
Chief, Department of Surgical Services

COSTS:  The Clinical Management work center shall be a subaccount that includes all expenses incurred in operating and maintaining the function, such as expenses for personnel, supplies, equipment, and any other expenses identified directly in support of Clinical Management Department activities.
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Attachment 5
Anesthesiology DFA

FUNCTION:  Anesthesiology determines, in consultation with the operating surgeon, the type of anesthetic to be used; administers anesthetics; maintains complete records of each anesthetic administered; provides consultative services and evaluations; maintains resuscitative equipment; provides training programs in resuscitation; supervises the oxygen therapy program; and provides pre-operative and post-operative interviews and supervises recovery of patients in the post-anesthesia care unit.

COSTS:  The Anesthesiology work center shall be a subaccount that includes all expenses incurred in operating and maintaining the function, such as expenses for personnel, supplies, travel, and any other expenses identified directly in support of Anesthesiology activities.  Total expenses shall ultimately be assigned through an expense allocation process to other ancillary services and to the final operating expense accounts.

ALLOCATION FACTOR:  Anesthesia minutes of service.  Anesthesia minutes of service is defined as the elapsed time during any procedure involving an anesthesiologist and/or anesthetist multiplied by the number of anesthesiologists and/or anesthetists, including residents and student nurse anesthetists (when replacing a person trained in anesthesia) participating in the procedure.  Raw count is the number of patients. 
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Attachment 6 
Support Services in ED** MEPRS/FCC Codes 

REAL PROPERTY MANAGEMENT - EDA 

EDA = PEC 847*79  
EDAF = AMSCO 847700.67 ONLY for MTF Facility Management Branch

Real Property Management includes the MTF Facility Management Branch and Administration and Installation Engineering Services.  Facility Management includes public works management costs, contract management, material procurement, facility data management, and real estate management.  Installation Engineering Services includes annual inspection of facilities, master planning, overhead of planning and design, overhead of construction management, and non-Sustainment and Restoration Modernization (SRM) service calls.  Excludes:  In-house shop and contracted personnel and FTEs who routinely perform facility Sustainment activities; design engineers, project managers, construction inspectors who manage and oversee facility sustainment and construction projects.   

NOTE: EDAF must be used to track and report the MTF Facility Management Branch in the AMSCO of 847700.67.  EDAF should include the FTEs of the MTF Facility Management Branch.  

OPERATION OF UTILITIES - EDB  

PEC  847*79

Operation of Utilities includes operations of utility systems for the generation and distribution of all energy and source fuels, pneumatics, other gases, heated water, chilled water, potable and non-potable water, and ice.  Includes purchase of all water, electricity, natural gas, sewage disposal, and other utilities (utility fuels, coal, coke, etc.).  Includes issues of motor fuel, diesel fuel, distillates and residuals from installation fuel supplies for heating and power production for real property facilities equipment.


FACILITY SUSTAINMENT -  EDC 

PECs 846278/846378

FUNCTION:  Sustainment provides resources specifically for the routine maintenance, minor repair, and major scheduled repair of category 500 and certain non-category 500 buildings to the five-foot line.  This includes regularly scheduled adjustments and inspections, preventive maintenance tasks, and emergency response and service calls for minor repairs.  It also includes major repairs or replacement of facility components (usually accomplished by contract) that are expected to occur periodically throughout the life cycle of facilities.  It does not include repairing or replacing equipment in place: i.e., small refrigerators or X-Ray machines; furniture or building components that typically last more than 50 years (such as foundation and structural members); or housekeeping contracts.  Sustainment is distributed under the Program S of the Resource Summary through the major subordinate commands or directly from HQ MEDCOM.

FACILITY RESTORATION AND MODERNIZATION - EDD 

EDD = PECs 846276/846376

FUNCTION: Restoration and Modernization provide resources for improving facilities.  Restoration includes repair and replacement work to restore facilities damaged by excessive age, natural disaster, fire, accident, or other causes.  Modernization includes alteration of facilities solely to implement new or higher standards (including regulatory changes), to accommodate new functions, or to replace building components that typically last more than 50 years (such as foundations and structural members).  Restoration and Modernization is distributed under the Program X of the Resource Summary through the major subordinate commands or directly from HQ MEDCOM.

OTHER FACILITY OPERATIONS SUPPORT - EDE 

EDE = PEC 847*79

FUNCTION: Other Facility Operations Support includes the other miscellaneous Engineering support furnished on a funded, reimbursable or free receipt basis. They
are: collection of trash, refuse and garbage; grass cutting; tree and shrub services; insect and rodent control; snow, sand, and ice removal.

LEASES OF REAL PROPERTY – EDF 

EDF = PEC 847*79

FUNCTION: Leases of Real Property includes lease and rental services obtained on a
funded, reimbursable or free receipt basis.

COSTS: Leases of Real Property shall be a subaccount that includes lease and rental
charges incurred to provide additional facilities for routine services to the MTF on a
funded, reimbursable or free receipt basis. It excludes rental of equipment and rental
or lease of facilities in emergency or contingency operations.
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