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F- FRS - Welcome

Welcome to the Consolidated Fiscal Reporting System

‘What would you like to do first?

e W " Open a Submission
§ & Creale a New Submission
ﬂ aﬂ‘g 0]]0’3[.6‘ " Import Data

 View Online Help

5 View Information about online
=] haining and other resources

Provider downloads the CFRS Software at:
https://www.omh.ny.gov/omhweb/CFRSWeb/default.asp Once the
CFR Software has been installed on PC, clicking on the CFR Software
icon located on desktop will bring you to this screen.
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. Subriission Help Window Exit

CFRS New Submission

Submission definition

Submission Type [Ful :]‘ Reporting Cycle Repoiting Period
Stale Agencies 7%[“’_ " Calendar (Jan, to Dec)) " Defaut & Other
0ASAS & Fiscal {July to June] From: [ 771 /2010 =]
SED To: 6/30/2011 =|
0 Provider Code/CorpID [11110 User Descrption [Dptional) [software presentation

Defining the Submission Type: Provider should refer to the
Consolidated Fiscal Reporting and Claiming Manual, Section 2.0
Submission Requirements to determine which type of submission they
are required to file (Full, Abbreviated, Mini Abbreviated, Article 28

Abbreviated).
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T

Current submission definit R ing Period: 7/1/20106/30/2011

State agencies: [gMH
Submission Type: Ful

Provider Agency Code: 11110

No |Provider | Provider agency Name | Submission type |Reporting Reporting | Type | State Agencies us
agency From To
Code |
1 11110 Any Agency. Inc. Full

N2000 BV J OMH

<

The curent submission has the following Provider agency details
Provider Agency

L Type of i

Provider agency code: 11110 Address 1: -
|24 Pilips Steet |

Provider agency [any Agency, Inc. T Addess2: |
name:
Schoal code: |— City: [ e vork
Federal employer [15 3155789 State:  [Newvok =] Zip: [100031234
1D -
Please check the box if the agency address changed r County:  [Hew York - 31 j
from the priot repotting period.

L [ e

Creating the Agency Definition:
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Current 5 3i it R ing Period: 7/1/2010-6/30/2011

State agencies: [gMH
Submission Type: Ful

Provider Agency Code: 11110

No |Provider Provider agency Name

Submission type Reporting Reporting Type State Agencies Us
agency From To
Code | 1 I
11110 Any Agency. Inc. Full 77172010 6/30/2011 ) OMH

£
N = CFRS - Messenger

The current submission has the following Pr|

8 Process Results:

Hwnfler Agency Masimize the screen to increase the visible area.
Provider agency code: 11110 SUCCESS: Data saved.

Provider agency KnyAgmcy, Inc.

name:

School code:
ﬁ)edetal employer [1534557a3

Please check the box if the agency address chary
fiom the prior reporting period.

(2]

Bit | Copy toClipboard ‘

e P
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Provider Agency: 11110 Anp Agency, Inc.
Reporting Period: 7/1/2010-6/30/2011
Submission Type: Ful

Maintain Program-Sites

alue waiver? [

“what would pou ke ta do?

-~ Select an action -

Bring Program-Sites in from another submission
Creale a new Program-Site
Update an existing Frogram-Site
Update an existing DMH-Only Program

Q] Stat Over |

Create a new Program-Site

l Next Close without saving

Adding or Editing the Program-Site Definition:
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[ Sobmmission Definion Core Budgets-Clams  Quare dYear SuppEmentals Repors . Uity Hep naow

Provider Agency: 11110 - Any Agency, Inc.
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Apply SED ratia value waiver? [0

Progiam

Program Name
| Code-Index

Funded by:

Maintain Program-Sites Create a new Program-Site

Following are the sites that exist in the current submission. YYou may select a site and then change the definition to create a new site.

Site Code  Site Name Agencies "s'a'n' i

Address (25 Bunn 5t

Filter v Stekey [

Program

codes for: City:
State: New York ¥

Program: (2100 - Clnic Treatment-{OMH)

m:ﬁ“

Site Code: [1171052

New York
| N
Location [iewvok-31 =]
(ocatian [New ok - 31 ~

Site Name: |Bunn Street Cinic

@

Slurlﬂveli Save I Save and Close cm:mmx;m[

Complete the fields at the bottom of the screen for each program your
agency operated during the reporting period. Provider should refer to
the Consolidate Fiscal Reporting and Claiming Manual, Appendices E
through H (Program Types, Definitions and Codes) to determine the CFR
program code, index code and site code that corresponds to each of the
programs the agency operated during the reporting period. Click the

SAVE button after filling in information for each program type.
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:=] DUDMISSION  Uenninion  Lore  BUGQers-LIaims  L/Usitery) o723 SUPMIBMeNtals  Kepors UOIDY Hep  WINdow  EXiC

Provider Agency: 11110 - Any Agency. Inc. Maintain Program-Sites Create a new Program-Site
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Apply SED ratio value waiver? ™

Following ate the sites that exist in the curtent submission. You may select a site and then change the definition to create a new site.
Site Code | Site Name

1760 (00) 1111050) Ok s
1111052 Bunn Street Clinic

Funded by: OMH Address |29 Stewart St
Fiter [ SieKey [
program
codes for: City: INew York
State: Mew York hd
Program:  [IE Zip: 100013101
Index: 76 3
Location
1770 - Drop-in Center-{0OMH} Co 2 Mew York - 31 -
Site Cade: | 1310 . Intensive Case Management-{OMH} =
Site Name: | 1910 - Intensive Case Management Service Dollars-{0MH} J
1320 - CPEP Extended Observation Beds{0MH}
1960 - Homeless Placement Services-{OMH}
0 1970 - Transition Management Services-{0MH) Save | Save and Close | Clase without saving |
1380 - Home-Based Family Treatment--{0MH} hd

The PROGRAM field includes a dropdown of all the valid program codes
to choose from. Checking the box under “Filter program code” will
cause only the valid codes for that State Agency to display in the
PROGRAM field dropdown.
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mertal  Weports Ubity Fep  Window Exk

Provider Agency: 11110 Any Agency, Inc. Maintain Program-Sites Create a new Program-Site
Reparting Period: 7/1/2010-6/30/2011
Submission Type: Ful

Apply SED ratio value waiver?.

 Following ate the sites that exst in the current submission. You may select a site and then change the definition to create a new site.
'Program  Program Name Site Code  Site Name ' Agencies
| |

1760 (00) | ice | 1111050
1111052 Bunn Stiest Clinic OMH

& CFRS - Messenger

Process Results:

Matimize the scieen to increase the visible area,
SUCCESS: Data saved.

Funded by: OMH

Fiter [Gwe | B | ComtoCioboond |
program
codes for: City: |New York

State: New York -
Program:  [1760 - Advacacy/Suppot Semices-{0MH] =l Zin: W
=" Location  [\jey, York - 31 -]
Site Code: 1177050 Loy

Site Name: [OMH Answers

Lenl o I P I

After entering the data for the last program-site your agency operated
for the reporting period, you should click the SAVE AND CLOSE button.
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aims  Quarterly[Mid-Vear  Suppl

fals Reports Uity Help Windo

|Provider Agency: 11110 - Any Agency, Inc. Maintain Program-Sites Creale a new Program-Site
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Apply SED ratio value waiver? [T

- Following ate the sites that exist in the current submission. You may select a site and then change the definition to create a new site.

The following schedules are expected to be entered for the
selected Submission and State Agencies. Select the schedule you

City: [New Yark
State: New York =

Program: IFSﬂ-AdvocecyﬁSwlsm--lUMH} ]fe Zip: 00033101
Index: %

IOT Lacation  [ay York-31 >
Site Code: [1111060 County:

Site Name: |OMH dnswers

g statver | Save [ ave andClose | nmemmm|

10
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o pPlemental  Feports UGty Hep  Window Xt - O
Provider Agency: 11110 - Any Agency. Inc. SCHEDULE Agency ification and Certifi
Reporting Period: 7/1/2010 - 6/30/2011 CFR - iZiifiiddiii  Accountant’s Report - Voluntary Agency or County Gov't
Submission Type: Ful County/NYC Certification Statement
crRi | crR-isia | CFR-ii]
A
ITEM DESCRIPTION Value
Provider igency City New York
Provider Agency State New York
Provider Agency Zip Code: 100031234
Pravider Agency Code 110
Provider Agency County New York
School Cade 010205008555
Provider Dwnesship Type Not for Profit
Please check the box if the agency addiess changed fiom the prior reporting period. 0
FEDERAL EMPLOYER ID NUMBER 011-2345678
Contact Courtesy Title |
Contact First Name Sally
Contact Last Name Sanders
Contact Telephone Number 212 3556555 Ext 123__
Contact Title Accountant
Contact E-mail Address ssanders(@anypagency.oig
Contact FAX Number 2123556BEEEx
Please check the box if the person to contact changed from the prior reparting period. [m]
Date Signed 10/11/2m2
Director Courtesy Title Mrs,
Director First Name Mary
Director Last Name Reynolds
Director Title Executive Director
Director Phone Number 2123557778 Ext 133__
Chief Executive Dfficer E-mail Address migynolds@anyagency.com
Please check the box if the Chief Executive Officer changed from the: priot reporting period. O
Claims Contact Couttesy Title M,
Claims Contact First Name Sally
Claims Contact Last Name: Sanders
Claims Contact Phone Number 212 3556555 Ext 123__
Claims Contact Tille Accountant v
Q| qucwaotl GoTo.. | Save ‘ Walidate ‘ Cancel | Delete ‘ Close |

Provider should GO TO the CFR-i/ii/iii and enter the appropriate data.
The first TAB contains the CFR-i Agency ldentification and Certification
Statement.

11
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o=
Provider Agency: 11110 Anp Agency, Inc. SCHEDULE Agency |dentification and Cetification Statement
Reporting Period: 7/1/2010-6/30/2011 CFR - ifiifiAfii  Accountant’s Report - Voluntary Agency or County Gov't
Submission Type: Ful County/NYC Certification Statement
CFR4 CRRiAA | crRai|
ITEM DESCRIPTION Value
Date of report (Enter date of the audit repart on the | |
CPA Name Aleandia Countit
Firm Name A Counlit & Company
CPA Address Line 1 BB Wall St
CPA Address Line 2
CPA City Horer
CPA Stale NY
CPA Zip Code 122
CPA Telephone Number 31522235360
Date CFR i signed 10/11/2012
CPA Firm Reg. Number 12:34567
ﬂ ‘ Copy Contact] GoTo. Save Validate Cancel Delete Close

The second TAB contains the CFR-ii/iiA Accountant’s report. The
information on this form pertains to the independent certified

accountant hired by the provider to certify the information contained
on the CFR.

12
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]

Provider Agency: 11110 - Any Agency, Inc. SCHEDULE #gency |dentification and Certification Statement
Reporting Period: 7/1/2010 - 6/30/2011 CFR - ifu/uAfii  Accountant’s Report - Veluntaty Agency or County Gov't
Gubmission Type: Ful Ci IYC Centification Si

CFRA| CFRAifia  CFR |

ITEM DESCRIPTION Value
Local Govemmental Urit Hew Yo
LGU Date
Title (Service Pravider's Chief Exscutive Dfficer) Executive Direclor
Title (LGU's Chief Fiscal Officer]
CED Date 10M11/2012
LGU CFO Date
CED First Name
CEO Last Name
LGU CFD First Name
LGU CFD Last Name:

9 Cnnyl:nntacl| GoTo. I Save ‘ !dldete| LCancel ‘ Delete ‘ Close l

The third TAB contains the CFR-iii County/New York City Certification
Statement. The information on this form is required when the provider
has contracts through the County or New York City.

13
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..‘.__“_ LUl
Provider Agency: 11110 - Any Agency, Inc. SCHEDULE Agency |dentification and Ceriication Statement
Reporting Period: 7/1/2010 - £/30/2011 CFR - ifufuidfii  Accountant's Report - Voluntary Agency or County Gov't
Submission Type: Ful County/NYC Certification Statement

CFR-| CFRAifiA  CFR |

= B ITEM DESCRIPTION
Local Govemmental Unit

LGUDate

Title [Service Provider's Chief Executive Dfficer)
Tile [LGL's Chief Fiscal Officer)

0 CFRS - Navigation

CEl o}
LGU CFO Date The following schedules are expected to be entered for the
CEO First Name selected Submission and State Agencies. Select the schedule you
s wish o enter, and cick Go.
EEO Last Name
LGU CFO First Name
LGU CFO Last Nome el N N ~ Progiem-Sile
CFRi Definition
CFRi 2
CFRii | i D""','.""i. Agency
 Utilities
" Repoits

I™ Show all schedules QJ 7 Cancel .

E CopyCortect| [ GoTo. | Save | veidale | Concel | pebte | oo |

14
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| =] Submission Definition Core Budgets-Claims Supplementals Reports Uity Help Window Exit
Provider Agency: 11110 - ny Agency, Inc, SCHEDULE CFR - 4 Personal Services
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful
State Agency:  |1-OMH [ Pogan:  [EEIEmD >
Site: [Select from list)
1760 (00 - Advocacy/Support Services
2100 (00) - Clinic Treatment
Program/Site - Program Admin/LGU Admin | Agency Admin | Click the "Ade arrr e o) e
Standard Workweek State Agency Total for all programs
Position 35 37.5 40 Other Hours Paid FTE  Amount Paid Howrs Paid = FTE Amount Paid
Total "Hours Paid’, 'FTE', and 'Amount Paid" for Positions 0 0.000 {1
9 GoTo.. ‘ Save I Validate | Cancel I Add | Delete ‘ Close

All employees hours paid and amount paid are aggregated by Position
Title Code and by Program Code and are entered on CFR-4 Personal
Service. Position Title Codes 100-590 should be entered on the first tab
“Program/Site-Program Admin/LGU Admin”. Position Title Codes700-
790 which are only valid for County providers are also entered under
this first tab. Provider should refer to the Consolidated Fiscal Reporting

and Claiming Manual, Appendix R — Position Titles and Codes to
determine the CFR position title code that best reflects functions

performed by individual employee.

15
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[=T Submission  Definion Core  Budgets-Claims

Supplementals Reports Utlity Help Window Exit

Provider Agency: 11110 - Any Agency, Inc.

SCHEDULE CFR - 4

Petsonal Services
Reporting Period: 7/1/2010- 6/30/2011
Submission Type: Ful
State Agency: [ b J|ﬂl Program: | JI\’I
Site: | o

Progiam/Site - Program Adnin/LGU Adnin | Agency Admin | Click the "Add” button below to add a row to the list.

Standard Workweek State Agency Total for all programs

Position

35 375 40 Other Hours Paid FTE  Amount Paid Hours Paid  FTE

Amount Paid

101 - Food Service Worker
102 - Housekeeping and Maintenance

104 - Transpartation Worker

105 - Security

130 - Other Support Staff

201 - Mental Hygiene Workes [not for OMH CR)

202 - Residence Worker

203 - Counselor (OMH CR only)

204 - Manager (OMH CR only]

205 - Senior Counselor (OMH CR only]

206 - Supervisor (OMH CR anly)

218 - Teacher - Special Education

220 - Teacher - Physical Education ™

Total 'Hours Paid". 'FTE". and ‘Amount Paid’ for Positions 0 0.000

(7] Glo. | S | vadoe | Lo [ pdd | Dok | o |

Select the Position Title Code to enter from the dropdown; then check
the applicable Standard Workweek; enter Hours Paid and Amount Paid.
The CFRS software will calculate the FTE field.

16
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P Submisson _ Dennibion  Lore  Budgets- Lans SOpplEmentas  Neports Uthty Help  Window  Exit
Provider Agency: 11110 - &ny Agency. Inc SCHEDULE CFR - 4 Personal Services

Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Program/Site - Program Admin/LGU Admin  Agency Admin | Click the “Add" button below to add a row to the list.

Standard Workweek
Position 35 375 40 Other Hours Paid FTE  Amount Paid
I El

601 - Executive Director/Chief Executive Dificer
B2 - Assistant Executive Director

603 - Comptialles/Controller

604 - Director of Division

605 - Difice Worker

606 - Accountant [Agency Administration)
609 - Computer/D ata/Statistical S pecialist
610 - Community Relations

12 - Administrative Assistant

614 - Markeling

620 - Stalf Traning

621 - Utlization Review/Quality sssurance
630 - Other Agency Administration Staff

Total "Hours Paid’, 'FTE’, and "Amount Paid' for Positions 0 0.000 0|

E GoTo. | Swe | Ve | Conce [[ aas peete | Cose |

Position Title Codes 600-690 should be entered on the second tab
“Agency Admin”. There is no program code dropdown since agency
administration positions are allocated to each program by the CFRS
Software using the Ratio Value method.

17
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(E] TGN L0Fe  BUgeCs-LIam: RERO Oy i WINaowW  EXE =
Provider Agency: 11110 Any Agency, Inc. SCHEDULE CFR - 4 Personal Services
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful
State Agency:  [1-OMH ][ Program:  [Z100{00]- Cinic Treatment =l
Site: [1111052 - Bunn et Clinic (2100 00) I
Pragram/Site - Frogram Admin/LGLI Admin Agency Admin | Click the “Add" button below to add a row lo the list.
Standard Workweek State Agency Total for all programs:
35 375 40 Other Hours Pai Hours Paid ~ FTE Amount Paid
318 - Pspehiatrist [ W 1.301 0.625 121,466/ 1,301 0,625 121,466
324 - Social Warker, Licensed (LMSW, LCSW) M 0|0 3812 2095 118,820 382 209 118,820
325 - Social Worker Master's Level (MSW) v ]| 1157 063 45123 1157 063 $5123
343 - Intake/Screening WO O 460 0253 3605 460 0253 9,605
501 - Program or Site Director [ n] 440 0.242 20548 440 0.242 20548
505 - Office Worker w 2456/ 1349 47,745 2456 1349 47,745
5900 - Other Program Administiation Staff MlOl0 126 0089 5533 126 0083 5533
Total "Hours Paid', 'FTE', and "Amount Paid" for Positions 9988 5399 372,548|
(7] GoTo. | Save | Vadsle | Cancel | Add | Doke | Clse |

Click the ADD button to enter another Position Title Code; highlight a
row and click the DELETE button if the entire entry is incorrect or if you
want to remove a blank row that is not needed.

18
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Provider Agency: 11110 - Any Agency. Inc. SCHEDULE CFR - 4 Personal Services
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful
State Agency:  |1-OMH =l Program:  [2100 (00)-Cirie Treatment K
Site: [1111052 - Bunn Sueet Cliic (2100 00) k|
Program/Site - Program Admin/LGU Admin | Agency Admin | Click the “Add" button below to add a row to the list.
Standard Workweek State Agency Total for all programs
Position i CFRS - Messenge: 0% | A Amount Paid
102 - Housekeeping and Maintenance Process Results: | ool 3709
318 Pychiatist Magirize the screen to increase the visible area. A0 0625 121.466
324 -Socel Waikes, Lioensed LMSW.LCSW] | i 412 2085 118520
325 - Social Worker Master's Level MSW) SUCCESS—{CFR-4 Program/Site) All validations successful. 157 083 45123
343 - Intake/Scresning SUCCESS-(CFR-4 Admin) All validations successful 460 0.253 9605
501 - Program o1 Site Directar R 440 0242 20548
ave Hesults:
x‘g";:",‘,"’“'““ e SUCCESS~(CFR-4 Program/Site) Data saved 1432 ;ggg ‘;'7‘5
* Other Progy L. SUCCESS—{CFR-4 Admin) Data saved A 533
Close | Pint | Copy to Cipboard
Total "Hours Paid’, 'FTE", and ‘Amount Paid’ for Positions 9988 5.399 372,548
g [F0 v ‘ Save || Wadate ‘ Cancel [ add | Delete | Clia ‘

After entering all the Position Title Codes, click the SAVE button at the
bottom of the screen. After closing the CFRS-Messenger click the GO
TO button at the bottom of the screen. The CFRS Navigation window
should pop-up. You can now proceed to another schedule by
highlighting the Schedule Name and then clicking the GO button.

19
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T -
Provider Agency: 11110-Any Agency, Inc. SCHEDULE CFR - 4 Persanal Services
Reporting Period: 7/1/2010-6/30/2011
Submission Type: Ful
State Agency:  [1-OMH =l Program:  [2100(00)- Cliie Treatment =]l
Site: [1111082 - Bunn Strest Clinic (2100 00) =]l

Program/Site - Program Admin/LGU Admin ]AMMM | Click the "Add" button below to add a row to the list.

& CFRS - Navigation

State Agency Total for all programs
The following schedules are expected to be entered for the i Amount Pai
selected Submission and State Agencies. Select the schedule you % Pald
wish to enter, and click Go. e
P 1301 | 121465
- Social Worker, Licensed (LMSW, LCSW) 382 118820
325 - Social Worker Master's Level [MSW] ~ Progiam Site 1157 5123
343 - Intake/Screening Definition 5 460 9605
501 - Program or Site Director . us 440 20548
505 - Difice Woikes WL || 24% a5
590 - Other Program Administration Stalf a3 126 5533
 Utilities
" Reports
I~ Show alschedues ﬂ [Go ] Cancel |
Total 'Hours Paid’, 'FTE', and "Amount Paid' for Positions 9988 5399 372,548|

g ﬁuTu..I Save | y_’ahdatel Cancel | Add ‘ Delste | Close. ‘

20
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Provider Agency: 11110 - Anp Agency, Inc SCHEDULE CFR - 4A Contiacted Diect Care and
Reporting Period: 7/1/2010 - 6/30/2011 Clinical Personal Services
Submission Type: Ful
State Agency:  [1-OMH =l Program:  [2100(00)- Ciric Treatment e
Site: [17711052 - Burn Street Ciric (2100 00] e
Contracted Direct Care and Clinical Personal Services | Click the “Add™ button below to add a row to the list.

318- Psychistist

| Process Results:
Maximize the screen lo increase the visible area.

Validation Results:
SUCCESS--[CFR-4A] All validations successful.

Save Resulls:
SUCCESS--Data saved.

Close Punt | Copy to Clipboard

Total "Hours Paid’ and 'Amount Paid" for Positions 359 ?1_895'

9| GoTo.. ‘ Save \_Faidale| Cancel | Add | Delete ‘ Close I

Hours paid and amount paid for direct care and clinical independent
contractors are aggregated by Position Title Code and by Program Code
and are entered on CFR-4A Contracted Direct Care and Clinical
Personal Services. Typically, independent contractors would be those
individuals that receive a Form 1099 rather than a W-2 from the
provider at year-end. Only Position Title Codes 200-290 and 300-390
are available from the Position Title Code dropdown since only
independent contractors providing direct care or clinical services are
required to be reported on CFR-4A. Provider should refer to the
Consolidated Fiscal Reporting and Claiming Manual, Appendix R -
Position Titles and Codes to determine the CFR position title code that
best reflects functions performed by individual contractor.

21



22



Slide 22

(7]

L)

Provider Agency: 11110 - Any Agency, Inc.

SCHEDULE CFR - 4A Contracted Direct Care and
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Clinical Personal Services

State Agency:  [1-OMH ~]l%4  Program:  [2100(00] - Cliic Treatment =l
Site: [1111052 ~Bunn Steet Cinic (2100 00) =l
Contracted Direct Care and Clinical Personal Services I

Click the "Add™ button below to add a row to the list.

L O[]
The following schedules are expected to be entered for the

selected Submission and State Agencies. Select the schedule you
wish to enter, and click Go.

|
Position \EE|CFRS - Navigati
318 - Psychiatrist

Schedule Name Program-Site
CFRi " Definition
CFRa
- Provider-Agency
CFRi * Definition
CFR4
CFRAA « Utilities
" Reports
Fomdois @] [ ] oma |

Total 'Hours Paid’ and "Amount Paid" for Position

359 71.885|

GoTo.. Save I !aﬁdaleJ LCancel J Add I Delete. Close

After entering all the Position Title Codes for a program, click the SAVE
button at the bottom of the screen. After closing the CFRS-Messenger

click the GO TO button at the bottom of the screen. The CFRS

Navigation window should pop-up. You can now proceed to another
schedule by

highlighting and then clicking the GO button.

23
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E]
Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR -5 Transactions vith Related
Reporting Period: 7/1/2010 - 6/30/2011 DOrganizations/Individuals
Submission Type: Ful
SECTION A:  Question #1 During the reporting Period were there any PAYMENTS TO related oiganizations or individuals associated with [yas  w
the provider that involved any DASAS, OMH, DPWDD and/or SED programs and/or agency administration?
i During the reporting Period were there any transactions with related organizations of individuals FROM
Question #2. 1" the service provider teceived any fancial aid/assisance T0 WHICH the servics providet
ided financial aid/ass: (apphes only to DASAS and OPWDD service providers]?
SECTIONE | SECTION C ] Click the "Add" button below to add a row to the list.
Please list all PAYMENTS TO relsted otganizations and /or individuals belows:
1 2 3 4 5 6 i 8 9
Line Trans Program/sites affected enter | Description of Name of Relationship  Amount of I Adj
# prog/site id# (code] or transaction related to provider*  lransaction  costs to costs
administration organization or reported
individual
1 24) 2100 (00)/1111052 lsased space Any Agency Fou...| G - Closely Allie. 68.620 67,620 1.000
O GoTo. | Save | Voidste | Cancel | ads | Deele | oose |

All transactions with related organizations and/or individuals should be
disclosed on CFR-5. First answer Questions 1 and 2. If answer to
Question 1 (Payments To related party) is YES, then Section B is
required to be completed. If answer to Question 2 (Payments From
related party) is YES, then Section D is required to be completed.

24
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(5] TR0 COTe BUDgeTs-CIms, REOS  UORy Ty WIOW EXK

Provider Agency: 11110 Anp Agency, Inc. SCHEDULE CFR -5 Transactions with Related
Reporting Periad: 7/1/2010 - 6/30/2011 Oiganizations/Individuals
Submission Type: Ful

SECTION A:  Question #1 Duiing the reporting Period wete there any PAYMENTS TO related i o individuals [ ot j
the provider that involved any 04343, OMH, DPWDD and/or SED ptoguns and/or agency advnsludnon’

Question #2 auﬁr:t\g!:mi?ﬁ?mrﬂe there any iansactions MhlelaledTug‘:rrH»zlgHm of rﬂvﬂ:lsmm?ld I—J
provided financial aldf'acmlmelawﬁm only to 0ASAS and OPWDD service providers)?
SECTION® | secTion €| ] Click the "Add" bulton below to add a row to the fist.
Please list all PAYMENTS TO related organizations and /or individuals below:
1 2 3 4 5 S 7 8 k]

Line | Trans Program/sites affected enter  Description of Mame of Amount of
# 1D prog/site id# [code) or transaction related to provider* llamav:lmn costs to costs

administration organization of
individual

21 2100 {00y 1111052 I G - Closeh...

635620] 67620, 1,000

A - Indiv Interest in Bath

B - Organiz Interest in Prov
C - Piov Interest in Org

D - Key Staff Interest in Org

E - Key Stalf in Org & Prov

F - (g Key Staff has Prov Int
- Closely Alied Enti

H - Dther [Fnancial or Non)

@ GoTo. | Swve | Vadee | Concdl | add | Dot | ckse |

If Question 1 was answered YES; Proceed to Section B tab. Highlight
either Admin or the specific prog/site from the dropdown under
Column 3. Enter a description of the transaction in Column 4. Enter
name of related organization or individual in Column 5. Select the
appropriate relationship to provider from the dropdown in Column 6.
(Refer to CFR Manual, Section 18.0 for the Relationship Key). Enter the
amount of the Payment To the related party in Column 7. Enter the
portion of the amount paid to the related party that is ‘allowable’ in
Column 8. Any portion of the transaction that is ‘non-allowable’
(amount greater than owner’s cost) is displayed in Column 9 and must
be transferred to CFR-3, Line 41 (Agency Admin) or CFR-1, Line 66
(Program/Site).
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Provider Agency: 11110 - Any Agency, Inc SCHEDULE CFR -5 Transactions with Related
Reporting Period: 7/1/2010 - 6/30/2011 Organizations/Individuals
Submission Type: Ful

SECTION A:  Question #1 Duing the repaiting Period were there any PAYMENTS TO related organizations of individuals associated with [yoe &
the piovider that involved any OASAS, OMH, OPWDD and/or SED programs and/or agency administiation?

S Durng the reporting Peniod were there any transactions with related organizations of individuals FROM
umstion B2 WHICH the service provides received any financial aid/assistance TO WHICH the service provider
provided financial aid/assistance (applies only to 04545 and OPWDD service providers)?

SECTION B SECTIONC | | Click the "Add" button below to add a row to the list.

For spaces lease/rental agreements kisted in sechion B above, detal the related organization's/Individual's allowable costs reported in section B,

Allowable Costs cobumn

LI N 3 4 5 | 6 7 8 9
Line Trans ID | Program/sites affected D iati M I Property Other Total
# from enter prog/site id#t [code) interest taxes [specify) allowable
Section B_| or administration costs
11D-24 2100 (00)/1111052 41620 14,000 5,500 6,500 0 67,620

ﬂ Eo!'o.‘.! Save J EahdalsJ Cancel J Add | Delete ‘ Close |

If Section B includes a space lease/rental transaction ,then Section C
tab is required to be completed. In column 2, select the applicable ID
from the dropdown. In Column 3, select either Admin or specific
Prog/Site, as applicable. Enter applicable amounts in Columns 4
through 7. Enter description and dollar amount in the pop-up Detail box
under Column 8.
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Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR -5 Transactions vith Related
Reporting Period: 7/1/2010 - 6/30/2011 Organizations/Individuals
Submission Type: Ful

SECTION A:  Question #1 During the reporting Period wete there any PAYMENTS TO related organizations of individuals associated with [vas
the provider that involved any OASAS, OMH, OPWDD and/or SED programs and/of agency administiation?

: During the ieporting Period were there any tiansactions with related aiganizations o individuals FROM =
Question §2 . \HICH tre senice providet teceved any fnancil id/assitance 10 WHICH the sevice rovidr |
provided financial aid/assistance [applies only to 0ASAS and OPWDD service providers]?

SECTIONB  SECTIONC | srorion ] Click the “Add" button below to add a row to the list.
For spaces lease/tental agreements listed in section B above, detai the related oiganizati ividual's allowable costs reparted in section B,
Allowable Costs column

1 2 3 4 5 6 7

Line TransID  Program/sites affected Depreciation Mongage  Insurance :Plupsrty

# from enter prog/site idlf (code) interest taxes
Section B or administration

jD-24

2100 (00)/1111052 41,620, 14,000 5500  BS00] 0 6760

CFRS Line Details

Enter Detals for line Number:

For scheddle CFR 5
Default blank Detail Valug'to: [~ Zero [~ N/A

Detail Value

1 row added Worksheet Total: 0

ﬂ GoTo... ‘ Save | !aﬂ\datel Cancel | Add ‘_ ﬂl @_ﬁus I D‘e_lela ‘ CEe ‘

NOTE: We are not showing a screen print of Section D in this
presentation. Question 2 applies only to OPWDD and OASAS providers,
and if answered with YES, Section D must be filled out. The purpose of
Section D is to determine the direction of the financial assistance/aid,
whether given To the related party or received From the related party.
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Lt

Provider Agency: 11110 - Any Agency., Inc. SCHEDULE CFR - 5
Repoiting Period: 7/1/2010-6/30/2011
Submission Type: Ful

Transactions with Related
Diganizations/Individuals
SECTION A:  Question #1 During the repoiting Period were there any PAYMENTS TO related organizations of individuals associated with [vae  w
the provider that involved any DASAS. OMH, OPWDD and/or SED programs and/or agency administration?
Question #2 During the reporting Period were there any ransactions with related organizations or individuals FROM
‘WHI

ICH the service provider received any financial aid/assistance TO WHICH the service provider 3
provided financial aid/assistance (apphies only to 0ASAS and DPWDD service providers)?

SECTIONE |SECTIONC | SECTIONI ] Click the “Add™ button below to add a row to the list.
Please list all PAYMENTS TO related organizations and /or individuals below:
1| 2 3 3
Line Trans Program/sites affected ente P Results: tments
# (] prog/site id# (code) or ocess tesus: 5 sts
administration Maximize the screen to increase the visible area.
SUCCESS--[CFR-5) All validations successful.
1| 24[2100 (00)1111052 1,000

A total of 1 record(s) exist in Section B, with ‘Adjustment To Costs' greater than
zero. Please make sure you adjust appropriate values in CFR-1 and/or CFR-3.

Data Saved successfully.

Oose | it ‘ Copy to Clipboard

ﬂ Eo]o.‘.l Save I EaideteJ LCancel |

Add { Delete I Close |

After completing Section D, click the SAVE button at the bottom of the

screen. After closing the CFRS-Messenger click the GO TO button at the
bottom of the screen. The CFRS Navigation window should pop-up.
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Provider Agency: 11110 - Ary Agency, Inc. SCHEDULE CFR -5 Transactions with Related
Reporting Period: 7/1/2010 - £/30/2011 Organizations/Individuals
Submission Type: Ful

SECTION A:  Question #1 Duning the reporting Period were there any PAYMENTS TO related organizations of individuals associated with Yes v
the provides that involved any DASAS, OMH, OPWDD and/or SED programs and/or agency administration?

= Dmng the reporting Period were there any tiansactions with related organizations or individuals FROM v
Lo WHICH the service provider received any financial aid/assistance TO WHICH the service provider
provided financial aid/assistance (applies only to DASAS and OPWDD service providers]?
SECTIONB |secTioN | secrion o] Click the "Add" button below to add a row to the list.

Please list all PAYMENTS TO related organizations and /ot indi

1 2 3 The lolowng schedules are expected to be entered for the 9

Line Trans Program/sites affected enter |Descripl selected Submission and State Agencies. Select the schedule you le  Adjustments
# ID  prog/site idit (code) or transact] Wish to enter, and click Go. to costs
administration
1| 24/ 2100 (001111052 leased sp) ~ Program-Site 67.620 1.000
Definition
Definition
© Utilities
" Reports
I~ Showalschedies (@) Cancel
GoTo. | Save | Vaidse | Concel | add | peete | coe |

You can now proceed to another schedule by highlighting the Schedule
Name and then clicking the GO button.
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b
Provider Agency: 11110 - Any Agency, Inc. SCHEDULE OMH -1 Units of Service by
Repaoiting Period: 7/1/2010 - 6/30/2011 Program/Site
Submission Type: Ful
Program: 2100 [00] - Clinic Treatment =] Site: 1111052 - Bunn Street Clinic =]
Units of Service by Program/Site 1
Line WEIGHT
No. TYPE OF SERVICE FACTOR TOTAL VISITS | WEIGHTED VISITS SERVICE HOURS
= Partial Hospitalization (2200)
1 Regular
2 Collateral
3 Group Collateral
4| Crisis
- Intensive Psychiatric Rehab [2320) |
5 Regular
- Clinic Treatment (2100} I N
6| Service Days | 1.00 | sga]
- Continuing Day Treatment (1310) I
7 Half Day 0.50
8 Ful Day 1.00
- PROS [6340) (7340) (8340) I R
9 PROS Units 1.00
Day Treatment [0200)
Sheltered Workshop (0340)
= On Site Rehabilitation (0320)
10 Brief Day 0.33
11 Half Day 0.50
12 Full Day 1.00
13 Collateral 0.33
= Dther / Residential / Total e e
14 All Other 1.00
15 Residential [Patient Days) 1.00
16 Total 5,621 5,621
g GoTo ‘ Save ‘ Validate Cancel ‘ Delete | Close

For OMH service providers: you must enter the Units of Service
provided on line 6 of this schedule. The Units of Service will then be
carried forward to Schedule CFR-1.
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EE

Provider Agency: 11110 - Any Agency, Inc
Reporting Pesiod: 7/1/2010 - 6/20/2011
‘Submission Type: Ful

SCHEDULE OMH -1

Program: | 2100 (0] - Clinic Treatment

Unrits of Service by Program/Site I

Line
No. TYPE OF SERVICE
= Partial Hospitalization (2200)
1| Regular
2| Collateral
3| Group Collateral
4| Crisis
- Intensive Psychiatric Rehab [2320)
5| Regulai
= Clinic Treatment (2100)
6| Service Days

Units of Service by
Program/Site

;! Site:

1111052 - Bunn Street Clinic

WEIGHT

FACTOR TOTAL VISITS | WEIGHTED VISITS

=l

SERVICE HOURS

- [Bfx]

= Continuing Day Treatment [1310)
7| Half Day
8 Full Day
=  PROS (6340) (7340) (8340)
9| PROS Units
Day Treatment (0200)
Sheltered Workshop (0340)
- On Site Rehabilitation (0320)
10/ Brief Day
11 Hali Day
12 Ful Day
13| Collateral
E Other / Residential / Total
14 All Other
15| Residential (Patient Days)
16| Total

Process Results:

Masimize the screen to increase the visible area.

SUCCESS--{DMH-1) All validations successful.
Data successfully saved

Close I

Buint | L‘upleCiDbDaldl

0.50
1.00
0.33

1.00
1.00

5621 5,621

GoTo. |[ save | valdete | Concel

Delete ‘ Close |
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Provider Agency: 11110 - Any Agency. Inc. SCHEDULE OMH -1 Uniits of Service by
Reporting Period: 7/1/2010 - 6/30/2011 Program/Site
Submission Type: Ful
Program: 2100 {00) - Clinic Treatment | Site: 1111052 - Bunn Stieet Clinic |
Units of Service by Program/Site
Line : ,
No. TYPE OF SERVICE igatic M =3 SERVICE HOURS
= Partial Hospitalization [2200)
1 Regular The following schedules are expected to be entered for the
2 Collsteral selected Submission and State Agencies. Select the schedule you
wish to enter, and click Go.
3 Group Collateral
4 Crisis
= Intensive Psychiatric Rehab (2320) Sciisdie|Namoll| Hans ~ Program-Site
5| Regular CFRi Definition
= = CFRii .
Clinic Trealifmnt [2100) DFF!“' - Provider-Agency
6| Service Days - Definition
= Continuing Day Treatment (1310) CFR4
7 Half Day CFR44 " Utilities
8  Ful Day CFRS
- PROS (6340) (7340) (8340) OMH1 T Reports
9 PROS Urits

Day Treatment (0200)
Sheltered Workshop (0340)
= On Site Rehabilitation (0320)

v
I~ Show all schedules QI Cancel

10 Brief Day 033
11 Half Day 0.50
12 Full Day 1.00
13| Collateral 0.33
= Other / Residential / Total '
14 All Other 1.00
15 Residential (Patient Days) 1.00
16 Total 5,621 5.621

GoTo.. Save ‘ Validate ‘ Lancel [ Delete | Close I
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DRI COTe BOOgETs-CIaiTs UPPEMETEs  REpOrs UMty Py Wiow  EXT

Provider Agency: 11110- Any Agency, Inc. SCHEDULE CFR - 1 Program/Site Data
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

State Agency:  |1-OMH =]l Progam:

=

Site:
1760 (00) - Advocacy/Support Services
= = | 2100(00) - Clinic: Treatment
] I I 7050 (00] - Community Residence, Children & Youth (C&Y)
Line Cost
No. ITEM DESCRIPTION Codes Value
= I SECTION A: GENERAL INFORMATION

1/ Program Type 00070

2| Program Code (Program Code Index) 00010

3| Program/Site Identification Number 00050

4| Program/Site Name 00020

5| Program/Site Address (Line One] 00030

6| Program/Site Address (Line Two) 00040

7a Medicaid Provides Agreement Number (OMH anly) 00060
7b | National Provider ID Number [DMH Ony) 00061
8| Counly Code [See Appendix C) 00080

9| Date Site Opened 00030

10| Certified Capacily [DASAS, OPWDD and SED only) 00100

11| Actual Capacity (OMH, OPWDD and SED only)] 00110

12| Actual Days Program/Site Open 00160

13| Units Of Service 00120

14| Respite or TUBS Units of Service (DPWDD only) 00130

15| Program/Site Squate Footage (JASAS, OPWDD and SED Only) 00150

g GoTo... | Save | !ahdate| Lancel ‘ Delete | Close ‘

Provider should now complete CFR-1 Program/Site Data. CFR-1 is to be
completed for each program/site. First select OMH from the STATE
AGENCY field. Next select a program/site from the PROGRAM field.
Enter all relevant information for the program selected on the General
Information tab.
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|5 Submission Detinition Core Budgets-Claims O Supplementals Reports Ukiity Help Window Exit

m

Provider Agency: 11110 - Any Agency. Inc. SCHEDULE CFR -1 Program/Site Data
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Full

State Agency:  [1-OMH =1/ Program:  [2100(00)- Cinic Treatment =
Site: 1111052 - Bunn Stieet Clinic (2100 00] =]

General J I I
Line Cost
No. ITEM DESCRIPTION Codes Value
= N SECTION A: GENERAL INFORMATION
1| Program Type 00070 | Clinic: Treatment
2| Program Code (Program Code Index) 00010 2100 (00)
3 Program/Site Identification Number 00050 1111052
4 Program/Site Name 00020 Bunn Street Clinic
5 Program/Site Address (Line One) 00030 25 Burn St
6 Program/Site Address (Line Two) 00040 New York, NY 100141111
7a Medicaid Provider Agreement Number (DMH oniy) DDDEDM
7b National Provider ID Number (DMH Oniy) 00061 1806077777

8 Counly Code (See Appendux C) 00080 31
9 Date Site Opened 00090 02/02/1932

10| Cedified Capacilty [JASAS, OPWDD and SED only) 00100

11| Actual Capacity (OMH, DPWDD and SED only) 00110

12 Actual Days Program/Site Open 00160 253

13 Units Of Service 00120 55621

14 Respite o TUBS Units of Service (OPWDD only) 00130

15 Program/Site Square Footage (0ASAS, OPWDD and SED Only) 00150

g goTo..I Save ‘ Validate ‘ LCancel | Delete ‘ Close |

Program/site data entered previously on other schedules will auto-fill

on the appropriate ‘grayed out’ lines. You will be entering data into the
white areas.
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Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR -1 Program/Site D ata
Repoiting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

State Agency: [T~ DMH =% Program:  [2100(00) - Ciric Treatment =«
Site: 1111052 - Bunn Street Clinic (2100 00) L” o,
General i Expenses

Line
No. ITEM DESCRIPTION
= I SECTION B: EXPENSES
- PERSONAL SERVICES
16 Personal Services-Program/Site & Program Admin
ITI Wacation Accruals-Program/Site & Program Admin
-/ FRINGE BENEFITS

11999
12999 355

18 Mandated Fringe Benefits 13200 36,957

19 Non-Mandated Fringe Benefits 13300 64,302

20 Total Fringe Benefits (Sum Lines 18 % 19) 13999 101,259
- DTHER THAN PERSONAL SERVICES (OTPS) |

21 Food 14010

22 Repairs and Maintenance 14020 21412

23 Utilties 14030 25,737|

24 Transportation Related - Participant 14040

25 Staff Travel 14250 120]

26 Participant Incidentals 14050 4804

27 Expensed Adaptive Equipment (OPWDD and SED only] 14070

28 Expensed Equipment 14080 1.768

29| Sub-Contract Aaw Matenals 14090

30 Participant Wages - Non-Contract 14100

31 Participant Wages-Contract 14110

32 Paticipant Fringe Benefits 14120

33 Section 43.04 Services Assessment (OPWDD only) 14130

34 Staff Development 14140 3628]

35 Contracted Direct Care and Clinical Personal Services (from CFR-44) | 14150 71,885

36 Supplies and Matenals - Non-Household 14160 8.748

37 Household Supplies 14170 3524 v

QJ Go To. | Save | !al'date‘ Cancel | Delete ‘ Clase ‘

Click on the Expenses tab. Providers should refer to CFR Manual
Section 13.0 for assistance in determining the types of costs that should
be reported on the various lines. It is recommended that providers
structure their internal financial reporting system to reflect the level of
detail of cost categories included on the CFR. (Continue to scroll down
through the various lines until you reach the end Line 68d).

36



Slide 35

Provider Agency: 11110 Any Agency. Inc. SCHEDULE CFR -1 Prooram/Site Data
Reporting Period: 7/1/2010- 6/30/2011
Submission Type: Ful
State Agency: IT -OMH L] W Program: |21 00 (00) - Clinic Treatment j W
Site: 1111052 - Bunin Street Clinic (2100 00) Ll ’U_l
General Information  Experises 1 Hevenuel]
Line Cost
No. | ITEM DESCRIPTION Codes Value
37 Household Supplies 14170 3524
38 Telephone 14190 7910
* 39| Insurance - General 14260 3182
* 40| Othesr [Detail Aequied) 14998 7592
41 | Total Other Than Personal Services (Sum Lines 21-40) 14999 160,410
- EQUIPMENT - PROVIDER PAID
42| Lease/Rental Vehicle 15010 1,600
43 Lease/Rental Equipment 15020 1.000;
44| Depreciation - Vehicle 15040 0
45| Depreciation - Equipment 15050
46 Interest - Vehicle 15070
* 47| Other [Detail Required) 15998
48 Total Equipment (Sum Lines 42-47) 15999 2,600
- PROPERTY - PROVIDER PAID
49 Lease/Rental - Real Propetty 16010 68,620
50 Leasehold/Leasehold Improvements 16020
61| Depreciation - Building 16030
52| Depreciation - Buiding/Land Improvements 16040
53 Mortgage/Cap Imprv Interest (Report MCFFA Bond Int. on Line 59) 16060
54 Mortgage Expenses 16070
55 | Insurance - Propenty & Casualty 16080 938
56 Real Estate Tanes 16090
57  Interest on Capital Indebledness 16100
58 Start-Up Expences 16110
59| MCFFA/DASMY Interest Expense 16120
60| MCFFA/DASNY Administiation Fees 16130
GoTo ‘ Save ‘ Validate ‘ Cancel | Delete | Close |
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Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR -1 Program/Site Data
R ling Period: 7/1/2010- £/30/2011
Submission Type: Ful
State Agency: [1-OMH ~]l® Program:  [2100{00) - Clivic Treatment =]l
Site: 1111052 - Bunn Stieet Clinic (2100 00) |
General Information  Expenses ] Revenues
Line Cost
No. ITEM DESCRIPTION | Codes Value
49 Lease/Rental - Real Property 16010 68,620
50 Leasehold/Leasehald Improvements 16020
51 Depreciation - Building 16030
52 Depreciation - Building/Land Improvements 16040
53 Mortgage/Cap Impry Interest (Repoit MCFFA Bond Int. on Line 58] 16060
54 Mortgage Expenses 16070
55 Insurance - Property & Casualty 16080 998
56 Real Estate Taxes 16090
57 Interest on Capital Indebtedness 16100
58 Start-Up Expenses 16110
59 MCFFA/DASNY Intetest Expense 16120
60 MCFFA/DASNY Administration Fees 16130
61 Maintenance in Lieu of Rent (LGU Only) 16140
* 62 Other (Detai Required) 16938
63 Total Property-Provider Paid [Sum of Lines 49-62) 16999 69,618/
- TOTALS
64 Total Operating Costs (Sum knes 16,17,.20,41 minus 29) 19010 634,902
Riatio Value 0.097691
65 Agency Admin. Alloc.” (Line B4 times #) 19050 62,024
=66 Adustments/Non-Allowable Costs (Detal Required) 19030 1.000
67 Tolal Prog/Site Costs (Sum lnes 23, 48, 63-65 minus B8] 13060 768,144
- OPWDD Only - Informational
68a (Other Than To/From Transportation Allocation 19101
68b To/From Transportation Allocation 19102
68c | ICF/DD SED Contract Lisbiity 19103
68d  ICF/DD Day Services Liabity 19104
GoTo.. | Save I VYaldate ‘ Cancel [ Delete | Close ‘

Click on SAVE at bottom of screen.
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: X] System --{2011J18) - [CFR-1]
CFRS Line Details T

Enler Detals for ine Number: 66 SCHEDULE CFR - 1 Progiam/Site Data
For schedule CFR -1
Defaut blank ‘Detail Value'to: [~ Zero [~ N/A&
Line #Detail Value [l |~ =]/ Program:  [2100(00) - Clric Treatment e
4
4 e Site: 111052 - Bunn Stueat Cliic (2100 00] e
Cost ba.
| | Codes Value
15040 0
15050
15070
15998 N
Warksheet Total: 1,000 5= _2.900
16010 68620
ave Delete Close 16020
O L] soe | oo | oo | 5
B2 Depreciaton - BOlna/Land IMArGvements 16040
53 Mortgage/Cap Imprv Interest (Report MCFFA Bond Int. on Line 53) 16060
54 Mortgage Expenses 16070
55 Insurance - Propesty & Casualty 16080 998
56 Feal Estate Taxes 16090
57 Interest on Capital Indebtedness 16100
58 Start-Up Expenses 16110
59 MCFFA/DASNY Interest Expense | 16120
60 MCFFA/DASNY Administration Fees 16130
61 Maintenance in Lieu of Rent (LGU Only) 16140
* 62, Other [Detai Requied) 16998 -
63 Total Property-Provider Paid (Sum of Lines 43-62) 16339 69618
- TOTALS
64 | Total Operating Casts (Sum fines 16,17.20,41 minus 23] 19010/ 634.902
Fiatio Value 0.097691
65 Agency Admin. Alloc.* (Line 64 times H#) 19050 62,024
* 66 Ad MonAlowable Costs (Detail Reguired) | 19030 ) v
0 GoTo.. | Save J Valdate I Cancel J Delete | Close I

Note: When clicking on certain line items labeled’ Other (Detail
Required), a pop-up window will appear which allows provider to list
description and amount. The CFRS software aggregates all items
entered in this pop-up and displays the total on the corresponding CFR-
1 line.
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Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR -1 Progiam/Site Data
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Slate Agency: |1 -OMH ;” % Program: |21[[l|llJ}- Clinic Treatrment ﬂm
Site: [TTT1082 - Burn Steet Ciric (2100 00) =

General Information  Expenses Inmms]

Line Cost | &
No. ITEM DESCRIPTION Codes Value

49 Lease/Rental - Real Propeity - =

50 | Leasehold/Leasehold Improveme =)

51| Depreciation - Bulding

4 e Process Results:
52 Depreciation - Buidng/Land Impef. \{xyivize the screen to increase the visible area.

53 Moitgage/Cap Imptv Interest (Reg

54 Mortgage Expenses Save Results:

55| Insurance - Properly & Casualy | |SUCCESS--Data saved.

26 Hol Ee el Validation Results:

ST Ineteston CoptalIndebsdness | |56, (CFR-T) All validations successiul

58 Statlp Expenses

59 MCFFA/DASNY Interest Expense

60| MCFFA/DASNY Administration Fe

61 Maintenance in Lieu of Rent (LG
* 62| Other [Detail Required)

63| Total Propeity-Provider Paid (Sum

- TOTALS l—l : Z
4] Tolal Operaling Costs [Sum ines Close Print ] Copy to Clipboard
| Ratio Value " . 3
65 Agency Admin. Alloc.” (Line B4 times H) 19050 62,024
* 66 Adjustments/Non-Allowable Costs (Detall Required) 13030 1,000
67  Total Prog/Site Costs (Sum fines 29, 48, 63-65 minus 66) 18060
- OPWDD Only - Informational
68a  Other Than To/From Transportation Allocation 11
68b To/From Transportation Alocation 19102
68c | ICF/DD SED Contract Liabiliy . 19103
68d | ICF/DD Day Services Lisbiity 19104 v

@ GoTo. |[ Save | Voidte | Concel | Dokle | coe |

Be sure to SAVE often so that if the software ‘times out’ you will not
lose that data you have already entered.
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[E[ Submission Dernfion Lore Budgets-Clams SUpplementals  Reports  Utity Help  Wingow  ExE =
Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR -1 Program/Site Data

Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Full

State Agency: | 1-OMH ~][* Program:  [2100100) - Ciric Treament =lfe
Site: [1771052 - Bunn Sueet Ciic (2100 00) =]l

General Infmmalinnl Expenses  Revenues |

Line
No. ITEM DESCRIPTION
O SECTION C: REVENUES

69| Paticipant Fee (Less 551 & §54)
70| 551 and 554
71| Home Relief/Public Assistance
72| Medicaid 20040 756,882
73 Medicare 20060 £5,625
= 74| Other Third Parties (Detail Required) 20070 4279
75| OPWDD Residential Room and Board/N'YS OPTS 20080
76 Transportation, Medicaid 20090
= 77| Transpoitation, Other [Detail Required) 20100
78 Sales: Contract Total 21070
= 79 Federal Grants [Detail Required) 22040
* 80| State Grants (Detail Required) 22030
81| LTSE Income Total [OMH and OPWDD only) 22080
82| Food Stamps (0ASAS, 0PWDD), Food Revenue (SED Only) 22160
83| Gifts, Legacies, Bequests, Resticted Donations 22010
84 Section 202/8/811 HUD Funds 22020
85 Interest/Dividend Income 22050
86 Prior Period Rate Adjustments 22090
87 Excessive Teacher Tuinover Prevention Grant (SED only) 22100
88 LDSS County Revenue (SED only) 22110
89| 4402 Revenue (School District In-State)SED only] 22120
90| Depariment of Health Chapter 428 Reverue [SED only) 22130
91 4408 Revenue (School Distiict[SED only] 22140
92| 4410 Revenue (Preschool] (SED only) 22150
93 Net Deficit Funding (State & LGU Funding only) 20110 v

Ql QoTo..‘ Save | !ahdale| Cancel | Delete | Close ‘

click on Revenues tab. Enter all program/site revenues earned for the
reporting period for the program selected.
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Lo] SULAISMUN UTINRAN LT ULUYTLS LN a SITH JUMICHICIRGI: RTPUILY  ULIRY  1ITR WY LAR
Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR -1 Program/Site Data
Reporting Period: 7/1/2010- 6/30/2011
Submission Type: Ful

State Agency:  [1-OMH ~]l%  Program:  [2100(00) - Clinic Treatment =]l
Site: [1111082 - Bunn Street Cliric (2100 00) (KD
General Information| Expenses  Revenues
Line Cost
No. ITEM DESCRIPTION Codes Value
84 Section 202/8/811 HUD Funds 22020
85 Interest/Dividend Income 22050
86 Prior Period Rate Adjustments 22090
87 Excessive Teacher Tumover Prevention Grant (SED only) 22100
88 LDSS County Revenue [SED only] 22110
89 4402 Revenue [School District In-State)[SED only] 22120
90 Department of Health Chapter 428 Revenue [SED only] 22130
91 4408 Revenue (School Distict)(SED only] 22140
92 4410 Revenue [Preschool) (SED only) 22150
93 Net Deficit Funding (State & LGU Funding only] 20110
* 94 Other [Detail Required) 22998
95 Gross Revenues (Sum Lines £3-34) 23999 846 572/
- GAAP ADJUSTMENTS TO REVENUE
96 Participant Allowance 24010
97 Uncollectible Accounts Receivable 24040
=98 Other [Detal Required) 24996
99 Total GAAP Adjustments (Sum Lines 56-98) 24997 0
100 Net GAAP Revenues [Line 95 minus 99) 24998 846 572
- NON-GAAP ADJUSTMENTS TO REVENUE
101 Exempt Contract Income 24050
102 Exempt LTSE Income 24060 0
103 Net Deficit Funding 24070 0
* 104 Other [Detai Required) 24080
105 Total NON-GAAP Adjustments (Sum Lines 101-104) 24097 0
106 TOTAL ADJ. TO REVENUE (Sum Lines 93 & 105) 24999 1]
107 TOTAL NET REVEMUES [Line 95 minus 106) 25999 846,572
GoTo.. | Save ‘ Validate ‘ LCancel | Delete | Close |

Scroll to bottom of revenues section to be sure all data is entered.
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e = =mrrn

Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR -1 Program/Site Data
Reporting Period: 7/1/2010-6/30/2011
Submission Type: Ful

State Agency: |'l - OMH ;“ % Program: Pmﬂlml - Cliric: Treatment L“ o}
Site: [1111052 - Bunn Street Clinic (2100 00) =%

General Information| Expenses  Revenues |

Line Cost |
No. ITEM DESCRIP Codes Value

84 Section 202/8/811 HUD Funds =R

85 Interest/Dividend Income EE CFRS - Messenger

86 Prior Period Rate Adjustments

87 Encessive Teacher Tumaver Prey

LDSS County Revenue [SED only
89 4402 Reevenue (School District Ind |5 3ve Results:

90| Depattment of Health Chapter 424 (SUCCESS--Data saved.

91 4408 Revenue [School District)(S| ——

: ;ﬂ%’:&’x;ﬁ?&fﬂﬁﬂ SUCCESS--[CFR-1] All validations successful

* 94 Other [Detall Required)

95 Gross Revenues (Sum Lines 639

- GAAP ADJUSTMENTS TO REVENU!
96 Participant Allowance

97 Uncollectible Accounts Receivab
= 88 Other (Detal Required)

99 Totsl GAAP Adjustments (Sum Lir

100 Net GAAP Revenues [Line 95 mir T

= NON-GAAP ADJUSTMENTS TO REVENUE

Piocess Results:
Maximize the screen to inciease the visible area

Print Copy to Clipboard

101 Exempt Contiact Income 24050

102 Exempt LTSE Income 24060 0

103 Net Deficit Funding 24070 0
* 104 Other [Detail Required) 24080

105 Total NON-GAAP Adustments [Sum Lines 101-104) 24097 0

106 TOTAL ADJ. TO REVENUE (Sum Lines 33 & 105) 24939 0

107 TOTAL NET REVENUES [Line 95 minus 106) 25999 846,572

GoTo. |[ Save | veidote | Concel | Deele | s |

SAVE
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L) I - . -

Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR - 1 Progiam/Site Data
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

State Agency: [1-OMH =]l Program:  [2100(00) - Ciric Treatment =l
Site: 1111052 - Bunn Steeet Clinic (2100 00) Lil ol

General Information ] Expenses | Havennes]

Line
| _No. ITEM DESCRIPTION [{=] ¢
- | SECTION A: GENERAL INFORMATION
1| Program Type The following schedules are expected to be entered for the
2| Program Code (Piogsam Code Index) selected Submission and State Agencies. Select the schedule you
3| Program/Site Idsification Number KT
4| Program/Site Name
5| Progiam/Site Address (Line One)

Schedule Name -~ ProgramSite

B Program/Site Address (Line Twa) ggi Definition
7a Medicaid Pravider Agreement Number (DMH onl| J -
7b | Nalional Provider D Number (DMH Only) CFR4 LR )
8 County Cods (See Append: C) CFR4A -
9| Date Site Opened CFRS  Utilities
10| Centified Capacity (04545, OPWDD and SED of | | OMH1
11| Actual Capacity (OMH, OPWDD and SED only] | | CFR1  Reponts

12| Actual Days Program/Site Open
13| Units Of Service

14, Respite o TUBS Liniks of Service (DPWDD onb| [ gy o
15| Prograny/Site Square Footage [JASAS, OPWD schedies (@) [Bo ] cerce |

g EoTu.‘l Save I !aﬁdalel Cancel | Delete ‘ Close I

Click on GO TO at bottom of screen, then click on next schedule that
you need to prepare.
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15| Submission Detinition Core Budgets-Claims Supplementals Reports Utiity Help Window Exit - &
Provider Agency: 11110 - Ary Agency, Inc. SCHEDULE CFR - 3 Agency Administration
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful
Personal Services, Fringe Benefits, 0TPS Equipment. Property | Ratio Value
Line Cost
No. ITEM DESCRIPTION Codes Value
- PERSONAL SERVICES
1 Total Personal Services (from CFR-4. Agency Admin.) 11998 530,488
2| Vacation Leave Accruals | 12998
- FRINGE BENEFITS
3 Mandated Fringe Benefits 13201 5153
4 Non-Mandated Fringe Benefits 13301 83,664
5| Total Fringe Benefits [Sum Lines 3-4) 13998 141,198
- OTHER THAN PERSONAL SERVICES (0TPS)
6 Audit/Legal 14200 21,7113
7 Ulilties 14210 16.931
8 Telephone 14220 13725
9 Repairs and Maintenance 14021 15,685
10 Office Supplies and Postage 14161 2181
11 Oiganizational Expense 14230 0
12 Interest - Working Capital 14240 844,
13 Expensed Equipment 14081 1,590
* 14 Contracted Personal Services 14151 23510
15 Staf Travel 14251 13,400
* 16 Insurance - General 14261 4,900
=17 Other [Detail Required) 14997 1,567
18 Total OTPS (Sum Lines 617) 14996 135,856
GoTo. | Save | Veidsle | Concel | Delte | Close |

Click on Personal Service, Fringe Benefits, OTPS tab, enter applicable
data, then click on Equipment and Property tab.
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Provider Agency: 11110 - &ny Agency, Inc. SCHEDULE CFR - 3 Agency Administation
Reporting Period: 7/1/2010 - /3072011
Submission Type: Full

Personal Services, Fringe Benefits, 0TPS  Equipment, Fropeily ] Ratio Yalue ]

Line
No. ITEM DESCRIPTION
EQUIPHENT - PROVIDER PAID

§ it
g

19| Lease/Rental - Vehicle

20 Lease/Rental - Equipment 15030 2,700

21 Depreciation - Vehicle 15041 2330

22 Depreciation - Equipment 15060 4.754

23 Interest - Vehicle 15071 1.258
* 24 Other (Detall Required) 15897 0

25 Total Equipment (Sum Lines 19-24) 15396 16,333

PROPERTY - PROVIDER PAID

26 Lease/Rental - Real Property 16011
27 Leasehold/Leasehold Impiovements 16021
28 Depreciation - Building | 16031
23 D iation - Building/L 16050
30 Mortgage Interest | 16061
31 Mortgage Expenses 16071
32 Insurance - Piopeity & Casualty 16081
33 Real Estate Tates 16091
34 Maintenance in Lieu of Rent (LGU only) 16141
35 Interest on Capital Indebtedness 16101
* 36 Dthes [Detail Required) 16997

37 Total Propesty (Sum Lines 26-36]

38 Parent Agency Administration Allacation

39 County Wide Cost Allocation (LGU Oniy)

40 Total Agency Administration [Sum Lines 1,2,5,18,25,37 38.39)
* 41 Adiustments/NorrAllowable Costs (Detall Required) 19031

42 Net Agency Administration (Line 40 minus 41)

-

||t

ENE |ﬂ 3 -|
Bl AR El - R O

-

g GoTo. | Sawve | yoidsie | Cocel | pebe | oose |

Enter applicable data. CFR-3 Line 24 Other Equipment, Line 36 Other
Property and Line 41 Adjustments/Non-Allowable Costs require detail.
A pop-up will appear when clicking on these lines. Providers should
refer to CFR Manual Appendix X to determine non-allowable costs for
each state agency.
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[£] submission  Denniton  Core  BUAgets-Claims SUPPIEMENtals Heports LD Help  Window  Exit -
Provider Agency: 11110 - &ny Agency, Inc SCHEDULE CFR -3 Agency Administration
Reporting Period: 7/1/2010 - £/30/2011
Submission Type: Ful
Personal Services, Fringe Benefits, 0TPS | Equipment, Property  Ratio Value
Line Cost A
No. ITEM DESCRIPTION Codes Value
= CALCULATION OF OPERATING COSTS
43 DASAS Subtotal 19110 0
44 OMH Subtotal 19120 1.512.557
45 OPWDD Subtotal 19130 0
46 SED Subtotal 19140 524,993
47 Shared Programs Subtotal 19150 0
48 Other Programs Subtotal 19160 7,101,208
49 Total Agency Operating Costs 19170 9,138,648
CALCULATION OF RATIO VALUE FACTOR |
50 Net Agency Administiation (CFR-3, Line 42) 19999 892,763
51 Total Agency Operating Casts (CFR-3, Line 493) 19171 9138648
52 Ratio Value Factor (Line 50 divided by Line 51) 19180 0.097631
ALLOCATION OF AGENCY ADMINISTRATION USING RATIO VALUE ]
53 0ASAS Allocation [ine 43 « ine 52) 19210 0
54 OMH Allacation (ine 44 ¥ line 52] 19220 147.763
55 OPWDD Allocation (ine 45 % ine 52) 19230 0
56 SED Allocation [ine 46 # ine 52) 19240 51,276
57 Shared Programs Allocation (ine 47 x ine 52) 19250 0
58 Other Programs Allocation (line 48 x line 52) 19260 693,724
59 Total Agency Administration (sum ines 53 - 58) 19270 892,763
=  CALCULATION OF ADJUSTED OPERATING COSTS |
60 DASAS Adjusted Sublotal 19310 0
61 OMH Adjusted Subtotal 19320 1.512.557
62 OPWDD Adjusted Subtotal 19330 0
63 SED Adjusted Subtotal 19340 524,893
64 Shared Programs Adjusted Subtotal 19350 0
~  CALCULATION OF ADJUSTED RATIO VALUE FACTOR |
65 OASAS Ratio Value Factor (line 53 divided by line 60) 19410 0.000000
66 OMH Ratio Value Factor (line 54 divided by line 61) 19420 0.097631
K7 NPWNN Ratin \Valhis Fackr lins 55 dided b lins £21 1920 nannann| ¥
@ GoTo. | Save | Vaidse | Cocel | Dobte | Cie |

Providers are not required to enter anything on CFR-3 Ratio Value tab.
The CFRS software automatically calculates the ratio value factor (Net
Agency Admin divided by Total Agency Operating Costs) and uses this
factor to calculate the Agency Administration Allocation to each
program on CFR-1 Line 65.
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1 Agency: 11110 - Ary Agency. Inc. SCHEDULE CFR - 3 Agency Administration
ing Period: 7/1/2010 - 6/30/2011
sion Type: Ful

nal Services, Fringe Benefits, DTPS | Equipment, Property  Ratio Value

Line Cost

No. ITEM DESCRIPTION Codes Value
45 0PWDD Subtotal 19130 0
46 SED Subtotal 19140 524 833
47 Shared Programs Subtotal 19150 0
48 QOther Programs Sublotal 19160 7.101.208

49 Total Agency Operating Costs EICFRS :
CALCULATION OF RATIO VALUE F£° " - MESSenss
50 Net Agency Administration CFR-3 Process Results: 892,763

51 Total Agency Operating Costs (C] Maximize the screen to increase the visible area. 9138648
52 Ratio Value Factor [Line 50 divids 0097691
ALLOCATION OF AGENCY ADMINIG! |Save Resulls: |
53| DASAS Alocalion (ine 43 xne 5] |SUCCESS-Data saved. 0
54 O Aliocation (ine 44 x ine 521§ |validation Results: 147,763
55 OPWDD Allocation (line 45 x line | |SUCCESS--[CFR-3) All validations successful 0
56 SED Alocation (line 46 x line 52) 51,276
57 Shared Programs Allocation (line
58 Other Programs Allocation (fine 4 593,724
59 Total Agency Administration (sum 892,763
CALCULATION OF ADJUSTED OPE ]
60 0ASAS Adjusted Subtotal 0
1 OMH Adusted Sublota Close pint | Conyto Cipboard | 1512557
62 0PWDD Adjusted Subtotal = 0
63 SED Adjusted Subtotal 19340 524,833
64 Shared Programs Adjusted Subtotal 19350 0
CALCULATION OF ADJUSTED RATIO VALUE FACTOR |
65 OASAS Ratio Value Factor (line 53 divided by line 60 19410 0.000000
66 OMH RatioValue Factor (ine 54 divided by line £1) 19420 0.097691
67 OPWDD Ratio Value Factor (line 55 divided by ine 62) 19430 0.000000
68 SED Ratio Value Factor [ine 56 divided by ine B3] 19440 0,097691
69 Shared Programs Ratio Value Factor (ine 57 divided by line 64) 19450 0.000000

EoTo‘.ﬂ Save | \_ﬂddale| LCancel | Delete | Close |

SAVE, then CLOSE. The navigation screen should pop-up.
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Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR - 3 Agency Administration
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Personal Services. Fringe Benefits, 0TPS | Equipment, Property  Ratio Value

Line Cost &
No. ITEM DESCRIPTION Codes Value

45 OPWDD Sublotal 19130

46 SED Sublotal 19140

47 Shared Programs Sublotal e

48 Other Progiams Sublotal E/CFRS - Navigation

49| Total Agency Operating Costs The following schedules are expected to be entered for the

- CALCULATION OF RATIO VALUE FACTOR selected Submission and State Agencies. Select the schedule you
50 Net Agency Administration (CFR-3, Line 42) wish to enter, and click Go.
51 Tolal Agency Operating Costs (CFR-3, Line 49]

52  Ratio Vake Factor (Line 50 divded by Line 51) | |[Schedule Name | Heat [l

= ALLOCATION OF AGENCY ADMINISTRATION U | crri CiLomam st
53| 04545 Alocalion ine 43 ne 52) CFRd s
54 OMH Allocaton [ine 44 x ine 52) CFRAA  ProviderAgency
55 OPWDD Alocation (ine 45 1 ine 52) CFRS Dofinkion

56 SED Alocation (ine 46 x fine 52) | owmt P
57  Shated Programs Allocation (ine 47 » line 52) CFRI
58 Othes Progiams Allocation (line 48 « line 52) CFR3
59 | Total Agency Administration (sum lines 53 - 58

= CALCULATION OF ADJUSTED OPERATING CO!
60 OASAS Adjusted Subtotal

3
1 OMH Adiusted Sublotal [~ Show ll schedules Q‘ Carcel

62 DOPWDD Adjusted Subtotal

 Reports

63 SED Adusted Subtotal 19340
64 Shated Programs Adjusted Sublotal 19350

= CALCULATION OF ADJUSTED RATIO VALUE FACTOR |
DASAS Ratio Value Factor (ine 53 divided by fine 60) 19410 0.000000
66 OMH Ralio Value Factor (ine 54 divided by fine 61) | 19420 0.097631
67 OPWOD Ratio Value Factor (ine 55 divided by line 62) 19430 0.000000
68 SED Ralio Value Factor (fine 56 divided by ine 63) 18440 0.097631
69 Shated Programs Ratio Value Factor [line 57 divided by line 64) 19450 0.000000

GoTo | Sowe | Veidste | Cocel | Doete | oo |

Highlight the next schedule that you need to prepare, then click on GO.
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Provides Agency: 11110 - Any Agency, Inc. SCHEDULE CFR - 2 Agency Fiscal Summary
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Schedule Data
COLUMN NUMBER 1 2 3 4 | 5 [ 7
Line Cost AGENCY | DASAS OMH 0PWDD SED SHARED = OTHER
No. ITEM DESCRIPTION Codes TOTALS | TOTALS  TOTALS  TOTALS | TOTALS _ TOTALS _ TOTALS
I EXPENSES | H
1| Personal Services 131999 0 0 0
2 Vacation Leave Accuzls 32999 175,544 0 0 0 165539
3| Fiinge Benefits 33999 1512480 0 271,023 0 102,371 0 1133086
4/ 0TPS 34999 1753456 0 241565 0 23,707 0 1494184
5| Equipment-Provider Psid | 35999 23,073 0 4115 0 5239 0 2235659
6 Fropeiy Provider Paid 36999 924,173 0 109,775 0 BA7 0 775587
7. Net Agency Admin 38050 892,763 0 147,763 0 51.276 0 693,724
8 Adi NonAllow. Costs 38030 1,824 0 1,000 0 324 0 500
9| Total Adj Expenses 38999 11,186,839 0 1773210 0 519,951 0 8793678
I REVENUES
10 Gross Revenues 40399 11,463,045 0 1,730,057 0 546,714 0 9126274
11/ GAAP Adj to Reverue 43999 0 0 0 0 ] 0 0
12| Net GAAP Revenues 44993 11463045 0 1780057 0 546,714 0 3126274

QJ ino...l Save ‘ Validate ‘ Cancel | Delete ‘ Close 1

Providers are only required to enter data under Column 7 Other
Programs on CFR-2. Providers should enter expenses and revenues for
non-DMH/SED activities (which includes fundraising and special events)
under Column 7. The remaining columns are completed by the CFRS
software by aggregating data by State Agency from CFR-1 and CFR-3.
This schedule should be completed before completing CFR-3 so that the
Ratio Value calculation on CFR-3 can be calculated correctly by the CFRS
software.
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Submission Type: Ful

Schedule Data

EXPENSES

2 Vacation Leave Accruals
3 Fringe Benefits
4 0TPS
5 Equipment-Provider Paid
6 Propeity-Provider Paid
7 Net Agency Admin.
8 Adj/Mor-Allow. Costs
9 Tolal Ad) Expenses
[ REVENUES
10 Gioss Revenues
11 GAAP Adj. to Revenus
12 Net GAAP Revenues

COLUMN NUMBER |

Provider Agency: 11110 - Any Agency. Inc.
Reporting Period: 7/1/2010 - 6/30/2011

Line. Cost
No. ITEM DESCRIPTION | Codes

| 32999
33939
| 34999

35999

36999
38050

38030

38999

40999
43999

44939

11

1

1

SCHEDULE CFR - 2 Agency Fiscal Summary

2 3 | 4 | 5 ] 7
SHARED = OTHER

Process Results:

Matimize the screen to increase the visible area.
\Validation Results:

SUCCESS--[CFR-2) All validations successful.

Save Results:
SUCCESS-Data saved.

(o]

Print | EapytoCﬁpboald|

GoTo | sove | !aidahel Cancel | Delets ‘ Close |

Click on SAVE at the bottom of the screen. The CFRS navigation screen

should pop-up.
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=]

Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR - 2 Agency Fiscal Summary
Reporting Period: 7/1/2010 - 6/30/2011

Submission Type: Ful

Schedule Data |
COLUMN NUMBER 1 ’
Line Co: ICFRS - Navigation
No. ITEM DESCRIPTION Codes
I EXPENSES The following schedules are expected to be entered for the
1| Personal ervi | selected Submission and State Agencies. Select the schedule you
1| Personal Services wish to enter, and click Go.
2 Vacation Leave Accruals 165,639
3 Fiinge Benefits 1,133,086
4.01Ps 34999 1759456 ool REE ~ ProgiamSite 1.434184
5 Equipment-Provider Psid | 35939 233,073 CFR4 Definition 223659
6 PropeilyProvider Pad 36999 924,179 CFR4A Provider-A 775,587
7  NetAgency Admin. 38050 092763 CFRS e 593,724
8/ Adj./Non-Allow. Costs 38030 1,824 OMH1 500
9 Total Adj. Expenses 138999 11185839 CFR1 " Utilities 8,793,678
I REVENUES CFR3
10 Gross Revenues 40999 11463045 CFR2 " Reports 9,126,274
11 GAAPAd) toRevenue 43999 0| 0
12| Net GAAP Revenues 44993 11463045 9126274
I~ Show all schedules 0

GoTo. | Save | !.!Ndalel Cancel I Delete J Close |

Highlight the next schedule you need to prepare, then click on GO.
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Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR - & Governing Board and
Reporting Period: 7/1/2010-6/30/2011 Compensation Summaty
Submission Type: Ful

MEMBERS OF THE GOVERNING AUTHORITY
Section1 Do of akso serve on the ing authoity? If YES. provide detal of the name and
ection mmmﬂwm your agency governing authoriy P emplojes [res ~] .|

Section2 | Section 3| Section 4 | Section 5 | Click the "Add" button below to add a row to the list.

COMPENSATION OF BOARD OFFICERS, BOARD OF DIRECTORS, AND BOARD TRU
List the names of all the individuals who receive compensation as Board Officers, Members of Board of the Directors or Board of Trustees:

Line MName Amount paid | Contracted Fringe benefits Other benefits* Total
8 Payment compensation
Amount

\E|CFRS - Line Details
CFRS Line Details

Enter employee name and position litle
For schedue CFR 6
Defaukt blank Detad Value'to: [~ =N

Provider should now complete CFR-6 Governing Board and
Compensation Summary. If the answer to the question in Section 1 is
YES, complete the information in the pop-up window. If applicable, list
Compensation of Board Officers, Board of Directors an/or Board
Trustees in the SECTION 2 tab.
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5] supmission - Lerinton  Lore  Buagets-Liaims SUPPIEMENTEIS REports LUMY HElp Window  Exit =)o
Provider Agency: 11110 - &ny Agency, Inc. SCHEDULE CFR - 6 Goveming Board and
Reporting Period: 7/1/2010 - 6/30/2011 Compensation Summary

Submission Type: Ful

MEMBERS OF THE GOVERNING AUTHORITY
Section 1 Do any emplopees of yous agency alsa serve on the goveming autherity? If YES, provide detad of the emplopee name and

posiion tile Vo <] .
Section 2 Seclion 3 1 Sec!'mni] Section § Click the "Add" button below to add a row to the list.

COMPENSATION OF THE HIGHEST PAID EMPLOYEES

List &l emplopees that received a total annuslized salary and conlracted papment amount in excess of $125,000 and the five highest paid employees whose
total annualized salary and conliacted pagment amount was in excess of $75,000. Employess reported as receiving salaries in excess of $125,000 should be
counted as part of the five highest paid.

U} 2] 31 [4] I51 6] 171 (] 191
Line Name Position litle code. Check |Amount FTE Annualized Contracted Total Fringe Other
8 the box for multiple paid salary payment annualized benefits  benefits®
i amount salary and
contiacted

payment

44,469 0
27,503
E| [
13554] |

603 tiolle:

604 - Director of Division

605 - Office Worker

608 - Accountant

606 - Accountant [Agency Administration)
6083 - Computer/D ata/Statistical Specialist
610 - Community Relations

612 - Administrative Assistant

621 - Utilization Review/Quality Asswiance

6390 - Other Agency Administration Staff

701 - Mental Hygiene Director/Commissioner of Mental Hygiene
702 - Assistant Mental Hygiene Director

g Ecdo,‘ Save I yahdarel Cancel | Add I Delete | Clase J

List the compensation of the five highest paid employees earning in
excess of $75,000 in the SECTION 3 tab. Please note that ALL
employees whose compensation is in excess of $125,000 must be listed
(even if there are more than 5 employees earning greater than
$125,000).
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== susmmsmnn vermmUn Lure  DuUgs-Glanes SUPRIRIRGS  KEPUILS  UURY M) WERAMW  CXR
Provider Agency: 11110 - &ny Agency, Inc. SCHEDULE CFR - 6 Governing Board and
Reporting Period: 7/1/2010 - 6/30/2011 Compensation Summaty
Submission Type: Ful
M R TH IVERNING AUTHORITY
Section1 Do any employees of your agency also serve on the goveming authority? |f YES, provide detail of the employee name and
posilion lile. No ~]
Secliongl Section 3  Seclion4 ]Sectinng] Click the "Add" button below to add a row to the list.
COMPENSATION OF THE FIVE HIGHEST INDEPENDENT CONTRACTORS FOR PRO SIONAL SERVICE
List the five: highest paid independent contractors (individual of fim) that received pagments in excess of $50,000:
U] 121 | (]
Line # Name Type of seivice Amount paid
1 3 - Medical -
1 Accounling
2-Lega
(7] GoTo. | sove | voidde | Concel | o | Do | oo |

List the compensation of the five highest paid independent contractors

earning in excess of $50,000 in the SECTION 4 tab. Column 2 includes a
dropdown of service choices.
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|5 bubmission Uehnsion  Core  Buagets-Liaims

Supplementals Keports LDIKY Help Window  Exit -
Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR - 6 (Governing Board and

Reporting Period: 7/1/2010 - 6/30/2011

Submission Type: Ful

Compensation Summary
MEMBERS OF THE GOVERNING AUTHORITY

Section1 Do < of your agency also serve on the gaveming authoity? I YES, provide detal of the naine and
ection a_wzll:iwee your agency g 9 ly pi employee e =] .
Section 2| Section 3| Section4  Section§

Number of additional emplopees whose annualized salary and/or contracted payment amount g
s in excess of $75,000.

ﬁnTn..J Save ‘ !aﬁdale‘ Cancel [ Add | Delete | Close ‘

CFR-6 Section 5 must be completed even if there are “0” additional
employees earning in excess of $75,000.

56



Slide 55

Provider Agency: 11110 - Any Agency, Inc. SCHEDULE CFR - 6 Governing Board and
Reporting Period: 7/1/2010 - 6/30/2011 Compensation Surmaty
Submission Type: Ful

MEMBERS OF THE GOVERNING AUTHORITY

Section 1 Do any employess of your agency also serve on the goveming autharity? If YES, provide detail of the employes name and

postion title. No » J

SecliunZl Sectiunﬂl Section 4  Section5 I

Nurnber of additional emplopees whose annualized salary and/or contracted payment amount |
s in excess of $75,000

Process Results:
Matimize the screen to increase the visible area,

SUCCESS--(CFR-6) All validations successful.

Save Results.

Dal

Cose | Bin | CopytoCipboad

g §0To...‘ Save yandan=| Cancel | Add | Delete | Close ‘

Click on SAVE at the bottom of the screen. The CFRS navigation window
should pop-up.
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=

Provider Agency: 11110 - Any Agency. Inc. SCHEDULE CFR -6
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Goveming Board and
Compensation Summaty

MEMBERS OF THE GOVERNING AUTHORITY
Section1 Doany t;‘npiwees of your agency also serve on the goveming suthority? If YES, provide detail of the employes name and
position title.

o =l -

Section 2 | Section 3| Section4  Section5 |

Number of additional emplopees whase annualized salaipesdtes zastatad . —
isin excess of $75,000 B CFRS - Navigation

The following schedules are expected to be entered for the
selected Submission and State Agencies. Select the schedule you
wish to enter, and click Go.

- Program-Site
Definition

-~ Provider-Agency
Definition

 Utilities

" Reports

I~ Show all schedules Q[ 7 Cancel

g] GoTo. | Seve | veidale | Concel | gdd | pelte | ome |

Highlight the next schedule that you need to prepare, then click on Go.
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[L:z) Supmission  LEnninon Lore  BUDQers-Liaims SUPPISMENC3IS HKEPOrts UCITY HEIp  Window  EXic

Provider Agency: 11110 - Any Agency. Inc. SCHEDULE DMH -1 Program Fiscal Summary
Repoiting Period: 7/1/2010-6/30/2011
Submission Type: Ful

State Agency: [1-OMH =] Pragram: 100 (00] - Ciinic Treatmen] [
(Select from list.)
1760 [00) - Advocacy/Support Services
2100 (00] - Clinic: Treatrent

. 7050 (00 - Community Residence, Children & Youth
Piogram Units of Seivice and Expenses Program R I Program Adj T T
Line Cost
No. ITEM DESCRIPTION Codes Value
1 Progiam Type 00071 | Clinic Treatment
2 Program Code [Program Code Index) 00011 2100 (00)
- UNITS OF SERVICE
3 OMH Units of Service 00121
4 OPWDD Units of Service 00161
5 0ASAS Units of Service 00170
= EXPENSES ________________________________________|

6 Personal Services 17010
7 Vacation Leave Accruals 17020
8 Fringe Benefits 17030
9 Other Than Personal Services 17040

10 Equipment - Provider Paid 17050

11 Property - Provider Paid 17060

12 Agency Administration 17080

= 13 Adisinents/HonAlowsble Csts [ 17050 1
14 Total Adusted Expenses [Lines 6-12 Minus 13) 17999
@ Transfer to DMH2 ‘ BGoTo.. | Save Validate ‘ Cancel Delete | Clase |

Providers are not required to enter anything on DMH-1. The CFRS
software aggregates expenses, revenues and units of service by
program type for all individual sites operated by a service provider and
displays the results on DMH-1 Program Fiscal Summary.
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DUPMIEMENCaIS  KEPOITS  UTICY MEp  WINow  EXIC

Provider Agency: 11110 - Any &gency, Inc. SCHEDULE DMH -1 Program Fiscal Summary
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful
State Agency: |1-OMH ~]  Program:  [Z100(00) - Ciric Treatment e
Progiam Units of Service and Expenses Program R ] Program Adijt to R
Line Cost
No. ITEM DESCRIPTION Codes Value
1 Program Type 00071 Clinic Treatment
2 Program Code (Program Code Index) 00011 2100 (00)
- UNITS OF SERVICE
3 OMH Units of Service o021 5621
4 OPWDOD Units of Service 00161 0
5 DASAS Units of Service 00170 0
B EXPENSES
6 Personal Services 17010 372548
7 Vacation Leave Acciuals 17020 685
8 Fringe Benefits 17030 101.253
9 Other Than Personal Services 17040 160,410
10 Equipment - Provider Paid 17050 2500
11 Property - Provider Paid 17060 69,618
12 Agency Administration 17080 62,024
=13 Adpustments/MNon-Alowable Costs 17090 1.000
14 Tolal Adjusted Expenses (Lines £-12 Minus 13) 17999 763,144
TonsterioDMH2| GoTo. | Save | waidate | Concl | Dele | o |
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=] SUDMISSION  LIEMNICION  LOré  BUAgErs-LIaims SUPPIEMENCaIS  KEPOrtS  UGHCY Melp  WINOOW  EXIC -

Provider Agency: 11110 - &ny Agency, Inc. SCHEDULE DMH -1 Program Fiscal Summary
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Full

State Agency: | 1-OMH =] Program: 2100 (00) - Clnic Trealment |

Program Units of Service and Expenses  Progiam Revenues | PProgram Adjustments to Revenues ]

Line Cost
No. ITEM DESCRIPTION Codes Value
- REVENUES

15 Participant Fees (less 551 and $54) 26010 19,786
16 551 and 554 26020 0
17 Home Relief/Public Assistance 26030 0
18 Medicaid 26040 756,882
19 Medicare 26060 65625
* 20 Other Third Parties 26070 4279
21 OPWDD Residential Room and Board/NYS OPTS 26080 0
22 Transportation, Medicaid 26090 0
23 Transportation, Other 26100 0
24 Sales: Contract Total 26140 0
= 25 Federal Grants [Detail Required) 26160 0
= 26 State Grants [Detail Required) 26190 0
27 LTSE Income Tatal (OMH and OPWDD only) 26220 0
28 Food Stamps (JASAS, OPWDD) 26240 0
29 Net Deficit Funding [State & LGU Funding only) 26110 0
* 30 Other [Detail Required) 26230 0
31 Total Gross Revenues (Sum Lines 15-30) 26939 846572
TarslertoDWH2| GoTo. | Save | Vaidse | Concel | Deke | o |

Scroll to end
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= DT o BUages-LIams, REpans Uy Tep Winaow  Ext =
Provider Agency: 11110 - Any Agency, Inc SCHEDULE DMH -1 Program Fiscal Summary
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful
State Ageney: |1 OMH | Program:  [2100 {00) - Clnic Treatment
Program Units of Service and Expenses 1 Program Revenues Program Adjustments to Aevenues |
Line Cost
No. ITEM DESCRIPTION Codes Value
= GAAP ADJUSTMENTS TO REVENUE
32 Participant Allowance 27010
33 Uncollectible Accounts Receivable 27040
* 34 Dther (Detail Required) 27045
35 Total GAAP Adjustments (Sum Lines 32-34) 27049
36 et GAAP Revenues [Line 31 minus 35) 27025 846,572
=/ NON-GAAP ADJUSTMENTS TO REVENUE 1
37 Exempt Contract Income 27050 0
38 Exempt LTSE Income 27060 0
39 Net Deficit Funding 27070 0
= 40 Other (Detail Required) 27080 0
41 Total NON-GAAP Adjustments [Sum Lines 37-40) 27998 0
42 Subtotal Adj. to Revenue (Sum Lines 35 & 41) 27999 0
43 Total Net Revenues (Line 31 Minus 42) 28999 846,572
44 Net Operating Cost [Line 14 Minus 43) 29999 718428
TanstertoOH2| GoTo.. | Save | Vaidate | Cocel | Dokt | Cose |

Scroll to end
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=

Provider Agency: 11110 - Any Agency, Inc SCHEDULE DMH -1 Program Fiscal Summary
Reporting Period: 7/1/2010 - 6/30/2011

State Agency: |"

Provider Agency: 11110 - Any Agency, Inc.
Reporting Period: 7/1/2010 - 6/30/2011

Subesission Type: Ful Select ane or more programs to transfer, Use Ctil and Shilt with

mouse to select multiple programs.

Program Units of State Agency:  [1-OMH K| Programs for agency, with data saved on DMH-1
Progiam DMH-2

No. Method of Allocation - applied to each piogram

GAAP ADJI Use the gid below to indicate the percent of values to

2100 (00) - Clinic: Treatment
7050 (00] - Community Residence, Childien & Youth [C&y *
32 Par @ Percentage allocate to the avalable State Agencies/Counties 1760 (00) - Advacacy/Suppar Services E

33 Uni
*34 0Of
35 Tof

36 Net 846,57
NON-GAAP
37 Exe

38 Eve

39 Net

= 40 Oth County Peicentage Total An *in the DMHZ' column indicates DMH-2 data is present for this
41 Tof OMH piogram-site,

42 Subf New'ork - 31 100,00 100.00

43 Tot 846,572
44 Nel 18,428

" Unis of Service Total allocation (figure at bottomeright) must equal 100,00,

~

I ::ch

coocoo

=

Total 10000 100.00

g T:ansferProglams| Add | Delete [ Close |

ﬂ Transler to DMH2 QUTU..‘ Save \ game[ Cancal \ Delete | Close \

Providers can use the information on DMH-1 to complete the majority
of information required to be entered on DMH-2. To transfer
information form DMH-1 to DMH-2, providers should click on
TRANSFER TO DMH-2 button and then select which contracted
programs to transfer from the list displayed. Once the desired
programs have been selected, the provider should click on the
TRANSFER PROGRAMS button. The CFRS-Messenger window will pop-
up to confirm which programs were successfully transferred.
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EETT
Provides Agency: 11110 - &ny Agency, Inc. SCHEDULE DMH -1 Program Fiscal Summary
Reporting Period: 7/1/2010 - 6/30/2011

Submission Type: Fi -
D DMH-1 To DMH-2 Transfer - All programs

State Agency:

Provider Agency: 11110 Any Agency, Inc.

Ry % g Poriod: 7172010 1 Select one of more programs to bransfer. Use Ctrl and Shift with

Submission Type: Ful mause to select multiple programs.
Progtam Units of State Agency: |1 - OMH ﬂ - Programs for agency, with data saved on DMH-1

Pragiam DMH-2
Line 3 2100 (00) - Clinic T reatmer
M Allocati ({ h

LD A Gl T ’mfh:;:m"" T s 7060 (1) Cmmaiyﬂesldﬁm Crirnt, Yo (1Y *
= maz Fa % Percentage allocats to the avaiable State Agencies/Countiss. 1760 (00) - Advocacy/Support Services

33|Und | © Unitsof Service | 10 pc i igure o bottomight)must equal 10000

=34 0t ahatidu s N =
35 Tot Consolidated Fiscal Reporting System

g: ‘
I%'c..m .:I

36 Net
- NdN_-GMF _& The Following program(s) already have data on DMH-2:

g E: 2100 (00) - Clinic Treatment g
39 Ned 1F you continue, the existing data will be replaced. = ) = 0

* 40 Oth County Percentage Do you want to continus? wiindicates DMH-2 data is present for this 0
41 Tot OMH | 0
42/Suf NewYork - 31 | 100.00 Yes Ho 0
o el ] sie572
44 Net 78428

Total 10000 100.00
0 Transfer Progiams fdd | Delete I Close J

Lﬂ[ TanstrtoDMH2] GoTo. | Gave | Vaidae | Cocel | Dot | cise |

The * symbol indicates that the data has been successfully transferred.
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[ Stbmission Definition Core. Budgets

Provider Agency: 11110 - Any Agency, Inc.
Reporting Period: 7/1/2010- 6/30/2011
Submission Type: Fi

or

SCHEDULE DMH - 1 Program Fiscal Summary

State Agency:
Provider Agency: 11110 - Any Agency, Inc.
: Is;l‘;e:m.lln.g P.T."oi :ﬂmﬂ] I Select one or more programs to ransfer. Use Ciil and Shift with
mission | ype: mouse to select multiple programs.
State Agency: |1-OMH :J 1~ Programs for agency, with data saved on DMH-1 -
am | DMH-2
- Method of Allocation - s 2100 (00) - Clinic Treatment E l"
UES Il &ECFR eS5ENRE Youth (Cvi
* Percentage B = [=
: z Process Results:
" Unitsof Servce. | 1 siize the screen to ncrease the visble area
DMH-1 data was successfuly transferred to DMH-2 for program 2100({00).
Note: Some DMH-2 lines require detail lines.
You will need to edit those lines on DMH-2, and add the detail data.
County B -2 data is present for this
New York - 31 |
Gose | Ein | CopyloCipboad
Total 10000 100.00|
Tiansie Pogans | pdd | Delete | close |

Trancter o DH2| ﬁnTnmJ ove | yeiste | concel | pebie | coe |
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Provider Agency: 11110 - Any Agency, Inc,
Repoiting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

State Agency: |1-OMH

Line

Program Units of Service and Expenses ] Program Revenues

No. ITEM DESCRIPTION
= GAAP ADJUSTMENTS TO REVENUE
32 Patticipant Allowance
33 Uncollectble Accounts Receivable
* 34 Other [Detail Required)
35 Total GAAP Adiustments (Sum Lines 32-34)
36 Net GAAP Revenues [Line 31 minus 35]
= NON-GAAP ADJUSTMENTS TO REVENUE
37 Exempt Conlract Income
38 Exempt LTSE Income
39 Net Deficit Funding
= 40 Dthet [Detail Required]
A1 Total NON-GAAP Adjustments (Sum Lines 37-40
42 Subtotal Adj to Revenue [Sum Lines 35 & 41)
43 Total Net Revenues (Line 31 Minus 42)
44 Net Operating Cost [Line 14 Minus 43]

SCHEDULE DMH -1 Program Fiscal Summaty
=l Program: [2100(00) - Clnie Treatment ~]lo
Program Adiustments to Revenues
0 CFRS - Navigatios
Value
The following schedules are expected to be entered for the
selected Subrmission and State Agencies. Select the schedule you 0
wish to enter, and click Go. 0
Schedule Name Next.. = .
¢ Progiam-Site 0
CFRE Definition 846572
) : I
Provider-Agency
CFRT € Definition 0
CFR3 0
CFR2 © Utilities 0
CFRE 0
DMH1 " Reports 0
0
846,572
I~ Show all schedules O Cancel 78428

IransFelluDMHZ‘ GoTo.. Save I !ahdatel Cancel | Delete | Close |

Highlight next schedule that you need to prepare, click on Go.
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upplementals Reports Lkity Help Windo -
Provider Agency: 11110 - Any Agency, Inc. SCHEDULE DMH - 2 A\_d To Localities/
Repoiting Period: 7/1/2010 - 6/30/2011 Direct Contract
Submission Type: Ful ST
State Agency: [1-OMH =] County: [Hew ok - 31 L”“_l *|
Define a DMH Only Program: -> Cick Program: =
[Select from st
1760 (00) - Advocacy/Suppoit Services
Expenses | R | Adi toR Deficit Funding 2100 (00) - Cinic Tresiment
7050 (00) - Community Residence, Childien &
Conliact Type: ©
I
Line Cost
No. ITEM DESCRIPTION Codes Value
1| Accounting Method
2 State Contract Number/LGU Contract Number 00200
3 Program Type 00072
4 Progiam Code [Program Code Index) 00012
EXPENSES 1
5| Personal Services 18010
6 Vacation Leave Accruals 18020
7  Fiinge Benefits 18030
8 Other Than Personal Services (0TPS) 18040
9 Equipment - Provider Paid 18050
10| Property - Provider Paid 18060
11 Agency Administration 18080
=12 Adustments/Non-Allowable Costs [Detail Required) 18090
13 Total Adjusted Expenses [Lines 511 Minus 12) 18999
0 Change County I GoTo.. I Save | Valdate | Cancel I Delete ] Close I

Enter any remaining data that was not transferred from DMH-1, as
applicable. The first tab ‘Expenses’ includes Expenses as well as
Contract Type, Accounting Method and Contract Number.
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[T TETIO0T COTE— BUUgeTs - "REPUTS OOy TEly MO0 £
Provider Agency: 11110 - ny Agency, Inc. SCHEDULE DMH - 2 Aid To Locaities/
Reporting Period: 7/1/2010 - 6/30/2011 Direct Contract
Submission Type: Ful Sunmary
State Agency: | =l County: | o x|
Define a DMH Only Program: ->  Click Program: | J| o)
There is unsaved data on the screen.
Expenses | R | Adi tof | Deficit Funding |

Contract Type: © Direct Contract [Contiact directly with a State Agency (DASAS/OMH/ OPWDD))

(% Local Contract (Contract thiough approval letter with a county)

Line Cost
No. ITEM DESCRIPTION Codes Value
1/ Accounting Method K|
2 State Contract Number/LGU Contract Mumber - Local 00200
3 Progiam Type 00072 | Acciual
4 Program Code [Program Code Index) 00012|Cash
- EXPENSES
5 Personal Services 18010 372548
6 Vacation Leave Accruals 18020 695
7 Finge Benefits 18030 101.259
8 Other Than Personal Services (0TPS) 18040 160410
9 Equipment - Provider Paid 18050 2,600
10 Propesty - Provider Paid 18060 69618
11 Agency Administiation 18080 62024
* 12 Adjustments/Non-Allowable Costs (Detal Required) 18090 1,000
13 Total Adjusted Expenses [Lines 511 Minus 12) 18999 768,144

ChangeCouy | GoTo.. | Smwe | vaidse | Concel | Dette | cise |
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Provider Agency: 11110 - Any Agency, Inc. SCHEDULE DMH - 2 Aid To Localies/
Reporting Period: 7/1/2010 - 6/30/2011 g-eﬂ Contract
Submission Type: Ful LNmay
State Agency: [1-OMH | Counly: [Newvork - 31 =]l Ll
Define a DMH Only Program: -> Click Program: [ 2100 (00) - Cinic Treatment =]l
Expenses | R | Adjustments to R | Deficit Funding |
Conlract Type: " Direct Contract (Contract diectly with a State Agency (DASAS/OMH/ OPWDD])
(¢ Local Contract (Contract thiough approval letter with a county)
Line Cost
No. I ITEM DESCRIPTION Codes Value
1 Accouniing Methd
2| State Contract Number/LGU Conliact Number - Local 00200
3| Program Type 00072 Cinic Treatment
4/ Progiam Code (Program Code Indes) 00012 2100(00)
= EXPENSES . |
5| Personal Services 18010 372548
6| Vacation Leave Accruals 18020 685
7| Fiinge Benefits 18030 101,259
8/ Other Than Personal Services (0TPS) 18040 160410
9| Equipment - Provider Paid 18050 5,569
10 Property - Providet Paid 18060 63518
11 Agency Administration 18080 62,024
* 12| Adiustments/Non-Alowable Costs (Detal Requied) 18090 1,000
13 Total Adjusted Expenses (Lines 511 Minus 12) 18989 .3
(7] ChangeCony | GoTa. | Save | Vobdas | Concel | Dot | Ciose |
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CFRS Lina Details
=nter Details for fne Number: 12

“or schedule DMH - 2
DJefault blank Detail Value'to: [~ Zeto [~ N/

Description

Worksheet Total: 1.000

(7] _son | _poe | oom |

SCHEDULE DMH - 2

&

6| Vacation Leave Accruals
7l

Aid To Localities!
Direct Contract
Summary
Coumy: [ % x|
Program: | 100 Jl o
Thete is unsaved data on the screen. Totals have b ically recalculated.

[Deficit Funding |

Contract Type:

Cost
| Codes

" Direct Contract (Contiact directly with 3 State Agency [DASAS/OMH/ OPWDD])
* Local Contract (Contiact thiough approval letter with a county)

Value |

| | Modified

| 00200 NEWYDRK

| 00072 Cliric Treatment
00012 2100 (00)

| 18010,
18020

* 12| Adyustments/Non Allowable Costs (Detal Requied)

13| Total Adusted Expenses (Lines 5-11 Minus 12)

ChangeCownty | GoTo. | Sove | Vaidde | Cocel | Dekte | e |
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CFRS Line Details

Enter Dotads fodJra Humboc 1 7 SCHEDULE DMH - 2 #id To Locallies/
For schedue DMH - 2 Direct Conlract
[Far this schedule line, only the pre-defined Summary
Desciiption i ] coumy: [V = |
i Program: [ _Jla
There is unsaved data on the screen.
|Deficit Funding |

Worksheet Total: 680,382
y Yalate 46070 4279
Qi |_gee | pets 45080, 0l
 Iranspartation, Me 46090 0
22 Transportation, Other 46100/ 0
23 Sales: Contract Total 46140 0
* 24 Federal Grants [Detai Requied) 46160, 0
= 25/ State Grants (Detail Fequited) 46190 0
26 LTSE Incame Total (OMH and OFWDD anly) 46220 0
27| Food Stamps (0ASAS, DPWDD) 46240 0
28 Net Deficit Funding (State & LGL Funding ony) 46110 0
* 29 Other (Detai Requied) | 46230 0
30 Total Gross Revenues (Sum Lines 14-29) . 46999/ 846,572

Chonge County | GoTo.. | Save | Vokdate | Concel | Delete | Cose |
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& LERY - Line Uetails ] System --(2011J18) - [DMH-2]

CFRS Line Details Mid-Year Supplementats Reports Lt

Entes Delads for ine Number: 17 SCHEDULE DMH - 2 4id To Localties/

For schedue DMH - 2 Direct Contract

Fot this schedule fine. only the pre-defined Summary
I 0 =

Thete is unsaved data on the screen. Totaks have been automatically recalculated.

Deficit Funding |

Worksheet Total: 680,382 - Al

30 Total Gross Aevenues (Sum Lines 14-29)

Change County | BoTo.. | Save | waldate | Cancel | Dekte | Ciose |

72




Slide 71

UDMiSEion  DEnniion  Lore  BUagets-LIaims SUPpIEMEntals  Reports UGy Help  Window EXit B
vider Agency: 11110 - Any Agency, Inc. SCHEDULE DMH - 2 Aid To Localities/
lporting Period: 7/1/2010 - 6/30/2011 Direct Coniract
bmission Type: Ful A0y
ate Agency: [1-OMH j County: |NGWYofk -3 ﬂﬁ J
efine a DMH Only Program: > Click Program: |21UU (00) - Clinic Treatment jJ o
penses  FRevenues 1 Adjustments to Revenues | Deficit Funding
Line Cost
No. ITEM DESCRIPTION Codes Value
REVENUES
14/ Participant Fees (less 551 & S54) | 46010 (ERES
15 S5I& 554 46020 0
16 Home Relief/Public Assistance 46030 0
* 17 Medicaid 46040 680,382
18 Medicare 46060 65,625
* 19 Other Third Parties 46070 4279
20 OPWDD Residential Room and Board/NS OPTS 46080 0
21 Transportation, Medicaid 46090 0
22 Tianspottation, Other 46100 0
23 Sales: Conlract Total 46140 0
* 24 | Federal Grants [Detal Requred) 46160 0
" 25| State Grants (Detail Required) 46190 0
26/ LTSE Income Total (OMH and OPWDD anly) 46220 0
27 Food Stamps (04SAS, OPWDD) 46240 [i]
28 Met Deficit Funding [State & LGU Funding only] 46110 0
* 29 Qther (Detail Required) 46230 1,500
30 Total Gross Revenues (Sum Lines 14-29] 46939 771572
l| Change County I GoTa.. ‘ Save ‘ Validate i LCancel ‘ Delete I Close I

Click on second tab “Revenues”. Enter appropriate data. DMH-2 Line
28 Net Deficit Funding is required and should include funding from the
State as well as funding from the County (LGU).
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(%] System --(2011J18) - [DMH-2]
CFRS Line Details } mentals  Re
EfeiDEielcr skt S8 23 SCHEDULE DMH - 2 Aid To Localties/
For scheduls DMH - 2 Direct Conlract
Default blank Detail Value'ta: [~ Zero [~ N/& Suramay
Desciiption Detail Value [~ ] County: [0 = ||
ALT Prior years 0
Acciued DSH Revere 0 Progiam: | |
Fedetal Salary Sharing 0 Thete is unsaved data on the screen. Totals have been automalically recalculated.
CSP Reserve Prior Years 0|
Level 1 COPS Prior Years [1) Deficit Fumﬂlgl
Level Il COPS Priot Years 0
Other Revenue 0 Cost
Uncompensated Care Pool 0 Codes Yalue
Allltems <$1,000 0
Prios Year Levi 00 46010
v 46020
46030
4 46040 90,382
45060, 625
46070 4279
_Swe | Dok | oo | Lo e ;
ranspotl ical 46090 0
22| Transportation, Other 46100 0
23 Sales: Contiact Total 46140 0
* 24 Federal Grants (Detai Required) 46160 0
* 25, State Grants (Detai Required) 46190 0
2B LTSE Income Total (AMH and OPWOD only) | 46220 0
27 Food Stamps (04545, OPWDD) | 46240 0
28 Net Deficit Funding (State & LGU Funding only) 46110 0
* 29| Other (Detad Reguired) | 45230| 1,500
30| Total Gross Revenues (Sum Lines 14-29) 46999 711,572
Change County | GoTo.. | Save ‘ VYaldate | Cancel | Delete ‘ Close |
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= DTN LOre BUgET-LIaT REpore UGy Fep WInaoW  EXI -
Provider Agency: 11110 - Any Agency, Inc. SCHEDULE DMH - 2 4id To Localties!
Reporting Period: 7/1/2010 - 6/30/2011 Direct Conlract
Submission Type: Ful Summary
State Agency: [1-OMH =] County:  [NewYok-3i =l *|
Define a DMH Only Progiam: ->  Click Program: |2|ﬁﬂ (00) - Clinic: Treatment j| o},

Expenses I Revenues  Adjustments to Revenues 1 Deficit Funding

Line Cost
No. ITEM DESCRIPTION Codes Value
GAAP ADJUSTMENTS TO REVENUE
31| Pasticipant Allowance 47010

32 Uncollectible Accounts Receivable 47040

0
* 33 Other (Detai Required) 47045 0
34 Told GAAP Adjustments (Sum Lines 31-33) 47049 0
35 Net GAAP Revenues (Line 30 minus 34) 47025 7715712
= NON-GAAP ADJUSTMENTS T0 REVENUE |
36 Exempt Contract Income 47050 0
37 EvemptLTSE Income 47060 0
38 Net Deficit Funding 47070 0
* 39 Other [Detal Required) 47080 0
40 Tola NON-GAAP Adjustments (Sum Lines 36-39) 47998 0
41 Sublotal Adj. to Revenue (Sum Lines 34 & 40) 47999 0
42 Totdl Net Revenues (Line 30 minus 41) 48939 752
43 Net Operating Cast [Line 13 minuz 42) 43999 -459
ﬂ Change County ‘ GoTo.. ‘ Save ‘ Validate ‘ Cancel | Delete: | Close ‘

Click on the third tab, “Adjustments to Revenues”. DMH-2 Lines 31,32
and 33 are the only lines that require data entry (if applicable).
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=
Provider Agency: 11110 - &ny Agency, Inc. SCHEDULE DMH - 2 £id To Locakties!
Reporting Period: 7/1/2010 - 6/30/2011 Direct Contract
Submission Type: Ful Summary
State Agency: ‘1 -OMH Ll County: |NE"1“T'U”<'31 j[ 1 *_]
Define a DMH Only Program: > E|ICKJ Program: |21UU {00) - Clinic: Treatment j’_‘
Expenses | R I Adjustments to R Deficit Funding l
Line Cost
No. ITEM DESCRIPTION Codes Value
44 State Share [0
45| Local Govemment Shae 60020 0
46 Service Provider Share [Voluntary Contributions) 60030 0
47 Total Approved Deficit Funding (Sum ines 44 - 46) 60039 1)
48 NonFunded 60040 453
49| Total Defict Funding [Sum Lines 47-48) 60999 -459
O Change County | GoTo. | Save ‘ Walidate ‘ Cancel ‘ Delete | Close |

Click on Fourth tab, “Deficit Funding”. Funding received from the State
(i.e. Contract Payments, Health Care Enhancement, COLA, etc.) should
be aggregated and entered on Line 44. Payments from the County
(LGU) should be aggregated and entered on Line 45. Voluntary
contributions should be entered on Line 46. Providers should enter the
NON Funded portion of Net Operating Costs on Line 48. The Total State
Share, Local Government Share Service Provider Share and Non-Funded
Share aggregated and totaled on Line 49 should equal/match the
amount of Net Operating Costs reported on DMH-2 Line 43.
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Provider Agency: 11110-Any Agency. Inc. SCHEDULE DMH -2

SUCCESS-[DMH-2) All validations successful.

[ ]

4id ToLocaities/
Reporling Period: 7/1/2010-6/30/2011 Direct Contract
Submission Type: Ful Summaty
| stote Agency: [T-OMA =] coumy:  [NewYok-3 =% |
Define a DMH Only Program: ->  Click Program: |21 00 {00] - Clinic Treatment j] o)
] | Adi oF Defict Funding |
Line
No. - ITEM DESS
44| State Share 0
45 Local Gavemmen! Share Process Results: 0
46 Service Provider Share [Voluntan® auimize the screen to increase the visible area. 0
A7 Total Approved Defici Funding (8 === 0
48/ NonFunded Data successfully saved. 459
43 Total Deficit Funding (Sum Lines § |Validation Results: 453

fin | Copyto Cippoard

Qf Cbml:myl _EnTn..l Save I Validate

| o | e | e |

Click on SAVE, proceed to DMH-3.
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Provider Agency: 11110 Any Agency, Inc. SCHEDULE DMH - 2 Aid To Localities/
Reparting Period: 7/1/2010 - 6/30/2011 g'ﬂﬂ Conkiact
Submission Type: Ful LATinas
State Agency: |1 «OMH d County: |Naanrk-31 jlﬂl i]
Define a DMH Only Program: -> Click Progtam: [2100 (00)-Clruc Treslment Il
E | R | Ad R DeficitFundng |
| Line | J
No. | ITEM DESCRIPTION Value
A4 Stae Share - ~ | Thefollowing schedules ate expected to be entered for the 0
45| Eocs Govemyisnt Sham selected ission and State Agencies. Select the schedule you 0
45 Sevice Provides Share Vokatay Comonsl *F 2 1% 27 cick B ]
47| Tolsl Approved Deficit Funding (Sum fnes 44 -4 - 0
48 NonFunded Schedule Name  Next.. + ProgianSite 5
OMH1 Definition -459

49| Total Defici Funding [Sum Lines 47-48)

CFR1 )
CFA3 ke ey
CFR2

CFRE  Utilities

DMH1 L

DHH2  Fobead

I~ Show all schedules Q! Carcel |

g Chenge Couny || GoTo. | s | woisse | Concel | peete | oo |
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Provider Agency: 11110 - Any Agency, Inc. SCHEDULE DMH - 3 Aid To Localities And Direct Contracts
Reporling Period: 7/1/2010-6/20/2011 Progiam Funding Source Summary
Submission Type: Ful
State Agency: |1 - OMH =] County:  [NewYok-31 I ]
Program: [2100[00] - Cliric Treatment ;I W

Funding Source Summay |Slali=lic:| Summary Tntals}

VLIRS elect from st * = Previoushy Entered Dol ’f_l j
078 - Supported Housing =
(078G - New York/MNew York IIl Supported

(07€Z - Single Room Decupancy [SRO)

030 - Mon-Funded

Ii:: ITEM DESCRIPTION 091 - Accrual Adjustment NYC Program Totals for County
2 Progiam Type 0914 - Federal SAMHSA [NYC Providers only)  —|
3 Program Code Program Code Index) 091C - Federal Community Development
8 Please Check: 091D - Federal HOPWA [NYC Provideis only)  +
9 FUNDING SOURCE CODE
10 Number Persons Served/Month 00260
11| Number Units of Service 00250
12 Total Adjusted Expenses 50993
13 Less Applied Net Revenue 61999
14 Net Operating Costs 62399
15 Contract Number (State/LGU) 00201
Q‘ (Change Funding Source | Change County | GoTo. | Save | Valdate | Cancel | Delete } Cloze |

All applicable Funding Sources should be entered for each program
listed in PROGRAM dropdown. The total of all the funding source codes
entered for each program should equal DMH-2 Line 49 Total Net Deficit.
CFR Manual Appendix N contains a listing of all valid funding source
codes for each reporting period.
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Provider Agency: 11110 - Any Agency, Inc.
Reporting Period: 7/1/2010 - 6/30/2011
Submizsion Type: Ful

SCHEDULE DMH - 3

State Agency: |1 -OMH

Funding Source Summary | Statistics 1 Summary lows|

)

Aid To Localities And Direct Contracts
Program Funding Source Summary

County: [NewYuk -3

[21[!] (00) - Chinic: Treatment

=«
B

Program:

Funding Source: [030 - Nor-Funded

Rkl
Contract Type: (" Direct Conlract [Contract dvectly with 2 State Agency (DASAS/0MH/ DPWDD))
@ Local Contract (Contract thioush approval letter with a county)

Line Cost
No. ITEM DESCRIPTION Codes Value Program Totals for County
2 Program Type 00073 Clinic Treatment
3 Program Code (Program Code Index) 00013 2100 (00)
8 Please Check:
9 FUNDING SOURCE CODE Non-Funded
10| Number Persans Served/Month | o0ze0 . )
11 Number Units of Service 00250 5621 5621
12 Tolal Adusted Expenses | 50999 [EARIES N3
13 Less Applied Net Revenue 61999 771,572 mh2
14 Net Operating Costs 62399 -459 459
15 Contract Number [State/LGLU) - Local 00201 NEWYDRK
ﬂ Change Funding Source | Change County | GoTo. | Save | Validate | Cancel I Delete ‘ Close |

Enter applicable data.
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If applicable, there is a “Change County” button at the bottom of the
screen for those providers that operate programs in more than one

county.

Provider Agency: 11110 Any figency, Inc.
Repaorting Period: 7/1/2010- 6/30/2011
Submission Type: Ful

State Agency: |1 - OMH

Funding Souce Surmaty | Statistics | Summary Totals|

Funding Source: |* J =

Line
| No. | ITEM DESCRIPTION
2 Program Type
3| Program Code (Program Code Index)
8 Please Check:

9 FUNDING SOURCE CODE
10| Number Persans Served/Month

Provider Agency: 11110 Any Agency, Inc.
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Current County:  NewYork - 31

Please select the new Counly.
[[etect from fst] =]

11 Number Units of Service

12| Tatal Adjusted Expenses

13 | Less Applied Net Revenue

14/ Net Operating Costs

15 Conlract Nurnber (State/LGU) - Local

SCHEDULE DMH - 3 Aid To Localties And Direct Conlracls
Program Funding Source Summary
] County:  [NewVak-31 e = |
Program: [ 2100 (0] - Cinic Trealment =l

act (Conlract directly with a State Agency (DASAS/OMH/ OPWDD))
tact [Contract thiough approval letter with a counly)

Program Totals for County
5621,
mn3
77.572
-459

Complete Update Qal:ell

%)

Ehﬂw[ln‘hgﬁmca‘ Egmgecmly' EﬂTn,,‘ Gae ‘ !.i‘]ate‘ Cancel [ Dekete [ e [
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Provider Agency: 11110 - Any Agency. Inc SCHEDULE DMH - 3 Aid To Locaies And Direct Contracts
Reporting Period: 7/1/2010 - 6/30/2011 Progiam Funding Source Summary
Submission Type: Ful
State Agency: [T OMH =] County:  [NewYok-31 =l *]
Program:  [2100 (0] - Ciric Treatment B

Funding Source Summary | Slali:h'l::l Summary Ynlal:l & Change Funding

Funding Source]| Provider Agency: 11110 Ary Agency, Inc.

Reporting Period: 7/1/2010 - /30/2011

Submission Type: Full jct (Contract directly with & State Agency (0ASAS/OMH/ OPWDD))

Curront Funding Souce: ict [Contract thiough approval letter with a county)

Line

No. ITEM DESCRIPTION | 090 -Nortfunded Program Tatals for County
2 Progiam Typs

= Code P Coda Index) Please select the new Funding Source.
rogram Code [Program

8 Plasse Check: 200 - Communty Reinvestment E

9 FUNDING SOURCE CODE
10| Nurbet Persons Served/Morth
11 Number Urits of Service 5621
12 Total Adjusted Expenses 771,113
13 Less Applied Net Revenue 771572
14 Net Operating Costs 453
15 Contract Number (State/L GU) - Local Complete Update I Lancel [

ﬂ Change Eunding Source | ChangeColy | GoTo. | Save | Veidste | Concel | Dekte | e |

If there was Non-Funded entered on DMH-2 Line 28, then funding
source code 090 Non-Funded should be entered on DMH-3.
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Provider Agency: 11110 - Any Agercy, Inc, SCHEDULE DMH -3 Aid To Localities And Direct Conlracts
Reporting Period: 7/1/2010 - 6/30/2011 Program Funding Source Summary
Submission Type: Ful
State Agency: [1-OMH =] County:  [Hew¥ok-3i o * |
Program: 2100 (00)- Cliric Treatment =]l

Funding Source Summaty | Statistics | Summary Totals |

Funding Source: |ns0 - NonFunded

31 x

Process Results:
Maximize the screen to increase the visible area.

jah

No. ITEM DEY |Save Results:
Data successfully saved.
g :gﬁ Eﬁ‘[ﬂa ram Code Ind [Validalion Rasults:
8 Please Check; T =] |SUCCESS--[DMH-3) All validations successful.

9 FLINDING SOURCE CODE.

Hy with & State Agericy (DASAS/OMH/ DPWDD])

appraval letter with a counly]

ram Totals for County

10| Number Persans Served/Morth | =)
11 Humber Units of Servics 5621
12 Total Adusted Expenses mn3
13| Less Applied Net Revenue 7572
14 Net Operating Costs 459
15 Coniract Number (State/LGL) - L
Dose | Bt | CopytoCinboad
Q[ Change Funding Source | Change County ' GoTo.. | Save Validate ‘ Cancel I Delete | Close |

Save, Close and proceed to reconciliation schedule.
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SCHEDULE DMH -3

Aid To Localties And Direct Contracts

Funding Source Summary 1 Sw‘nlics] Summary Totals'
Funding SourgT=) 500 0T

wish to enter, and chick Go.

Line
No.

Schedule Name

: ITEM DESCRIPTION
2 Program Type
3 Program Code (Pragram Code Index)
8 Please Check:
9 FUNDING SOURCE CODE

10| Number Persons Served/Month

11 Number Units of Serviee

12 Total Adiusted Expenses

13 Less Applied Net Revenue

14 Net Operating Costs

15 Contract Number [State/LGU) - Local

Program Funding Source Summary
Stale Agency: [1- OMH =] Cowty [Rewvaw.3i =
Program: [ 2100 (00 - Clinic Treatment =

The following schedules are expected to be entered for the:
selected Submission and State Agencies. Select the schedule you

I™ Show al schedues Ql (6o | _Concel

(Contract directly with a State Agency (0ASAS/0MH/ OPWDD))
Contract thiough approval letter with a county)

~ ProgiamSite Program Totals for County
Definition
¢~ ProviderAgency
Definition
" Utilities
a3
" Reports 572
-459

Change Funding Source | Change County I GoTo..

(7]

Save | Vaidse | Comcel | Do | clse |

Highlight and click on GO.
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=

Provider Agency: 11110 Any Agency, Inc. R iliation of R and E

Reporting Period: 7/1/2010 - 6/30/2011

Submission Type: Ful

Reconciiation of Expenses | Reconciliation of Revenues |
ITEM DESCRIPTION Value
Total agency expenses from Financial Statements i
Additions: 2500
Subtractions: 0
Total adustments: 2500
Adjusted Financial Statement Expenses 11,188,746
Total agency Expenses from CFR-2, Col 1, lines 8 +9 11,188,663
Differerce 83
OJ GoTo.. Save ‘ Valdate ‘ Cancel | Delete I Close J

Total Agency Expenses from the providers certified Financial Statements
(Statement of Activities) should be entered under the first tab
“Reconciliation of Expenses”. If the Total Agency Expenses from the
Statement of Activities does not equal the CFR-2 Total Agency Expenses
the difference will not equal “0”. Provider should enter “Additions” and
“Subtractions” (detail will be required) from the Statement of Activities
Total Agency Expenses that were made in order to reconcile with the
CFR-2 Total Agency Admin Expenses.
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[ Submission Definition Core  Budgets-Claims Supplemental  Reports Utity Help Window Exit
Provider Agency: 11110 - Any Agency, Inc. Reconciliation of Revenues and Expenses
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful
Reconciliation of Expenses Reconciliation of Revenues 1
ITEM DESCRIPTION Value
Total agency Revenues fiom Financial Statements
Additions: 4131
Subtractions: 0
Total Adjustments: 47,321
Adjusted Financial Statement Revenues 11.463.297
Total agency Revenues from CFR-2, Cal 1, line 12 11,463,045
Difference: 252
OJ GoTo | Save | Validate | Cancel J Delete | Close.

Click on the second tab, Reconciliation of Revenues. Enter the Total
Agency Revenues from the providers certified Financial Statements
(Statement of Activities). If the Total Agency Revenues from the
Statement of Activities does not equal the CFR-2 Total Agency Revenues
the difference will not equal “0”. Provider should enter “Additions” and
“Subtractions” (detail will be required) from the Statement of Activities
Total Agency Revenues that were made in order to reconcile with the
CFR-2 Total Agency Admin Revenues.
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Provider Agency: 11110 - &ny Agency, Inc. R iliation of R and E:
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

of E: R iiation of Revenues
— ~ ITEM DESCRIPTION =
Total agency Reverues from Financial Statements g ™
Addiions: | & CFRS - Messenger
Subtacions: e Recahe
T“"A‘;‘:!"‘"j’: = Masimize the scieen to increase the visble aiea.
Adyusted Financial Statement Reverues i idati =
Toltal agency Fievenues fiom CFR-2, Col 1, ne 12 :ﬂlgcaé';;ﬂ;“k iiation] All
Difference

Save Resulls:
SUCCESS--Data saved.

Gose | Pt | CopyioCipboad

(7] GoTo. |[ save | voidoe | Comd | Dok | e |

Save, close.
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Submission  Definttion Core  Budgets-Claims 7 Supplementals  Reports. Wduw Exit
Convert CBR-4 to CFR-4
Preferences
Backup data
Compact Database
Import Data
Import Data from Text File
Export Data
Perform Full Calculations
Yalidate Submission| Assign DCN
Prepare for Upload
Delete a Program-Site
Change/Delete Funding Source

Update/Delete Submission Definition

6W Caleulator
olidateq ?0
fﬂﬂf c ETSc

Tk Stat?
U Reporting syste”

Once applicable data has been entered on all CFR screens, provider
should click on the “Utility” selection at the top of the CFR screen.
Then click on “Perform Validation/ Assign DCN”.
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ission  Definition  Core  Budg

Quarterly/Mid-Year Supplementals Reports Utiity Help Window Exit

& CFRS - Validate Submission

Provider Agency: 11110 - Any Agency, Inc.
Reporting Period: 7/1/2010-6/30/2011
Submission Type: Ful

Automatic Calculations is On. This sefting can be changed on the Preferences screen.
The current submission does not need to have Full Calculations run.

ADCN will be assigned after
Perfom Yaidatons | Peifom Ful Calcull || Prepare for pload |
Ql GoTo. | Cose | g | CopytoCiphond|

6’0 Status | Message

Click “Perform Validations” button.
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@D@ﬁmtmn Core  Budgets-Claims I Supplementals Reports Utiity Help Window Exit

& |CFRS - Validate Submission FEX

Provider Agency: 11110 - Any Agency. Inc.
Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Automatic Calculations is On. This setting can be changed on the Prefersnces scieen
The curent submission does not need to have Full Calculations run.
A DCN will be assigned after ful validati

{ Petform Yalidations i|  Perform Full Calculations | F‘repa(efulupbadl

Q, GoTo.. | Cose | Bit | CopyioCipbosd|

Status Message ~
SUCCESS | CFR-1) All validations successful
é SUCCESS | [CFR-3) &l validations successful
SUCCESS | [CFR-2) &Ml validations successful
SUCCESS | [CFR-6) All validations successiul
FAILURE | [DMH-2) Agency = OMH, Progiam = 2100 (00), County = New York: Total Deficit Funding [Line 49) 0 must equal Net Operating Costs (Line 43) -75459.

FAILURE

Note [DMH-2) Invvalid worksheet lines. The total of the worksheet details does not match the value on the schedule line. To fix, open DMH-2 and go to the line(s]
indicated below. Click the elipsis [...) button to edit the detail lines, then click Save.

Item( ([DMH-2) OMH County 31, 2100 [00) line 17 (756882 does not match the worksheet total (680362

Item1 (DMH-2) OMH County 31, 2100 (00 line 29 (0] does not match the worksheet total (1500)

FAILURE

FAILURE  (OMH-3] Agency = OMH, Program = 2100 (00], County = Mew York: Program totals for Total Applied Net Revenue [Line 13] 771572 must equal DMH-2 [Line
42) 846572

FAILURE | [DMH-3) Agency = OMH, Program = 2100 (00), County = New ‘York: Progiam totals for Total Net Operating Cost (Line 14) -453 must equal DMH-2 [Line 43)
75453, v

Create Date/Time: 5/30/2012 12:53:08 PM Cycle Code: 2011J | DCN: Not assigned SUB: Full | Auto Calc On

If errors are present, a listing of FAILURES will appear that need to be
addressed before a Document Control Number will be assigned. If you
place your cursor on the FAILURE, the software will return the user to
the error.
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Provider Agency: 11110 - &ny Agency, Inc.
Reporting Period: 7/1/2010 - 8/30/2011
Submission Type: Ful

Automatic Calculations is On. This selting can be changed on the Preferences screen.
The curient subrission does not need to have Full Calculations run.
A DCN will be assigned after successful validation.

Pesfom Vaiations | Pefom Ful Calcuatons || Preparefor Uiload

Ql GoTo. | Cwe | Pin | CoytoCiphond |

Status  Message A

SUCCESS | All required schedules exist

6 SUCCESS | Noinvalid funding sources found or no funding sources to validate
SUCCESS  Required provider data specified for submission,

SUCCESS Al Programs are valid for the defined reporting period.
SUCCESS | Al site definitions meet data requsements.

SUCCESS  All Site Codes are valid.

SUCCESS | All Program/Index/County combinations meet data requirements.
SUCCESS | Submission Type by Progiams: Submission type is Full
SUCCESS | All Program/Sites have data entered on CFR-1.

SUCCESS | All OMH Program/Sites have data entered on OMH-1.
SUCCESS Al Sites have valid state agencies.

SUCCESS Al state agencies defined for the submission have sites defined
SUCCESS | All SED Programs have a valid Progiam Code Index.

SUCCESS | [CFR-) All validations successhul

SUCTECC  (CED.i Ay sldotione o

Create Date/Time: 5/30/2012 12:53:08 PM  Cycle Code: 2011 | DCN: 09965932 SUB: Full | Auto Calc On

Once all errors have been addressed “Perform Validations” will result in
the assigning of a Document Control Number (DCN). Now you can click
on “Prepare for Upload”. If you have a problem uploading your CFR
submission, you should contact the software Help Desk at 1-800-HELP
NYS (1-800-435- 7697) for assistance. Click “Close” to arrive at the main
CFR reporting screen.
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Submission Defintion Core Budgets-Claims rterly M © Supplementals Reports Uity Help Window Exit

- Validate Suby

Provider Agency: 11110 - &ny Agency, Inc.
Reporting Period: 7/1/2010 - £/30/2011
Submission Type: Full

Automatic Caloulations is On. This setting can be changed on the Preferences screen.
The current submission does not need to have Full Caleulations run.
A DCN will be assigned after successful validation.

Peiform Yakdatons | Pertom Ful Calculaiions |

 Prepae for Upload |

Golo. | Cose | Pint | CopytoCipboard

Status Message ~
SUCCESS | (CFR-1) All validations successhul
6 SUCCESS | [CFR-3) All validations successhul

SUCCESS | (CFR-2) All validations successhul
SUCCESS | [CFA-6) Al validations successful.
SUCCESS | [DMH-2) All validations successful.
SUCCESS | (DMH-3) All validations successful
SUCCESS | (SED-1) All validations successful
SUCCESS | (SED-4) All validations successful
SUCCESS | (OMH-2) All validations successful
SUCCESS | [OMH-3) All validations successiul.
SUCCESS | (OMH-4) Al validations successful
SUCCESS | [Reconcilation) All validations successful
END WALIDATIONS COMPLETE

DCH Assigned

Create Date/Time: 5/30/2012 12:53:08 PM  Cycle Code: 2011J | DCN: 09965932 SUB: Full | Auto Calc On
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[fubmission Detinition Core Budgets-Claims

Supplementals Reports Utiity Help Window Exit

sion for Upload

Default Directory for CFRS Submissions Prepared for Upload:

‘Set As Default Directony’ button.
Cumrent destination for Prepare-for-Upload file:

C:\Documents and Settings\All Users\Application Data\Consolidated Fiscal Reparting System‘\CFRS 18.0\DB\Upload

Maote: I you wish to change the destination of your Prepare-for-Upload files chck the Browse for a new dwectory’
button. If you wish to set this new destination as the default destination for all your Prepare-for-Upload files, click the

=S

|CADocuments and Settings'All Users\Application DataConsolidated Fiscal Reparting System\CFRS 18.0NDB\U pload

Last Prepare-for-Upload file created:

Copy file name to Clipboard
(7]

I

Create Date/Time: 5/30/2012 12:53:08 PM | Cycle Code: 2011J | DCN: 09965932

0 To.. E_oloCFRS Upload web page | Prepate Submission for Upload Clase |

SUB: Full | Auto Calc On
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B |CFRS - Prepare Submission for Upload

Default Directory fos CFRS Submissions Prepared for Upload:
CADocuments and Settings\all Users\apphication Data\Consolidated Fiscal Reporting System\CFRS 18.00DB\Wpload

Note: If you wish to change the destination of your Prepate-for-Upload files click the ‘Browse for a new directory’
button, If you wish to set this new destination as the default destination for all your Prepare-for-Upload files, click the
'Set As Default Directory’ button.

Current destination for Prepare-for-Upload file:

|E‘:\Documents and Settings\all Users\application Data\Consolidated Fiscal Reparting System\CFRS 18.0\DB\Upload

Emmsfulanswﬁ!l:luyj

Last Prepare-for-Upload file created:

Consolidated Fiscal Reporting System

Ce
—  This will use your default browser to go to the OMH CFRS website.

An active internet connection is required. If you need ta connect to the internet,
i.e. wia a dial-up ISP, da so now, then dlick the Yes button below.
(7] GoTo. |[GotoCFRS Upkd Do you wish toproceec?

w

Create Date/Time: 5/30/2012 12:53:08 PM .I:yclu Code: 2011J  DCN: 09965932

| SUB: Full | Auto Calc On

Read the messenger window and click on appropriate response button.
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Make sure that you print a copy of your CFR at this point if you would
like to have a hard copy.
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To print a paper copy of your CFR or to save an electronic copy of the
CFR, first select “Reports”. Once on the screen displayed, click on
“Expected” so that CFRS software checks all applicable schedules for
printing based on your submission type. Then click “Send to Printer”
and either select your printer to print a paper copy or select CutePDF
Writer (if your PC has this application) to save a copy of the CFR to your

PC.

Reporting Period: 7/1/2010 - 6/30/2011
Submission Type: Ful

Provider Agency: 11110 - Any Agency, Inc.

[ cFRi A
[ cFrii
Ocrria
M crrii
[ crr1
[ crr2
M CcFR3
[ cFr4
Ocer4
BIcFRas
[ crrs
[ crre
[ oMH1
H0MH2

I ADMIN WORKSHEET v

Close |

0 Send to printer Wiite to file

k Stat®
Dorting Sys?”
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Bubmission Definition Core  Budgets-Claims 1 Utiity Help Window Exit
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