
































State of Nebraska 
Medicaid Mana9ed Care Supplemental Payment Program Cost Report 

SCHEDULE 7 -ADJUSTMENTS TO EXPENSES 

Fire Department / Agency: Beatrice Fire & Rescue Fiscal Year Ended. September 30, 2024 ---------National Provider Identification: 1649203720 

Description 
Basis for Amount Increase / C/R Line Adjustment Cost Center Schedule 

A or Bl (Decrease) No. 
--+-- ---

Col 1 Col 2 Col3 Col4 Col 5 

1. Fire harges B $ (12,423) 12-Non- MT Salaries 4 13.00 
2. Public Safety Misc,Fire 
3. [Fire Alarm Registration/Fines 
4. Tuition Reimbursement 

B $ (5,907) 12-Non-GEMT Salaries 4 13.00 
a $ __!i,_125) 12-Non-GEM_!_ Salaries 4 13.00 
B $ _j!l ,984) 12-Non-GEMT Salaries 4 

5. Donation-Fire Dept. B $ ~231) 26-General Insurance 5 35.00 
6. Interest Earnings-Fire Bonds 
7. -Deprec_8590_2024 Osage Ambulance Super 

±:13.00 

B s _ _(360)..]l-Non-GEMT Salaries __ 4 13.00 ----,,, --

A 8. Deprec_8591_2023 Dodge Durango 
9. Deprec_8592_Alr-pack X3 Pro SCBA - Standard _LA 
10. Oeprec_8593_Air-pack X3 Pro SCBA - Standard 
11 . Deprec_8594_Xpedition Stair Chair w/battery 
12. I Deprec_8595 _ Xpedition Stair Chair w/batier,-
13. 1Deprec_8596_Hamilton Tl Transport VenUlator 
14. 0 
15. 0 

16. /o0 17. 
18. 0 
19. 0 

20. 1) 
21 . - 0 

-22. 0 
23. o 
- 24. O 

25. 0 
26. - 0--
27. ~0-

2 8. ~0-
29.- 0 
30. 0 

c-
31 . Total 

Basis for Adjustment 
A= Cosl (d cost. tnclidtng applicable overhead, can be del rm,ned) 
B = Amount received (if cost carmot be determined) 

Printed 4/20/2026 

A 
A 
A 
A 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

(279,993) 9-0ther Capital Costs 2 9.00 

-tr- (41 ,849 )t 9-0ther Capital Costs 
.... 

9.00 3 
$ (12,538 ) 9-0therCapilal Costs 3 j 9.00 

+ $ (12,538) 9-0lher Capital Costs 3 9.00 
t 

( 15,418) 9-0ther Capital Costs 2 9.00 
$ (15,418) 9-0ther Capital Costs 2 9.00 
$ (13,090) 9-0ther Capltal Costs 2 9.00 
$ 0 0 
$ 0 0 
$ 0 0 

l $ 0-- 0 
$ 0 0 
$ 1o 0 

-+---

$ +o 0 
$ 0--

0 r 0 0 

ri 

0 0 
0 

+ 

0 0 
0 0 

+ 

$ 0 

-CT r 0 
0 

$ 0 0 
r---

$ (456,872.25) 
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State of Nebraska 
Medicaid Managed Care Supplemental Payment Program Cost Report 

SCHEDULE 8 - REVENUE / FUNDING SOURCES 

Fire Department / Agency: Beatrice Fire & Rescue Fiscal Year Ended· ____ s_e_,_p_te_m_b_e_r 3_0__,__, _20_2_4 ___ _ 
Nalional Provider Identification: _1_64_9_2_03_7_20 ___ ____ _ _ 

A Col 1 ! Col 2 -r - -- --- -- +----Qtr 1 
Col 3 Col 4 -L Col 5 Col 6 

-----r - FEE FOR SERVICE (FFS) MEDICAID REVENUE FROM TRANSPORTS ___ July 1 through 
Seotember 30 

Qtr2 ~ Qtr3 j ___ Q_tr 4 ---i=---~ 
October 1 through January 1 through April 1 through Tota l 

December 31 March 31 June 30 

1:] M,d;~;, Fee lo, SeN;oo ~ ~ 

1
, -~~ __ - i--!-- ----

1 

S-- I : -: 
Medicaid Fee for Service Other - (Specify) • $ - $ - $ - $ 

Medicaid Fee for Service Other - (Specify)· --- $ - $ --_ $ - $ 

4 Medicaid Fee for Service Other - (Specify) • -- $ - - $ -- - $ - S -~ -
s: ___ Medicaidfeefc>r Service Other - (Specify) • $ - +--$-- - $ - $ --_-

6.i Medicaid Fee for Service Other - (Specify)· ___ $ ____ ----~$_ -_-_-=--=--=-- ---,--$ ___________ ·_ ,-$ __ -- - -- --=--=----

---
- $ 

$ -
6.01~ Total Ambula~e Revenue from Transports (To Sch 9, Line 12) =$=====-=.,=$====-==11=$============1=$=====-= 

I 
- $ 

B Col 1 Col 2 

I Qtr 1 

Col 3 

Ctr 2 

Col 4 Col 5 Col 6 

Qtr3 Qtr4 
-+ OTHER MEDICAID REVENUE FROM TRANSPORTS t July 1 through 

Seotember 30 
October 1 through January 1 through April 1 through 

June 30 
Total 

7. 

8. 

9. 
10. 

11 . -
12. 

Medicaid Managed Care 
-- --- --

Medicaid Managed Care Other - (Specify) ·• 
Medicaid Managed Care Other • (Specify)-.-. --

___ ---- --- --
Medicaid Managed Care Other - (Specify) •• 

Medicaid Managed Care Other - (Specify) •• 

Medicaid Managed Care Other - (Specify) " 

~ 2.01 ~ tal Other Revenue from Other Transports by Department 
l--- ---

Col 1 
--- ----

$ 

$ 

$ 

21 ,968 $ 

$ 

---=--s 
$ 

21 ,968 $ 

OTHER REVENUE / FUNDING SOURCES 

13.1 OTHER REVENUE / FUNDING SOURCES __ _ 

14. 0 
15~ --

16. 0 

17. 0 

18. ~ 
ffi. 0 -----

20. 0 

21. 0 
22 , 0 

23. 0 
24, 0 

25. 0 

26. 0 
27. 0 

28. 0 

29. 0 

30. 0 

31 . 0 

32. 0 
33--:- 0 

34. 0 

35. 0 

36. 0 

37. 0 

38. 0 
39. 0 

40. 0 

---

41. Total Other Revenue 

42. GRAND TOTAL (A+B+C] 

Printed 4/20/2026 ADJ Sch 8 - Revenues 

December 31 March 31 

19,757 $ 24 ,664 j $ 
- $ - $ 

~ - - $ 

$ - - 1$ 

19,757 $ 24,664 $ 

Col2_ j 
GEMT l 

$ 1,058.786 $ 

$ - $ 

91 ,384 $ --
- $ 

- $ 

- $ 
$ 

$ 

91 ,384 $ 

Col 3 

NON-GEMT r 
1 $ 

$ 
-+--- -----

$ s 
s 
$ 

-_1_1__ 

$ 

$ 

$ 
$ ----_ 

s 
$ 

s 
s -
$ 

f-$ ------+--s 
-$ 

$ 

$ 

$ 

$ 

$ 

$ 
-----+-

$ 

$ 

$ 

1$ 
$ 

$ 
f-

$ 

s 
$ 

---

$ - $ 

$ 1,oss,1s6 I s 

1s 
$ 

, $ 
$ 

$ 

$ 

$ 

$ 
-

$ 

$ 

$ 

$ 

$ 

il 
$ 
$ 

$ 

$ 

$ 
i $ 

$ 

$ 

$ 

- $ 

$ 

157,772 

157,772 

Col4 

Total 

1,058,786 

-
-
-
----

-
----
-
-
-
-

-
---

-
-
-
-
-
-

-
-

-
---·-

-

-
-

---
-
-

1,058,786 

1,216,559 
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Slate of Nebrasl<a 
Medicaid Managed Care Supplemontal Paymenl Program Cos! Ropon 
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State or Nebraska 
Medicaid Managed Care Supplemental Payment Program Cost Repon 

Fire Department/ Agency· 
National Provider Identification: 

Beatrice Fire & Rescue 
1649203720 

SCHEDULE 9 • FINAL CALCULATION 

Line# Average Cost per GEMT Service 

1. Cost of GEMT Services (from Sch 2) 

2. Indirect Cost Factor Based on Services? (please use drop-down box to select Yes or No) 

3. If no, please enter the total cost to be used for calculating the Indirect Cost 

4. Indirect Cost Factor Percentage (please see notes below) 

5. Administration & General Allocation from Sch 5 

6. Administration & General to be included 

7. Grand Total of GEMT Expense (Sum lines 1 thru 4) 

Col 1 Col2 

NE Medicaid 
-- ~ 

8. Number of Ambulance Transports 

8.01 Manaqed Care Fee for Service 
8.02 

8.03 

8.04 

8.05 

Quarter 1 

Quarter 2 

Quarter 3 

Quarter 4 

8.06 Total Number of Ambulance Transports for Each Payer 

8.07 Total Number of Ambulance Transports 

9. Average Cost per GEMT Transports (Line 7/Line 8) 

Note: 

50 

48 

51 

61 

210 

When using an indirect cost factor, rates must comply w,th program requirements . 

Printed 412012026 AOJ Sch 9 , Final Calculallon 

0 

0 

0 

0 

0 

Fiscal Year Ended: ____ Sc..•:..,:Pc:.l•::..cmccbcc•c:.• ..c3.:.;0,'-'2"-0"-24.:...... __ _ 

Col 1 Col 2 Col 3 

$3,046 ,736.31 

No 

0.00% 

$ 35,894 

35,893.91 

3,082,630.22 

Col 3 0 

Other Payor 
Programs 

518 

492 

516 

560 

2,086 

2,296 

$ 1,342.61 

Page 1 01 1 



State of Nebraska 
Medicaid Managed Care Supplemental Payment Program Cost Report 

SCHEDULE10-NOTES 

Fire Department/ Agency: Beatrice Fire & Rescue Fiscal Year Ended : September 30, 2024 
National Provider Identification: 1649203720 

Please identify all contracting arrangements noted on Schedules 1, 2, and 3. 

Sch Line Contract Arrangements I Amount 

- - Schedule 9 includes all transports and dry runs for the period regardless of billed/paid. $ -

- - GEMT IGT Fee not applicable for SPY2024. $ --
- - Provides interfaci lity transports, included in transport detail. $ -
- - Provides NEMT services, costs cannot be determined, included in transport detail. $ -

- - Dept does not incur consulting fees, however fees structured in which the third party receivE $ -

- - Capital Projects fund excluded in expenditures and depreciated instead. $ -
- - - $ -

--
- - - $ -
- - - $ -
- - - $ -

- - - $ -

- - - $ -
- - - $ -
- - - $ -

Please identify the statistical basis for allocation on Schedules 4 and 5. 

Sch Line Allocation Basis Amount 

4 tal Re Used Computer Aided Dispatch (CAD) data to apply a metric of total response hours which 0.00 

4 ~s & B Used Computer Aided Dispatch (CAD) data to apply a metric of total response hours which 0.00 

5 ri&Ge Applied the accumulated cost allocation method which is built into this tool. 0.00 

- - - 0.00 

- - - 0.00 

- - - 0.00 

- - - 0.00 

- - - 0.00 

- - - 0.00 

- - - 0.00 

- - - 0.00 

- - - 0.00 

- - - 0.00 

Printed 4/20/2026 ADJ Sch 10 - Notes Page 1 of 2 



State of Nebraska 
Medicaid Managed Care Supplemental Payment Program Cost Report 

SCHEDULE10-NOTES 

Fire Department/ Agency: Beatrice Fire & Rescue Fiscal Year Ended : September 30, 2024 
National Provider Identification: 1649203720 

If any schedules were left blank, please explain why. 

Sch Explanation 

6 Not Applicable 

- -
- --
- -

- -

- -

Printed 4/20/2026 ADJ Sch 10 - Notes Page 2 of 2 



Slate of Nebraska 
Meefrca1<1 M.ana,gecl Care Supplemenlal PaymMI Progmm Cost Report 

COST REPORT ADJUSTMENTS 

Fire Department / Agency Name: Beatrice Fire & Rescue 

National Provider Identification: 1649203720 

Fiscal Year Ended: 9130/2024 

Ad• Sc .. Line # Line OescriDlion Cotumn # Column Description Reaulation Reference Explanation for Adiustment Original VaJue Adiu•tment Adlu.stod Tot-al WP Ref 
1 Certification 28.00 Average Cost Per GEMT Transport 1.00 General lntormabon Various Calculated value adjusted based on $ 1.337 $ 5 s 1.343 Various 

adjustments made throughout the 
cost reoort 

2 Sch 9 • SetUeme111 8.01 Number of Ambulance Transports Quarter 1 4.00 Other Payor Programs Ground Emergency Medical Transportation To reconcile transports per 520 (2) 518 3010 
Cost Report Instructions supporting documentation and/or to 

include drv runs In total transoorts . 
2 Sch 9 . Se!Uement 8.02 Number of Ambulance Transports Quarter 2 4,00 Other Payor Programs Ground Emergency Med!cal Transp0rtalion To reconcile transoorts per 494 (2) 492 3010 

Cost Report Instructions suppcr'hng documentation and/or to 
lndude drv runs in tot.al transoorts. 

2 Sch 9 4 Settlemenl 8.03 Number of Ambulance Transports Quarter 3 4.00 Other Payor Programs Ground Emergency Medical Transportalion To roconcde. lmnsports per 518 (2) 516 3010 
Cost Report lnstructlons suppor'u:ng documentation and/or to 

inclur'e. dry runs m total trans"""'"'· 
2 Sch 9 - Seltiement 8.04 Number of Ambulance Transports Quarter 4 4.00 Other Payor Programs Ground Emergency Medical Transportation To reconcile transo<>r1s per 563 (3) 560 3010 

Cost Report Instructions supporting documentation and/or to 
include drv nms in total transoorts. 

Printed 4/20/2026 AdJus1me111s Page 1 of 1 



Myers and Stauffer LC 

700 West 47th Street, Suite 1100 

Kansas City, Missouri 64112 

We are providing th is letter in connection with your cost report agreed-upon procedures of Beatrice Fire 

& Rescue's cost report for the period ended September 30, 2024. We confirm, to the best of our 

knowledge and belief, as of the date below, the following representations related to your cost report 

agreed-upon procedures. 

a. Our management is responsible for the cost report referenced above. 

b. We have provided you with all relevant information and access, as applicable, to records related 

to your cost re port agreed-upon procedures. 

c. All matters and communications with regula tory agencies that would impact the cost report 

referenced above have been communicated to you . 

d. All known matters contradicting the cost report referenced above have been communicated to 

you . 

e. We are not aware of any material misstatements in the cost report referenced above. 

f . Any known events subsequent to the cost report completion that would have a materia l effect 

on the cost report have been disclosed to you . 

Signature of Officer, Admin istrator, or Other Person Authorized to Sign 

Date 


