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Once the registration confirmation e-mail is received, Intermediate Care Facilities for the 

Developmentally Disabled shall submit monthly:   net patient revenues and Medicaid patient days 

through the online data collection form found at:  http://nfqa.ahca.myflorida.com/. Login using the 

user name and password you created during registration. Then, click <Login>. 

 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

1 

http://nfqa.ahca.myflorida.com/


ICF/DD HELP INSTRUCTIONS-MONTHLY REPORTING 

AHCA Form-5000-3548, October 2013 

 

 Rule Number 59G-6.045, FAC 

    

 

 
 
 
 

Choose the reporting month/year from the drop down box.  Your facility's  information is already 

populated in the dark grey boxes.  Please review this information for any discrepancies.  Then click 

<Next>. 
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Quality  Assessment  Worksheet: Enter the following information. 
 

Monthly  net patient  revenue: Monthly net patient revenue includes the total of all payer types 

(see statute for further definition ofNet  Patient Revenue).  Enter this amount in the Monthly Net 

Patient Revenue box (NOTE: This field is optional). 

 

Data entry A: Total  Medicaid  Patient Days: Enter the total number of Medicaid days for the 

current month based on dates of service paid or payable by Medicaid. 

 
 

 
The following fields are available for input but are set to "Zero" by 

default. Private and Medicare patient days on the norm are  not 

applicable to ICF/DD facilities: 
 

 
 
 

Data entry  B:  Total  Private/Other Non-Medicare Days:  Enter the total number of Total 

Private/Other Non-Medicare Days for the current month based on dates of service paid or 

payable by any other source that is neither Medicaid nor Medicare. 

 

Data entry  F:  Total  Medicare Patient Days:  Enter the number of Medicare patient days for 

the current month based on dates of service paid or payable by Medicare.  Medicare resident 

days mean those patient days funded by the Medicare program or by a Medicare Advantage or 

special needs plan. 
 

The system automatically calculates Total Non-Medicare Days (C), Provider Assessment Daily 

Rate (D), Total Amount Due (E), and Total Patient Days (G).  When data  entry is complete, 

click <Next>. 

 
 
 
 
 
 

 

See following page for Screenshot. 
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Enter monthly net-patient 

revenue here 
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The system automatically 
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assessment rate. 
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Verification Page: 
 

Verify that the monthly data input for your facility is correct.  If there is an error click <Previous>, which 

directs you back to the Assessment Worksheet.  There you can correct any errors.  Notice the Total 

Amount Due. This is the amount of your facility's  monthly assessment.  If all the information is correct 

click <Submit>. 
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. Facility Quality Assessment 

 
AssessmentRepon 

 
Report Manth:    :·:-; :  · :- -· 

 
 
 

Please \i&nt:r thedata before sutmlss oil 

 
Fadbt Name: Second Street Group Home 

'Ailrm: 3541S E 2ND STREET OCW.. Fl )4<71 

PrJilder l/ll": ltiTERIIEOIATE  CAAE FWUTY 

P<0\1der tiUmbe< 2593u1Q7 

Medicaid riUmW 025!4500 Total amount due to 

AHCA by the 15
1   

of the 
 

L nltlliRewnue Total: 

TotalN\ln-MCci art Days· 

Pf0'.1Cer A.sstssm€ntRate· $10.62 

Te-ta\ .t.mcunt Dlle S,_07.J.S4 

 
 
 
 

Click <submit> 

when verification is 

complete. 

 

following reporting 
 
 
 
 
 
 
 
'Jlocal ntraret 
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The remittance document is to be printed and submitted with payment. To go to the Remittance page, 

either click <Print Invoice Image> for pdf. format or click <Print HTML Invoice> for HTML format. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Facility Quality Assessment 

 
Assessmeru Report 

 
ReP«tMonl!r 

 
()---Q--- o--

<> 

 
print  the Remittance 

Document  in pdf. 

format 

 

 
 
 

Click here to view and 

print the Remittance 

Document in HTML. 
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Remittance Document: 
 

Print out and submit with payment to the address located on the document. Remember, payments are 

due by the 15th day of the following reporting month (e.g. October 2009 assessment shall be paid by 

November 15, 2009). Delinquent payments are subject to fines up to $1,000 per day, liens against 

medical assistance payment, and/or licensure action.  If you have any questions, please contact the QAF 

staff at NFQA@ahca.myflorida.com. 
 
 
 
 
 
 
 

If you chose the <Print 

HTML Invoice> option 

you must click on 

<File> and then <Print> 

to print  the invoice 

 
 
 
 
 

 
You may also export 

the remittance form 

to a pdf. file and save 

it to your desktop . 

Then print  it that way. 

 
 
 
The sut:rnlssloo -as beenc.. i!iiThi rtBCil rCmte,fs   oog.ool 

t...ut:t 

Click the printer  icon to 

print. If you are unable to 

print  please download the 

Microsoft Active X control 

software that pops up on 

your screen. 
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OO'· Im< 

 

 
Facility Quality AssessmentFeeInvoice 

:t!S""co 
SCRET.ARY 

 
Plea;em=l!':dledtspayal:llo:lo: 

 
)..r;ert:JfC1'Hu:!1CifeAerri" 

1mMalian!)h'!,M1S.t 

T1aa.set.R.32?0S 

Fll .uar.O.c:ordlr·;l·CfOO 

l m):ICFOO A.ewr.crA Fe£ 

 
R '!ft!XiiCr    '" - 

CRD\111Dalt:     lO!l t !M 

Report SEPTUtP. 21! 
Ucrt'i!M: 

F:teilitjtJam[      S  S et:Orm.JHtiBI$ 

F3':ffiti..;...'3 ss     lS.E.alOSTF.EH 

oc.FL 34471 
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Remittance Document Continued: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ohar ..e Cri•t 

f 'nvERNOR 

 

 
Facility Quality Assessment Fee lnvoice 

 

 
 

,o\gen-::y fer Health Care Admini.tration 

2727 N(l"hanDri'fe. MS q.14 

ral> n;;sse.FL 32J08 

Rn;ncQ n::l Account:m!;·.tFcOO 

Mem: ICFDD ,\ s<ossmont ••• 

Ref emn::e ID: 

cra3n D:a: 

R €POrT 
Monrte<:u: 
P:f!Oiity f.J mg· 

Focility Add!QSO: 

OSOO-•!CJO 

1C/21/2009 

SEPTEMBER 2009 
 
econdStreet Group Home 

J841S .E:. 2ND STF.I:I:T 

OCALA, FL 34-471 

 
 
 
 

M-cilcaldNumber n85455CO 
 

Provd!i" Numbe-r 

Provider T'-Hie 

25930107 
 
iNTERMEDiATE CARE FACUI lY    ·25 

 
Ph: a;9 submit your ront!3f'.-ce and monfl'liy  1ee pay mi-n1 to the addr;ss abov9. fahto; Eubmlt  full 

 
paynaot by tne <l\Jo date shallresut in pena:t;os and mts,.st as sbt•c 'n Sactron    409 9083 

 

Flonda .Statutes:  If }OU  ;hould have  ;:my ques!IOflS r garding thi:s>  form or reporting rf'quJrl2m tnt:s 

pl"ase contact Frnanr.e & Aco: antr ng  a: 85'J, 48!>-58f 

 

 
Total Non-MediC::11P. O ilY! 

ProvitJer A:se.s-5rrum l Rate    (X; 

Current Arn ount 

672 

$ 10.62 

$6.074.$4 -==----. 
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COMPLETE! 
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