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reporting burden for this collection of information is estimated to average 170 hours per response, including the time
for reviewing instructions, searching existing data sources, and completing and reviewing the collection of information
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INTRODUCTION

Thisis the 19" edition of the Bureau of Primary Health Care’s User’s Manual: Uniform Data
System (UDS). It is designed for use in submitting Calendar Year 2014 UDS Data, and updates
all instructions and modifications issued since the first UDS reporting year (1996). This manual
supersedes all previous manuals, including instructions provided on the BPHC website
prior to December 31, 2014.

This manual includes a brief introduction to the Uniform Data System, definitions of terms as
they are used in the UDS, instructions for completing each of the tables, and information on the
submission of the UDS to the Bureau of Primary Health Care (BPHC) through HRSA's
Electronic Handbook (EHB) system. Detailed table-specific instructions follow and include a set
of “Questions and Answers,” addressing issues that are frequently raised when completing the
tables. The table-specific instructions highlight any changes to the table that may have been
implemented for the current year. Five appendices are included:
(A) A list of personnel by category and identification of personnel by job title who may be
able to produce countable “visits” for the purpose of the UDS
(B) A set of tables which describe how to address specific issues which have impact on
multiple tables
(C) sampling methodologies for selecting patient charts for clinical reviews
(D) Reporting instructions for the form which describes health center’s Electronic Health
Record (EHR) system capabilities and Quality Recognition
(E) Reporting differences for look-alikes

The Uniform Data System (UDS) Manual explains how to address the annual reporting
requirements for recipients of the cluster of primary care grants funded by the Health Resources
and Services Administration (HRSA). (The authorizing statute is section 330 of the Public Health
Service Act, as amended.) The UDS Report is required of Health Center Program grantees with
the following grants and look-alikes:

¢ Community Health Center, as defined in section 330(e) of the Consolidated Health
Centers Act as amended

o Migrant Health Center, as defined in section 330(g) of the Act

e Health Care for the Homeless, as defined in section 330(h) of the Act

e Public Housing Primary Care, as defined in section 330(i) of the Act

In addition to Health Center Program grantees and look-alikes, the following entities must also
report in UDS:

e Clinics funded under the HRSA Nurse Managed Health Clinic program

e Certain primary care clinics funded under the HRSA Bureau of Health Workforce (BHW)

The Uniform Data System (UDS) is a core set of information appropriate for reviewing the
operation and performance of health centers. The data are collected and reviewed annually to
ensure compliance with legislative and regulatory requirements, improve health center
performance and operations, and report overall program accomplishments.

UDS data help to identify trends over time, enabling HRSA to establish or expand targeted
programs and identify effective services and interventions to improve the health of underserved
communities and vulnerable populations. These data are compared with national data to review
differences between the U.S. population at large and those individuals and families who rely on
the health care safety net for primary care. UDS data also inform Health Center programs,
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partners, and communities about the patients served by health centers. UDS Data are compiled
and measures are routinely reported to Health Centers through the Electronic Handbook (EHB)
and to the public through the Bureau’s website
(http://www.bphc.hrsa.gov/healthcenterdatastatistics/index.html).

The UDS includes two components, which are submitted by health centers through the EHB:

- The “Universal report”, which is completed by all reporting health centers. The
Universal report consists of one copy of each of the UDS tables. This report provides
data on patients, services, staffing, and financing across all programs. The data reflect
all activities that are considered “in scope” for the reporting agency, and its scope is the
same as that which is defined in the Health Center’s notice of grant funding award. The
Universal report is the source of unduplicated data on in scope programs.

- The “Grant reports”, are completed by a sub-set of grantees who receive multiple 330
grants from the BPHC Health Center Program. Currently, only Section 330 grantees fill
out Grant reports. The Grant report consists of additional copies of Tables 3A, 3B, 4, 6A,
and part of Table 5 only. The Grant reports provide comparable data for that portion of
the program that falls within the scope of a project funded under a particular funding
stream. Separate Grant reports are required for each funding stream when grantees are
funded through the Migrant Health Center, Health Care for the Homeless, and Public
Housing Primary Care programs unless a grantee is funded under one and only one of
these programs. No Grant report is submitted for the scope of activities supported by the
Community Health Center Section 330(e) grant. Community Health Center grant
reporting is included in the Universal report.

Health Center Program look-alikes submit a look-alike version of the UDS. It should be noted
that BPHC has brought look-alikes into total conformance with the 330-funded UDS Report
version, with the exception of fields that do not apply to look-alikes. Differences between
grantee and look-alike UDS reporting are highlighted in Appendix E and mentioned with each
table where there is a difference. A small number of health centers have both Health Center
Program grantee sites and look-alike sites, which are required to have separate scopes of
project, with the look-alike treated as another line of business. These “dual status” health
centers will complete both grantee and look-alike versions of the UDS, reporting data that
represents the scope of project supported by Health Center Program grant funds in the grantee
report and the scope of project represented by the look-alike designation in the look-alike report.
While Health Center Program grant funds are not permitted to be used to operate sties and
services included in the look-alike scope of project, some costs—especially of non-clinical
support staff—may be allocated between the two reports. The look-alike version of the UDS is
also found in the Electronic Handbook (EHB).

The separate “BHW primary care clinics” version of the UDS is filed by health clinics which
receive grants from HRSA under this separate program. The BHW primary care clinic UDS
report is completely aligned with the Health Center Program grantee UDS. A small number of
health centers are funded by both the Section 330 Health Center Program and the BHW primary
care clinics. They may have overlapping or different scopes of project. These “dual status”
health centers will complete both grantee and BHW primary care clinics versions of the UDS,
reporting data that represent the scope of project supported by Health Center Program grant
funds in the 330 grant report and the scope of project represented by the BHW primary care
clinics program in the BHW primary care clinics report. The BHW primary care clinics version of
the UDS is also found in the Electronic Handbook.
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The UDS is comprised of 12 tables designed to yield consistent clinical, operational, and
financial data that can be compared with other National and State data and trended over time.
These tables are:

o Patient Origin: Patients served reported by ZIP code and by primary third party
medical insurance source, if any
Table 3A: Patients by age and gender

e Table 3B: Patients by race, Hispanic/Latino ethnicity, and language barriers
Table 4: Patients by income (percent of poverty level) and primary third party
medical insurance source; Table 4 also reports the number of “special
population” patients receiving services, and managed care member months.

e Table 5: Full-time equivalent staff by position, visits by provider type, and patients
by service type

e Table 5A: Tenure for selected health center staff

Table 6A: Selected diagnoses for medical, mental health, and substance abuse

visits; and selected medical and dental services provided

Table 6B: Quality of care measures

Table 7: Health outcomes measures by race and ethnicity

Table 8A: Direct and indirect expenses by cost center

Table 9D: Full charges, collections, and allowances by payor type as well as

sliding discounts and patient bad debt

e Table 9E: Non patient-service income

In addition to these data collection tables, health centers will report on quality recognition and
HIT capabilities, including EHR interoperability. This form is included in the EHB along with the
regular tables and must be completed as part of your UDS report submission.

The UDS report is always a calendar year report. Agencies whose designation or funding
begins, either in whole or in part, after the beginning of the year, or whose designation or
funding is terminated, again either in whole or in part, before the end of the year, are still
required to report to the best of their ability on the entire year.

NOTE: In this document, unless otherwise noted, the term “health center” is used to refer to
organizations that receive grants under the Health Center Program as authorized under section
330 of the Public Health Service Act, as amended (also referred to as “grantees”), look-like
organizations, which are recognized by BPHC as meeting all the Health Center Program
requirements but do not receive Health Center Program grants, and primary care clinics funded
under the BHW which receive funding through other HRSA funding streams. The “health center”
title does not refer to FQHCs that are sponsored by tribal or Urban Indian Health Organizations,
except for those which are otherwise included under one of the three programs referenced
above.
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GENERAL INSTRUCTIONS

This section describes submission requirements including who submits UDS reports, when and
where to submit UDS data, and how data are submitted.

WHO SUBMITS UDS REPORTS AND REPORTING PERIOD

UDS Reports should be submitted directly by the health center. All health centers that were
funded or designated in whole or in part before October 1, 2014, are required to report. Health
centers must report activity for the entire calendar year, even if they were funded or
designated, in whole or in part, for less than the full year, and even if they did not draw down
any grant funds during the calendar year. Health centers which are funded or designated for the
first time on or after October 1, 2014, are not required to submit a 2014 UDS report and will not
have access to the reporting in the EHB. UDS reporting requirements for other specific
situations regarding existing health centers (Health Center Program grantee or look-alike), that
received New Access Point (NAP) funding on or after October 1, are noted below:

o Health Center Program grantees which had not included the NAP site as one of their
service delivery sites prior to October 1, 2014: Report for 2014 UDS should exclude the
data from the new access point. Data from this NAP site will be included in the 2015
UDS report.

e Health centers which have both Health Center Program funding and one or more look-
alike sites that received NAP funding on or after October 1, 2014: Continue to report the
data from the newly-funded NAP site(s) in the look-alike UDS report for 2014. Exclude
the NAP site(s) from the 2014 grantee UDS report. The NAP site(s) will no longer be
reported in the look-alike UDS beginning in 2015 and will be included in the 2015 section
330 grantee UDS report. If all look-alike sites have transitioned to grantee status, the
health center will only file a grantee UDS report in 2015.

e Health centers which had only a look-alike designation prior to October and one or more
look-alike site(s) received NAP funding on or after October 1, 2014: Continue to report
the data in the look-alike UDS report for 2014. Look-alike sites that received NAP
funding should be included in the 2015 grantee UDS report.

Under extenuating circumstances (e.g., the physical destruction of the health center)
exemptions may be granted. Health centers must request such exemptions directly from the
BPHC Office of Quality Improvement.

DUE DATES AND REVISIONS TO REPORTS

UDS Reports may be submitted after January 1, 2015 and are due no later than February 15,
2015. Between February 15 and March 31, health centers work with their UDS Reviewer to
identify and correct potential data errors. Final corrected submissions are due by March 31, and
changes after this date are not accepted. To request assistance at any time, please contact the
UDS Support Center at 1-866-UDS-HELP.
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HOW AND WHERE TO SUBMIT DATA

Uniform Data System (UDS) data are reported through an on-line process, using a Web-based
data collection system that is a part of the HRSA Electronic Handbooks (EHBs). Health center
staff will utilize their EHB user name and password to log into the EHB at
https://grants3.hrsa.gov/2010/WebEPSExternal//Interface/common/accesscontrol/login.aspx to
complete and submit their UDS Report. Users are able to submit the UDS Report using
standard Web browsers' through a Section 508-compliant user interface. The system provides
users with electronic forms that will guide them in completing their reports.

Users can work on the forms in sections, saving interim or partial versions online as they work,
and return to complete them later, as necessary. Work is saved in the EHB, but not considered
“filed” until the responsible party at the health center takes this final action. This may be the
CEO of the organization or the authority may be delegated to another party; however,
submission carries with it the acknowledgement that the responsible party in the health center
has reviewed and approved the data. Incomplete reports cannot be filed. Health centers may
distribute the data entry responsibilities to multiple users, each using his/her own login and
password. However, one individual must be designated as the UDS Contact and should
understand and be able to explain all of the tables during the review process. Note that health
center staff must be assigned either “view” or “edit” privileges for the entire UDS, not just
specific tables. Automated edits will check for inconsistent or questionable quantitative and
gualitative data to ensure that the data submitted are as accurate as possible. The EHB will
provide users with a summary of which tables are complete and, once they are complete, with a
list of audit questions which must be reviewed. Data audit findings must be corrected or the
accuracy of the data must be clearly explained.

! While most browsers should work with the EHB, it is certified to work with Internet Explorer (IE) Version
7 or higher. Health centers having a problem with other browsers should consider using IE-8 or 9 for this
task. As a rule, IE-10 will also work, though it may result in a false error saying that the user is using an
earlier version.
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DEFINITIONS OF VISITS, PROVIDERS, PATIENTS, AND FTEs

This section provides definitions which are critical for consistent reporting of UDS data across
health centers. Most definitions have been in use for years or decades and permit comparisons
between years, as well as comparisons across groups of submitting health centers or the U.S.
population at large.

VISITS
“Visits” are used both to determine who is counted as a patient (Tables 3A, 3B, 4, 5, 6A, 6B,
and 7) and to report visits by type of provider staff (Table 5) and visits where selected diagnoses
were made or where selected services were provided (Table 6A). To be counted as having met
the visit criteria, the interaction must be

(1) Documented,

(2) Face-to-face contact between a patient and a

(3) Licensed or otherwise credentialed provider, who

(4) Exercises independent, professional judgment in the provision of services to

the patient.

To be included as a visit, services rendered must be documented in a chart in the
possession of the health center. (In the case where a clinic provider is documenting in a
hospital or nursing home record, a discharge summary, which separately documents the details
of the interactions from an outside institution, included in the health center medical records, is
acceptable.) Not all health center staff may provide countable visits. Appendix A provides a list
of health center personnel and the usual status of each as a provider or non-provider for
purposes of UDS reporting. Note, however, that providers do many things, including interacting
with patients, which do not meet the visit criteria. Visits, which are provided by contractors and
paid for by the health center, including Migrant Voucher visits or out-patient or in-patient
specialty care associated with an at-risk managed care contract, are considered to be visits to
be counted on the UDS to the extent that they meet all other criteria. In these instances, a
summary of the visit may appear in the patient’s medical record, including all appropriate CPT
and ICD-9 codes in order to ensure that the EHR can be used by the health center for reporting
the UDS.

(NOTE: Many health centers are anticipating the transition to ICD-10 codes. These codes are
notably different from the ICD-9 codes and they may not be used. Only ICD-9 codes should be
used for 2014 UDS reporting. Additional information is available on the conversion process at
https://www.cms.gov/ICD10/11b1 2011 ICD10CM and GEMs.asp.)

Many activities carried out by health centers, with both patients and non-patients, are not
included in this definition and are not reported on the UDS report. Many of these are critical to
the care of the patient and/or the health of the community and are not unimportant. Rather, they
are activities which BPHC has chosen not to include in the detailed health center reports.

Further elaboration of the definitions and criteria for defining and reporting visits, along with
additional limits, are included below.

1. To meet the criterion for "independent professional judgment,” the provider must be
acting on his/her own when serving the patient and not assisting another provider. For
example, a nurse assisting a physician during a physical examination by taking vital
signs, taking a history or drawing a blood sample is not credited with a separate visit.
Independent judgment implies the use of the professional skills gained through formal
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training and experience associated with the profession of the individual being credited
with the visit and unique to that provider or other similarly or more intensively trained
providers. Eligible medical visits usually involve one of the “Evaluation and
Management” billing codes (99201-05 or 99211-15) or one of the health maintenance
codes (99381-87, 99391-97).

2. To meet the criterion for "documentation,” the service (and associated patient
information) must be recorded in written or electronic form in a system which permits
ready retrieval of current data for the patient. The patient record does not have to be a
full and complete health record in order to meet this criterion. For example, if an
individual receives services on an emergency basis and these services are documented,
the documentation criterion is met even though some portions of the health record may
not be completed. Providers who see their patients at a hospital or nursing home and
make a note in the institutional file can satisfy this criterion by including a summary note
upon discharge from the hospital or nursing home indicating activities for each of the
dates for which a visit is claimed. Screenings such as those frequently conducted at
health fairs or at schools, immunization drives for children or the elderly, services
provided en-mass to identified groups, such as dental varnishes or sealants provided at
schools, and similar public health efforts are not counted as visits regardless of the level
of documentation.

3. Group activities: When a behavioral health provider (i.e., a mental health or substance
abuse provider) renders services to several patients simultaneously, the provider can be
credited with a visit for each person only if the provision of service is noted in each
person’s health record. Such visits are limited to behavioral health services. Examples of
such non-medical "group visits" include family therapy or counseling sessions, and
group mental health counseling during which several people receive services and the
services are noted in each person’s health record. In such situations, each patient is
normally billed for the service. If only one person is billed (for example, where a relative
participates in a counseling session for a patient) only the patient who is billed is counted
as a patient and only that patient’s visit is counted. In addition, when a behavioral health
provider conducts services via telemedicine/telehealth, the provider can be credited with
a visit only if the service is noted in the patient’s record. The session will normally be
billed to the patient or a third party. Medical visits must be provided on an individual
basis in order to be counted in the UDS. Other categories of telemedicine, patient
education or health education classes (e.g., diabetics learning about diet control) are not
credited as visits.

4. Location: A visit may take place in the health center or at any other approved site or
location in which project-supported activities are carried out. Examples of other sites and
locations which may be approved include mobile vans, hospitals, patients’ homes,
schools, nursing homes, homeless shelters, and extended care facilities. (If visits at
these sites occur on a regularly scheduled basis the site must be an approved site within
the scope of the agency’s grant.) Visits also include contacts with patients who are
hospitalized, where health center medical staff member(s) follow the patient during the
hospital stay as physician of record or where they provide consultation to the physician
of record provided they are being paid by the health center for these services and the
patient is billed either for the specific service or through a global fee. A reporting entity
may not count more than one inpatient visit per patient per day regardless of how many
clinic providers see the patient or how often they do so. When a patient is first
encountered in a hospital or nursing home or a similar facility, which is not specifically
approved as a service delivery site by BPHC, none of the services for that patient are
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reported on the UDS.

5. Ancillary services including, but not limited to, drawing blood, collecting urine
specimens, performing laboratory tests (including pregnancy tests and PPDs), taking X-
rays, giving immunizations or other injections, and filling/dispensing prescriptions,
including prescriptions for substance abuse prevention or treatment, do not constitute
visits, regardless of the level or quantity of supportive services.

6. Under certain circumstances a patient may have more than one visit with the health
center in a day. The number of visits per service delivery location per day is limited as
follows. On any given day a patient may have, at a maximum:
¢ One medical visit (physician, nurse practitioner, physician assistant, certified nurse
midwife, or nurse)

e One dental visit (dentist or hygienist)

e One “other professional health” visit for each type of “other professional health”
provider (nutritionist, podiatrist, speech therapist, acupuncturist, etc.)

e One “vision services” visit (ophthalmologist, optometrist)

e One enabling service visit for each type of enabling provider (case management or
health education)

¢ One mental health visit
One substance abuse visit

If multiple medical providers deliver multiple services on a single day (e.g., an Ob-Gyn
provides prenatal care and an Internist treats hypertension) only one of these visits may
be counted on the UDS. While some third party payors may recognize these as billable,
only one of them is countable. The decision as to which provider gets credit for the visit
on the UDS is up to the health center. Internally, the health center may follow any
protocol it wishes in terms of crediting providers with work performed.

An exception to this rule, designed to address the operational structure of homeless and
agricultural worker programs, allows medical services provided by two different medical
providers located at two different sites to be counted on the same day. This permits
patients who are seen in clinically problematic environments (e.g., in parks or migrant
camps), especially by non-physician providers, to be seen later in the same day at the
health center’s fixed clinic site by a different, generally higher level, provider.

7. Any given provider may be credited with no more than one visit with a given patient in a
single day, regardless of the types or number of services provided or where they are
provided.

8. The visit criteria are not met in the following circumstances:

e When a provider participates in a community meeting or group session that is not
designed to provide clinical services; examples of such activities include information
sessions for prospective patients, health presentations to community groups (high
school classes, PTA, etc.), and information presentations about available health
services at the center.

e When the only health service provided is part of a large-scale effort, such as a mass
immunization program, screening program, or community-wide service program
(e.g., a health fair or en-mass application of dental varnishes)

e When a provider is primarily conducting outreach and/or group education sessions,
not providing direct services
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o When the only services provided are lab tests, x-rays, sonography, mammography,
retinography, immunizations or other injections, TB tests or readings, and/or
prescription refills

¢ When narcotic agonists or antagonists or mixes of these are dispensed to a patient
on a regular basis such as daily or weekly

e Services performed under the auspices of a WIC program or a WIC contract

Further definitions of visits for different provider types follow.
PHYSICIAN VISIT—A visit between a physician (including a licensed resident) and a patient

NURSE PRACTITIONER VISIT—A visit between a nurse practitioner and a patient in which the
practitioner acts as an independent provider

PHYSICIAN ASSISTANT VISIT—A visit between a physician assistant and a patient in which the
practitioner acts as an independent provider

CERTIFIED NURSE MIDWIFE VISIT—A visit between a certified nurse midwife and a patient in
which the practitioner acts as an independent provider

NURSE VISIT (Medical)—A visit between an RN, LVN, or LPN and a patient in which the
nurse acts as an independent provider of medical services exercising independent
judgment, such as in a triage visit; services which meet these criteria may be provided
under standing orders of a medical provider, under specific instructions from a previous visit,
or under the general supervision of a physician, nurse practitioner, physician assistant, or
certified nurse midwife (NP/PA/CNM) who has no direct contact with the patient during the
visit, but must still meet the requirement of exercising independent professional judgment.
(Note that most States prohibit an LVN or an LPN from exercising independent judgment, in
which case no visits would be counted for them. Note also that under no circumstances are
services provided by medical assistants or other non-nursing personnel counted as nursing
Visits.)

DENTAL SERVICES VISIT—A visit between a dentist or dental hygienist and a patient for the
purpose of prevention, assessment, or treatment of a dental problem, including restoration;
NOTE: A dental hygienist is credited with a visit only when s/he provides a service
independently, not jointly with a dentist. Two visits may not be generated during a patient’s
visit to the dental clinic in one day, regardless of the number of clinicians who provide
independent services or the volume of service (number of procedures) provided. The
application of dental varnishes, and dental screenings, especially in a group setting, or
absent other comprehensive dental services, does not qualify as a visit. Under no
circumstances may the services of students or anyone else other than a licensed dental
provider be credited with dental visits, even if these individuals are working under the
supervision of a licensed dental provider. Dental therapists, although licensed in some
states, are not counted as dental providers for purposes of the UDS even though their
services are billed and paid for. (They may be counted under the “other professional health”
category.)

MENTAL HEALTH VISIT—A visit between a licensed mental health provider (psychiatrist,
psychologist, LCSW, and certain other masters prepared mental health providers licensed
by specific States) or an unlicensed mental health provider credentialed by the center, and a
patient, during which mental health services (i.e., services of a psychiatric, psychological,
psychosocial, or crisis intervention nature) are provided. (NOTE: The term “behavioral
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health” is synonymous with the prevention or treatment of mental health and substance
abuse disorders. All visits, providers, and costs classified by a health centers as “behavioral
health” visits must be parsed out into mental health or substance abuse.)

SUBSTANCE ABUSE VISIT—A visit between a substance abuse provider (e.g., a mental health
provider or a credentialed substance abuse counselor, rehabilitation therapist, psychologist)
and a patient, during which alcohol, or drug abuse services (i.e., assessment and diagnosis,
treatment, or aftercare) are provided; programs which include the regular use of narcotic
agonists or antagonists or other medications on a regular (daily, every three days, weekly,
etc.) basis are to count the counseling services as visits but not the dispensing of the drugs,
regardless of the level of oversight that occurs during that activity. (NOTE: The term
“behavioral health” is synonymous with the prevention or treatment of mental health and
substance abuse disorders. All visits, providers, and costs classified by a health center as
“behavioral health” visits must be parsed out into mental health or substance abuse.)

VISION SERVICES VISIT—A Visit between a vision service provider and a patient during which
eye exams are performed by an ophthalmologist or an optometrist for the purpose of early
detection, care, treatment, and prevention for those with eye disease or chronic diseases
such as diabetes, hypertension, thyroid disease, and arthritis, or for the prescription of
corrective lenses; these exams also provide opportunities to promote behavioral changes
linked to eye health (e.g., smoking, excessive use of alcohol). Under no circumstances may
the services of students or anyone other than a licensed vision services provider be credited
with vision services visits. Retinography, whether performed by a licensed vision services
provider or anyone else, is not considered a vision visit absent a more comprehensive vision
exam by a vision service provider.

OTHER PROFESSIONAL VISIT—A visit between a health provider, other than those listed and
described in this section of the manual, and a patient during which other forms of health
services are provided; examples are provided in Appendix A.

CASE MANAGEMENT VISIT—A visit between a case management provider and a patient
during which services are provided that assist patients in the management of their health
and social needs, including patient needs assessments, the establishment of service plans,
and the maintenance of referral, tracking, and follow-up systems; these must be face to face
with the patient. Third party interactions on behalf of a patient are not counted as case
management visits. When a case manager serves an entire family (e.g. in assisting in
housing or Medicaid eligibility) only one visit is generated, generally for an adult member of
the family, regardless of documentation in other charts. As a rule, case management
services are provided to support the delivery of other health care services as described
above.

HEALTH EDUCATION VISIT—A one-on-one visit between a health education provider and a
patient in which the services rendered are of an educational nature relating to health matters
and appropriate use of health services (e.g., family planning, HIV, nutrition, parenting, or
specific diseases such as diabetes or hypertension); as a rule, health education services are
provided to support the delivery of other health care services, as described above.
Participants in health education classes or other group activities are not considered to have
had visits.
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Further definitions of interactions not counted as a visit.

TESTS—Tests are provided to support the services of the clinical programs. Neither
laboratory tests nor imaging tests (including sonography, radiology, mammography,
retinography, computerized axial tomography scans, and other imaging) are counted as a
visit by themselves.

DISPENSING MEDICATIONS—Dispensing medications is not considered a visit. This includes
dispensing medications from a pharmacy (whether by a Clinical Pharmacologist or a
Pharmacist), giving any injection (including vaccines and family planning methods
regardless of education provided at the same time), or providing narcotic agonists or
antagonists or mixes of these (regardless of whether or not the patient is assessed at the
time of the dispensing).

PROVIDER

A provider is the individual who assumes primary responsibility for assessing the patient
and documenting services in the patient’s record. Providers include only individuals who
exercise independent judgment as to the services rendered to the patient during a visit. Only
one provider who exercises independent judgment is credited with the visit, even when two or
more providers are present and participate. If two or more providers of the same type divide up
the services for a patient (e.g., a family physician [FP] and a pediatrician both see a child or an
ObGyn and an FP both see a pregnant woman for different purposes) only one may be credited
with a visit. In cases where a preceptor is following and supervising a licensed resident, credit
would be given to the resident (see Table 5 instructions for further instruction on counting
interns or residents). Where health center staff are following a patient in the hospital, the
primary center staff person in attendance during the visit is the provider (and is credited with a
visit), even if other staff from the health center and/or hospital are present. (Appendix A provides
a listing of personnel. Only personnel designated as a “provider” can generate visits for
purposes of UDS reporting.)

Providers may be employees of the health center, contracted staff, or volunteers. Contract
providers, who are part of the scope of the approved program, are paid by the center with grant
funds or program income, serve center patients, and document their services in the center’s
records, are considered providers. (A discharge summary or similar document in the medical
record will meet these criteria.) Also, contract providers paid for specific visits or services with
grant funds or program income, who report patient visits to the direct recipient of a BPHC or
BHW grant (e.g., under a migrant voucher program or contractors with homeless grantees) are
considered providers and their activities are to be reported by the direct recipient of the BPHC
or BHW grant. Since there is no time basis in their report, no FTE is reported for such
individuals. Volunteer providers who serve center patients at the health center’s sites or
locations under the supervision of the center’s staff and document their services in the center’s
records are also considered providers. Their time is known and should be documented.

PATIENT

Patients are individuals who have at least one reportable visit during the reporting year,
as defined above. The term “patient” is not limited to recipients of medical or dental services;
the term is used universally to describe all persons who receive UDS-countable visits.
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The Universal report includes all patients who have at least one visit during the year which is
within the scope of activities supported by any of the grants and programs covered by the UDS.
These visits are reported on Table 5. On the ZIP Code Table, Tables 3A and 3B, and in each
section of Tables 4 and 6A of the Universal report, each patient may be counted once and only
once, even if s/he received more than one type of service (e.g., medical, dental, enabling) or
received services supported by more than one BPHC grant. For each Grant report, patients
reported are those who have at least one visit during the year within the scope of project
activities supported by the specific BPHC grant. A patient counted in any cell on a Grant report
is also included in the same cell on the Universal report. For this reason, the number in any cell
of a Grant report will never be greater than the number in the comparable cell of the Universal
report.

Persons who only receive services from community based efforts such as immunization
programs, medical or dental screening programs, dental varnishing programs, and health fairs
are not counted as patients. Persons whose only service from the health center is a part of the
WIC program or other programs are not counted as patients.

During the course of addressing the health care needs of the community, health centers see
many individuals who do not become patients as defined by and counted in the UDS process.
“Patients,” as defined for the UDS, never include individuals who have such limited contacts
with the health center, whether or not documentation is done on an individual basis. These other
service users include, but are not limited to, persons whose only contact is:

— When a provider participates in a community meeting or group session that is not
designed to provide clinical services; examples of such activities include information
sessions for prospective patients, health presentations to community groups (high
school classes, PTA, etc.), and information presentations about available health services
at the center.

— When the only health service provided is part of a large-scale effort, such as an
immunization program, medical or dental screening program, dental varnishing program,
or community-wide service program (e.g., a health fair)

— When a provider is primarily conducting outreach and/or group education sessions, not
providing direct services

— When the only services provided are lab tests, x-rays, sonography, mammography,
retinography, immunizations or other injections, TB tests or readings, and/or filling or
refilling a prescription

— When narcotic agonists or antagonists or mixes of these are dispensed to a patient on a
regular basis such as daily or weekly

— Services performed under the auspices of a WIC program or a WIC contract

FULL-TIME EQUIVALENT EMPLOYEE

One full-time equivalent (FTE = 1.0) describes staff who individually or as a group worked the
equivalent of full-time for one year. Each agency defines the number of hours for “full-time” work
and may define it differently for different positions. For example, a physician can be hired as a
full-time employee but only required to work nine 4-hour sessions (36 hours) per week.
Similarly, clinicians may routinely stay late in the clinic or see hospitalized patients before or
after normal work days. In either case, the clinician would still be considered to be 1.0 FTE. The
full-time equivalent is based on employment contracts for clinicians and other exempt
employees, and is adjusted for part-year employment.
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FTE is calculated based on paid hours for non-exempt employees. FTEs are adjusted for part-
time work or for part-year employment. In an organization that has a 40-hour work week (2,080
hours/year), a person who works 20 hours per week (i.e., 50% time) is reported as “0.5 FTE.” In
some organizations different positions have different time expectations. Positions with different
time expectations, especially clinicians, should be calculated on whatever they have as a base
for that position. Thus, if physicians work 36 hours per week, this would be considered 1.0 FTE,
and an 18 hour per week physician would be considered as 0.5 FTE, regardless of whether
other employees work 40-hour weeks. FTE is also based on the part of the year that the
employee works. An employee who works full time for 4 months out of the year would be
reported as “0.33 FTE” (4 months + 12 months).

Staff may provide services on behalf of the health center under many different arrangements
including, but not limited to: salaried full-time, salaried part-time, hourly wages, National Health
Service Corps assignment, under contract, or donated time. Interns, residents, and volunteers
are counted consistent with their time with the health center and their licensing. (See Appendix
B for further discussion.) Individuals who are paid by the health center on a fee-for-service basis
only and do not have specific assigned hours, are not counted in the calculation of FTEs since
there is no basis for determining their hours (However, their visits are still counted.).
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INSTRUCTIONS BY TABLE

This section provides an overview of the UDS report and detailed instructions for completing
each UDS table.

OVERVIEW OF UDS REPORT
The UDS includes two components:

e The Universal report is completed by all health centers. This report provides data on
services, staffing, and financing across all programs. The Universal report is the
source of unduplicated data on health centers.

e Grant reports are completed by a sub-set of grantees who receive BPHC grants
under multiple program authorizations. Only BPHC grantees with multiple 330 grants
complete Grant reports. These reports repeat all or part of the elements of five of the
Universal report tables. Grant reports provide comparable data for that portion of their
program that falls within the scope of a project funded through a specific funding
authority. Separate Grant reports are required for Migrant Health Center, Homeless
Health Care, and Public Housing Primary Care grantees except for grantees funded
under only one of these programs which receive no other 330-BPHC funding. No Grant
report is submitted for the portion of multi-funded grantee’s activities supported by the
Community Health Center Section 330(e) grant. Community Health Center grant
reporting is included in the Universal report. (The EHB is programmed to display only
those tables that are required of a health center. If Grant tables are not required, they
will not appear in the EHB.)

The Universal report provides a comprehensive picture of all activities within the scope of
BPHC-supported projects. In this report, health centers report on the total unduplicated number
of patients and activities for the reporting year which are within the scope of projects
supported by any and all primary care programs covered by the UDS. If out of scope
services or sites are brought into scope during the calendar year, data for these sites are to be
included for the full calendar year, back to January 1, not just for the period after the date of the
scope change.

For Grant reports, grantees provide data on the patients and activities within that part of their
program which is supported by a particular funding authority. Because a patient can receive
services through more than one BPHC program, and not all grants are reported separately,
totals from a health center’'s multiple Grant reports cannot be aggregated to generate any
meaningful total and may not total the Universal report.

Health centers that receive funds under only one BPHC funding authority are required to
complete only the Universal report and do not submit Grant reports. Health centers,
funded through multiple BPHC funding authorities, complete a Universal report for the
combined projects and a separate Grant report for each Migrant, Homeless, and/or Public
Housing program grant. Examples include the following:

e A CHC grantee (section 330e) that also has Health Care for the Homeless support
(section 330h) completes a Universal report and a Homeless Grant report, but does not
complete a Grant report for the CHC grant.

e A CHC grantee (section 330e) that also has Migrant Health (section 330g) and
Homeless (section 330h) support, completes a Universal report, a Grant report for the
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Homeless program, and a Grant report for the Migrant program.

e A grantee which is funded under the Health Care for the Homeless program and the
Public Housing program completes a Universal report and two Grant reports—one for

Homeless and one for Public Housing.

NOTE: The EHB reporting system will automatically identify the reports which must be
filed and prompt the health center if some or all of the Universal or Grant report is left

blank. Conversely, if a health center is not required to submit a specific Grant report that report
will not appear in the EHB for completion.

The table below indicates which tables are included in the Universal report and Grant reports.
Also listed are tables that have been deleted from the UDS since the system was initiated in

1996. No further reference to any of the deleted tables is made in this manual.

TABLE UNIVERSAL GRANT
REPORT REPORTS
SERVICE AREA
ZIP Code Table Patients by ZIP Code by Health Insurance X
Cover Sheet NO LONGER REPORTED
Table 1 NO LONGER REPORTED
Table 2 NO LONGER REPORTED
PATIENT PROFILE
Table 3A Patients by Age and Gender X X
Patients by Hispanic/Latino Ethnicity and
Table 3B Race; Patients best served in a language X X
other than English
Table 4 Selected Patient Characteristics X X
STAFFING AND UTILIZATION
Table 5 Staffing and Utilization <partial>
Table 5A Tenure for Health Center Staff X
CLINICAL
Table 6A Selected Diagnoses and Services X X
Table 6B Quality of Care Measures X
Table 7 Health Outcomes by Race and Ethnicity X
FINANCIAL
Table 8A Costs X
Table 8B NO LONGER REPORTED
Table 9 (A-B-C) NO LONGER REPORTED
Table 9 (D-E) Revenues X
OTHER FORMS
EHR Form EHR Capabilities and Quality Recognition X
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Look-Alike Tables

Look-alikes are health centers which meet all Health Center Program requirements but do
not receive a Health Center Program grant. In past years, look-alikes submitted a reduced
data set. With this program year’s submission, look-alikes will submit the entire UDS report
(see Appendix E for details). (The cells for reporting details of special populations and
receipt of a BPHC grant will be grayed out and uneditable, but will still exist on the report.)
Look-alikes are to follow all the same rules that are spelled out in this manual.

There are a very small number of health centers which are Health Center Program grantees
which also have one or more sites designated as a look-alike. These health centers will
need to complete both grantee and look-alike UDS reports, limiting reporting to the
approved scope of project for each respective program. Care must be taken to not include
the same provider time, visits or associated costs in both reports, though it is expected that
certain key staff (e.g., CEO, CFO, CMO, billing and collections staff) will have their time and
cost allocated between the two programs and the two reports. It is possible that the same
patient will be reported on both reports if that patient is seen at both the grantee and look-
alike sites.

BHW Primary Care Clinics Tables

The Bureau of Health Workforce (BHW) primary care clinics program is a separately funded
program operated by the HRSA Bureau of Health Workforce. BHW primary care clinics
submit UDS reports which are the same as that submitted by those funded under the Health
Center Program. The BHW primary care clinics program is to follow all the same rules that
are spelled out in this manual.

There are a very small number of Health Center Program grantees which are also funded
through the BHW primary care clinics program. These health centers will need to complete
both grantee and BHW primary care clinics UDS reports, limiting reporting to the approved
scope of project for each respective program. Care must be taken to include only those
aspects of the funded programs which are spelled out in their separate Notices of Award. It
is possible that the same patient will be reported on both reports if the patient is seen in both
programs or if the BHW primary care clinics program is included in the scope of the Health
Center program. In the event the BHW primary care clinics program is included in the scope
of the Health Center Program, the staff, patients, costs, income, and expenses of the BHW
primary care clinics program will be included in the Health Center report.
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INSTRUCTIONS FOR ZIP CODE DATA

The ZIP Code table provides demographic data on patients in the program, cross tabulating
location (ZIP Code) by primary medical insurance status. It is completed by all health centers.
This table was changed in 2013 to include information on the insurance status of patients by ZIP
code.

Cross Table Check: The sum of patients reported on the ZIP code table must equal Table 3A,
Line 39, Column A + B (total patients by age and gender). The total for Column B (Uninsured)
must equal Table 4, Line 7, Column A + Column B. The total for Column C (Medicaid, S-CHIP,
and Other Public) must equal Table 4, Line 8 + 10, Column A + Column B. The total for Column
D (Medicare) must equal Table 4, Line 9, Column A + Column B. The total for Column E
(Private) must equal Table 4, Line 11, Column A + Column B.

PATIENTS BY ZIP CODE

Health centers must report the number of patients served by ZIP code. This information enables
BPHC to better identify areas served by health centers as well as minimize problems arising as
a result of service area overlaps. Although patients may be mobile during the reporting period,
health centers will report patients as of the most recent (last) ZIP code on file.

It is the BPHC's goal to identify residence by ZIP code for all patients served, but it is
understood that residence information may be missing for a small number of patients. This is
particularly true for centers that serve transient groups. Special instructions cover two of these
groups:

e Homeless Patients: While many homeless patients live doubled up or in shelters,
transitional housing, or other locations for which a ZIP code must be obtained, others—
especially those living on the street—do not know or will not share an exact location.
Where a ZIP code location cannot be obtained, or the location offered is questionable,
health centers should use the ZIP code of the location where the patient is being served
as a proxy. Similarly, if the patient has no other ZIP code and receives services on a
mobile van, the ZIP code of the location where the van was parked that day should be
used.

e Migratory Agricultural Worker Patients: Many, if not most, agricultural workers are
seasonal workers and their regular address ZIP code should be reported. Migratory
agricultural workers, on the other hand, may have a permanent residence in a
community far from the location of their work and the site where they are receiving
services. For the purpose of the UDS report, health centers are to use the ZIP code of
the patient’s temporary housing location near the service delivery location. Patients,
living in cars or on the land where a precise ZIP code is unavailable, should be reported
using the ZIP code for the location (fixed site or mobile camp outreach) where they are
being treated.

e Foreign Nationals: Persons from other countries who are residing in the United States
either permanently or temporarily are coded with their current US ZIP code. Tourists and
other persons passing through the US may have a permanent residence outside the
country, but are coded under “Other” ZIP Code.

For the small number of patients for whom residence is not known, or for whom a proxy is not
available, residence should be reported as “Unknown.”
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Although health centers are expected to report residence by ZIP code for all patients, it is
recognized that large centers, as well as those located in tourist or hunting/fishing locations,
may draw a significant number of patients from a large number of ZIP codes outside of their
normal service area. To ease the burden of reporting, ZIP_codes with ten or fewer patients may
be aggregated and reported in an “Other” category.

SOURCE OF INSURANCE

The U.S. Census is now reporting data on health insurance. These data will become available in
the UDS Mapper and make it possible for health centers and BPHC to look more closely at the
question of underserved areas. Now that public data show the number of uninsured persons
and persons with Medicaid/S-CHIP at the ZIP code level, it is meaningful to bring comparable
data into the UDS system. This will permit even more sophisticated analyses of service area
overlaps and enhance capabilities to identify areas which may need new access points.

NOTE that medical insurance status must be obtained for all persons counted by the health
center regardless of what services are provided. This means that individuals who only receive
case management services, for example, must be gueried as to their current medical insurance.
Under no circumstances may they be shown as “uninsured” simply because they are not
receiving a service that is covered by health insurance. Children seen in school based health
center settings must have complete clinic intake forms which show insurance status, and ideally
family income, before they can be counted as patients in the UDS.

Insurance Definitions

Health centers will report patient’s primary health insurance covering medical care, if
any, as of the last visit during the reporting period. Primary medical insurance is defined
as the insurance plan/program that the health center would normally bill first for medical
services. The categories for this table are slightly different than those on Table 4, lumping
together Medicaid, S-CHIP and Other Public into one category. Some specific rules guide
reporting:

— Patients who have both Medicare and Medicaid, would be reported as Medicare patients
because Medicare is billed before Medicaid. The exception to the Medicare first rule is
the Medicare-enrolled patient who is still working and insured by both an employer-
based plan and Medicare. In this case, the principal health insurance is the employer-
based plan, which is billed first.

— Medicaid, Medicare, and S-CHIP patients enrolled in a managed care program, which is
operated by a private insurance company, are still to be classified as Medicaid, Medicare
or S-CHIP, as appropriate.

— Inrare instances, a patient may have an insurance which the health center cannot or
does not bill. This may be a patient who is enrolled in Medicaid, but assigned to another
primary care provider, or a patient with a private insurance where the health centers’
providers have not been credentialed to bill that payor. In these instances the health
center will still report the patient as being insured and report the type of insurance.

— Patients in correctional facilities, may be classified as uninsured, whether seen in the
correctional facility or at the health center. Patients in residential drug programs, college
dorms, military barracks, and the like are not classified as uninsured. In these instances,
report the patient by type of insurance and at the ZIP code of the program, dorm, or
barrack.

2014 UDS Manual—December 31, 2014 vs. 1.1
OMB Number: 0915-0193, Expiration Date: 02/28/2018 20



— Patients whose services are subsidized through State/Local Government “indigent care
programs” are considered to be uninsured. Examples of State government “indigent care
programs” include New Jersey’s Uncompensated Care Program, New York’s Public
Goods Pool Funding, and Colorado’s Indigent Care Program.

— No special category is to be used for patients whose insurance may be subsidized
through the Affordable Care Act. They are classified in the insurance category of their
third party payor.
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QUESTIONS AND ANSWERS FOR ZIP CODE BY MEDICAL INSURANCE
REPORTING

1.

Are there any changes to this table?

No. As of CY 2013, patients have been reported by both ZIP code and primary medical
insurance status. Instead of each row showing the number of persons living in the ZIP
code, it breaks down that number into four categories: Medicare, Medicaid/S-CHIP/and
Other Public insurance, Private insurance, and Uninsured.

Do we need to collect information on and report on the ZIP code of all of our
patients?

Yes. Although health centers are expected to report residence by ZIP code for all
patients, it is recognized that large centers may draw a humber of patients from a large
number of ZIP codes which are outside of their normal service area. To ease the burden
of reporting, ZIP codes with 10 or fewer patients may be aggregated and reported in an
“Other” category.

Do we need to collect information on and report on the primary medical insurance
of all of our patients?

Yes. Although the ZIP code of a patient may be unknown, medical insurance information
must be obtained for every single person counted as a patient in the UDS report.

If a patient is not receiving medical care do we still need their medical insurance
information? What about dental patients?

Yes, medical insurance information is needed for all patients, even dental only patients.
In order to understand the patient population being served, BPHC needs to know the
medical insurance of all persons being counted in the program.

Does the number of patients reported by ZIP code need to equal the total number
of unduplicated patients reported on Tables 3A, 3B, and 47

Yes. The total number of patients reported by ZIP code (including “unknown” and
“other”) on the ZIP Code Table must equal the number of total unduplicated patients
reported on Tables 3A, 3B, and 4. In addition, the insurance totals reported on the ZIP
code table must equal insurance reported on Table 4. Specifically, the total for Column B
(Uninsured) must equal Table 4, Line 7, Column A + Column B. The total for Column C
(Medicaid, S-CHIP, Other Public) must equal Table 4, Line 8 + 10, Column A + Column
B. The total for Column D (Medicare) must equal Table 4, Line 9, Column A + Column B.
The total for Column E (Private) must equal Table 4, Line 11, Column A + Column B. If
ZIP code information is missing for some patients, residence should be reported as
unknown.
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Reporting Period: January 1, 2014 through December 31, 2014

PATIENTS BY ZIP CODE

ZIP Code
@)

None/
Uninsured

(b)

Medicaid/
S-CHIP/
Other Public

(©)

Medicare

(d)

Private

(e)

Other ZIP Codes

Unknown Residence

TOTAL

NOTE: This is a representation of the form, however the actual on-line input process will
look significantly different, as may the printed output from the EHB.
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INSTRUCTIONS FOR TABLE 3A — PATIENTS BY AGE AND GENDER
AND TABLE 3B — PATIENTS BY RACE AND ETHNICITY AND
PATIENTS BY LANGUAGE

Tables 3A and 3B provide demographic data on patients in the program and are included in
both the Universal report and the Grant reports. All health centers must complete these tables.

For the Universal report, patients counted include all individuals who (1) received at least one
face-to-face visit (2) during the calendar year (3) for services, as described below, (4) which are
within the scope of any of the programs covered by UDS. Regardless of the scope or volume of
services received, each patient is to be counted only once on Table 3A and only once in each of
the two sections of Table 3B: race and ethnicity, and language, if applicable.

The Grant reports include those individuals who were counted in the Universal report who
received at least one face-to-face visit within the scope of the specific grant program. As
discussed above, patients are to be reported only once in each report filed; however, if the
same patients are served in more than one program, they will be reported on the grant report for
each program that served them. All patients reported on the Grant report will also be reported
on the Universal report.

A visit is face-to-face contact between a patient and a provider who exercises independent
professional judgment in the provision of services to the patient, and the services rendered must
be documented to be counted as a visit. See the “Definitions of Visits, Providers, Patients, and
FTE” section (above page 8) for complete definitions.

TABLE 3A: PATIENTS BY AGE AND GENDER

Report the number of patients by appropriate categories for age and gender. For reporting
purposes, use the individual's age on June 30, of the reporting period. Note that on the non-
prenatal portion of Tables 6B and 7, age is essentially defined as age on December 31. The
numbers on Table 3A will therefore not be the same as those on Tables 6B and 7, though they
will be similar.

TABLE 3B: PATIENTS BY HISPANIC OR LATINO ETHNICITY/RACE/LANGUAGE
Table 3B displays the race and ethnicity of the patient population in a matrix format. This
permits the reporting of the racial identification of all patients including those who identify with
the Hispanic/Latino population. Race and ethnicity are defined below:

HISPANIC/LATINO ETHNICITY
e Table 3B collects information on whether or not patients consider themselves to
be of Hispanic/Latino ethnicity regardless of their race.

0 Column A (Hispanic/Latino): Report the number of persons of Cuban,
Mexican, Puerto Rican, South or Central American, or other Spanish
culture or origin, broken down by their racial identification and including
those Hispanics/Latinos born in the United States. Do not count persons
from Portugal, Brazil, or Haiti whose ethnicity is not tied to the Spanish
language.

0 Column B (Not Hispanic/Latino): Report the number of all other patients
except those for whom there are neither racial nor Hispanic/Latino
ethnicity data.

0 Column C (Unreported/Refused to Report): Only one cell is available in
this column. Report on Line 7, Column C only those patients who left the
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entire race and Hispanic/Latino Ethnicity part of the intake form totally
blank.

e Patients who self-report as Hispanic/Latino but do not separately select a race
must be reported on Line 7, column A as Hispanic/Latino whose race is
unreported or refused to report. Health centers may not default these patients to
“White”, “Native American”, “more than one race”, or any other category.

RACE

o All patients must be classified in one of the racial categories (including a category
for persons who are “Unreported/Refused to Report”). This includes individuals
who also consider themselves to be “Hispanic or Latino.” Patients who self-report
race, but do not separately indicate if they are “Hispanic/Latino," are presumed to
be non-Hispanic/Latino and are to be reported on the appropriate race line in
Column B.

e Patients sometimes categorized as “Asian/Other Pacific Islanders” in other
systems are divided on the UDS into three separate categories:

o0 Line 1. Asian: Persons having origins in any of the original peoples of the
Far East, Southeast Asia, or the Indian subcontinent including, for
example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the
Philippine Islands, Indonesia, Thailand, and Vietnam

o Line 2a. Native Hawaiian: Persons having origins in any of the original
peoples of Hawaii

0 Line 2b. Other Pacific Islanders: Persons having origins in any of the
original peoples of Guam, Samoa, Tonga, Palau, Truk, Yap, or other
Pacific Islands in Micronesia, Melanesia, or Polynesia

o0 Line 2. “Total Hawaiian/Other Pacific Islander” must equal lines 2a+2b.

o “American Indian/Alaska Native” (Line 4) includes persons who trace their origins
to any of the original peoples of North and South America (including Central
America), and who maintain tribal affiliation or community attachment.

e “More than one race” (Line 6): “More than one race” should not appear as a
selection option on your intake form. Use this line only if your system captures
multiple races (but not a race and an ethnicity) and the patient has chosen two or
more races. This is usually done with an intake form which lists the races and
tells the patient to “check one or more” or “check all that apply.” “More than one
race” must not be used as a default for Hispanics/Latinos who do not check a
separate race. They are to be reported on Line 7 (Unreported/Refused to
Report), as noted above.

NOTE: Health centers are required to report race and ethnicity for all patients. Some
health centers’ patient registration systems were originally configured to capture data for
patients who were asked to report race or ethnicity. Health centers who are unable to
distinguish a White Hispanic/Latino patient from a Black Hispanic/Latino patient
(because their system only asks patients if they are White, Black, or Hispanic/Latino),
are instructed to report these Hispanic/Latino patients on Line 7, column A, as
"unreported" race but include in the count of those with Hispanic or Latino ethnicity.
Health centers must take steps to enhance their registration system to permit the
capture and reporting of these data in the future.
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LANGUAGE
Health centers are designed to serve patients who face linguistic barriers to care, and
are noted for having bi-lingual and multi-lingual staff as well as interpreters and
translators. This section of Table 3B identifies the patients who have linguistic barriers to
care.

¢ Report on line 12 the number of patients who are best served in a language other
than English including those who are best served in sign language.

¢ Include those patients who were served in a second language by a bilingual
provider and those who may have brought their own interpreter.

¢ Include patients residing in areas where a language other than English is the
dominant language, such as Puerto Rico or the Pacific islands.

NOTE: Data reported on Line 12, Patients Served in a Language other than English,
may be estimated if the health center does not maintain actual data in its Electronic
Health Record (EHR). If an estimate is required, the estimate should be based on a
sample where possible. (NOTE: This is the only place on the UDS where an estimate is
accepted.)
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QUESTIONS AND ANSWERS FOR TABLES 3A AND 3B

1.

Have the data elements for Table 3B changed?

No. In general patients will be counted in the same racial category that they were counted in
last year. In 2008 an additional race category was added for “More than one race.” With the
2008 changes, the UDS classifications are now consistent with those used by the Census
Bureau as per the October 30, 1997, Federal Register Notice entitled, “Revisions to the
Standards for the Classification of Federal Data on Race and Ethnicity,” issued by the Office
of Management and Budget (OMB). These standards govern the categories used to collect
and present Federal data on race and ethnicity. The OMB requires a minimum of five
categories (White, Black or African American, American Indian or Alaska Native, Asian, and
Native Hawaiian, or Other Pacific Islander) for race. In addition to the five race groups, the
OMB also states that respondents should be offered the option of selecting more than one
race. The addition of Line 6 permits reporting of those people who have chosen to report
two or more races.

How are patients of Hispanic/Latino ethnicity reported?

Table 3B, race and ethnicity data is reported in a matrix. Patients who in other systems
might be reported as Hispanic/Latino, independent of race, are reported in Column A of the
UDS as Hispanic/Latino where you can also show the race of these patients. Patients are to
be reported on Lines 1 through 7 depending on their race. If “Hispanic/Latino” is the only
identification recorded in the center’s patient files, these patients will be reported in Column
A on Line 7 as having an “Unreported” racial identification.

Can we just have a choice on our registration form of “more than one race”?

No. In order to count a patient as being of “more than one race” they must have the option of
checking two or more boxes under race and have indeed checked more than one. This
methodology is the same as used in the census and mandated by OMB.

How are individuals who receive different types of services or use more than one of
our health centers’ service delivery sites reported, for example, a person who
receives both medical and dental services, or awoman who receives primary care
from one clinic site, but gets prenatal care at another?
UDS Tables 3A and 3B provide unduplicated counts of patients. Health centers are required
to report each patient once and only once on Table 3A and on Table 3B, regardless of the
type or number of services they receive or where they receive them. Each person who has
at least one visit reported on Table 5 is to be counted once and only once on Table 3A and
on Table 3B. Visits are defined in detail in the “Definitions of Visits, Providers, Patients, and
FTE” section (page 8). Note the following:
e Persons who receive WIC services and no other services at the agency are not to be
counted as patients or reported on Table 3A or 3B (or anywhere on the UDS).
e Persons who only receive imaging or lab services or whose only service was an
immunization or screening test are also not to be counted as patients or reported on
Table 3A or 3B (or anywhere on the UDS).

Our EHR changed during the year. Can we just add the information from the two
systems together to report this table?

No. Because the same patient might very well be counted in each system it would result in a
potentially massive over-count this year, followed by a huge apparent reduction in patients
the following year. It is the health center’s responsibility to unduplicate data. This may be a
time consuming process; this should be initiated as soon as the year ends to ensure
sufficient time to complete it prior to the initial submission date.
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6. Must the numbers on Tables 3A and 3B tie to UDS data reported on other tables?
Yes. The sum of Table 3A, Line 39, Column A + B (total patients by age and gender) must
equal Table 3B, Line 8 Column D (total patients by Hispanic/Latino Ethnicity and Race);
Total Patients by ZIP Code; Table 4, Line 6 (total patients by income); and Table 4 Line 12,
Column A + B (total patients by insurance status). The sum of Table 3A, Lines 1-18, Column
A + B (total patients age 0-17 years) must equal Table 4, Line 12, Column A (total patients
age 0-17 years). The sum of Table 3A, Lines 19-38, Column A + B (total patients age 18
and older) must equal Table 4, Line 12, Column B (total patients age 18 and older).

7. Does race and Hispanic/Latino ethnicity of all our patients need to be collected and
reported?
Yes. The UDS requires the classification of race and Hispanic/Latino ethnicity information in
order to assess health disparities across sub-populations. The format for the classification of
this information has been stipulated by OMB, and the UDS manual follows the standards
established by OMB. Health centers whose data systems do not support such reporting
must enhance their systems to permit the required level of reporting rather than using the
“unreported/refused to report” categories.

8. | have a separate data system for my mental health patients. How do I include their
data on these tables?
Health centers are required to unduplicate their data so that the UDS report counts patients
only once, regardless of the number of different types of services they receive. This may
require the downloading and merging of data from each system in order to eliminate
duplicates, or to check them manually. This can be a time consuming and potentially
expensive process, and should be initiated as soon as the year ends to ensure sufficient
time to complete it prior to the initial submission date.

2014 UDS Manual—December 31, 2014 vs. 1.1
OMB Number: 0915-0193, Expiration Date: 02/28/2018 28



Reporting Period: January 1, 2014 through December 31, 2014

TABLE 3A — PATIENTS BY AGE AND GENDER

MALE FEMALE
AGE GROUPS PATIENTS PATIENTS
(@) (b)

1 Under age 1

2 Age 1

3 Age 2

4 Age 3

5 Age 4

6 Age 5

7 Age 6

8 Age 7

9 Age 8

10 Age 9

11 Age 10

12 Age 11

13 Age 12

14 Age 13

15 Age 14

16 Age 15

17 Age 16

18 Age 17

19 Age 18

20 Age 19

21 Age 20

22 Age 21

23 Age 22

24 Age 23

25 Age 24

26 Ages 25-29

27 Ages 30-34

28 Ages 35-39

29 Ages 40-44

30 Ages 45-49

31 Ages 50-54

32 Ages 55-59

33 Ages 60-64

34 Ages 65—-69

35 Ages 70-74

36 Ages 75-79

37 Ages 80-84

38 Age 85 and over

39 TOTAL PATIENTS

(Sum LINES 1-38)
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Reporting Period: January 1, 2014 through December 31, 2014

TABLE 3B — PATIENTS BY HISPANIC OR LATINO
ETHNICITY/RACE/LANGUAGE

PATIENTS BY HISPANIC OR LATINO ETHNICITY
NOT UNREPORTED/ | TOTAL
HISPANIC/ HISPANIC/ REFUSED TO (d)
PATIENTS BY RACE LATINO LATINO REPORT (Sum
@ (b) ETHNICITY Columns
(c) a+b+c)

1. Asian
2a. Native Hawaiian
2b. | Other Pacific Islander
5 Total Hawaiian/Other Pacific

' Islander (SUM LINES 2A + 2B)
3. Black/African American
4, American Indian/Alaska Native
5. White
6. More than one race
7 Unreported/Refused to report

’ race
8 TOTAL PATIENTS (SUM LINES

' 1+2+3T107)

NUMBER

PATIENTS BY LANGUAGE (a)

12. PATIENTS BEST SERVED IN A LANGUAGE OTHER THAN ENGLISH
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INSTRUCTIONS FOR TABLE 4 — SELECTED PATIENT
CHARACTERISTICS

Table 4 provides descriptive data on selected characteristics of health center patients. The table
is included in both the Universal report and the Grant reports. All health centers report this
table.

For the Universal report, include all patients receiving at least one face-to-face visit during the
calendar year for services within the scope of any of the programs covered by UDS. The Grant
reports include only patients who received at least one face-to-face visit that was within the
scope of the specific grant program. All patients reported on the Grant report will also be
reported on the Universal report. This means that no cell in a Grant report may contain a
number larger than the corresponding cell in the Universal report. Patients are to be reported
only once per section in each report filed.

Cross Table Check: ZIP Code Table, Column B must equal Table 4, Line 7, Column A +
Column B. ZIP Code Table, Column C must equal Table 4, Line 8 + 10, Column A + Column B.
ZIP Code Table, Column D must equal Table 4, Line 9, Column A + Column B. ZIP Code Table,
Column E must equal Table 4, Line 11, Column A + Column B. The sum of Table 3A, Line 39,
Column A + B (total patients by age and gender) must equal Table 3B, Line 8 Column D (total
patients by race and Hispanic/Latino ethnicity); Table 4, Line 6 (total patients by income); and
Table 4 Line 12, Column A + B (total patients by medical insurance status). The sum of Table
3A, Lines 1-18, Column A + B (total patients age 0-17 years) must equal Table 4, Line 12,
Column A (total patients age 0-17 years). The sum of Table 3A, Lines 19-38, Column A + B
(total patients age 18 and older) must equal Table 4, Line 12, Column B (total patients age 18
and older).

INCOME AS PERCENT OF POVERTY LEVEL, LINES 1-6

Health centers are expected to collect income data on all patients, but are not required to collect
this information more frequently than once during the year. If income information is updated
during the year, report the most current information available. As a rule, family income is used.
Except for minor-consent services, children will always be classified in terms of their parent’s
income. Patients for whom the information was not collected within a year of their last visit must
be reported on Line 5 as unknown. Do not attempt to allocate patients with unknown income.
Knowing that a patient is homeless or a migratory agricultural worker or on Medicaid is not
adequate to classify that patient as having an income below the poverty level.

Income is defined in ranges relative to the Federal poverty guidelines (e.g., 100 percent and
below the Federal poverty level). In determining a patient’s income relative to the poverty level,
health centers should use official poverty guidelines defined and revised annually. The official
Poverty Guidelines are published in the Federal Register during the first quarter of each year.
The guidelines for CY 2014 are available at http://aspe.hhs.qgov/poverty/14poverty.cfm.

Every patient reported on Table 3A must be reported once (and only once) on Table 4 Lines 1
through 5. The sum of Table 3A, Line 39, Column A + B (total patients by age and gender) must
equal Table 4, Line 6 (patients by income). The same is true for Grant reports.
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PRINCIPAL THIRD PARTY MEDICAL INSURANCE SOURCE, LINES 7-12

This portion of the table provides data on patients classified by the primary source of insurance
for medical care. A patient’s health insurance may change during the year. Report on this table
the primary medical insurance the patient had at the time of their last visit regardless of whether
or not that insurance was billed for or paid for any or all of the visit services. (Other forms of
insurance, such as dental or vision coverage, are not reported.) Patients are divided into two
age groups: 0-17 (Column A) and age 18 and older (Column B) based on their age on June 30.
Primary patient medical insurance is divided into seven types as follows:

e Uninsured (Line 7)—Patients who did not have medical insurance at the time of their last
visit are counted on Line 7. This may include patients whose visit was paid for by a third
party source that was not an insurance, such as EPSDT, BCCCP, Title X, or some State
or local safety net program. Do not count patients as uninsured just because their
medical insurance did not pay for their visit. For example:

= A patient with Medicare who was seen for a dental visit which was not paid
for by Medicare is still classified as having Medicare for this table.

= A patient with Private insurance that has a $2000 deductible who had not yet
reached that deductible is still considered a Private insurance patient.

= A Medicaid patient who is assigned to another provider such that the health
center cannot bill Medicaid for the visit is still classified as having Medicaid.

= Children seen in a school based program who do not know their parent’s
health insurance status must obtain that information if they are to be included
in the count of patients. The only exception is for a minor-consent service
permitted in the State, such as family planning or mental health services, in
which case the minor child’s status may be recorded as uninsured if s/he
does not have access to the parent’s information.

= A patient with Medicaid, Private, or Other Public dental insurance may be
presumed to have the same kind of medical insurance. If a patient does not
have dental insurance you may not assume that they are uninsured for
medical care, and the health center must obtain this information from the
patient.

e Medicaid (Line 8a, 8b, and 8)—State-run programs operating under the guidelines of
Titles XIX (and XXI as appropriate) of the Social Security Act; Medicaid includes
programs called by state-specific names (e.g., California’s “Medi-Cal” program). In some
States, the Children’s Health Insurance Program (CHIP) is also included in the Medicaid
program—see below. While Medicaid coverage is generally funded by Federal and State
funds, some States also have “State-only” programs covering individuals ineligible for
Federal matching funds (e.g., general assistance recipients or pregnant women) and
these individuals are also included as Medicaid on Lines 8a or 8b and 8. (As the Nation
transitions toward enhanced Medicaid coverage under the Affordable Care Act, it is
anticipated that some, but not all, of these state-only programs will be rolled into
Medicaid.) NOTE: Individuals who are enrolled in Medicaid but receive services through
a private managed care plan that contracts with the State Medicaid Agency are still
reported as “Medicaid" not as privately insured.

e S-CHIP or CHIP or CHIP-RA (Line 8b or 10b)—The State Children’s Health Insurance
Program, covered in statute by the Children’s Health Insurance Program Reauthorization
Act (also known as CHIP-RA) provides primary health care coverage for children and, on
a State by State basis, others—especially pregnant women, mothers or parents of these
children. CHIP coverage can be provided through the State’s Medicaid program (and

2014 UDS Manual—December 31, 2014 vs. 1.1
OMB Number: 0915-0193, Expiration Date: 02/28/2018 32



reported on line 8b) and/or through contracts with private insurance plans (reported on
line 10b.)

e CHIP-Medicaid (Line 8b)—In States that make use of Medicaid, it is sometimes difficult
or even impossible to distinguish between “regular Medicaid” and “CHIP-Medicaid.” In
other States the distinction is readily apparent (e.g., they may have different appearing
cards). Even where it is not obvious, CHIP patients may still be identifiable from a “plan”
code or some other embedded code in the membership number. This may also vary
from county to county within a State. Obtain information from the State and/or county on
their coding practice. If there is no way to distinguish between regular Medicaid and
CHIP Medicaid, classify all covered patients as “regular” Medicaid (Line 8a).

o Medicare (Line 9)—Federal insurance program for the aged, blind, and disabled (Title
XVIII of the Social Security Act); patients who have Medicare + Medicaid or Medicare +
a private (“MediGap”) insurance are reported on line 9. Persons enrolled in “Medicare
Advantage” products may have their services paid for by a private insurance company,
but are counted as Medicare on line 9.

e Other Public Insurance (Line 10a)—State and/or local government programs, such as
Washington’s Basic Health Plan or Massachusetts’ Commonwealth plan, providing a
broad set of benefits for eligible individuals; include public paid or subsidized private
insurance not listed elsewhere. (Note that Affordable Care Act subsidized Private
insurance is classified as Private insurance [line 11].) ACA-expanded Medicaid is
classified as Medicaid (line 8a). Do not include any CHIP, Medicaid, or Medicare
patients on Line 10a. Do not include uninsured individuals whose visit may be covered
by a public source with limited benefits, such as the Early Prevention, Screening,
Detection and Treatment (EPSDT) program, the Breast and Cervical Cancer Control
Program (BCCCP), ADAP pharmaceutical coverage for HIV patients, etc. ALSO DO
NOT INCLUDE persons covered by workers’ compensation, as this is not health
insurance for the patient, it is liability insurance for the employer.

e Other Public (CHIP) (Line 10b)—In those States where CHIP is contracted through a
private third party payor, participants are to be classified as “other public-CHIP” (Line
10b), not as private, even if the third party is, in fact, a traditional third party payor such
as Blue Cross. CHIP programs which are run through the private sector, are often
covered through HMOs. The coverage may appear to be a private insurance plan (such
as Blue Cross/Blue Shield) but is funded through CHIP and counted on Line 10b. Do not
include patients who have insurance through the State insurance exchange regardless
of whether or not their premium cost is subsidized in whole or in part under the ACA.

e Private Insurance (Line 11)—Health insurance provided by commercial and not for profit
companies; individuals may obtain insurance through employers or on their own. This
includes persons who purchase insurance through the ACA-supported State exchanges.
Private insurance includes insurance purchased for public employees or retirees, such
as Tricare, Trigon, the Federal Employees Benefits Program.

Every patient reported on Table 3A must be reported once (and only once) on Lines 7 through
11. Note that there is no “unknown” insurance classification on this table—BPHC requires that
health centers obtain medical insurance information from all patients in order to maximize third
party payments.

The following cross table checks should be noted:
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ZIP Code Table, Column B must equal Table 4, Line 7, Column A + Column B.
ZIP Code Table, Column C must equal Table 4, Line 8 + 10, Column A + Column B.
ZIP Code Table, Column D must equal Table 4, Line 9, Column A + Column B.
ZIP Code Table, Column E must equal Table 4, Line 11, Column A + Column B.
The sum of Table 3A, Line 39, Column A + B (total patients by age and gender) must
equal Table 3B, Line 8, Column D (total patients by race and Hispanic/Latino ethnicity);
Table 4, Line 6 (total patients by income); and Table 4, Line 12, Column A + B (total
patients by medical insurance status).
e The sum of Table 3A, Lines 1-18, Column A + B (total patients age 0-17 years) must
equal Table 4, Line 12, Column A (total patients age 0-17 years).
e The sum of Table 3A, Lines 19-38, Column A + B (total patients age 18 and older) must
equal Table 4, Line 12, Column B (total patients age 18 and older).
e The sum of Table 3A, Line 39, Column A + B (total patients by age and gender) must
equal Table 4, Line 12 Column A + B (total patients by insurance status).
The same is true for Grant reports.

SOURCE OF INSURANCE
Definitions
Health centers should report the patient’s primary health insurance covering medical
care, if any, as of the last visit during the reporting period. Primary insurance is defined as
the insurance plan/program that the health center would normally bill first for routine
medical services rendered. NOTE: Patients, who have both Medicare and Medicaid, would
be reported as Medicare patients because Medicare is billed before Medicaid. The
exception to the Medicare first rule is the Medicare-enrolled patient who is still working and
insured by both an employer-based plan and Medicare. In this case, the principal health
insurance is the employer-based plan, which is billed first.

In rare instances a patient may have an insurance which the health center cannot or does
not bill. This may be a patient who is enrolled in Medicaid, but assigned to another primary
care provider or a patient with private insurance where the health centers’ providers have
not been credentialed to bill that payor. In these instances the health center will still report
the patient as being insured and report the type of insurance.

Patients served in correctional facilities may be classified as uninsured, whether seen in the
correctional facility or at the health center. This is not the case with persons in other facility
settings, such as those in residential drug programs, college dorms, military barracks, and
the like. In these instances, report the patients by their medical insurance, if they have
insurance, not as uninsured. Similarly, patients whose services are subsidized through
State/local government “indigent care programs” are considered to be uninsured.
Examples of State government “indigent care programs” include New Jersey’s
Uncompensated Care Program, New York’s Public Goods Pool Funding, and Colorado’s
Indigent Care Program.

For both Medicaid and Other Public Insurance, the table distinguishes between “regular”
enrolled patients and patients enrolled in CHIP.

MEDICAID—Line 8b includes Medicaid-CHIP enrolled patients only; Line 8a includes all
other enrolled patients; and Line 8 is the sum of 8a + 8b.

OTHER PuBLIC—Line 10b includes CHIP enrolled patients who are covered by a plan
other than Medicaid; Line 10a includes all other persons with other public insurance
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(Health centers are asked to describe the programs so the UDS Reviewer can make
sure that the classification of the program as Other Public is appropriate.); and Line 10 is
the sum of 10a + 10b.

MANAGED CARE UTILIZATION, LINES 13a—13c

This section provides data on managed care enrollment during the calendar year and,
specifically, reports on patient member months in managed care plans. Do not report in this
section enrollees in Primary Care Case Management (PCCM) programs or CMS PCMH
Demonstration grants which pay a small monthly fee (less than $5 per member per month) to
“manage” patient care. Do not include managed care enrollees whose capitation or enrollment
is limited to behavioral health or dental services only, though an enrollee who has medical and
dental (for example) is counted.

MEMBER MONTHS: A member month is defined as 1 member being enrolled for 1 month. An
individual who is a member of a plan for a full year generates 12 member months; a family of 5
enrolled for 6 months generates (5 x 6) 30 member months; etc. Member month information is
most often obtained from monthly enroliment lists generally supplied by managed care
companies to their providers. Health centers should always save these documents and, in the
event they have not been saved, should request duplicates early so as to permit timely filing of
the UDS report.

MEMBER MONTHS FOR MANAGED CARE (CAPITATED) (Line 13a)—Enter the total capitated
member months by source of payment. This is derived by adding the total enrollment
reported from each capitated plan for each month. A patient is in a capitated plan if the
contract between the health center and the Health Maintenance Organization (HMO) or
Accountable Care Organization stipulates that for a flat payment per month, the health
center will perform all of the services on a negotiated list. This usually includes, at a
minimum, all office visits. Payments are received (and reported on table 9D) regardless
of whether any service is rendered to the patient in that particular month. In the case of
Medicaid, Medicare, and CHIP-RA, it is common for there to be a second “wrap-around”
payment for managed care visits to adjust total payment to FQHC/PPS rates.

MEMBER MONTHS FOR MANAGED CARE (FEE-FOR-SERVICE) (Line 13b)—Enter the total
fee-for-service member months by source of payment. A fee-for-service member month
is defined as one patient being assigned to a service delivery location for 1 month during
which time the patient may receive basic primary care services only from the health
center, but for whom the services are paid on a fee-for-service basis. NOTE: It is
common for patients to have their primary care covered by capitation, but other services,
such as behavioral health or pharmacy, paid separately on a fee-for-service basis as a
“carve out” in addition to the capitation. Do not include member months for individuals
who receive “carved-out” services under a fee-for-service arrangement on Line 13b if
those individuals have already been counted for the same month as a capitated member
on Line 13a. NOTE ALSO: If patients are enrolled in a managed care program that
permits them to receive care from any of a number of providers, including the health
center and its providers, this is not to be considered managed care, and ho member
months are reported in this situation.

TOTAL MEMBER MONTHS (Line 13c)—Enter the total of Lines 13a + 13b.
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As a rule, there is a relationship between the member months reported on Lines 13a and 13b
and the insured persons on Lines 7 through 11. It would be unusual (though not impossible) for
the number of member months for any one payor (e.g., Medicaid) to exceed 12 times the
number of Medicaid patients reported on Line 8.

As a rule, there is a relationship between the capitated member months reported on Line 13a
and the net capitated income reported on Table 9D on Lines 2a, 5a, 8a, and/or 11a. Similarly,
one can generally expect a relationship between the fee-for-service member months reported
on Line 13b and the income reported on Table 9D on Lines 2b, 5b, 8b, and/or 11b.

CHARACTERISTICS OF TARGETED SPECIAL POPULATIONS, LINES 14-26

This section on “characteristics” asks for a count of patients from targeted special populations
including persons who are homeless, migratory and seasonal agricultural workers, patients who
are served by school based health centers, public housing patients, and patients who are
veterans.

Migratory or Seasonal Agricultural Workers and their Dependents, Lines 14-16
All health centers are required to report on Line 16 the total number of patients seen during
the reporting period who were either migratory or seasonal agricultural workers or their
dependents. (See definitions below.) Only Section 330(g) Migrant Health Center grantees
provide separate totals for migratory and for seasonal agricultural workers on Lines 14 and
15. For Section 330(g) grantees, Lines 14 + 15 = Line 16.

Definitions of Migratory and Seasonal Agricultural Workers

MIGRATORY AGRICULTURAL WORKERS—Defined by section 330(g) of the Public Health
Service Act, a migratory agricultural worker is an individual whose principal employment is in
agriculture on a seasonal basis (as opposed to year-round employment) and who
establishes a temporary home for the purposes of such employment. Migratory agricultural
workers are usually hired laborers who are paid piecework, hourly, or daily wages. The
definition includes those individuals who have had such work as their principal source of
income within 24 months of their last visit as well as their dependent family members who
have also used the center. The dependent family members may or may not move with the
worker or establish a temporary home. Note that agricultural workers who leave a
community to work elsewhere are just as eligible to be classified as migratory workers in
their home community as are those who migrate to a community to work there.

SEASONAL AGRICULTURAL WORKERS—Seasonal agricultural workers are individuals whose
principal employment is in agriculture on a seasonal basis (as opposed to year-round
employment) but who do not establish a temporary home for purposes of employment.
Seasonal agricultural workers are usually hired laborers who are paid piecework, hourly, or
daily wages. The definition includes those individuals who have been so employed within 24
months of their last visit and their dependent family members who have also used the
center.

For both categories of workers, the term agriculture means farming in all its branches, as
defined by the OMB-developed North American Industry Classification System (NAICS), and
includes seasonal workers included in the following codes and all sub-codes within: 111,
112, 1151, and 1152.

Homeless Patients, Lines 17-23
All health centers are to report the total number of patients, known to have been homeless
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at the time of any service provided during the reporting period, on Line 23.

HOMELESS PATIENTS—Are defined as patients who lack housing (without regard to whether
the individual is a member of a family), including individuals whose primary residence during
the night is a supervised public or private facility that provides temporary living
accommodations, and individuals who reside in transitional housing.

Section 330(h) Homeless Program grantees will provide separate totals for homeless
program patients by the type of shelter arrangement the patient had when they were first
encountered during the reporting year. For section 330(h) grantees Line 23 will equal the
sum of Lines 17 through 22. In categorizing patients for Lines 17 through 22:

The shelter arrangement reported is the patient’s arrangement as of the first visit
during the reporting period. This is normally assumed to be where the person was
housed the prior night.

Persons who spent the prior night incarcerated, in an institutional treatment program
(mental health, substance abuse, etc.) or in a hospital should be reported based on
where they intend to spend the night after their visit/release. If they do not know,
report them on Line 20: “street.”

Patients currently residing in a jail or an institutional treatment program are not
considered to be homeless unless and until they are released to the street with no
housing arrangement.

Line 17 — Shelter: Patients who are living in an organized shelter for homeless
persons at the time of their first visit; shelters that generally provide for meals as well
as a place to sleep, are seen as temporary, and often have a limit on the number of
days or the hours of the day that a resident may stay at the shelter.

Line 18 — Transitional Housing: Transitional housing units are generally small units
(six persons is common) where persons who leave a shelter are provided extended
housing stays—generally between 6 months and 2 years—in a service rich
environment. Transitional housing provides for a greater level of independence than
traditional shelters, and may require that the resident pay some or all of the rent,
participate in the maintenance of the facility and/or cook their own meals. Count only
those persons who are “transitioning” from a homeless environment. Do not include
those who are transitioning from jail, an institutional treatment program, the military,
schools or other institutions.

Line 19 — Doubled Up: Patients who are living with others; the arrangement is
generally considered to be temporary and unstable, though a patient may live in a
succession of such arrangements over a protracted period of time.

Line 20 — Street: This category includes patients who are living outdoors, in a car, in
an encampment, in makeshift housing/shelter, or in other places generally not
deemed safe or fit for human occupancy.

Line 21 — Other: This category may be used to report previously homeless patients
who were housed when first seen, but who were still eligible for the program. (HCH
rules permit patients who are no longer homeless as a result of becoming residents
of permanent housing to continue to be seen for 12 months after their last visit as
homeless persons.) Patients who reside in SRO (single room occupancy) hotels or
motels, other day-to-day paid housing, as well as residents of permanent supportive
housing or other housing programs that are targeted to homeless populations should
also be classified as “other,” Line 21.
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School Based Health Center Patients, Line 24

All health centers that identified a school based health center as a service delivery site in
their grant or designation application and scope of project description are to report the total
number of patients who received primary health care services at the school service delivery
sites(s) listed. A school based health center is a health center located on or near school
grounds, including pre-school, kindergarten, and primary through secondary schools, that
provides on-site comprehensive preventive and primary health services. Services are
targeted to the students at the school, but may also be provided to their children, siblings, or
parents, and may occasionally include persons residing in the immediate vicinity of the
school. Do not include students who receive screening services or mass treatment such as
vaccinations or fluoride treatments at a school.

Veterans, Line 25

All health centers report the total number of patients served who have been discharged from
the uniformed services of the United States. It is expected that this element will be included
in the patient information/intake form at each center. Report only those who affirmatively
indicate they are veterans. Persons who do not respond or who have no information are not
counted, regardless of other indicators. Persons, who are still in the uniform services,
including soldiers on leave and National Guard members not on active duty, are not
considered Veterans. Veterans of other nations’ military are not counted here, even if they
served in wars in which the United States was also involved.

Public Housing, Line 26

All health centers should report on public housing patients, consistent with the reporting
practice for other statutorily required special populations. Patients should be counted as
residents of public housing if they are served at health center sites that meet the statutory
Public Housing Primary Care (PHPC) definition (located in or adjacent to public housing)
regardless of whether the health center site receives PHPC funding. Public housing means
agency-developed, owned, or assisted low-income housing, including mixed finance
projects, but excludes housing units with no public housing agency support other than
section 8 housing vouchers. For information on public housing, please see
http://portal.hud.gov/hudportal/HUD?src=/program_offices/public_indian housing.
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QUESTIONS AND ANSWERS FOR TABLE 4

1.

Are there any changes to this table?

Yes. A new category of patients will be reported beginning this year. Beginning with CY
2014, health centers will report on the number of public housing patients. Public housing
means agency-developed, owned, or assisted low-income housing, including mixed finance
projects, but excludes housing units with no public housing agency support other than
section 8 housing vouchers.

If we do not receive direct support under the Health Care for the Homeless,
Agricultural Worker Health, or Public Housing Primary Care programs, do we need to
report the total number of special population patients served?

Yes. All health centers, regardless of whether they receive targeted grant funding for special
populations, are required to complete Line 16 (the total number of patients seen during the
reporting period who were agricultural workers or their dependents), Line 23 (total number of
patients known to have been homeless at the time of any service during the year), Line 24
(patients of an approved, in-scope school based clinic), and Line 26 (total number of
patients known to reside in public housing)—regardless of whether or not special funding
was ever obtained for that clinic), and Line 25 (Veterans). Health centers who did not
receive homeless funding are not required to complete the shelter arrangement details on
Lines 17-22. Health centers who did not receive agricultural funding are not required to
complete the agricultural worker details on Lines 14 and 15 and the lines are shaded out in
the EHB.

Must the number of patients by income and insurance source equal the total number
of unduplicated patients reported on Tables 3A and 3B and the ZIP Code Table?
Yes.

We have never collected information on whether or not a patient is homeless, living in
public housing, an agricultural worker, or a veteran. Do we have to do this now for
reporting?

Yes. All health centers are required to ask every patient who comes into their health center
whether or not s/he is included in one of these special populations and to add this as an
item on the patient’s profile so it can be reported.

If a patient is seen only for dental care, do we report the patient’s dental insurance on
lines 7-127

No. Table 4 reports the medical coverage that health center patients have. All health