GUIDE TO THE NEW



MEDICAL RESOURCE MANAGEMENT OFFICER





�INTRODUCTION



As a new Medical Resource Management Officer (MRMO), you will experience many new diverse and challenging opportunities.  Each military medical treatment facility presents a different set of resource management issues, problems, and etc., although, the  basics are the same.  At a minimum, keep this document accessible your first year on the job.  This guide provides the MRMO with key concepts, monitoring tools, strategies and tips to managing critical elements of expense and investment codes (EEICs).



An informed, involved management team is at the heart of successful financial decision making.  Whether you work at the smallest clinic or the largest medical center, you must be able to accurately assess your organization’s financial position today and plan for its continued viability tomorrow.   
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�Glossary of Terms and Budget Items



Objectives:



1.  Financial Concepts 



2.  Analysis of Fiscal Spending



3.  Analyzing Medically Related Elements of Expense



4.  Civilian Personnel Costs



5.  Supplies, Material, and Expensed Equipment



6.  Financial Management of Medical Supplies



7.  Financial Management of Equipment



8.  Financial Management of EEICs 571, 572, 573, 574



9.  Travel of  Personnel



10.  Transportation of Things



11.  Rents, and Communication Services



12.  Financial Management of Communications



13.  Financial Management of Utilities



14.  Management of Printing and Reproduction



15.  Facility Projects



16.  Commercial Purchased Equipment Maintenance



17.  Other Purchases Services



18.  Financial Management of Reimbursements



19.  Funding & Validation “Close-out” Guidelines



20.  Credibility Checklist



�

GLOSSARY OF BUDGET TERMS



Accounting Classification:  A series of numbers to identify a financial transaction.  Example:



977  0130.1883  2X7  43G2  625954  B8  409  660700



Accounting Classification�Fund Code�FY�Operating Agency�Cost Center�MFP�EEIC�ADSN��97  7  0130.1883�2X�7�43G2�625954�B8�409�660700���

Defense Health Program



Fiscal Year



O&M Appropriation (Air Force)



	Fund Code

	Fiscal Year

	Operating Agency

	Unit Identify



		Cost Center (Operations)

			

			MFP (Major Force Program)(Subdivision of FYDP)



				AF Element of Expense Code (TDY)

				AF EEIC Shreadout (as necessary)

				Command EEIC Shreadout (Training)



					ADSN (Accounting and Disbursing Station Number)



NOTE:  The above series of numbers constitutes a fund citation.  The only agency authorized to release or provide a citation of your funds is the host accounting and finance liaison office.  The host AFO will cite funds only after receipt of authority to incur obligations in support of official documentation generated by your organization and provided sufficient funds are available to cover the requested transaction..



Accrued Expenditures Paid (AEP) or Disbursements - portion of your obligations which has been paid.



Accrued Expenditures Unpaid (AEU) - portion of obligations which has not been paid, but for which services have been rendered or supplies received.  For example:  TDY orders are recorded as unpaid obligations until vouchers for payment have been processed.



Airlift Service Industrial Fund (ASIF) - Funds to finance the operations of a commercial type activity within the Air Force.  AMC operates an airlift service.  When this service is used for transportation of TDY personnel or excess baggage, you must pay for it from your funds.  



Allocation - An official document issued by HQ USAF to a major command.  It is a funding document and represents cash authorizes commands to commit and obligate.  Allocations apply only for family housing, subsistence-in-kind and procurement of investment equipment.



Allotment - This is similar to an allocation, except it is issued by a major command to its subordinate units.  It grants authority to incur obligations for financial programs approved for family housing, defense, subsistence-in-kind and procurement of investment equipment.  Allotments are received in cumulative, quarterly increments.  



Annual Budget Authorization (ABA) - This is the amount of money an activity can expect to receive for the fiscal year to support requirements based on an approved financial plan.  Receipt of the annual budget authorization, however, does not make funds available for obligation or disbursement.  



Annual Financial Plan - Statement of requirements by appropriation, program, and project, in terms of obligating authority for a fiscal year relating to a current operating program together with a phasing of planned commitments and or obligations by fiscal quarter.  Financial plans are submitted for other than O&M and military pay appropriations.  



Appropriation - A general term used to specifically identify types of funds made available to the Air Force by the Congress.



Bogey - A bogey is the amount of operations and maintenance (O&M) dollars which a command/base can reasonably expect to receive to carry out its mission for the forthcoming operating year.  



Budget Working Group (BWG) - A committee comprised of the budget officer (chairperson) and resource advisors from staff agencies.  They are responsible for reviewing operating budget instructions, reviewing formats prescribed for computations and justifications of requirements, and evaluating performance against estimates periodically.  The BWG is not a policy making body.  They make recommendations.



Budget Year (BY) - The budget year is the current operating budget year plus 1, or stated in another way, this is the fiscal year covered by the budget estimate you are submitting.



Call For Estimates - Instructions issued to prepare and submit a budget estimate or estimated fund requirements for the budget year.  



Citation of Funds - Process the host base AFO uses to certify your funds are available to pay for a specific requirement necessary to your operation.  This procedure requires the host base AFO to appropriate documents.  For example:  Purchase requests, TDY requests, contracts, payrolls, etc.  You should maintain sufficient control and advise the host AFO for certification of funds when you know funds are not available to cover the requirements.  Occasionally, you may be authorized to use fund citation of another command, in which case their fund citation will be furnished you.



Commitment - An amount of funds you must reserve to cover a specific requirement.  Commitments represent an intent or plan to buy an item or service which will eventually become a legal obligation.



Future Years Defense Program (FYDP) - The official program which summarizes the Secretary of Defense approved plans and programs for the Department of Defense.  The FYDP is published at least once annually.  The FYDP is also represented by a computer data base which is updated regularly to reflect decisions.  The structure of the FYDP consists of programs and subdivisions of them down to the program element level, all designed to embrace a part of the mission of the air Force.  This program is managed at the Air Force level only.  



Funds Issuing Budget Officer - A funding point redistributes annual budget authorization and quarterly expense authority to subordinate units.



Microbas - A financial management software system which allows the user to create reports, download files to a PC, access various utilities, build and print a fiscal year budget, build DSR reports and PSR/FSR address lists, create slides, and receive Record Resource Management Training.  



Non Expendable Items - (Equipment) Comprises property of a more or less durable nature may be expected to have a period of service of a year or more after being placed in use and does not lose its original identity in use.  Examples are:  Transportation equipment, furniture, furnishings, fixtures, machinery, armaments, etc.



Obligation - The estimate or actual amount of the cost of an authorized service or article you have ordered.  This estimate is carried in official accounting records, and reserves funds pending completion of the contract.



Obligation Authority - Fund authorization provided by one AFO to another AFO or base activity for a specific purpose, for stated amount and purpose, and to be used within a specified time.



Operating Agency Code - OAC is a code which has been authorized and assigned by the Director of Budget, HQ USAF, and generally equates to a major command.  



Operating Budget - An approved operating plan in financial terms which is the basis of authorization and financial control of expenses for the execution of a program or programs financed by O&M and military personnel appropriations.



Operating Budget Account Number (OBAN)  - A four position alpha and or numeric control code identifying fund accounts to which operation sand maintenance and military funds are authorized.



Operating Budget Authority Document (OBAD) - The official funding document issued to or by operating agencies.  It reflects the OBA for actual expenses, and reimbursements.



Program Element (PE) - An element of the DOD Future Years Defense Program representing a combination of personnel equipment, and facilities which together constitute an  identifiable military capability or support activity. 



Responsibility Center, Cost Center (RC/CC) Code -  An organizational unit, headed by an officer or supervisor who is responsible for the management of resources in the unit and who, in most instances, can significantly influence the expenses incurred by the unit, is a responsibility center.  The cost center is an entity or unit of activity subordinate to a responsibility center.

�MEDICAL RESOURCE MANAGEMENT OFFICER FOUNDATION



1.  As the MRMO, you should have full-time access to the executive management team as the authority for all resource management issues as they pertain to the military treatment facility.  Your authority is all encompassing of legal, moral, and reference.  Legal authority is your rank, title, position, and delegations.  Moral authority is what and who you are!  Reference authority is your credibility, presentation, and dedication.



2.  Know your limits.  Be careful not to short-sell or over extend your means of authority.  Watch “catch 22s” and “do not get caught between a rock and a hard place.”  MRMOs always need to be able to explain proper procedures and policy.  Remember,  your credibility is at stake.   When in doubt, stop and ask the question(s).  If you can not get support from your squadron commander or other members of the executive management team, the MAJCOM is a phone call away.  



3.  As a member of the executive management team, you are the advisor on the following major programs:  (Reference AFI 41-120, Medical Resource Management Operations, for detailed information)



	Financial Management

	Manpower

	Data Analysis

	Business Office

	Methods Improvement



4.  Executive Management Team and RMO Networking.  As the MRMO, you must continually network, not only with your executive management team, but also your MAJCOM representatives, wing/base resource management types (resource advisors, comptrollers, etc.), and MTF staff (squadron commanders, flight chiefs, OICs/NCOICs, and most important, cost center managers).   The following points are critical to your networking success:



	a. Self initiative -- become an active participant



	b. Credibility -- do your homework



	c.  Know the players



	d.  Use the team approach to support MTF financial initiatives



5.  Accountability in Resource Management.  Although the Commander is overall responsible for the programs you manage, accountability lies with you.  



	a.  Everyone is accountable!  However, the MRMO is the keeper of accountability.

	

	b.  Training is the key.  Train your OICs/NCOICs, QAEs, Cost Center Managers, etc.



	c.  Establish an environment of cost awareness.



	d.  Identify and place controls at appropriate levels.



	e.  Provide management summaries and visible analysis; ensure everyone understands, not just a few.



	f.  Follow-up and follow through.



	g.  Ask two questions; Why? and How Come?



6.  Handling Conflict and Manipulation.  There will be occasions conflict will raise its ugly head.  Remember, most, if not all of the executive management team will be higher in grade.  Some members may want to test your credibility and capability.  Below are some points to remember.



	a.  Tact and Diplomacy are a must!

		

	b.  Benefits of Consistency; know consistency generates credibility.  Being wishy-washy will get you in serious trouble.



	c.  Be fair and decisive



	d.  Maintain the mission perspective, know why we are all here.



	e.  Can you say No?  “If  you can’t say no,  you shouldn’t be allowed to say yes.”



7.  Bureaucracy is Everywhere!  Bureaucracy starts with you.  How you control the arenas of people, politics, and policy are crucial in your success.  Bureaucracy is a fact of life and you must deal with it on a mature level.



	a.  Move slow.



	b.  More complex than it may seem.



	c.  Recognize the extreme competition for resources, particularly between the squadrons.



	d.  Things are not always logical and consistent.



	e.  Bureaucracy does contain many dedicated and capable people (which you are a part).



	f.  Most important, be active, be patient, and be optimistic.



8.  Waste, Fraud, and Abuse in Financing.  You will have plenty of opportunity to identify Waste, Fraud, and Abuse in day-to-day activities.  This is primarily due to  some people (not many) in the MTFs not fully aware of fiscal policy, obligation authority, etc.  You must:



	a.  Challenge inappropriate costs.



	b.  Audit counting procedures.



	c.  Require sound justification.



	d.  Make inequities visible



	e.  Ensure competitive pricing of purchased services.



	f.  Watch out for the “Gold Watch”



	g.  Guard against conflict of interest.



Your test for the above is “What would  your mother say if she knew this was happening?”



9.  As a MRMO, you will always need to plan for change.  You must anticipate change.  Change is fact of life and it will sometime seem daily.  Changes occur in the dynamics of financing; new requirements and missions; pricing; and workload.  Communicate and Coordinate.



FINANCIAL CONCEPTS, THE BASICS



1.  The following information provides some reminders as to what various terms or phrases represent.  



	a.  Budget development.  Planning, programming, and budgeting system; which provides the overall framework for translating objectives or requirements into a financial program.



	b.  Preparing the Budget.



		1)  Support the MTFs strategic planning document to include goals and objectives for financial operations.



		2)  You must force involvement from the commander, deputy commander/administrator, and cost center managers.



		3)  There should always be unfunded requirements.



		4)  You need to live with and execute the budget as a financial plan.



	c.  Budget Execution.



		1)  Become intimately familiar with the Capitation Budget Resource Allocation (CBRA) Model.



		2)  Simply managing your funds appropriately



		3)  You will primarily manage two types of funds, direct and reimbursements.  Together, they comprise your total obligation authority  (TOA).



		4)  There are three types of obligations you will oversee; Obligation Authority, AF Form 406, Miscellaneous Obligation Reimbursement Document (MORD), and Military Inter-departmental Purchase Request (MIPR).  Each is explained below:



		a) OA; reference paragraph 1.c.3), this page.



		b)  MORD; used to record known obligations when the required documents to support the obligations are not immediately available.  The MORD must contain sufficient information enabling the Accounting Liaison Office to determine the validity of the obligation and to ensure the amount is reasonable.  Estimated amounts may be recorded on the MORD provided the estimate is changed to the actual amount at the end of the month or when the actual amount becomes known.  MORDs will not be used to set aside or reserve funds in the accounting records before the incurrence of an obligation.



		c) MIPR; transfers dollars between services, appropriations, and commands.



2.  A good MRMO will create strategic goals for current and future fiscal years.  Try to be as consistent as possible; however, various changes will require alterations to your strategy.  At a minimum, one needs to develop sound strategies for their TDY program (track CME), contract dollars, equipment needs to include systems requirements, medical supplies (604) expenses, and priorities for nice-to-have items.  Always track the “close the door date” for when the money runs out.  



	a.  In executing your program, be creative enough to solve or lessen the impact of doing “more with less;” maintain credibility with MAJCOM counterparts; and do not sacrifice short-term gains with a long term loss of trust.



	b.  Evaluate your program with both micro and macro perspectives.



		1)  Looking at each specific EEIC is considered micro, whereas, looking at how the overall budget is affected by various inputs can be considered macro.



		2)  Before calling your command, understand both the micro and macro perspectives of your individual program.

�

	ANALYSIS OF FISCAL SPENDING



1.  Every MRMO must exercise direction.  A new MRMO will need to investigate where their facility has been in the past, where they are now, and where you and your executive management plan to go.  You will want to study the MTFs strategic planning document.  Questions to ask yourself are:



	a.  Do you have enough funds to get through the year and how was the current level determined?



	b.  What is your MTF’s projected workload?  Can it be validated?  If greater than five percent, your credibility will be questioned unless a new service is opening.  If not, the burden of proof lies with you as to why.



	c.  Does your MTF track unit costs of your largest cost centers, if no, start!  Track them weekly and monthly.



2.  Monitor your discretionary vs. must have spending.



    	a.  You must have the following to open your MTFs doors:



		1) 39X - Civilian Pay 40X;  Patient Travel and Essential CME;  48X - Utilities; 49X - Communications - Except moving and adding instruments;  531 - Custodial;  569 - Maintenance  Contracts;  and 571/572/573 - Alternative Care.



 		2) 60X (medical supplies, non-medical supplies, and fuels); where you’ll concentrate most of your efforts.  Except for the nice to have expenditures, these areas must be monitored closely.  



	b. Discretionary but somewhat subjective are 40X - Travel other than patient;  52X - Facility Projects; 596 - Medical Transfers (reimbursements); 60X - Nice to have, reference paragraph 2.a.2); 62X - Equipment; and 637 - Non Air Force Stock Fund IPE Expense Equipment.



	c.  Gray areas of concern are 473 - Equipment Rental; 533 - Civil Engineering Services;  549 - Vehicle Industrial Maintenance Service (VIMS); 641 - Fuels.



3.  Once you have established a sound program, it is essential you evaluate your programs regularly.



	a.  Look at each EEIC, particularly the gray and discretionary areas. (Micro)  Just because you may be short in one EEIC does not mean you need more money.  It just may become necessary to adjust your resources.



	b.  Always have the MACRO answer before calling the MAJCOM.



	c.  Tools to use in evaluating your program are:



		1) Straight-line method.  Basically this is a comparison of your actual obligations against the percentage of the expired fiscal  year.  For example, your O&M is expended at 90%; however, you may only be through 75% of the fiscal year (9 mo/12mo). This is the easiest method, but it could get you in trouble.  One reason for this huge discrepancy is due to some contracts are fully obligated at the beginning of the fiscal year. 



		2)  Historical.  This approach is more reliable; however, you must have baseline as well as a database.



		3)  Combination of the above.  Discount one time costs and track discretionary expenses closely.



	d.  Inflation is not a good crutch particularly when justifying additional funds.  Know your program cold.  Always be aware of the worst case and plan accordingly.



ANALYZING MEDICALLY RELATED ELEMENTS OF EXPENSE (EEICs)



1.  Purpose is to discuss concepts, monitoring tools, controls, and strategies related to analyzing medically related elements of expense.



2.  Concepts:  Each EEIC is different; the analytical approach to each EEIC  should be more than just a “straight-line estimate” - input, process, and output.



	a.  The budget must be taken apart, EEIC by EEIC, analyzed, studied, and monitored in separate pieces (EEICs).



	b.  Each EEIC represents a set of interrelated activities, actions, processes, affected decisions, and audit trails for costing purposes.  



3.  Controls.  Do “Recon and Intel” with the help of a few tools.



	a.  Establish policy/priorities based on mission requirements, stated MAJCOM policies, and existing resources. 



	b.  Develop local spreadsheets/database management systems for decision support, tracking, monitoring, and reporting purposes.



	c.  Reconcile key documents, logs, and reports to verify/validate expenses.



	d.  Review/incorporate specifications in existing or emerging contractual or partnership agreements.



	e.  Establish obligation authority documents and PFMRs where needed.



4.  Strategies.  Develop early and get approval.  Stealth Management is a “no - no.”



	a.  Do not spend your money if possible.  Check on management efficiency, alternative use, Other Procurement (OP or 3080), MEDNEEDS, MAJCOM funding, compensation time, and Third Party Collections Program (TPCP).  Spend someone else’s money when possible.



	b.  Establish funding policies/priorities for your MTF and get them approved by the Executive Management Team in writing.



	c.  Validate all expenses and charges with Base OPRs where possible and ensure appropriate MTF personnel are well informed.



	d.  Look at all options with a special study or quality improvement project; lease vs. buy, contract vs. supplemental/cooperative care, in-house vs. contract maintenance.



	e.  Anticipate future price changes, review contracts and specifications, and forecast workload.  Use Medical Logistics as a source for references.

	

	f.  Establish rapport and credibility with professional staff, cost center managers, and base personnel; coordinate accordingly on issues as negotiation skills are a must in the resource management business.



	g.  Develop a “culture” of cost containment, quality, value and service.



	h.  Establish criteria for facility projects and equipment purchases.



39X - CIVILIAN PERSONNEL COSTS



1.  This area includes the cost of services of civilian personnel; i.e., regular salaries and wages, additional compensation, such as, overtime pay, special and miscellaneous payment for personal services to include commissions and fees, and payments made to other agencies for services on reimbursable detail; personnel benefits such as allowances to employees, FICA, health insurance, cash awards, severance pay and payments to other funds (e.g., retirement fund); and benefits for former personnel.



2.  Key Concepts:  Civilian personnel costs (39X), with the possible exception for medical supplies (60X), is probably the largest single item in the financial program.  As a minimum, become familiar with how your total civilian pay requirement is determined.  This includes calculation and comparison of civilian work years against actual obligations.  Work years are a very critical component of preparing your budget for 39X.    The current procedure is your MAJCOM will provide a work year ceiling.  You must stay below or at your ceiling.  However, you must execute all of your work-years if possible.  The ultimate responsibility lies with the MTF commander; however, it is your responsibility to track and monitor the program.  Protect your commander.  



3.  Monitoring Tools:  Tools that will help you monitor expenditures associated with civilian personnel  are:



	a.  The Civilian Manpower and Funding Report, Rcs: DD-COMP(AR1092)



		1)  Look at the total requirement



		2)   Average man year cost times man years consumed and programmed.



	b. Compare and evaluate information from the Micro Bas with the 1092.



		1) Look for lump sum payments



		2) Overtime/Leave

	

		3)  Man years worked vs. civilian cost and man year plan. (Remember the work-years computation compared to actual obligations)



		4)  Most important, realize the level you are funded.



4.  Provide some controls on your civilian expenditures.  Some of the ways to accomplish this is:



	a.  Reconcile Civilian Manpower and Funding Report against actual manpower on board.



	b.  What is your overtime authorization policy.  Depending on the grade of the civilian employee, compensation is usually more effective with time vs. dollars.



	c.  What is your overtime policy.  Determine what your MAJCOM/Wing/Base policies and procedures are and assess the impact.  Use sparingly and manage it!



5.  Additional Strategies and Tips.



	a.  Use comp time when possible.  Know your local union agreement.



	b.  Depending on your MAJCOM policy with civilian pay,  you may allow civilian positions to remain vacant and increasing the lapse rate to use offset money for funding for other things; e.g., medical equipment, systems requirements, etc.  YOU NEED TO HAVE A PLAN FOR THE MONEY!!!  NOTE: Watch your Work-year limits (floor/ceiling).



	c.  Your executive management team should have a plan for prioritizing a list of fill actions by position.



	d.  One disadvantage of waiting too long to fill civilian vacancies is the possibility of being funded at lower level the next FY.  



SUPPLIES, MATERIEL AND EXPENSED EQUIPMENT 

(604, 605, 609, 618, 628, 630, 635, 641, 642)



1.  This area accounts for issues of supplies and materiel and equipment with a unit value under $100,000 from Air Force inventories and for base procurement of such items for immediate consumption or use.  In addition, base procurement for Real Property Installed Equipment (RPIE) with a unit value of $100,000 or less for immediate use.  For line policies and procedures,  you will want to reference AFI 65-601, Volumes I and II, Budget Management for Operations.



2.  Supplies and Materiel.  Comprises all commodities consumed/expended within one year after being put into use or which are converted in the process of construction or manufacture, whether acquired by formal contract or other form of purchase.  



3.  Equipment.  Comprises personal property of a more or less durable nature which may be expected to have a period of service of a year or more after being put into use without material impairment of its physical condition.  It includes charges for services  in connection with initial installation of equipment when performed under contract.  



4.  Key Concepts.  These EEICs, particularly 604 (medical supplies), will consume the majority of your allocated funding.  Better than excellent management of medical supply funds offer greatest potential for effective use of medical monies.  



	a.  The medical/dental stock fund plays a critical role.  Since the establishment of the Medical Dental Division of the Air Force Stock Fund, it has proved to be an excellent tool for providing expense inventories and procurement authority sufficient to satisfy requirements at Air Force medical facilities.  In a nut shell, Medical Logistics will order various items against the stock fund and the MTFs O&M dollars reimburse the stock fund with an attached surcharge.  The surcharge was created to compensate for possible loss as a result of buying more than what is sold.    Coordination with your Medical Logistics counterpart is a must.  

	

	b.  The provider staff’s impact on medical supplies will need to be monitored closely.



5.  Monitoring Tools.  Each MTF MRMO will have different ways of tracking costs associated with 6XX;  however there are some standard tools everyone should use.



	a.  Project Fund Management Record (PFMR) and Organizational Cost Center Record (OCCR). The PFMR is a control record for one or more organization cost center records (OCCRs).  The OCCR to PFMR system is a relationship similar to the relationship between the cost center and responsibility center. The PFMR and OCCR will identify actual year of obligation for current year plus five expired fiscal years.  Fund targets are loaded into the stand�ard base supply system (SBSS) and Medical Materiel Accounting System (MMAS) by  OCCR PFMRs.



	b.   Materiel Management and Medical Materiel Management Reports.  There are many reports produced by the standard base sup�ply system (SBSS) and the MMAS that provide budget personnel and resource managers detailed information on the operating budget author�ity set aside for purchases from the Defense Business Operations Fund.  Most often used are the RC/CC Summary List, Project Fund Management Report, PFMR/OCCR Update and Reconciliation Report, Consolidated Fund Management Report, and Obligated Due-Out Listing. The standard base supply system pro�vides management products informing each respon�sibility center manager and Budget office of the status of operating budget authority fund availability, as well as fiscal year-to-date data concerning expensed materiel buys and on-order (due-outs) by cur�rent and prior year.



	c.  Operating Budget Ledger (OBL). This ledger summarizes automated accounting for general accounting and finance data to provide status of funds as of the current date or as of the previous end-of-month. The OBL provides detailed, special, and sum�mary data on various accounts or types of funds.  The MRM office will determine the detail volume and the summation. Use amounts shown on the ledger to analyze obligation and expense accounts and to verify fund availability. The MTF should receive the OBL on a regular basis, otherwise you will need to establish the frequency.  For effective management and to decrease printed output and computer use time, don't ask for unnecessary reports (detail or summary). Limit the product only to needed options or accounts.  Request only the portions and options required  to manage funds or to review and correct accounting records.  



	d.  Microbas and LouisLinkII.  These are automated financial tools specifically designed to allow Resource Advisors and Budget Analysts up to date summaries of financial transactions.  Microbas may or not have real time data as it depends on your physical setup.  However, LouisLinkII is real time.  LouisLinkII interfaces directly with the entire Air Force financial database through the Standards Systems Support Center at Gunter AFB.  If you don’t have either one of these, suggest you contact your local ALO to determine accessibility.  



	e.  High Dollar Issue List.  This list usually highlights the top 25 items (determined at the MTF) according to dollar value of issues made during the month for each activity.  



	f.  Using Activity Issue/Turn-in Summary.  Shows all issues, turn-ins, and high dollar issue items for your using activity as follows:  



		1) Issues.  This portion of the list shows all issues and reversal of issues made during the month for each activity.  It is produced in stock number sequence.  A dollar summary of issues, by refundable/reimbursable and non-refundable/non-reimbursable, is given at the end of this portion of the list for each using activity in the following categories:



			(a) Standard medical supplies, local purchase medical supplies and percentage factor, medical expense equipment, and medical investment equipment.  



			(b) Non-medical supplies, non-medical expense equipment, and non-medical investment equipment.  



	f.  MEPRS.  Reference AFI 41-102, The Medical Expense and Performance Reporting System For Fixed Military Medical and Dental Treatment Facilities.  Track your total Medical Work Units (MWUs).  MWUs are the sum of Inpatient Work Units (IWUs) and Ambulatory Work Units (AWUs).    The MEPRS will generate costs per visit and procedure.  Although there are indirect costs associated with the costs per visit and procedure, tracking them will allow you to see obvious shifts.  If there are significant changes, find out why.   The MRMO or the MEPRS Clerk can step down various attributes generating those costs.  The system allows you to identify operating expenses, direct or indirect, for purposes of reassignment to work centers accounts ultimately to final operating expense accounts.



6.  Controls.  There are various controls the MRMO can use to “stay on top” of the issues discussed in this section.



	a.  Prime Vendor (Managed by Medical Logistics).   Prime Vendor consists of mostly pharmaceuticals; however, will expand to encompass medical/surgical items as well.   As Prime Vendor is implemented, it will mandate the source of supplies for all MTF local purchase requirements for items available from this source.  Prime Vendor awards an umbrella contract to a company for a large number of supplies.  This vendor is then responsible for providing these items.  Items ordered through Prime Vendor are usually delivered within 24 hours.  The contractor is held to a 95% fill rate and should use the “Just in Time” method of ordering items streamlining obligations.  



	b.  PFMR Loading.  Each MTF has a minimum number of PFMRs.  Each PFMR will have an expenditure target. It is the MRMO’s responsibility to ensure cost centers using the monies within a specific PFMR stay within their target.   



	c.  Cost Center Managers (CCMs).  These folks are crucial to the success of your budget program.  Let them be your eyes and ears.  Remember, CCMs are only as good as you make them.  Train them well.  This is one area you do not need a CCM to lead you astray as it will blow your budget apart.   The credibility issue is at stake.



	d.  Executive Management.  Keep them abreast with the correct and up-to-date information, they are the final say. 



	e.  Provider Staff.  These are the people that will quickly spend your money.  Adversarial roles tend to develop quickly.  Avoid this at all cost.  Work with, not against,  all provider and ancillary committees, particularly the Pharmacy and Therapeutics (P&T) and Equipment Review and Acquisition Authority (ERAA) committees,  to ensure optimum efficiency in supply/equipment spending.  This is where you earn your keep.



	f.  IMPAC (Credit Card Issues).   MTFs will have access to one or more IMPAC cards ($2500 limit).  You will need to work closely with the Logistics staff to track IMPAC costs.



INTEREST PENALTIES:  Comprises compensation to creditors for the use of moneys loaned, deposited, overpaid, or otherwise made available, and the distribution of earnings to owners of a trust or other fund.  Includes interest payments under purchase contracts for construction of buildings.





FINANCIAL MANAGEMENT OF MEDICAL SUPPLIES



1.  Key Concepts.



	a.  Percent of total budget allocated to purchase medical supplies.



	b.  Good management of medical supply funds offers greatest potential for effective utilization of medical moneys.



	c.  Medical Logistics if the key to medical supply management.



	d.  The provider staff must be educated and be made aware of their impact on medical supply.



2.  Monitoring Tools.



	a.  Project Fund Management Report (PFMR) and Cost Center Report (CCR).



	b.  Microbas/LouisLinkII.



	c.  High dollar issue list; either issued by logistics or the Pharmaceutical and Therapeutics Committee.



	d.  Issue Transactions Report.



3.  Controls.



	a.  PFMR loading.



	b.  OBL Loading.



	c. Cost Center Managers,  Executive Management, and  Provider Staff.



4.  Strategies.



	a.  Establish rapport with the Service Chiefs.



	b.  Work with Executive Leadership.



	c.  Train, motivate, and hold CCMs accountable.



	d.  Work closely with Medical Logistics and Pharmacy.



	e.  Review questionable high dollar issues and challenge rationale.



	f.  Do not allow local purchase approval to be a rubber stamp.



	g.  Standardize brands and do not be specific for each provider within a specialty.



	h.  Ensure CCMs are anticipating changes in supply item consumption due to changes in provider, workload, etc.



	i.  If new equipment products are ordered, require old item’s stock levels be depleted first.



	j.  Ensure unique stock levels are periodically reviewed.



FINANCIAL MANAGEMENT OF EQUIPMENT



1.  Key Concepts.



	a.  Equipment review and authorization authority (ERAA) mechanism in your MTF.



	b.  Continuing Resolution Authority (CRA) limitations.



	c.  Equipment buys represent an area of discretionary funding.



	d.  Requirements for sole source justification.



2.  Monitoring Tools.

	

	a.  An active Equipment Review and Acquisition Authority Board (either coordination or active meeting agenda)



	b.  Logistics local system of tracking and processing equipment requests.



	c.  OBL



	d.  PFMR



3.  Controls.



	a.  Functional User - identify valid mission needs.



	b.  AF 601 - request and justification (13 point)



	c.  ERAA executive management approval and prioritization.



	d.  Logistics - procurement.



	e.  Base Contracting - procurement contracting.



4.  Strategy



	a.  Evaluate carefully equipment requests which are nice to have or unique to a specific practitioner’s personal expertise or preference.



	b.  Ensure the RMO, MEMO, and MTF executive management coordinate closely on the equipment program.  



	c.  MEMO should have a backlog of prepared, approved, and prioritized AF Forms 601 to facilitate rapid procurement action should funds become available.



	d.  Pre-plan and coordinate site preparation requirements, supply ordering, maintenance contracting, installation of equipment to coincide with equipment delivery.



FINANCIAL MANAGEMENT OF 

EEICs 571, 572, 573, and 574



1.  IAW AFI 41-101, Obtaining Alternative Medical and Dental Care, the United States Government pays for Veterans Affairs (VA) and civilian medical care for authorized beneficiaries according to AFI 41-115, Authorized Health Care and Health Benefits in the Military Health Services System, only when uniformed service facilities cannot provide them.  Payment is provided by the MTF through supplemental and cooperative care.  



2.  Key Concepts.  You need to know what areas may possibly be affected and what your facility sends out for medical services.



	a.  EEICs to watch.

	

		1)  EEIC 571 - All professional contracts (physician) to include radiology, pathology and surgical and medical services.



		2)  EEIC 572 - Supplemental Care; affects all active duty and DoD civilian employees.



		3) EEIC 573 - Cooperative Care; affects active duty beneficiaries, retirees and dependents, and all other eligible beneficiaries not covered in 572.



		4) EEIC 574 - Other contract  Health Care Services to include laboratory contracts, surgery gases, and holter monitor contracts.  



	b.  Be aware of what your MTF sends out for medical services IAW AFI 40-101, Obtaining Alternative Medical and Dental Care.



	c.  Review your procurement policies and periodically evaluate health service costs within the MTF.  All recurring requirements must have contracts.  Do you have civilian providers who routinely hold clinics in your facility and laboratory referral services.  If laboratory referral services are used on a routine basic, you must contract -- it is mandatory.



3.  Monitoring Tools for EEICs 572 and 573.  



	a.  If one does not already exist, develop an information spreadsheet to include categories, such as, patient name, MEPRS code, Authorization number (julian date & number of requests each day), estimated cost, actual cost, requesting provider, and OA (MOD) number.



	b.  Before supplemental service requests are authorized, ensure a SF 513 (automated or manual) and a letter of authorization (replaced AF Form 676, Authorization for Supplemental Civilian Health Services) are fully completed.  



	c.  Management of Information Formats.  You may get some help from your MTF utilization manager as they should be required to track the same.



		1) Request for supplemental services by MTF clinic highlighting the number of requests past FYs (PFY) and year to date (YTD) and cost PFY and YTD.  You will also want to highlight the average cost, PFY and YTD.



		2) Supplemental Services Categories of Requests which highlight radiology and its family of tests, consults, internal medicine, laboratory, number of requests PFY vs. YTD, costs of requests PFY vs. YTD, and average costs per request PFY vs. YTD. 



		3) Physician requests for supplemental services which highlight physician (provider name), number of requests PFY vs. YTD, cost of request PFY vs. YTD, and average cost per request PFY vs. YTD.



4.  Controls.  

	

	a.  Establish an obligation authority document AF Form 616 for EEIC 572 and realize there are various shreadouts used by commands.  The 616 will also need to take in to consideration laboratory emergency services.  Periodically review the 616 with the commercial services section to see if you both balance; i.e., meaning you must have the same amount remaining on the unobligated portion.



	b.  Monitor all supplemental care services documentation  (bills and results with date stamps or similar methods to ensure you are turning the bills around in 30 days or less.  In accordance with Accounting and Finance and HQ AF/SG policy, the clock starts when the bill is received.



	c.  Monitor EEIC 571 contracts.  Monitor with the Quality Assurance and Evaluator (QAE) contract compliance.  You need to document everything and work with and keep procurement informed.  If you anticipate excess dollars in the contract at the end of the FY, begin as early as July to request procurement to deobligate the funds so they can be reprogrammed to other areas.  



NOTE:  All requests for professional contracts must be coordinated with MAJCOM/SGs who, in turn, work with HQ AFMSA/SGSL so a standardized statement of work (SOW) can be sent to you.



5.  Strategy.



	a.  For those MTFs under the umbrella of an active Tricare Managed Care Support Contract, you will need to abide by their policies and procedures for Alternative Care resourcing.



	b.  For those MTFs still waiting for the above contract implementation, there are some concepts still applicable.  If your local Tricare Management office is managing Alternative Care, work closely with them to ensure funds are obligated appropriately.  



		1) Use investment funds to buy medical equipment vs. referring the work out via the alternative care program.



			(a) Justification is savings of O&M and CHAMPUS dollars	.



			(b) Necessity of trained medical personnel to operate such equipment.



		2) Periodically  evaluate alternative sources of care.



			(a) Work with procurement and inquire on health care costs within your area; such as, hospitals, various types of tests, and lab referrals.



			(b) Review with the executive team what care is referred out; i.e., trends and needs.  



		3) Perform cost comparisons and determine if it is more economical to use DoD MTFs for referrals or civilian sources.



		4)  Cost out the impact of areomedical evacuation, and if used, monitor possible abuse; i.e., nonmedical attendant travel, days patient TDY (two extra days for 15 minute appointment), etc. 

	

	c.  Reference HQ USAF/RMOC Ltr, dated 14 Nov 96, subject; Use of O&M Funds to Pay for Civilian Medical Services.  This letter clarifies the authority to use O&M funds for civilian medical services.



		1) Advise the CHAMPUS beneficiary of their cost-sharing requirements for the referral.



		2) Certify the services cannot be provided by the MTF



		3) Agree to provide the CHAMPUS contractor with any information relating to the referral in order to adjudicate CHAMPUS claims.  



TRAVEL OF PERSONNEL

(4OX, 42X, 43X)



1.  This area consists of both (a) travel pay from official stations, subject to regulations governing civilian and military travel, and to appropriation limitations in certain cases; and (b) local travel and transportation of persons in and around the official station of an employee.  It includes rental of passenger motor vehicles from government motor pools.  Examples:



	a. Transportation of Persons - Contractual services in connection with carrying person from place-to-place, whether by land, air or water, and the furnishings of accommodations incident to actual travel.  This includes transportation charges, rental of passenger cars, charter of trains, buses, vessels or airplanes, ambulance service, and expenses incident to the rented or chartered conveyance.  Rental of all passenger-carrying vehicles is charged to this code series even though they may be used incidentally for transportation of things.  It includes mileage allowances for use of privately-owned vehicles and related charges (such as ferry fares and tolls) which are specifically authorized.  It also includes streetcar, bus and taxi fares (including tips) whether used for local transportation or for travel away from designated posts of duty.  



	b.  Subsistence for Travelers-Payments to travelers of per diem allowances of reimbursements of actual expenses for subsistence.  



	c.  Incident Travel Expenses.  These are other expenses necessitated by travel, such as excess baggage, transfer, steamer chairs, and telephone and telegraph expenses as authorized by travel regulations.  This does not cover miscellaneous expenses incurred when in travel status which are not directly related to travel such as registration fees for attendance for technical conferences, seminars, etc.  



2.  As a note, transportation of unaccompanied baggage is accounted for by EEIC 463, not 40X.  Also included in this area are civilian PCS moves.  These moves are financed by the appropriation from which the individual is paid upon reassignment, normally the O&M appropriation.



3.  Key Concepts.



	a.  Know AF/SG policy on Continuing Health Education (CHE), reference AFI 41-105, Medical Education and Training.



	b.  Understand how AFIT and AETC funding works, reference AFCAT 36-2223, USAF Formal Schools.



	c.  Learn the MAJCOM and base procedures for formal training; many MAJCOMS will require non-reimbursable registration fees.



	d.  Develop a tracking mechanism for per diem and travel expenses.  Maintain historical figures.



	e.  You must forecast mission directed TDYs; such as, command conferences, promotion boards, and manning assistance.  The location receiving manning assistance will incur the obligation of the TDY.



4.  Monitoring Tools.  



	a.  Microbas/LouisLink

	

	b.  Paid TDY voucher reconciliation; check your estimates and update as appropriate.  If the base is not good about giving you a copy, have the individuals (patient or MTF staff member) provide you a copy.



	c.  Analyze trends and costs with a form of database application management system.  You will want to include pertinent information in the Management Information Summary.   



5.  Controls.  



	a.  Develop a program with the travel section to compare Obligation Authority/MORD balances periodically.  Remember to close-out the OA promptly at the end of each quarter (month).  



	b.  Track the number of TDYs for each individual in terms of corps affiliation, number of man-days, reason for TDY, costs for travel, per diem and registration fees, and destination.  



	c.  Budget the travel plan by patient travel, CHE, mission directed, and etc.



	d.  Review your travel plan periodically updating estimates for all types of travel and comparing paid vouchers with estimated expenses on TDY orders.



6.  Strategy.



	a.  Use AFIT funding whenever possible.  



	b.  Ensure your MTF has a CME policy and a policy for reviewing and authorizing all requested travel.



	c.  Recommend CME funds be distributed to the senior corps members in the MTF.  This obviously should be coordinated with the entire executive team.



	d.  Review paid travel vouchers for reimbursement abuse.



	e.  Report all TDY travel by category periodically to executive management and report CME by number of trips per Corps to senior corps representatives.  



	f.  CME should be approved for those in close proximity, preferably in the local area.



TRANSPORTATION OF THINGS (46X)



1.  This area includes contractual charges for the transportation of things (including animals) and for the care of such things while in process of being transported.  It also includes postage used in parcel post of truck and other transportation equipment, and reimbursements to civilian personnel for the authorized movement of household effects or house trailers.  It excludes transportation paid by a vendor regardless of whether or not the cost thereof is itemized on the bill for the commodities sold.



	a.  Freight and express charges by common carrier and contract carrier, including freight and express, demurrage, switching, recreating, and other incidental expenses.  



	b.  Drayage and Other Local Transportation--cartage, handling, and other charges incident to local transportation, including transfer of supplies, equipment, and etc.



	c.  Mail transportation, contractual transportation of mail by water, rail, air, motor vehicle, and etc.



	d.  Communication of Transportation Expenses--Payments to civilian employees in lieu of payment of actual expenses for transportation of household goods an defects of house trailers upon transfer of personnel from one official station to another.  



	e.  Baggage--Unaccompanied baggage. 



RENTS, AND COMMUNICATION SERVICES (473,49X)



Comprises charges for rents (excluding transportation equipment), and communications services.  



	a.  Rental - Accounts for rental of equipment such as word processors, office copiers, and dining hall equipment.



	b.  Communication Services - includes the transmission of messages from place-to-place, such as, contractual charges for land telegraph service, telephone and teletype service; charges for postage (other than parcel post) included in EEIC 469; contractual messenger service; and rental of post office boxes, postage meter machines, mailing machines, and teletype equipment.  It also includes telephone switchboard and service charges and telephone installation costs.  



FINANCIAL MANAGEMENT OF COMMUNICATIONS



1.  Key Concepts. 



	a.  How your recurring rental expenses accrue.



	b.  How much the relocation of a phone costs.



	c.  How much your paper system maintenance costs.  



2.  Monitoring Tools.



	a.  Microbas/LouisLink provide a good source.



	b.  Work orders.



	c.  Computer listings of toll calls.



	d.  AF Form 649, verification of long distance phone calls.



	e.  AF Form 1972, authorization of long distance telephone calls.



	f.  Commercial telephone bill.



3.  Controls.  



	a.  Reconcile rental charges against Microbas communication rental expenses.



	b.  Reconcile work orders against Microbas communications maintenance.



	c.  Reconcile toll call expenses costs.



	d.  Reconcile paper maintenance.  



4.  Strategies and Tips



	a.  Do not initiate or create a new system when all you need is better maintenance.  (Don’t reinvent the wheel).



	b.  Always anticipate price changes.



	c.  Evaluate unique communication requests.



	d.  Control and minimize toll calls.  (E-mail is a great substitute)



FINANCIAL MANAGEMENT OF UTILITIES

(GAS, WATER, SEWAGE, ELECTRIC, STEAM)



1. Key Concept.  Know how your charges are calculated.  Are they calculated using square footage, meter readings, personnel authorizations, etc.?



	a.  Know your current policies on utility conservation.



	b.  Know your cyclical (seasonal) utility consumption history.



2.  Monitoring Tools.  Every MTF will be a little different on how it monitors its utilities costs and consumption.  The following are some common methodologies.



	a.  Microbas.



	b.  Locally developed Civil Engineering reports (spreadsheets) illustrating by commodities the expenses incurred.   If this is the case, the report should have, at a minimum, for each commodity (electricity, gas, sewage, water, etc.), the measurement and rate of utility, KWH for electricity, KCF for gas, KGAL for sewage, KGAL for water, and so on.  The report could also show the cumulative as well as the monthly costs throughout the FY.  



	c.  Facilities Management Log.



	d.  Deliveries and meters.



3.  Controls.  Validation is the key to all of this.  It your responsibility to ensure the expenses are validated with the above tools.  



	a.  Validate monthly charges against billing equations.



	b.  Validate any locally developed reports.



	c.  Conservation policies.  Be proactive in this area.



4.  Strategies.  Work with your facilities management team to ensure a successful utilities management program.



	a.  Validate CE equations for consumption ratios.



	b.  Check meter recordings.



	c.  Review energy conservation practices and policies.  



	d.  Control turn-on and turn-off of heat and air conditioning.



	e.  Monitor utility price changes and resultant funding impact.



	f.  Gain rapport with CE and let them know you are analyzing these costs; they will become more accurate their billing practices.  



	g. Have Cost Center Mangers involved in energy conservation in their areas. 



MANAGEMENT OF PRINTING AND REPRODUCTION



This comprises of contractual printing and reproduction, and the related composition and binding operations performed by Government Printing Office (GPO), the Air Force Industrial Fund (AFIF) (on a reimbursable basis), and commercial printers.  Includes all common processes of duplicating obtained on a contractual reimbursable basis.  Also includes standard forms when specially printed or assembled to order, and specially printed envelopes and letterheads.  



FACILITY PROJECTS (521, 522, 529)



Comprises maintenance, repair and minor construction for projects in your MTF.   Most, if not all, facility projects are handled locally.



COMMERCIAL PURCHASED EQUIPMENT MAINTENANCE (569)



Includes the cost of purchased (contract) maintenance, repair, overhaul or rework of equipment, ships, aircraft, etc., purchased from commercial sources or non-DOD government services.  Included are contract maintenance and nonfair wear and tear), office machines and furniture, and dormitory furniture and appliances.



1.  Key Concepts. 



	a.  Work closely with MEMO and Biomedical Maintenance.  Determine your annual maintenance contracts and monitor equipment warranties closely.



	b.  Consider the maintenance impact of expense and investment equipment on order.



	c.  Maintenance contracts are generally accomplished during a fixed time (depending on your facility) for the next FY with a planning fund cite.



	d.  Develop a list (MEMO as a source) of all administrative equipment needing contracts and update as necessary.



	e.  Determine if a “call” contract is more effective than full service - especially microcomputers.



2.  Monitoring Tools.



	a.  Last year’s contracts



	b.  New equipment received and the date it goes off warranty.



	c.  Use ACFO’s “Open Document” listing whenever possible to monitor your AF Form 9.



	d.  Maintenance tracking logs, historical maintenance records are kept by medical maintenance.



	e.  Microbas.



3.  Controls.



	a. Specifications of contracts.



	b.  Before approving or coordinating on an AF Form 9, ensure it is necessary.  As the MRMO, you need to review and coordinate every Form 9.



4.  Strategy.



	a.  Maintenance contracts should not include work that can be accomplished by in-house resources (i.e., functional personnel or MERC, or other base agencies).



	b.  Ensure contract specifications are clear and specific as to services to be performed.



	c.  Review contracts in June or July for potential deobligation of funds.



	d.  Be aware of vendor price changes and resulting funds impact.



OTHER PURCHASES SERVICES

(514, 533, 553, 57X, 591, 592, 598)



Encompasses all the services the Air Force contracts with commercial businesses to perform rather than use its own military and civilian personnel to perform the tasks.  Included are the cost of contractual services not otherwise classified such as repairs and alterations to buildings, equipment, etc., stenographic services, subsistence and support of persons, publication of notices, advertising and broadcast time, tuitions, insurance premiums, storage and maintenance of vehicles, operation of facilities and other service contracts; and expense transfers and reimbursable charges for services performed by one activity for another.  CE services by contract, tuition assistance, non-temporary storage of household goods, contracted health care, and miscellaneous contracted services are all included in this area.  



FINANCIAL MANAGEMENT OF REIMBURSEMENTS



1.  Key Concepts.  Keep familiar with the rates for hospitalization, outpatient treatment, and subsistence in Air Force MTFs.  These are obtained via recurring messages and the Uniform Business Office Manual.  



	a.  Have a working knowledge of the applicable sales codes (SC) for reimbursement.



	b.  Review AFI 41-120, Medical Resource Management Operations.



	c.  Reimbursements are as critically important as direct authority.



	d.  Load reimbursements as you earn them.



	e.  EEIC 599 is used for reimbursements.



2.  Monitoring Tools.



	a.  Reimbursement received with the OBL.



	b.  For pay patients, monitor ER logs, MSA monthly activity report, CHCS A&D reports, etc.  Always verify and validate reimbursements and compare to your projections for the year with quarterly estimates.  



3.  Controls.  



	a.  Ensure the policy on DEERS checks  is enforced.  These checks should be done automatically when booking appointments through CHCS.  Double check!  



	b.  The RMO and NCOIC need to personally review cash collection vouchers against civilian inpatient admissions in the daily CHCS collections report.



4.  Strategies.  Periodically track a day of reimbursement to EEIC 599 for your assurance you are getting “full credit.”



FUNDING & VALIDATION “CLOSE-OUT” GUIDELINES



1.  General.



	a.  Instructions in this checklist are intended as a guideline and should be modifies to suit your individual needs.  They are not intended to cover all actions or contingencies which may be required or arise.



	b.  CLOSE-OUT procedures should not be limited to any particular quarter, but accomplished on a recurring basis throughout the fiscal year.  There are two major objectives of the CLOSE-OUT process:



		(1) Full and effective use of funds for recognized requirements.



		(2)  Assure validity of obligations recorded by 30 September, so no funds will be lost due to cancellation.  When screening documents for cancellation, ensure positive evidence is on hand to substantiate obligations.  Even when listed as an essential or urgent requirement, retaining “unfirm” obligations on the books results in loss of fund utilization.



2.  Preliminary Actions:



	a.  Review any areas which were considered deficient in the prior year and ensure they have been adequately corrected to prevent recurrence.  Use IG and AF Audit Agency reports as guides in determining problem areas.



	b.  Review outstanding prior-year obligations, and liquidate upon receipt of applicable documentation to avoid transfers to Successor or “M” accounts and, where possible, carry only open claims forward.  Make a review and determination regularly as to what subject matter areas (SMAs) are lagging in the liquidation of obligations.



	c  Ensure you understand the “behavior” of each EEIC and how obligations are incurred and accounted for.



	d  Establish a spreadsheet to identify requirements such as last quarter bills, pending projects, other initiatives and compare to current program.  This will allow you to update your status when changes are made.



3.  Actions to be Taken During the Month of July:  (Preparation Begins)



	a.  Revalidate all due-ins with medical logistics and base supply to determine if items are still required.  Have the cost center managers check their aged due-ins to ensure requirements are still valid.



	b.  Again, review IG and AFAA findings concerned with budgetary matters, and be sure appropriate actions have been taken.  Check Internal Inspection Program, committee minutes, and goals/objectives programs for possible end year funding to satisfy requirements.



	c.  Request from your Facility Management Office a firm status on all year-end projects which have not been processed to contracting.  Make sure reimbursements are under control.



	d.  Review all prior and current year obligations/expense instruments and revalidate.



	e.  Update your plan for effective utilization of funds available through the closing weeks of the FY.  Coordinate with the SGA/SG on status.  



	f.  Update your spreadsheet to identify specific requirements such as last quarter bills, pending projects, other initiatives and compare to current program.  This will allow you to update your status when changes are made.



	g.  Discuss status of facility projects with MAJCOM representative to ensure obligations will be met or if additional dollars come they can be obligated by 30 September.



4.  Actions to be Taken During the Month of August:



	a.  Request from CE a precise as possible estimates for year-end requirements for utility services, reimbursements, and costs of outstanding projects in progress or design.



	b.  Request from Communications Squadron realistic estimates of year-end requirements.  This includes new starts, long distance telephone call charges, and other communications related charges.



	c.  Request fourth quarter linen, laundry, and housekeeping estimate from Facilities/Services areas.



	d.  Review Microbas very carefully for 100 percent validity.



	e.  Review all obligations and unobligated commitments for:



		(1) Validity

		(2) Accuracy of amount

		(3) Proper accounting classification and FY

		(4) Proper documentary support

		(5) Firm requirement



	f.  Negotiate with MAJCOM on projected excess/shortage of funds.



	g.  Keep current status of facility projects.



	h.  Take a hard look at your Third Party Collection Party (TPCP).



5.  Actions to be Taken in September.



	a.  Keep daily status of funds and coordinate with base activities at least twice a week.  Document actions, agreements, settlements where needed.



	b.  Notify MAJCOM of any excess/shortage of funds.



	c.  Process all actions which lead to the obligation of funds.  Hand carry to speed up the process.

	

	d.  Work with Accounting and Finance and Base Supply to stay open through COB 30 September if you have a requirement or have been identified as a SG close-out base.



	e.  Maintain close contact with Base Contracting to effect continuous follow-up and action on contracts and purchase orders.



	f.  If applicable, balance out imprest fund at established date.



	g.  All Blanket Purchase Agreements (BPAs) should be closed out and reconciled between 15-25 September.  



	h.  De-commit AF Forms 616 and establish MORDs, where applicable, between 15-25 Sep.



	i.  Return all documents, not funded at year end, to Medical Logistics for cancellation or re-submission.  



	j.  Ensure PFMRs in Medical Logistics and Accounts Control are compatible and needed.



6.  Special September Actions by EEIC:



	a.  EEIC 39X/Civilian Pay



		(1) Estimated annual obligations can be closely determined by employing the following procedures:



			(a) Refer to Microbas.



			(b) Refer to the most recent Civilian/Manpower Funding (1092) Report, and determine the expense for the most recent payroll period.  Examine each RC/CC to determine if the expense is typical (i.e., does it include lump sum payments, awards, unusual overtime, etc.) and adjust as necessary.  Multiply this amount by the number of payroll periods remaining (the final payroll period will probably be a fraction) and add this to the AEP to date.



			(c)  Adjust the annual estimate for such factors as expiration and non-renewal of special contracts; projected manpower changes, and projected hires and vacancies.



		(2) Accounting and Finance automatically calculates estimated Accrued Expense unpaid (AEU) at the end of each month for civilian pay.  The system considers the AEP for each RC/CC for the last payroll period (10 day period) and multiplies the average daily expense times the number of work days remaining in the month.  Examine the record of the last complete payroll period in the FY to determine if it contains items that should not be accrued in the final (partial) payroll period (i.e., awards, lump sum leave payments, etc.).  If these items are included in the last complete payroll, a prorated AEU will be included in the 30 September obligation figure to cover similar expense in the next payroll run.  Adjust the final accrual on the OBL through Accounts Control as required.  In similar manner, if employees are hired in the final weeks, of the FY, and their first time card is not submitted until after the close of the FY, this expense will not automatically accrued.  Total payment to these employees will be made from the next year’s appropriation unless special provisions are made.  In this case, calculate the expense applicable to the workdays remaining in the FY and initiate a miscellaneous obligation reimbursement document (MORD) through your Base Finance Office to obligate current year funds for this purpose.



		(3) If a firm estimate for total FY obligations indicates a surplus, promptly reprogram the excess to cover critical shortfalls in other EEICs; or return to MAJCOM.



		(4) You have a civilian analyst who manages/monitors the program.  You should coordinate with this individual to ensure all actions are complete.  Use the Civilian/Manpower Funding (1092) report to validate your actions.



	b.  EEIC 40X/Travel and Per Diem



		(1) Maintain TDY ledger supported by finalized travel vouchers and TDY orders with estimates.  Suggest a local spreadsheet or database be used.



		(2)  Give particular attention to TDY travel estimates to prevent the overestimating TDY obligations.  Periodically, review information concerning quarters and messing availability (proportional rates are now applicable) at frequently visited installations.  As travel vouchers are processed, compare paid vouchers with estimated expenses shown on TDY orders.  Examine the OBL in conjunction with the TDY ledger to ensure all AEP, AEU and obligation figures are correctly charged.  



		(3)  TDY funds are obligated in the following manner:



			(a)  TDY orders are prepared.



			(b)  RMO records travel and per diem estimates in TDY ledger.



			(c)  Accounting and Finance records estimates as AEUs.  If individuals receive advance payments, they are recorded as AEPs and the balance of the estimated costs are recorded as AEUS.



			(d) RMO receives finalized travel voucher and records information in TDY ledger.



		(4)  A common Accounting and Finance error is failure to remove the estimated costs (accrued expenditures unpaid or AEU) upon payment (accrued expenditures paid or AEP).  This results in double obligation.  Corrections must be coordinated with Accounting and Finance.



		(5)  Take follow-up action with travelers during September to liquidate all TDY travel obligations the day following termination of TDY.  



		(6)  Decommit the AF Form 616 if one has been prepared and prepare a MORD for the amount remaining unpaid NLT 15 September.  (Your local AFO may have a different date in mind.)



		(7)  Discuss any policy changes with MAJCOM or other services.  For example, billeting rates may have changed, or charges for contract quarters may have been billed to member’s  organization of assignment.



	c.  EEICs 473/Equipment Rental, EEIC 531/Contract Custodial Service, EEIC 571/Contract Health Care Services, EEIC 574/Other Miscellaneous Contract Health Care Services, EEIC 614/Medical, Dental, Veterinary Supplies-Non AFSF.



		(1) Obligations are recorded at the beginning of the period of service on an AF Form 9, Purchase Request (PR), as both a gross obligation and an Undelivered Order Outstanding (UOO).  PRs are prepared based upon an estimate of the expense due to be incurred during the period.  Each month, as the bill is paid, the month’s expenses are transferred from the UOO column of the OBL to the AEP column (gross obligations remaining unchanged).  If year-end analysis reveals gross obligation are greater than the amount required to satisfy payments, the surplus should be de-obligated through Accounting and Finance and reprogrammed to other EEICs or returned to MAJCOM.



		(2) Use Accounting and Finance’s Open Item Listing to track down any outstanding bills.



	d.  EEIC 569/Purchased Equipment Maintenance



		(1) Obligation may be for “one time” repairs, or preventive maintenance contracts.  The accounting procedures are similar for either situation.



			(a)  An AF Form 9, PR, is initiated and forwarded to Accounting and Finance where estimated expense is recorded as a commitment (not an obligation at this state.)



			(b)  Base contracting receives the PR, lets a purchase order and forwards the purchase order amount as both a gross obligation and a UOO.



			(c)  Accounting and Finance removes the commitment and records the purchase order amount as both a gross obligation and a UOO.



			(d)  Upon delivery and certification of service, the UOO is removed and the AEP recorded (vendor paid).  This procedure is followed each month in the case of preventive maintenance contracts to pay the vendor incrementally over the contract period.



			(e)  If analysis reveals the amount of obligated exceeds requirements, the surplus should be deobligated, and reprogrammed or returned to MAJCOM as required.  This may require “hustling” to get a final bill from the vendor, certify services, and get the surplus deobligated through Accounting and Finance.



		(2)  Use Accounting and Finance’s Open Document Listing (ODL) to track down any outstanding bills.



	e.  EEIC 480/Purchased Utilities



		(1)  Utility charges enter the accounting/finance system through vouchers forwarded from Civil Engineering.  Accounts should be monitored by utility.  Establish a coordinated MORD for September charges NLT 5 Sep.



		(2)  Validate all charges or even reimbursements with the CE monitor.



	f.  EEIC 49X/Communications



		(1)  Communications charges enter the accounting/finance system through vouchers forwarded from the communications squadron to Accounting and Finance.



		(2)  These charges should be reviewed each month and unusual amounts directed to the Communications Squadron for clarification.



		(3)  Coordinate with the Communications Squadron for charges through the end of September and prepare a MORD NLT 15 September.



	g.  EEIC 52X/Facility Projects



		(1)  Dollars in this category are given by MAJCOM for specific projects and should not be diverted or reprogrammed without their authorization.  



		(2)  These funds should be monitored as closely as any other MTF funds.



		(3)  Verification of charges should be done by Facilities Management.  It may require SGL and/or RMO assistance.



	h.  EEIC 596/Medical Transfers



		(1)  CE reimbursements are normally collected after the end of the month.  Have CE prepare MOD for September charges NLT 10 Sep.



		(2)  During September, in coordination with CE, have the facilities manager maintain a daily tally of work performed to permit full utilization of transfer funds.



		(3)  Press CE for continuous follow-up and status reports on all contracted work and don’t forget charges for base produced utilities.  



	i. EEIC 549/VIMS



		(1)  VIMS charges enter the Accounting and Finance system through vouchers forwarded from the Transportation Squadron to Accounting Finance.



		(2)  These charges should be verified each month by your vehicle Control Officer.



		(3)  Request an estimate from the Transportation Squadron of September charges ASAP in September.  Prepare a MORD for September obligation NLT 10 September.  



	j.  EEIC 572/573/Supplemental/Cooperative Care



		(1)  Maintain a ledger of obligations and payments processed through ACF.  On this ledger maintain a current balance by EEIC and cost center.  



		(2)  Stop processing routine bills for payment about 25 Sep.  Using the ledger, determine the unpaid balance, decommit AF Form 616, and prepare MOD for remaining unpaid balance NLT 25 Sep.



	k.  EEIC 599/Reimbursement.



		(1)  Reimbursements are realized under Sales Codes (e.g., 93-Medical Service Account Collections).  Generally, they are credited to the MTF account following the close of each month; however, some accounting/finance offices credit them as they are received.  You should know how your accounting/finance handles these.



		(2)  Press the cost accounting section of AC to be sure they credit the MTF with September reimbursements before 1 Oct.  (i.e., MORD for anticipated reimbursements)



		(4)  Prepare to spend amounts identified in your Third Party Collection Program (TPCP).



	l.  EEIC 60X/Supplies.



		(1)  MTF personnel should be aware overspending in the 60X area can take collars away from other areas, such as equipment and facility projects.  Cost Center Managers must be kept aware of the importance of prudence in spending 60X dollars.  Expenditures should be monitored by cost center in relation to historical data and targets requested by CCMs.  Back order listings should be reviewed carefully by CCMs.



		(2)  Examine the OBL in conjunction with the project Fund Management Record (PFMR) to ensure all data are accurately reflected.  Interfaces should occur twice weekly and then daily at the end of September.  Remember the nonmedical PFMR (D-11) target includes 603, 609, and 641 targets.



		(3)  As medical/dental supplies are generally in short supply toward the close of the FY, minor surpluses from other EEICs can be reprogrammed into EEIC 604 and obligated fairly quickly.  It is helpful for final estimates to be made as soon as possible.  



		(4)  For medical treatment facilities operating as a satellite off of other bases, extreme care must be taken to ensure the interface generated by the servicing AFO following the final run is delivered and recorded in the MTF’s AFO as an obligation before the close of business, 30 September.



		(5)  During September, for purchases from the Base Supply Stock Fund, no requisition should be placed on back-order.  Purchases must be made on a fill or kill basis.  Examine each UDO and estimate which are likely to arrive and be issued before the end of the FY.  Adjust annual targets accordingly.



		(6)  Above all, remain flexible at year-end.



	m.  EEIC 62X/Equipment



		(1)  Throughout the year, the target recorded on the PFMR usually should be set up to cover both issues and unobligated due-outs.  Examine the OBL in conjunction with the PFMR to ensure all data are accurately reflected.



		(2)  During September, examine all UDOs and estimate which are likely to arrive and be issues before the end of the FY.  Adjust annual targets accordingly.



		(3)  Identify and price increase or surcharge amounts and establish MOD/MORD if necessary.



	n.  EEIC 641/Fuels.



		(1)  Charges for fuel purchases enter the Accounting and Finance system through interface between the Base Supply system and the Accounting and Finance System.



		(2)  The nonmedical PFMR lists the gallons of gas purchased.  These amounts can be verified by the vehicle control NCO.  Remember the supplies target on the PFMR should be set up to accommodate purchases of 605, 609, and 641.



		(3)  In September, estimate annual fuels target based on historical data and prepare a MOD for the unpaid NLT 15 September.



		(4)  Validate with VCO/VCNCO and base transportation analysts.



�CREDIBILITY CHECKLIST



COMMUNICATIONS



- Talk to MAJCOM before problem becomes a crisis.



- Make certain FMB minutes clearly portray the financial position.



- Be sure budget submissions are accurate, clear, and logical.



CONSISTENCY



- Key players must all tell the same story.



- Are changes clearly explained.



- Does your story match MAJCOM’s information.



COMPETENCE



- Understand basic RMO functions.



- Know provisions of basic regulations.



- Do your homework.



- Know your program.



CANDOR



- Honesty



- Integrity



- Responsibility



�TRICARE / MANAGED CARE TERMS





Access A patient's ability to obtain medical care determined by factors such as the availability of medical services, their acceptability to the patient, the location of health care facilities, transportation, hours of operation, and the cost of care.



Accountable Health Plans (AHPS) Under the Managed Competition Act, providers and insurance companies would be encouraged (through tax incentives) to form AHPs, similar to HMOs, PPOS, and other group practices.  Accountable health plans would compete on the basis of offering high-quality, low cost care and would offer insurance and health care as a single product.  They would be responsible for looking after the total health of members and reporting medical outcomes in accordance with federal guidelines.



Actuary A person in the insurance field who decides policy rates and conducts various other statistical studies.



Administrative.  Costs The costs assumed by a managed care plan for administrative services, such as claims processing, billing, and overhead costs.



Adverse Selection A particular health plan, whether indemnity or managed care, is selected against by the enrollee, and thus an inequitable proportion of enrollees requiring more medical services are found in that plan.  Example  Low enrollee out-of-pocket costs might lure those individuals requiring more health services into an HMO rather than an indemnity plan because the former does not have a deductible.  Therefore, the HMO would have a greater proportion of less healthy enrollees, thereby driving up costs and increasing financial risk.



Alternative Delivery Systems An expression used to describe all forms of health care delivery systems other than traditional fee-for-service indemnity health care, Just about all managed care organizations are called alternative delivery systems.



Ambulatory Care Health services delivered on an outpatient basis.  If the patient makes the trip to the doctor's office or surgical center without an overnight stay, it is considered ambulatory care, but if he or she is treated at home, it is not.



Ambulatory Setting A type of health care setting at which health services are provided on an outpatient basis.  Ambulatory settings usually include clinics and surgery centers.



Ancillary Care Additional health care services performed, such as lab work and x-rays.



Average Cost (or Benefit) The average cost (or benefit) for a unit of output (e.g., one day in a

hospital for one patient) is the total cost (or benefit) of the total units of output divided by the total units of output.



Authorization for Care  The determination that the requested treatment is medically necessary, delivered in the appropriate setting, a CHAMPUS and/or TRICARE benefit and that the treatment will be cost shared by DoD through its Managed Care Support contract.  All NAS issuances need to be prior authorized.



Balance Billing  The practice of a provider billing a patient for all charges not paid for by the insurance plan, even if those charges are above the plan's usual, customary, or reasonable allowable charges, or are considered medically unnecessary.  Managed care plans and service plans generally prohibit providers from balance billing except for allowed co-pays, co-insurance, and deductibles.



Beneficiary is anyone eligible for military health care, including active-duty/retired military members and their families.



Benefit Package Services an insurer, government agency, health plan, or an employer offers under the terms of a contract.



Capitation 	A set amount of money received or paid out based on membership rather than on services delivered and usually is varied by such factors as age and sex of the enrolled member.



Capitation Per Member  Monthly payment to a provider that covers contracted services, and is paid in advance of its delivery.  In essence, a provider agrees to provide specified services to HMO members for a fixed, predetermined payment for a specified length of time (usually a year), regardless of how many times the member uses the service.  The rate can be fixed for all members or it can be adjusted for the age and sex of the member, based on actual projections of medical utilization.



Case Management (CM)  The process whereby a health care professional supervises the administration of medical or ancillary services to a patient, typically one who has a catastrophic disorder or who is receiving mental health services.  Often an interdisciplinary team approach to managing the high cost, long stay, and/or complicated discharge planning patients.  It targets catastrophic, chronically and terminally ill patients, assuring the most cost effective practices are followed in all phases of care.  An enhancement to internal case management is the use of critical care pathways, mapping the processes, tasks and resources required to achieve a pre-determined outcome.



Case Mix  The number and frequency of hospital admissions or managed care services utilized, reflecting the assorted needs and uses of a hospital's or managed care organization's resources.



Certification for Care  The determination that the provider's request for care (level of care, procedure, etc.) is consistent with pre-established criteria.



CHAMPUS is the Civilian Health and Medical Program of the Uniformed Services.  It is a cost sharing program which helps military families and retirees pay for civilian care when military care is not available.



CHAMPUS Allowable is the amount CHAMPUS regards as a fair price for a' given service and will help pay.



Concurrent Review  Is the review of inpatient hospitalization to insure it remains the most appropriate level of care.  It is designed to reduce the length of stay via early detection of patients medically suited for alternative levels of cost efficient care.  It facilitates early discharge planning intervention.



Co-payment 	A certain percentage of the cost of care, which the patient must pay even for care covered by CHAMPUS.  T ' hat portion of a claim or medical expense that a member must pay out of pocket.  This is usually a fixed amount.



CPT4 	Current Procedural Terminology 4th Edition.  A set of five-digit codes that apply to medical services delivered.  These codes are frequently used for billing.



Claim Information submitted by a provider or covered person to establish that medical services were provided to a covered person, from which processing for payment to the provider or covered person is made.



Claims Review  The method by which an enrollee's health care service claims are reviewed before reimbursement is made.  The purpose of this monitoring system is to validate the medical appropriateness of the provided services and to be sure the cost of the service is not excessive.



Clinical Quality Management/Monitoring (QM)  A program to improve organizational performance via continuous quality improvement of health care services provided to all beneficiaries.  It focuses on monitoring of indicators, risk management reviews, and privileging of professional providers.  Combined, these elements assess the efficacy of care, and assure possession of requisite skills to care for patients.  External outcome indicator monitoring programs provide comparative data on a hospital's performance with the performance of similar institutions.  They provide an initial "flagging" of instances warranting closer examination and process improvement.  Maryland Hospital Indicator Program (MHIP), Civilian External Peer Review (CEPR) and the JCAHO Indicator program are all considered external outcome indicator programs. .



Coinsurance The percentage of the costs of medical services paid by the patient.  This is a characteristic of indemnity insurance plans and PPO plans.  The coinsurance usually is about 20% of the cost of medical services after the deductible is paid.



Competitive Medical Plan A health care plan that has been approved by the federal government to obtain Medicare risk contracts.



Concurrent Review A screening method by which a health care provider reviews a procedure performed or hospital admission authorized by a colleague to assess its necessity.



Consolidated Omnibus Budget Reconciliation Act (COBRA) A law that requires employers to offer continued health insurance coverage to employees who have had their health insurance coverage terminated.



Copayment A nominal fee charged to HMO members to offset costs of paperwork and administration for each office visit or pharmacy prescription filled.



Cost Effectiveness Usually considered as a ratio, the cost effectiveness of a drug or procedure, for example, relates the cost of that drug or procedure to the health benefits resulting from it.  In health terms, if is often expressed as the cost per year per life saved or as the cost per quality adjusted life year saved.



Cost Sharing Financing arrangement where by the member of a health plan must pay some of the costs to receive care.



Cost-Shifting The redistribution of payment sources,.  Typically, cost shifting occurs when a discount on provider services is obtained by one payer, and the providers increase costs to another payer to make up the difference.



Credentialing  This has two meanings.  Firs is the collection, review, and verification of credentials to assure they meet predetermined standards.  The second meaning is the awarding of credentials, most often done as a result of education (degree), training (residency certificates), or testing (board certification and licensure).



Credential(s)  Refers to the document(s) which support the provider(s) experience or training.



Critical Pathways are tools that allow a health care team to reach a defined clinical goal in the most efficient, effective manner with out losing quality.



Decision Tree The decision tree, the fundamental analytic tool for decision analysis, is a way of displaying the temporal and logical sequence of a clinical decision problem.  Its form highlights three structural components  the alternative actions that are available to the decision maker; the probabilistic events that follow from and affect these actions, such as clinical information obtained other clinical consequences revealed; and the outcomes for the patient that are associated with each possible scenario of actions and consequences.



Deductible 	That portion of a member's health care expenses that must be paid by the individual before CHAMPUS begins to share costs.



Discharge Planning  Assesses the patient's medical needs before and after admission to

facilitate timely discharge and it begins immediately prior to or at admission.  It is an interdisciplinary team approach working with the patient and family to achieve discharge when medically appropriate and to meet health needs after discharge.  The use of high-risk assessment tools enhances the identification of the most complex patients.  Effective discharge planning minimizes the possibility of re-admission and eliminates lengthy hospitalizations waiting for post-discharge services to be in place.



Diagnosis-Related Groups (DRG).  A statistical system of classifying any inpatient stay into groups.



Diagnostic-Related Groups (DRG) Reimbursement  A program in which hospital procedures are rated in terms of cost, taking into account the intensity of services delivered.  A standard flat rate per procedure is derived from this scale, which is paid by Medicare for their beneficiaries, regardless of the cost to the hospital to provide that service.



Deductible  A fixed amount of health care dollars of which a person must pay 100% before his or her health benefits begin.  Most indemnity plans feature a $200-$500 deductible, and then pay up to 100% of money spent for covered services above this level.



Dependent  An individual who receives health insurance through a spouse, parent, or other family member.



Direct Costs  Direct costs are those that are wholly attributable to the service in question, for example, the services of professional and paraprofessional personnel, equipment, and materials.



Drug Maintenance   List Also called an additional drug benefit list, it is a catalog of a limited number of prescription medications, as designated by a managed health care organization, commonly prescribed by health care providers for long-term patient use.  This list is usually modified on a regular basis.



Drug Use Evaluation (DUE)  An evaluation of prescribing patterns of physicians to specifically determine the appropriateness of drug therapy.  There are three forms of DUE  prospective (before or at the time of prescription dispensing), concurrent (during the course of drug therapy), and retrospective (after the therapy has been completed).



Enrollment  It is the act of signing up for TRICARE Prime for one year and paying the annual enrollment fee.  An important part of enrollment is assigning the enrollee to a PCM.  Beneficiary is enrolled with defined access standards, and strict coordination of non-emergent specialty care and hospitalization.



EOB 	Explanation of benefits.  A statement mailed to a member or insured individual explaining how and why claim was or was not paid.



Emergi-Center   A health care facility whose primary purpose is the provision of immediate, short term medical care for minor but urgent medical conditions.



Exclusive Provider Organization (EPO)  The EPO is a form of PPO, in which patients must visit a caregiver that is on its panel of providers.  If a visit to an outside provider is made, the EPO will offer limited or no coverage for the office or hospital visit.



Extended Care Facility  A nursing home-type setting that offers skilled, intermediate, or custodial care.



FAR 	Federal Acquisition Regulations.  These regulations apply to the federal government's acquisition of service including health care services.



Fee schedule  A listing of the maximum fee that a health plan will pay for a certain service, based on CPT billing codes.



Fee for Service  Traditional provider reimbursement, in which the physician is paid according to 

the service performed.  This is the reimbursement system used by conventional indemnity insurers.



Fee Schedule  A comprehensive listing of fees used by either a health care plan or the government to reimburse physicians and/or other providers on a fee-for-service basis.



Formulary 	A list of drugs available at a facility that a physician may prescribe.  The health care provider is requested or required to use only formulary drugs unless there is a valid medical reason to use a non-formulary drug.



FTE 	Full-time equivalent.  The equivalent of one full-time employee.  For example, two part-time employees are 0.5 FTE each, for a total of I FTE.



Gatekeeper   Most HMOs rely on the primary-care physician, or gate-keeper, to screen patients seeking medical care and effectively eliminate costly and sometimes needless referral to specialists for diagnosis and management.  The gatekeeper is responsible for the administration of the patient's treatment, and this person must coordinate and authorize all medical services, laboratory studies, specialty referrals, and hospitalizations.  In most HMOs, if an enrollee visits a specialist without prior authorization from his or her designated primary care physician, the medical services delivered by the specialist will have to be paid in full by the patient.



Generic   Substitution In cases in which the patent on a specific pharmaceutical product expires and drug manufacturers produce generic versions of -the original branded product, the generic version of the drug (which is theorized to be the exact same product manufactured by a different firm) is dispensed even though the original product is prescribed.  Some managed care organizations and Medicaid programs mandate generic substitution because of the generally lower cost of generic products.



Group Model  An HMO that contracts with a medical group for the provision of health care services.



Group Practice  The American Medical Association defines group practice as three or more

physicians who deliver patient care, make joint use of equipment and personnel, and divide income by a prearranged formula.



Health Care Finder (HCF)    Is the person who schedules test/specialty appointments for the patient or refers them to the appropriate agency for appointing, like to the MTF.  Under



TRICARE, the HCF will be a contractor employee who schedules or arranges for appointments in the MTF or in the contractor's network.



Health Care Financing Administration (HCFA)  The federal agency responsible for administering Medicare and for overseeing states' management of Medicaid.



Health Insurance Purchasing Cooperative (HIPC)  Under the Managed Competition Act, all individuals (except employees of very large businesses) would join HIPCS.  All businesses with fewer than 1,000 employees will join a HIPC, and states will have the option of requiring groups of up to 10,000 employees to join.  These organizations will be state chartered, not-for-profit. with exclusive geographic territory (i.e., there will be one HIPC per region); HIPCs will offer to each enrollee a menu of accountable health plans, including clear, standardized information for each plan on its price, quality, and enrollee satisfaction.  HIPCs will collect all individual and small business employee premiums and distribute them to the accountable health plans.



Health Maintenance Organization (HMO)  A form of health insurance in which its members prepay a premium for the HMO's health services, which generally includes inpatient and ambulatory care.  For the patient, it means reduced out-of-pocket costs (i.e., no deductible), no paperwork (i.e., insurance forms), and only a small co-payment for each office visit to cover the paperwork handled by the HMO.  The following are some specific forms of the HMO.



Staff-Model   The staff-model HMO is the purest form of managed care.  Popularized by Kaiser Permanente, one of the pioneers of the HMO movement, all of the physicians are in a centralized site, in which all clinical and perhaps inpatient services and pharmacy services are offered.  The HMO holds the tightest management reins in this setting, because none of the physicians traditionally practice on an independent fee-for-service basis.  Physicians are more employees of the HMO in this setting, as they are not in a private or group practice.



Individual Practice Association-Model(IPA)  The individual practice association contracts with independent physicians who work in their own private practices, and see fee-for service patients as well -as HMO enrollees.  They are paid by capitation for the HMO patients and by conventional means for their fee for-service patients.  Physicians belonging to the IPA guarantee that the care needed by each patient for which they are responsible will fall under a certain amount of money.  They guarantee this by allowing the HMO to withhold an amount of their payments (i.e., usually about 20% per year).  If, by the end of the year, the physician's cost for treatment falls under this set amount, then the physician receives his entire 'Withhold fund." If the opposite is true, the HMO can then withhold any part of this amount, at its discretion, from the fund.  Essentially, the physician is put 'at risk" for keeping down the treatment cost.  This is the key to the HMO's financial viability.



Group-Model  The group-model HMO, the HMO contracts with a physician group, which is paid a fixed amount per patient to provide specific services.  The administration of the group practice then decides how the HMO payments are distributed to each member physician.  This type of HMO is usually located in a hospital or clinic setting and may include a pharmacy.  These physicians usually do not have any fee-for-service patients.



Hybrid-Mode   A combination of at least two managed care organizational- models that are melded into a single health plan.  Since its features do not uniformly fit only one type of model, it is called a hybrid.



Network-Mode l A network of group practices under the administration of one HMO.



Point-of-Service Model   Sometimes referred to as an 'open-ended" HMO, the point-of service model is one in which the patient can receive care either by physicians contracting with the HMO or by those not contracting.  Physicians not contracting with the HMO but who see an HMO patient are paid according to the services performed.  The patient is encouraged to utilize contracted providers through the fuller coverage offered for contracted care.



Home Care  In contrast with inpatient and ambulatory care, home care is medical care ordinarily administered in a hospital or on an outpatient basis; however, the patient is not sufficiently ambulatory to make frequent office or hospital visits.  In these patients, intravenous therapy, for example, is administered at the patient's residence, usually by a health care professional.  Home care reduces the need for hospitalization and its associated costs.

Hospice A health care facility that provides supportive care for the terminally ill.



Hospital Alliance  A group of hospitals that have joined together to improve competitive

positions and reduce costs by sharing common services and developing group purchasing programs.



ICD-9-CM 	International Classification of Diseases, 9th Revision, Clinical Modification.  The classification of disease by diagnosis coded into 6-digit numbers.



Impanelment 	Beneficiary is impaneled to a specific provider or provider team for routine primary care [no primary care management (PCM) feature].  Patients may still directly access specialty care providers



Incurred But Not Reported (IBNR) Expenses  This term refers to a financial accounting of all services that have been performed, but as a result of a short period of time, they have not yet been invoiced or recorded.



Indemnity Insurance   Traditional fee-for-service medicine in which providers are paid according to the service performed.



Indirect Costs  Indirect costs are usually termed overhead costs, as they are the costs that are shared by many services concurrently, for example, maintenance, administration, equipment, electricity, water.



Inpatient  A patient admitted to a hospital and who is receiving services under the direction of a physician for at least 24 hours.



JCAHO   Joint Commission for the Accreditation of Healthcare Organizations.  A not-for profit organization that performs accreditation reviews hospitals, other institutional facilities, and out-patient facilities.  Most managed care plans require a hospital under contract to be accredited by the Joint Commission.



Length of stay/estimated length of stay/average length of stay.(LOS/ELOS/ALOS)   The number of consecutive days a patient is hospitalized.



Long-Term Care Services ordinarily provided in a skilled nursing, intermediate care, personal care, supervisory-care, or elder-care facility.



Managed Care Support (MCS) Contractor  The civilian contracted organization that provides wrap-around medical care and service to a specific DoD Health Services Region.



Managed Health Care  The sector of health insurance in which health care providers are not independent businesses run by, for example, the private practitioner, but by administrative firms that manage the allocation of health care benefits.  In contrast with conventional indemnity insurers, which did not (more in the past, less so at present) govern the provision of medical services and simply paid for them, managed care firms have a significant say in how the services are administered so that they may better control health care costs.  HMOs and PPOs are examples of managed care organizations.



Mandated Benefits  Health benefits that health care plans are required by state or federal law to provide to members.



Maximum Allowable Costs (MAC) List A list of prescription medications, established by the health plan and distributed to pharmacies, that will be covered at a generic product.



Medicaid An entitlement program run by both the state and federal government for the provision of health care insurance to patients younger than 65 years of age who cannot afford to pay for private health insurance.  The federal government matches the states contribution on a certain minimal level of available coverage.  The states may institute additional services, but at their own expense.



Medicaid Prudent Pharmaceutical Purchasing Act (MPPPA) Enacted as part of the Omnibus Budget Reconciliation Act of 1990, MPPPA provides that Medicaid must receive the best discounted price of any institutional purchaser of pharmaceuticals.  In doing so, drug companies provide rebates to Medicaid equal to the difference between the discounted price and the price at which the drug was sold.  This bill, which was introduced by senator David Pryor of Arkansas, has resulted in cost shifting throughout the health industry.  For example, health maintenance organizations, which previously were able to negotiate some of the best discounts with manufacturers and wholesalers, are now given lower discounts by the vendors to compensate for the Medicaid share of discounted revenue.



Medical Protocols Medical protocols are the guidelines that physicians in the future may be required to follow in order to have an acceptable clinical outcome.  The protocol would provide

the care giver with specific treatment options or steps when faced with a particular set of clinical symptoms or signs or laboratory data.  Medical protocols would be designed through an accumulated database of clinical outcomes.



Medical Treatment Facility (MTF) is a military hospital or clinic.



Medicare An entitlement program run by the Health Care Financing Administration of the federal government by which people aged 65 years or older receive health care insurance.

Medicare part A covers hospitalization and is a compulsory benefit.  Medicare Part B covers

outpatient services and is a voluntary service.



Medicare Supplement Policy See Medigap.



Medigap Insurance provided by carriers to supplement the monies reimbursed by Medicare for medical services.  Since Medicare pays physicians for services according to their own fee schedule, regardless what the physician charges, the individual may be required to pay the physician the difference between Medicare's reimbursable charge and the physician's fee.  Medigap is meant to fill this gap in reimbursement, so that the Medicare beneficiary is not at risk for the difference.



Member A participant in a health plan who makes up the plan's enrollment.



MIS  Management information system.  The common term for the computer hardware and software that provides the support for managing the plan. minimizes the possibility of re-admission and eliminates lengthy hospitalizations waiting for post-discharge services to be in place.



Morbidity The incidence and severity of sickness in a defined class of people.

Mortality The death rate at each age, calculated from prior experience.

Multiple Option Plan A health plan design that offers employees the option of electing to enroll under one of several types of coverage, usually from among an HMO, a PPO, and a major medical indemnity plan.



Network Provider A health care provider or institution who has contracted with the managed care support contractor to be a participating provider of healthcare.



Non-Availability Statement (NAS) Authorization by the MTF to receive care in the civilian community.



Non-participating Provider A health care provider who has not contracted with the carrier or health plan to be a participating provider of healthcare.



Open Access Open access arrangements allow members to see participating providers, usually a specialist, without a referral from the health plan's gatekeeper.  These types of arrangements are most often found in IPA-model HMOs.



Open Enrollment A period during which a managed care organization allows persons not previously enrolled to apply for plan membership.



Outcomes Management A clinical outcome is the result of medical or surgical intervention or nonintervention.  Managed care is now attempting to better manage the clinical outcomes of their enrollees to increase patient and payer satisfaction while holding down costs.  It is thought that through a database of outcomes experience, caregivers will know better which treatment modalities result in consistently better outcomes for patients.  Outcomes management will, as a natural consequence, lead to medical protocols.



Outlier One who does not fall within the norm; typically used in utilization.  A provider who uses either too many services or too few services (for example, anyone whose utilization differs 2 standard deviations from the mean on a bell curve are termed outliers).



Out-of-Pocket Costs The share of health services payments paid by the enrollee.

Outpatient A patient who receives health care services without being admitted to a hospital.

Peer Review Organization A group mandated by the Tax Equity and Fiscal Responsibility Act of 1982 (TEFRA) to review quality of care and appropriateness of admissions for Medicare and Medicaid beneficiaries.  Peer review organizations are accountable for maintaining admission rates and reducing lengths of hospital stays while protecting against inadequate treatment.



Per diem reimbursement  Reimbursement to an institution, usually a hospital, based on a set rate per day rather than on charges.



Pharmaceutical Care A fairly new concept in providing health care; it is a strategy that attempts to utilize drug therapy more efficiently to achieve definite outcomes that improve a patient's quality of life.  A pharmaceutical care system requires a reorientation of physicians, pharmacists, and nurses toward effective drug therapy outcomes.  It is a set of relationships and decisions through which pharmacists, physicians, nurses, and patients work together to design, implement, and monitor a therapeutic plan that will produce specific therapeutic outcomes.



Pharmacy and Therapeutics (P&T) Committee A group of physicians, pharmacists, and other health care providers from different specialties, who advise a managed care plan regarding safe and effective use of medications. The P&T Committee manages the formulary and acts as the organizational line of communication between the medical and pharmacy components of the health plan.



Pharmacy Services Administrative Organization (PSAO) An organization that is dedicated to provide prescription benefits to enrollees of managed care plans that utilizes existing community pharmacies.  The PSAO contracts as a provider group with the managed care organization, so that the individual pharmacies receive negotiating representation in numbers and the prepaid health plan does not have to provide the capital necessary to start, own, and operate their own pharmacy department.



Pre-admission Certification The practice of reviewing claims for hospital admission before the patient actually enters the hospital.  This cost-control mechanism is intended to eliminate unnecessary hospital expenses by denying medically unnecessary admissions.



Pre-certification  Pre-certification is a prospective review to determine medical necessity and the most appropriate level or setting for care.  It involves an eligibility verification and a review of services before services are rendered.  Pre-certification is the component of UM that produces immediate cost efficiency.  Prior authorization programs, second surgical opinions and authorization review processes prior to issuing Non-availability statements (NAS) exemplify evaluation of medical necessity prior to rendering or purchasing care.  Pre certification as an eligibility verification process is the key component for a successful third-party collection (TPC) program.  TPC encompasses reimbursement for all patients with medical insurance admitted into the direct care system.  Outpatient TPC reimburses for procedures and diagnostic testing.



Pre-existing Condition Any medical condition that has been diagnosed or treated within a specified period before the member's effective date of health coverage under the group contract.



Preferred Providers Physicians, hospitals, and other health care providers who contract to provide health services to persons covered by a particular health plan.



Preferred Provider Organization (PPO) PPOs are often formed as a competitive reaction to HMOs by physicians who contract out with insurance companies, employers, or third-party administrators.  The physicians in a PPO are paid on a fee-for service schedule that is discounted, usually about 10% to 20% below normal fees.  A patient can use a physician outside of the PPO providers, but he or she will have to bear a bigger portion of the fee.



Preventive Care Health care emphasizing priorities for prevention, early detection, and early treatment of conditions, generally including routine physical examination, immunization, and well person care.



Primary Care Network A group of primary care physicians who have joined together to share the risk of providing care to their patients who are members of a given health plan.



Primary Care Physician Sometimes referred to as a "gatekeeper," the primary care physician is usually the first doctor a patient sees for an illness.  This physician then treats the patient directly, refers the patient to a specialist (secondary care), or admits the patient to a hospital.



Primary Care Manager (PCM) is the patient's first provider for any healthcare need, who makes referrals for tests/specialty care and monitors care to ensure adequacy and continuity while avoiding unnecessary care.  Usually a physician but some are physician assistants or nurse practitioners.  PCMs can be military or civilian.



Privileging 	The process of reviewing of credentials (credentialling),. practice patterns and compliance with local requirements in order to bestow and renew the authority to treat certain diagnoses and/or perform certain procedures in a specified location under specified conditions.



Professional Review Organization (PRO) An organization that reviews the activities and records of a health care provider, institution, or group.  The reviewer is generally a physician if a physician is the subject of the review; a group of administrators, physicians, and allied health care personnel if a hospital is the subject of the review; etc.  The PRO can be state-sponsored or independent.



Profiling Profiling is an analytic tool that uses epidemiological methods to compare practice patterns of providers on the dimensions of cost, service use, or quality of care.  The provider's pattern of practice is expressed as a rate, aggregated overtime for defined population of patients.



Prospective Payment A prospective payment is a payment that is received before care is actually needed.  It gives the provider organization a financial incentive to utilize fewer resources, as they get to keep the difference between what is prepaid and what is actually used.



Provider Any supplier of services, i.e., physician, pharmacist, case management firm, etc.,



Provider Dispensing A health care provider gives the patient his or her initial doses of a commonly prescribed drug during the office visit.  The prescription is usually refilled at the pharmacy and not the physician's office.  Doctors who dispense medications usually stock 20 to 30 drugs (antibiotics, anti-inflammatories, etc.) Pharmacists see this as a reduction in their market share, where as physicians see this as both an extra service and convenience to their patients Quality-Adjusted Life Year This unit of measure is one way to quantify health outcomes resulting from some type of intervention.  The number of quality-adjusted life-years is the number of years at full health that would be valued equivalently to the number of years of life experienced in a less desirable health state.  For example, if a year of life confined to bed is considered one half as desirable as a year spent in full health, then 10 years of survival confined to bed would be counted as five quality-adjusted life-years.



Quality Assurance (QA) Quality assurance or quality assessment is the activity that monitors the quality of care being provided by physicians, medical institutions, or any health care vendor in order to ensure that health plan enrollees are receiving the best care possible.  The level of care is measured against pre-established standards, some of which are mandated by law.



Quality Improvement A continuous process that identifies problems in health care delivery, examines solutions to those problems, and regularly monitors the solutions for improvement.



Quality-of-Life Measures An assessment of patients' perceptions of how they deal with their disease or with their everyday life when suffering from a particular condition.  It is subjective in the sense that the kinds of information cannot be measured objectively; however, it has been in the health care literature for at least 20 years.  It has been tapped in the area of pharmaceuticals most recently in the last five or six years.  Through statistical means, the indices that have been developed to measure various aspects of quality of life have been validated over time, and we know that these measures are reliable and reproducible.



Rating The method that is used to determine the cost of premiums to the members of a managed health care or indemnity insurance plan.



Resource-Based Relative Value Scale (RBRVS) The new RBRVS became effective in January 1992.  It is a financing mechanism that reimburses health care providers through a classification system that measures training and skill required to perform a given health care service.  This classification system is used to correct Medicare's inequitable tendency-to overcompensate for such services as surgery and diagnostic tests and to under pay for primary care services.



Registration 	The act of placing beneficiary demographic data into a computer database, usually the Composite Healthcare Computer System.



Retrospective Review  A review of services after the services are rendered.  This part of LJR permits denial of payments after the service has been performed if providers within the plan do not follow appropriate protocol.  This type of review can also be conducted post discharge to determine patterns of utilization of resources.



Retrospective Review A manner of judging medical necessity and appropriate billing practices for services that have already been rendered.



Risk Pool A defined patient population and geographic location to which revenue and expenses are determined - A risk pool seeks to define expected claim liabilities of a given defined account as well as required funding to support the claim liability.



Screening The method by which managed care organizations limit access to health care for unnecessary reasons.  In most HMOs, a phone call to the physician or his or her medical office staff is required before an office visit can be arranged.  'Gatekeepers" and concur-rent review are other methods of screening patients.



Self-Funding Often confused with self-insurance, a self-funded health care plan is funded entirely by the employer.  Self-funded plans may be self-administered, or the employer may contract with an outside administrator for an administrative services only arrangement.  Self-funded plans obtain stop loss insurance to cover catastrophic illnesses.



Self-insurance A self insured company provides its own insurance to its employees, without the use of an outside vendor.  The self-insured company is exempt from federal ERISA rules.



Skilled Nursing Facility (SNF) Typically an institution for convalescence or a nursing home, the skilled nursing facility provides a high level of specialized care for long-term or acute illness.  It is an alternative to extended hospital stays or difficult home care.



Small Group Pooling All segments of small group businesses when combined into a pool or pools.  Claims are determined by a pool and not on a group-specific basis.



Surgicenter A separate, free-standing medical facility specializing in outpatient or same-day surgical procedures.  Surgicenters drastically reduce the costs associated with hospitalizations for routine surgical procedures because extended inpatient care is not required for the specific disorders treated by them.



Technology Assessment The term used to describe the evaluation process of new or existing diagnostic and therapeutic devices and procedures.  Technology assessment evaluates the effect of a medical procedure, diagnostic too[, medical device, or pharmaceutical product.  In the past, technology assessment meant primarily evaluating new equipment, focusing on the clinical safety and efficacy of an intervention, in today's health care world, it includes a broader view of clinical outcomes, such as the effect on a patient’s quality of life, and the effect on society.



Tertiary Care Tertiary care is administered at a highly specialized medical center.  It is associated with the utilization of high cost technology resources.



Therapeutic Substitution A drug that is believed to be therapeutically equivalent (i.e., will achieve the same outcome) to the exact drug prescribed by a physician is substituted by the dispensing pharmacist without the need to obtain physician permission.



Third-Party Administrator (TPA) An external organization that handles administrative duties and sometimes utilization review.  Third-party administrators are used by organizations that actually fund the health benefits but find it not cost-effective to administrate the plan themselves.



Third Party Payer An organization that pays for or underwrites coverage for health care expenses.



Trending A calculation used to anticipate future utilization of a group based on past utilization by applying a trend factor, the rate at which direct and indirect medical costs are changing.



Triage A term that was originated on the battlefield, triage is the evaluation of patient conditions for urgency and seriousness, and establishment of a priority list for multiple patients.  In the setting of managed care, triage is often performed after off ice hours on the telephone by a nurse or other health professional to screen patients for emergency treatment.



Triple option  The offering of an HMO, a PPO, and a traditional insurance plan by one carrier.



TRICARE  is the Department of Defense's Triple Option Managed Health Care Program.  Below are the Triple Option definitions 



TRICARE  Prime is the Health Maintenance Organization (HMO) type option offering true managed care, centered on an MTF, supplemented by the contractor's Preferred Provider Organization (PPO).  One must enroll for TRICARE Prime.



TRICARE Extra is the voluntary option that patients can choose on a case-by-case basis, merely by using the contractor's PPO.  No enrollment is required.



	TRICARE Standard is the same as the current standard CHAMPUS program.  Patients can choose any provider and no enrollment is required.



TRICARE Service Center (TSC) is a "one stop center" for beneficiaries, operated by the contractor.  TRICARE Prime enrollment, HCF services, TRICARE information, etc., are

found here.



UCR 	Usual, customary, or reasonable.  A method of profiling prevailing fees in an area and reimbursing providers on the basis of that profile.



Utilization Management (UM)  UM and Quality Management (QM) programs are used to manage health care costs by monitoring efficacy and efficiency of patient care delivery systems.  It uses a method that includes utilization review, case management and discharge planning.  UM is an organizational effort to analyze and use data to influence business management decisions in the provision of the most cost-effective, quality care.



Urgent Care Center A medical facility where ambulatory patients can be treated without an appointment, and receive immediate, non-emergency care.  The urgent care center may be open 24 hours a day; patients calling an HMO after hours with urgent, but not emergent, clinical problems, are often referred to these facilities.



Utilization Review Performed by the managed care organization or TPA to discover if a particular physician-provider is spending as much of the HMO's or PPO's money on treatment or any specific portion thereof (e.g., specialty referral, drug prescribing, hospitalization, radiological or laboratory services) as his or her peers.  This study will help determine if a physician will obtain any of the money in the withhold fund at the end of the health plan's fiscal year.



Withhold Fund  The portion of the monthly capitation payment to physicians withheld by the managed care plan until the end of the year or other time period to create an incentive for efficient care.  If the physician exceeds utilization norms for other members of his group or geographic region, he or she loses the fund or part of it.  The principle of the withhold fund may be applied to hospital services, specialty referrals, laboratory usage, etc.



Workers' Compensation A state-governed system that addresses work-related injuries.  Under this system, employers assume the cost of medical treatment and wage losses stemming from a worker's job-related injury.  In return, employees give up the right to sue employers.



Work-up The total patient evaluation, which may include laboratory assessments, radiological series, medical history, and diagnostic procedures.

�		ACRONYMS



(BAFO)	Best and Final Offer

(COTR)	Contracting Officers Technical Representative

(CPS)		Clinical Preventive Services

(CPT-94)	Current Procedural Terminology, 1994

(CRI)		CHAMPUS Reform Initiative

(DHP)		Defense Health Program

(DRG)		Diagnostic Related Group

(FHSO)	Fleet Hospital Support Office

(GMENAC)	Graduate Medical Education National Advisory Council

(HCIL)	Health Care Information Line

(HEAR)	Health Enrollment Assessment Review

(HMHS)	Humana Military Healthcare Services

(ICD-9)	International Classification of Diseases, 9th Version

(IPA)		Independent Practice Association

(MCO)		Managed Care Organization

(MOSR)	Medical Operational Support Requirement

(NAS)		Non Availability Statement

(OFH)		Other Health Insurance

(POS)		Point of Service Plan

(RAPS)	Resource Analysis and Planning System

(RCMAS-OSE)Retrospective Case Mix Analysis System - Open System Environment

(RFP)		Request For Proposal

(SEARS)	Standard Element Activity Reporting System

(STS)		Specialized Treatment Services

(THCSRR)	Total Health Care Support Readiness Requirement

(TOPS)	Three Year Obligation and Plan Status

(UMR)		Uniform Management Report

(USPSTF)	U.S. Preventive Services Task Force


