CMS 339 Questicnnaire - Exhibit 1 CMS-2552-96

Date Prepared: 1/28/2008 1:55:40 PM Page 1

Data File: C:\Decuments and Settings\fatsb\My Documents\crO7\wech2008151326.mer

Fiscal Year: 09/01/2007 To (8/31/2008

Provider Name: WEST CENTRAL COMMUNITY HOSPITAL Health Financial Systems

Provider No: 151326 o i MCRIF32
EXHIBIT 1

FORM APPROVED
OMB NO. 0938-0301

This questionnaire is required under the authority of sections 1815(a) and 1833(e) of the Social Security Act. Failure to submit this questionnaire
will result in suspension of Medicare payments.

To the degree that the information in CM5-339: 1) constitutes commercial or financial information which is confidential, and/or 2) is of a highly
sensitive personal nature, the information will be protected from refease under the Freedom of Information Act.

According to the Paperwork Reduction Act of 1995, no persons are required to respond Lo & collection of informaticn unless it dispiays a valid OMB
control number. The valid OMB control number for this information collection is 0938-0301. The time required to complete this information
collection is estimated to average 17 hours and 20 minutes per response, including the time to review the information collection. If you have
comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please wnte to: CMS, 7500 Security Boulevard,
Baltimare, Maryland 21244-1850.

PROVIDER COST REPORT REIMBERSEMENT QUESTIONNAIRE
(You MUST USE Instructions For Completing This Form
Located In PRM-I1, § § 1100ff.)

Provider Name: WEST CENTRAL COMMUNITY HOSPITAL P.rovider Number(s): 151326

Filed with Form CMS-2552-96 : : Period:  From:  09/01/2007 To: 08/31/2008

INTENTIONAL MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS QUESTIONNAIRE MAY BE PUNISHABLE
BY FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. .

CERTIFICATION BY OFFICER QR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above statement and that I have examined the accompamnying information prepared by 151326 : WEST
CENTRAL COMMUNITY HOSPITAL (Provider name(s) and number(s)} for the cost report period beginning 098/01/2007 and ending 08/31/2008
and thet to the best of my knowledge and belief, it is a true, corect and complete statement prepared from the books and records of the
provider(s) in accordance with applicable instructions, except as noted.

(Signed)
i L
Officer ¢f Administrator of Provider(s)
January 29, 2009 . Sr Vice President/CFQ
Date Title

Name and Telephone Number of Persan to Contact for More Information

Shantha Aaron, Controller {812)238-7655

CMS 339 Questionnaire




CMS 339 Questionnaire - Exhibit 1 CM5-2552-96

Date Prepared: 1/28/2009 1:55:40 PM Page 2
Data File: C:ADocuments and SettingsifatsbiMy Documents\cr07\wech2008151326.mar
Fiscal Year: 09/01/2007 To 08/31/2008
Provider Name: WEST CENTRAL COMMUNITY HOSPITAL Health Financial Systems
Provider No: 151326 MCRIF32
Street: 8C1 SOUTH MAIN STREET State: IN
PO Box: Zip Code: 47842-
City: CLINTON County: VERMILLION
Contact: SHANTHA AARON
Phone: 812-238-7655 Ext.
) YES/NO
A. Provider Organization and Operation
NOTE: Section A to be completecd by all providers.
1. The provider has:
a. Changed ownership. NO
If "yes", submit name and address of new owner, date of change, copy of sales
agreement, or any similar agreement affecting change of ownership.
b. Terminated participation. NO
If "yes", list date of termination, and reason {(Vaoluntary/Involuntary).
2. The provider, members of the board of directors, officers, medical staff or management personnel
are associated with or involved in business transactions with the following:
a. Related organizations, management contracts and services under arrangements as NO
owners (stockholders), management, by family relationship, or any other similar type
relationship.
b. Management personnel of major suppliers of the provider (drug, medical supply . NO
companies, etc.). If "yes" to question 2a and/or 2b, attach a list of the individuals, the
organizations involved, and description of the transactions.
B. Financial Data and Reports
NOTE: Section B to be completed by all providers.,
1. During this cost reporting period, the financial statements are prepared by Certified Public
Accountants or Public Accountants (submit complete copy ¢r indicate available date) and are:
a. Audited; N/A
b. Compiled; and N/A
c. Reviewed, N/A
NOTE: Where there is no affirmative response to the abave described financial statements, atfach a copy of
the financial statements prepared and a description of the changes in accounting policies and practices if
not mentioned in those statements,
2. Caost report total expenses and total revenues differ from those on the filed finandal statement. If NO

"yes", submit reconciliation.

C. Capital Related Cost

NOTE: Section C to be completed only by hospitals excluded from PPS (except Children's) and PPS hospitals
that have a unit excluded from PPS.

CMS 339 Questionnaire



CMS 339 Questionnalire - Exhibit 1 CMS-2552-96

Date Prepared: 1/28/200% 1:55:40 PM Page 3
Data File: C:\Documents and Settings\fatsb\My Documents\cr07\weoch2008151326.mcr
Fiscal Year: 09/01/2007 To 08/31/2008
Provider Mame; WEST CENTRAL COMMUNITY HOSPITAL Health Finandal Systems
Provider No: 151326 o MCRIF32
Street: 801 SOUTH MAIN STREET State: IN
PO Box: Zip Code: 47842-
City:  CLINTON County: VERMILLION
Contact: SHANTHA AARON
Phone: 812-238-7655 Ext.
YES/NO
1. Assets have been relifed for Medicare purposes. If "yes", attach detailed listing of these sbeciﬁc NO
assets, by classes, as shown in the Fixed Asset Register.
NCTE: For cost reporting perieds beginning on or after October 1, 1991 and before October 1,
2001, under the capital - PPS consistency rule (42 CFR 412.302 (d)), PPS hospitals are precluded
from relifing old capital.
2. Due to appraisals made during this cost reporting period, changes have occurred to Medicare NO
depreciation expense. If "yes", attach copy of Appraisal Report and Appraisal Summary by class of
asset,
3. New leases and/or amendments to existing leases for land, equipment, or facilities with annual NO
rental payment in excass of the amounts listed in the instructions, have been entered into during
this cost reporting period. If "yes", submit a listing of these new leasas and/or amendments to
existing leases that have the following information:
a A new lease or lease renewal;
0 Parties to the lease;
0 Period covered by the lease;
o} Description of the asset being leased; and
0 Annual charge by the lessor.
NOTE: Providers are required to submit copies of the Jease, or significant extracts, upon request from the
intermediary.
4, There have been new capitalized leases entered into during the current cost rapaorting period. If NO
"yes®, attach a hist of the individual assets by class, the department assigned to, ang respective
dollar amounts for all capitalized leases in accordance with the thresholds discussed in the
instructions.
5. Assets which were subject to §2314 of DEFRA were acquired during the period. If "yes", supply a NO
computaticn of the basis.
6. Provider's capitalization policy changed during cost reperting pericd. If "yes", submit copy. NO
7. Obligated capital has been placed into use during the cost reporting period. If "yes", attach NO
schedule listing each project, the cost of these projects and the date placed into service for patient
care.
D. Interest Expense
NOTE: Section D te be completed only by hospitals exduded from PPS (except Children's) and PPS
hospitals that have a unit excluded from PF5.
1. New loan, mortgage agreements or letters of credit were entered into during the cost reporting NO

period.

CM5 339 Questionnaire



CMS 339 Questionnaire - Exhibik 1 . . CMS5-2552-96

Date Prepared: 1/28/2009 1:55:40 PM Page 4
Data File: C:\Documents and Settings\fatsb\My Documents\cr(7\wcch2008151326.mcr
Fiscal Year: 09/01/2007 To 08/31/2008
Provider Name: WEST CENTRAL COMMUNITY HOSPITAL Health Financial Systems
Provider No: 151326 MCRIF32
Street: 801 SOUTH MAIN STREET State: IN
PO Box: Zip Code: 47842~
City: CLINTON County: VERMILLION
Contact: SHANTHA AARON
Phone: 812-238-7655 Ext.
YES/NO
If "yes", state the purpose and submit copies of debt documents and amortization schedules,
2. The provider has a funded depraciation account and/or bond funds {Debt Service Reserve Fund) NO
treated as a funded depreciation account.
If "yes”, submit a detailed analysis of the funded depreciation account for the cost reporting
period. (See PRM-1, §226.4 )
3. Provider replaced existing debt prior to its scheduled maturity with new debt. NO
If "yes", submit support for new debt and calculation of allowable cost. (See §233.3 for description
of allowable cost.)
4, Provider recalled debt before scheduled maturity without issuance of new debt. NO
If "yes", submit detaif of debt cancellation costs. (See §215 for description and treatment of debt
cancellation costs.)
E. Approved Educational Activities
NOTE: Section E to be completed by all providers.
1. Costs were claimed for Nursing Schoot and Allied Heaith Programs. YES
If "yes", attach list of the programs and annotate for each whether the provider is the legal
operator of the program,
2. Appravals andfor renewals were obtained during this cost reporting period for Nursing School NO
and/or Allied Health Programs.
If "yes”, submit copies.
3 Provider has claimed Intern-Resident costs on the current cost report. NO
If "yes", submit the current year Intern-Resident Information System (IRIS) on diskette,
4, Provider has initiated an Intarn-Resident program in the current year or obtained a renewal of an NO
existing program.
If "yes", submit certification/program approval.
5. Graduale Medical Education cosis have been directly assigned ta cost centers other than the NO

Intern-Resident Services in an Approved Teaching Program, on ‘Worksheet A, Form CMS-2552.

IF "yes", submit appropriate workpapers indicating to which cost centers assigned and the
amounts.
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CMS 339

Questionnaire - Exhibit 1

Date Prepared: 1/28/2009 1:55:40 PM

Data File:

C:\Documents and Settings\fatsb\My Documents\cr07\wcch2008151326.mer

Fiscal Year: 09/01/2007 To 08/31/2008
Provider Name: WEST CENTRAL COMMUNITY HOSPITAL

CM5-2552-96
Page S

Health Financial Systaims

Provider No: 151326 i MCRIF32
Street: 8§01 SOUTH MAIN STREET State: IN
PO Box: Zip Code: 47842-
City: CLINTON County: VERMILLION
Contact: SHANTHA AARON -
Phone: 812-238-7655 Ext.
YES/NO
F. Purchased Services
NOTE: Questions 1 and 2 to be completed only by hospitals excluded from PPS (except Children's} and PPS
hospitals that have a unit excluded from PPS. Question 3 ta be completed only by Inpatient PPS (IPPS)
hospitals, hospitals with an IPPS subprovider, hospitals that would be subject to IPPS if not granted a
waiver, and SNFs.
1. Changes or new agreements have sccurred in patient care services furnished through contractual NO
arrangements with suppliers of services,
If "yes", submit copies of changes or contracts, or where there are no written agreements, attach
description.
NOTE: Hospitals are only required to submit such information where the cost of the individual's services
exceeds $25,000 per year.
2. The requirements of §2135.2 were applied pertaining to competitive bidding. YES
If *no”, attach explanation.
3. Contract services are reported on Worksheet 5-3, Part 11, line 9 (hospitals) or line 17 (SNFs). YES
If "yes", submit a schedule showing the total direct patient care related contract labor, hours and
calculated rate for each invoice pald during the year for the direct patient care related contract
labor reported on Worksheet 5-2, Part I1, line 9 (hospitals) ar line 17 {(SNFs). Contracted labor wilt
include any wage related costs. The contracted amounts for the top four management personnel
(CEOQ, CFQ, COO and Nursing Administrator) are not required to be reparted by indviduals. The
total aggregate wage and hours will be reported for these managament contracts. Gther contracts
or contracts for other management personnel should NOT ke reported as they are not allowed in
the computation of the wage index.
G. Provider-Based Physicians
NOTE: Section G ta he completed only by hospitals excluded from PPS (except Children's) and PPS
hospitals that have a unit excluded from PPS.
1. Services are furnished at the provider facility under an arrangement with provider-based YES
physicians.
If "yes", submit completed provider-based physician questionnaire {Exhibits 2 through 4A).
2. The provider has entered intc new agreemants or amended existing agreements with
provider-based physicians during this cost reporting period.
If "yes", submit copies of new agreements or amendments to existing agreemeants and assignment NO
authorizations.
CMS 339 Questionnaire



CMS 339 Questionnaire - Exhibit 1

Date Prepared: 1/28/2009 1:55:40 PM

Data File: C:\Documents and Settings\fatsb\My Documents\cr07\wcch2008151326.mer
Fiscal Year: 05/01/2007 To 08/31/2008

Provider Name: WEST CENTRAL COMMUNITY HOSPITAL

CMS-2552-96
Page 6

Health Financial Systems

Provider No: 151326 MCRIF32
Street: 801 SOUTH MAIN STREET State: IN
PO Box: Zip Code: 47842-
City: CLINTON County: VERMILLION.

Contact: SHANTHA AARON
Phone: §12-238-7655 Ext.

H. Home Office Costs

NOTE: Questions 1 through 6 to be completed only by hespitals excluded from PPS (except Children's) and
PPS hospitals that have a unit excluded fram PPS. Question 7 ta be completed only by IPPS hospitals,
hospitals with an IPPS subprovider, hospitals that would be subject ta IPPS if not granted a waiver, and
SNFs.

1. The pravider is part of a chain organization.
IF "yes”, give full name and address of the home office:

Name: UNION HOSPITAL, INC

Address: 1606 NORTH 7TH STREET

City:  TERRE HAUTE State: IN
Zip: 47804

Dasignated Intermediary: ADMINISTAR FEDERAL

2. A home office cost statement has been prepared by the home office.

If "yes", submit a schedule displaying the entire chain's direct, functional and pooled cost as
pravided to the designated home office intermediary as part of the home office cost statement.

3 The fiscal vear end of the home office is different from that of the provider.

If "yes", indicate the fiscal year end of the home office.
FYE

NOTE: Where the year ends of the provider and home office are not the same (nonconcurrent year ends),
the summary listing, as described in number 2 above, will be necessary i support the provider's cost

report.

4, Describe the operation of the intercompany accounts. Incude in this description the types of costs
included from these intercompany accourts and their location on the cost report. (Provide
informative attachments not shown on Worksheet A-8-1).

5. Adlual expense amounts are transferred by the home office to the provider components on an
interim basis. (Provide informative attachments if not shown on Worksheet A-8-1.)

6. The provider renders services to:

a. Qther chain components.
b. The hame office.
If "yes", to either of the above, provide informative attachments.
7. Home Office or Related Organization personnel cost are reported on Worksheet S-3, Part T, Line

11 (hospitals) or line 18 (SNFs).

YES/NO

YES

YES

NO

NO

NO

NO
NO

YES

CMS 338 Questionnaire




CMS 339 Questionnaire - Exhibit 1 CMS5-2552-96

Date Prepared; 1/28/200% 1:55:40 PM Page 7
Data File: C:\Docurments and Settings\fatsb\My Documents\cr07\wcch2008151326.mcr
Fiscal Year: 09/01/2007 To 08/31/2008
Provider Name: WEST CENTRAL COMMUNITY HOSPITAL Health Financial Systems
Provider No: 151326 MCRIF32
Street: 801 SOUTH MAIN STREET State: IN
PO Box: Zip Code: 47842-
City: CLINTON County: VERMILLION
Contact: SHANTHA AARCN
Phone: 812-238-7655 Ext.
YES/NO
If yes, submit a schedule displaying the wages, wage related costs, and hours allocated to the
individual chain components as provided to the designated home office intermediary to support
the ameunt reported on Worksheeat S-3, Part II, line 11 (hospitals) or line 18 (SNFs).
1. Bad Debts
NOTE: Section I to be completed by all providers.
1. The provider seeks Medicare reimbursement for bad debts, YES
If "yes", complete Exhibit S or submit internal schedules duplicating documentation required on
Exhibit 5 to support bad debts claimed. (see instructions)
2. The provider's bad debt collection policy changed during the cost reporting period. NO
If "yes", submit copy.
3. The provider waives patient deductibles and/or copayments. NO
If yes, insure that they are not included on Exhibit 5.
J. Bed Complement
NOTE: Secticn J to be completed by all providers.
The provider's total available beds have changed from prior cost reporting period. NO
If "yes", provide an analysis of available beds and explain any changes during the cost reporting period.
K. PS&R Data
NOTE 1: Section K to be compieted by all providers.
NOTE 2: Refer to the instructions regarding required documentation and attachments.
1. The cost report was prepared using the PS&R only?
a) Part A (Including subpraviders, SNF, etc.)? YES
h) Part B (inpatient and outpatient). YES
If yes, attach a crosswalk between revenue codes and charges found on the PS&R to the
cost center groupings on the cost report. This crosswalk will reflect a cost center to
revenue code match only.
2. The cost report was prepared using the PS&R for tolals and the provider records for allocation,
a) Part A (including subproviders, SNF, etc). NO
o) Part B (inpatient and outpatient). NC

€CMS 339 Questionnaire




CMS 339 Questionnaire - Exhibit 1
Date Prepared: 1/28/20C9 1:55:40 PM

CMS-2552-96
Page 8

Data File: C:\Documents and Settings\yfatsb\My Documents\cr07\wech2008151326.mer

Fiscal Year: 09/01/2007 To 08/31/2008

Provider Name: WEST CENTRAL COMMUNITY HOSPITAL Health Financial Systems
Provider No: 151326 MCRIF32
Street: 80! SOUTH MAIN STREET State: IN
PQ Box: Zip Code: 47842-
City: CLINTON County: VERMILLION

Contact: SHANTHA AARON

Phone: B812-238-7655
3.
a)
b}
4.
data?
Part A:

Ext.

if yes, include a detailed cresswalk between revenue codes, departments and charges on
the PS&R to the cost center groupings on the cost repart. This crasswalk must include
which revenue codes were allocated te each cost canter. Supporting workpapers must
accompany this crosswatk to provide sufficient documentation as te the accuracy of the
provider records.

If the PS&R is used for the allocation of ASC, Radiclogy, Other Diagnostic, and All Other
Part B, explain how the total charges are detailed to the various PS&R Medicare
outpatient types. Include workpapers supporting the allocation of charges into the various
cost centers. If internal records are used for either tha type of service breakdown or the
charge allocation, the source of this informaticn must be included in the documentation.

Provider records only were used to complete the cost report?

Part A (including subproviders, SNF, etc.).
Part B {inpatient and outpatient).

If yes, attach detailed documentaticn of the system used to support the data reported on
the cost report.

If the detail documentation was previously supplied, submit only necessary updatad
documentation.

The minimum requirements are:

Copies of input tables, calculations, or charts supporting data elements for PPS aperating
rate components, capitat PPS rate compoenents, ASC payment group rates, Radiology and
Other Diagnostic prevailing rates and other dlaims PRICING information.

Log summaries and log detail supporting program utilization statistics, charges, prevailing
rates and payment information broken into each Medicare bill type in a consistent manner
with the PSRR.

Reconciliation of remittance totals to the provider consolidated log totals.

Additional information may be supplied such as narrative documentation, internal flow
chaits, or outside vendor informational material.

Include the name of the system used and indicate how the system was maintained
{vendor ar provider). If the provider maintained the system, include date of last software
update.

If yes to questions 1 or 2 above, were any of the following adjustments made to the Part A PS&R

YES/NO

NO
NO

CMS 339 Questionnaire




CMS 339 Questionnaire - Exhibit 1
Date Prepared: 1/28/2009 1:55:40 PM

Data File:
Fiscal Year:

C:\Documeants and Settings\fatsb\My Documents\cr07\wech2008151326.mer
09/01/2007 To (08/31/2008

Provider Name: WEST CENTRAL COMMUNITY HOSPITAL

Provider No:

151326

CMS3-2552-96
Page 9

Heafth FAnancial Systems
MCRIF32

Street: 801 SCUTH MAIN STREET State:

PO Box:

Zip Code:

City:  CLINTON County:

IN

47842-
VERMILLION

Contact: SHANTHA AARON
Phone: §12-238-7655 Ext.

a} Addition of claims billed but nat on PS&R? Indicate the paid claims through date from the
PS&R used and the final pay date of the claims that supplement the original PS&R. Also
indicate the total charges for the claims added to the PS&R. Include a summary of the
unpaid claims log.

b) Correction of other PS&R information?
(] Late charges?

d) Other (describe)?

Part B {inpatient and outpatient):

a) Addition of claims billed but not on PS&R? Indicate the paid claims through date from the
PS&R used and the final pay date of the claims that supplement the original PS&R. Also
indicate the total charges for the claims added to the PS&R. Include a summary of the
unpaid daims leg.

by Coarrection of other PS&R information?
c) Late charges?
d) Other (describe)?

Attach documentation which provides an audit trail from the PS&R to the cost report. The
documentation should include the details of the PS&R, reclassificaticns, adjustments, and
groupings necessary to trace to the cost center totals and in addition, for outpatient services, there
should be an audit trail from the PS&R to the amounts shown on the cost report for outpatient
charges by ASC, radiology, ather diagnostic and all cther service categories including standard
overhead amounts and prevailing charges.

L. Wage Related Costs

NOTE: Section L to be completed only by IPPS hospitals, hosgitals with an IPPS subprovider, hospitals that
would be subject to IPPS if not granted a waiver, and SNFs.

Complete EXHIBIT 6, Part I {Per instructions). Part III must be completed to reconcile any
differences between any fringe benefit cost reported on Worksheet A, Column 2, using Medicare
principles and the corresponding wage related costs reported under GAAP for purposes of the
wage index computation.

The individual wage related cost exceeds one percent of total adjusted salaries after removing
excluded salaries, (Salaries reported on Worksheet S-3, Part 111, Column 3, line 3 (CMS- 2552-96),
or Worksheet 5-3, Part II, Column 3, Line 26 2540-96).)

Additional wage related costs were provided that meet ALL of the following tests:

YES/NO
NO

NO
NO

NO

NQ

NO
NO

NO

YES

N/A

N/A

CMS 339 Questionnaire



CMS 339 Questionnaire - Exhibit 1

Date Prepared: 1/28/2008 1:55:40 PM

Data File: C:\Documents and Settings\fatsb\My Documents\cr07\wcch2008151326.mcr
Fiscal Year; 09/01/2007 Tao 08/31/2008

Provider Name: WEST CENTRAL COMMUNITY HOSPITAL

CMS-2552-96

Page 10

Health Financial Systems

Provider No: 151326 MCRIF32
Street: 301 SOUTH MAIN STREET State: iN
PO Box: Zip Code: 47842-
City: CLINTCN County: YERMILLION
Contact: SHANTHA AARON
Phone: 812-23B-7655 Ext.
YES/NO
a, The cost is not listed on Part I of EXHIBIT 6. N/A
b. If any of the additional wage related cost applies to the excluded areas of the hospital, N/A
the cost assaciated with the excluded areas has been removed prior to making the 1
percent threshold test in question 2 above.
C. The wage related cost has been reported to the IRS, as a fringe benefit if so raquired by N/A
the IRS.
d. The individual wage related cost is not included in salaries reported on Worksheet 5-3, ‘N/A
Part I1I, column 3, line 3, (CMS-2552-96) or Worksheet 5-3, Part II, Column 3, Line 16
(CMS-2540-96).
e, The wage related cost is not being furnished for the convenience of the employer. N/A
fve.1]

CMS 339 Questionnaire



CMS 339 Questionnaire - Exhibit 2
Date Prepared: 1/27/2009 3:54:37 PM

CMS5-2552-56
Page 1

Data File: C:\Documents and Settings\fatsb\My Cocuments\cr07\wech2008151326.mar
Fiscal Year: 09/01/2007 To 08/31/2008
Provider Name:; WEST CENTRAL COMMUNITY HOSPITAL Health Financial Systems
Provider No: 151326 MCRIF32
Allocation nf Physician Compensation: Hours Provider: WEST CENTRAL COMMUNITY HOSPTTAL
Department: RADIOLOGY Number: 151326
Physician: AARON BERKEY
Basis of Allocation: Other Describe: CONTRACTUAL
Services Total Hours
1. Provider Serwces Teachmg and Supervision of I/R s and cther GME Related .~ i
Functions. ST S . e
[i—A - Provider Services - Teaching and Supervision of Allied Health Studenrs 0.00 . l
1B.. Pravider Services - Non Teaching Reimbursable Activities sqgh as Departmental B I.SU.ﬂE.ID 1
: Administration, Supervision of Nursing, and Technical Staff, Utization Review, ete.- " .~ . - . . " . -« i
1C. . Provider Services - Emergency Room Physician-Availability (Do not include =+ * . - ki R
| minimum guarantee arrangements for Emergency Room Physicians.) . - .~ -~ % - Ve
HD 7 Sub-Jotal - Provider Administrative Services (Lines 1, 1A, 1B, 1C), . B TR e a 150.000 - .- - L "Tj
3. Non Reambursabie Activitiés: Research Teachlng of I/Rs in Non~Approved .t e O T:—ﬁr-m‘ o
" " Programs, Teaching and Supemsmn of Med|ca| Students Wntmg for Medlcal P . e
* Journals, etc. . S S L A A S e oA
4 Tb_taT-If)urs (Lmes iD, 2, and3) N i _w _ t_ T "': o _ 150.00 . -‘
/6. - Provider Component Percentage - (LingAC L 100:00% - _*., - T
Signature: Phy5|c1an or Physician Department Head Date [v6]

CMS 339 Questionnaire



CMS 339 Questionnaire - Exhibit 2

Date Prepared: 1/27/2009 3:55:18 PM

Data File; C:\Documents and Settings\fatsb\My Documents\cr07\wcch2C08151326.mer
Fiscal Year: 09/01/2007 To 08/31/2008

Provider Name: WEST CENTRAL COMMUNITY HOSPITAL

CM5-2552-56
Page 1

Health Financial Systems

Provider No: 151326 L MCRIF32
Allocation of Physician Compensation: Hours Provider: WEST CENTRAL COMMUNITY HQSPITAL
Dapartment: EMERGENCY DEPARTMENT Number: 151326
Physician: MIDWEST MEDICAL MANAGEMENT

Basis of Allocation: Time Study Describe:

Services . Total Hours
1. Provider Services - Teaching and Superwsmn of I/R s and other GME Related o o T T

Functions. o .
ilB. ~ Provider Services - Non Teaching Reimbursable Activities such asraeﬁgl:t_m‘éﬁtér o E _‘_4,800.00
i Administration, Supervision of Nursing, and Technical Staff, Utilization Review, etc. . L

1C. *. Provider Servicas - Emergency Room Physician Availfai}lliw (der;éi indude - 000 .

: minimum guarantge arrangements for Emergency Room Physidans.) .= Do L ]
[1D. . Sub-Total - Provider Administrative Services (Lines 1, 1A, 1B, 1C). - T T 4,800.00 ]
i3. - . Non- Reimbursablé Activities: Research, Teaching of I/R's in-Non- Approved ----- _' . Soxe L w 1
L.+ . Programs, Teaching and Supemsmn of Medlcal Students Writing for Medlcal R . o
{_ . *Journals, etc. L . : L AN S0 A
4 TowlHows (Unesib,2,and3). | T T T i SABO000 L e
15 ~ " Provider Companent Percenfa?gfew#(ﬁl 1D / Line 4),_._ M‘F"_t_:‘_:" ) —__‘_: - ', 100.00%- __‘ T i

Signature: Phy;iéian or

ysician Depgnment Head Date [v6]

CMS 339 Questionnaire



CMS 339 Questionnaire - Exhibit &, Part I
Date Prepared: 1/28/2009 1:58:45 PM

Data File: C:\Documents and Settings\fatsb\My Documents\cr07\wech2008151326.mar

Fiscal Year: 09/01/2007 To 08/31/2008
Provider Name: WEST CENTRAL COMMUNITY HOSPITAL

CMS-2552-96
Page 1

Health Financial Systems

Provider No: 151326 _ MCRIF32
PART I - Wage Related Cost (Core List)

RETIREMENT COSTS:

1. 401K Employer Contributions 1. 0.00

[2. " Tax Sheltered Annuity (TSA) Employer Confribution - 2, " .00
3.  Qualified and Non-Qualified Pension Pian Cost 3.

(4. Prior Year Pension Service Cost- 4. 733748200
PLAN ADMINISTRATIVE COSTS {Paid to External Orgamzatlon):

[5.  401K/TSA Plan Administration fees 5. T
6. LegalfAccounting/Management Fees-Pensicn Plan 6. 0.00

r7. - Employee Managed Care Program Administration Fees 7. * {
HEALTH AND INSURANCE COSTS:

[8. Health Insurance (Purchased or Self-Funded) | . . 8. © 1:318,287.00
9.  Prescription Drug Plan 9.

{10 Dental, Hearng & Vision Plans .~ . . - . o A0 s 12,435.00
11, Life Insurance {If employee is owner or benef‘ mary) 11. 5,015.00

112 Accident Ins. (If employee is owner or beneficiary) _ -~ ﬂ o so12 L 17,892.00
13. Disability Ins. (If employee is owner or beneficiary) 13. 25,783.00

(14, Long-Term Care Ins. (If employes is owner.or beneficiary) ~, R CTaAT v T
15,  Workmen's Compensation Ins. 15. 50,046.00

['16.5 Retiree Health Care Cost (Only current year ‘nat the extraordmary accrual requnred by FASE 106 This is the ~ Bt _ e '

" * non-cumulative portion.) ' - _ S , , - RS "

16.

TAXES: o

[17. FICA-Employers Portion Only B N TR 613,965.00
18. Medicare Taxes - Emplayers Portion Only 18.

{19.  Unemployment Insurance _ - L 19 8,189:00;
20, State or Federai Unemployment Taxes 20.

L - : ]
QOTHER:
21.  Executive Deferred Compensation 21. 11,296.00

{ 22.” Day Care Cost and Allawances - o 22, 000
23, Tuition Rermbursement 23. 34,864.00

L P e i ]

" TTOTAL WAGE RELATED COST (CORE) 2,435,258.00
[vB.1]

CMS 339 Questionnaire



WEST CENTRAL COMMUNITY HOSPITAL
August 31, 2008
FORM HCFA 339
EXHIBIT 1

15-1326
Educaticnal Activities:
Physical Medicine
Purchascd Services:
Housekeeping
Biomedical Services
Laundry and Linen
Laboratory
Material Distribution
Printing
Bad Debits:
Deductible &
Coinsurance Recoveries Net
Medicare — CAH
Inpatient $ 127,422 $ 382 $ 127,040
Qutpatient 531,819 1,604 530,215
$ 659,241 $ 1,986 $ 657,255




Health Financial Systems MCRIF3? FOR WEST CENTRAL COMMUNETY HOSPITAL IN LIEU OF FORM CMS-2552-96(04/2005)

PREPARED 1/29/2009 15: 2
THIS REPCRT IS REQUIRED BY LAW (42 USC 1395g; 42 CFR 413.20(b)). FORM APPROVED
FAILURE TO REPORT CAN RESULT IN ALL INTERIM PAYMENTS MADE SINCE OMB NO. 0333-0050

THE BEGINNING OF THE COST REPORT PERICD BEING DEEMED OVERPAYMENTS

(42 UsC 1395g).
WORKMSHEET S
PARTS I & II

HOSPITAL AND HOSPITAL HEALTH I PROVIDER NO: I PERIOD 1 TNTERMEDIARY USE ONLY I  DATE RECEIVED:
CARE COMPLEX I 15-1326 I FROM 9/ 172007 1 --AUDITED --DESK REVIEW I
CO5T REPORT CERTIFICATION 1 I TO 8/31/2008 T --INITIAL --REOPENED I INTERMEDIARY NO:
AND SETTLEMENT SUMMARY 1 I I --FINAL 1-MCR CODE I
I 00 - # OF REOPENINGS I
ELECTRONICALLY FILED COST REPORT DATE: 172972009 TIME  15:02

PART I - CERTIFICATION

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY
CRIMINAL, CIVIL AND ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMMENT UNDER FEDERAL LAW. FURTHERMORE,

IF SERVICES IDENTIFIED BY THIS REPORT WERE PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR
INDIRECTLY OF A KICKBACK DR WHERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND ADMINISTRATIVE ACTION, FINES
AND/OR IMPRISIONMENT MAY RESULT.

CERTIFICATION BY GFFICER OR ADMINISTRATOR OF PROVIDER(S)

T HEREBY CERTIFY THAT I HAVE READ THE ABOVE STATEMENT AND THAT I HAVE EXAMINED THE ACCOMPANYING ELECTRONICALLY FEILED OR
MANUALLY SUBMITTED COST REPORT AND THE BALANCE SHEET AND STATEMENT OF REVENUE AND EXPENSES PREPARED 8Y:

WEST CENTRAL COMMUNITY HOSPITAL 15-1326
FOR THE COST REPORTING PERIOD BEGINNING 9/ 1/2007 AND ENDING 8/31/2008 AND THAT TO THE BEST OF MY KNOWLEDGE ARD
BELIEF, IT TS A TRUE, CORRECT, AND COMPLETE STATEMENT PREPARED FROM THE BOOKS AND RECORDS OF THE PROVIDER IN ACCORDANCE
WITH APPLICABLE INSTRUCTIONS., EXCEPT AS NOTED. I FURTHER CERTIFY THAT I AM FAMILIAR WITH THE LAWS AND REGULATIONS
REGARDING THE PROVISION OF HEALTH CARE SERVICES, AND THAT THE SERVICES IDENTIFIED IN THIS COST REPORT WERE PROVIDED IN
COMPLIANCE WITH SUCH LAWS AND REGULATIONS.

ECR ENCRYPTION INFORMATION
DATE: 1/29/2009 TIME  15:02

OR ADMINISTRATOR OF PROVIDER(S)

Sr Vice President/CF0O

BERAEKA. ZR8Mi 410HFKxhz1GgscMal TITLE
tno2x08MThk2YwHaXLho84jRc11BfY

vIaI0QszufOTqgis January 29, 2009
---------------------------------- DATE

PT ENCRYPTION INFORMATION

DATE: 1/29/2009 TIME  15:02
LErQrtgqTue: jdaTNudnvMuuwT lact)
BNRSpOWCDZGbmKAnwpFhSylao: . kh5
ojw. 3TVHUIOjonGF

PART 11 - SETTLEMENT SUMMARY

TITLE TITLE TITLE
v XVITI XIX
A B
1 2 3 4
1 HOSPITAL 0 477,750 551,288 1]
3 SWING BED - SNF 0 24,622 1] 0
100 TOTAL 0 502,372 551,288 1]

THE ABOVE AMOUNTS REPRESENT "DUE TO" OR "DUE FROM' THE APPLICABLE PROGRAM FOR THE ELEMENT OF THE ABOVE COMPLEX INDICATED

According to the Paperwork Reduction act of 1995, no persons are reguired to respond to a collection of information unless it
displays a valid oMB contro) number. The valid oMB control number for this information collectien is 0938-0050. The time
required to complete this information colltection is estimated 662 hours per response, including the time to review instructions,
search existing resources, gather the cata needed, and complete and review the information collection. If you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: <Centers for Medicare &
Medicaid Services, 7500 Security Boulevard, N2-14-26, Baltimere, MD 21244-1B50, and to the office of the Information and
Regulatory affairs, office of Management and Budget, washington, 0.C. 20503,

MCRIF32 1.13.0.0 -~ 2552-96 18.6.13.0



Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNETY HOSPITAL IN LIEU OF FORM CMS-2552-96 (05/2008)

I  PROVIDER NO: I PERICD: I PREPARED 1/29/2009
HOSPITAL & HOSPITAL HEALTH CARE COMPLEX I 15-1326 I FROM 9/ 172007 I WORKSHEET 5-2
IDENTIFTCATTON DATA I I T0 B/31/2008 I
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX ADDRESS
1 STREET: 801 SOUTH MAIN STREET P.O. BOX:
1.01 cITy: CLINTON STATE: IN  ZIP CODE: 47842- COUNTY: VERMILLICON
HOSPITAL AND HOSPITAL-BASED COMPONENT IDENTIFICATION; PAYMENT SYSTEM
DATE (P, T.0 OR N)
COMPONENT COMPONENT NAME PROVIDER NO. NPI MNUMBER CERTIFIED Vo OXVITI  KIX
) 1 2 2.01 3 4 5 [}
02.00 HOSPITAL WEST CENTRAL COMMUNITY HOSPITAL 15-1326 3/ 172005 N o o]
04.00 SWING BED - SNF SWING BEDS 15-7326 3/ 172005 N [+] o}
17 COST REPORTING PERIOD {MM/DD/YYYY) FROM: 9/ 1/2007 TO: 8/31/2008
1 2
18 TYPE OF CONTROL 2
TYPE OF HOSPITAL/SUBPROVIDER
19 HOSPITAL 1

20 SUBPROVIDER

OTHER INFORMATION

Zl INDICATE IF YOUR HOSPITAL IS ELTHER ([1JURBAN OR (2)RURAL AT THE END OF THE (05T REPORT PERIOD
IN COLUMN 1. IF YOUR HOSPITAL IS GEOGRAPHICALLY CLASSIFIED OR LOCATED IN A RURAL AREA, IS5
YOUR EED SIZE IN ACCORDANCE WITH CFR 42 412.105 LESS THAN DR EQUAL TQ 100 BEDS, ENTER IN

COLUMN 2 "¥" FCR YES OR "N" FOR ND. 1
21.01 DOES YOUR FACILITY QUALIFY AND IS CURRENTLY RECEIVING PAYMENT FOR DISPROPORTIONATE
SHARE HOSPITAL ADJUSTMENT IN ACCORDANCE WITH 42 CFR 412.1067 N

21.02 HAS YOUR FACILITY RECEIVED A NEW GEOGRAPHIC RECLASSICATION STATUS CHAMGE AFTER THE FIRST DAY
OF THE COST REPORTING PERIOD FROM RURAL TO URBAN AND VICE VERSA? ENTER "Y' FOR YES AND "N
FOR NO. IF YES, ENTER IN COLUMN 2 THE EFFECTIVE DATE (MM/DD/Y¥YY} (SEE INSTRUCTIONS).

21.03 ENTER IN COLUMN 1 YOUR GEOGRAPHIC LOCATION EITHER (1)URBAN OR (2)RURAL. IF YOU ANSWERED URBAN
IN COLUMN 1 INDICATE IF YOU RECEIVED EITHER A WAGE OR STANDARD GEOGRAPHICAL RECLASSIFICATION
TO A RURAL LOCATION, ENTER IN CCOLUMN 2 "Y" FOR YES AND "N" FOR NO. IF COLUMN & IS YES, ENTER
IN COLUMN 3 THE EFFECTIVE DATE {MM/DD/YYYY){(SEE INSTRUCTIONS) DOES YOUR FACILITY CONTAIN
100 OR FEWER BEDS IM ACCORDANCE WITH 42 CFR 412.1057 ENTER IN COLUMN 4 “¥" OR “N". ENTER IN

COLUMN 5 THE PROVIDERS ACTUAL MSA OR CHSA. 1 ] ¥
21.04 FOR STANDARD GEOGRAPHIC CLASSIFICATION (NOT WAGE), WHAT IS YOUR STATUS AT THE .
BEGINNING OF THE COST REPORTING PERTOD. ENTER (1)URBAN OR (2)RURAL 1
21.05 FOR STANDARD GEOGRAPHIC CLASSIFICATION (NOT WAGE), WHAT IS YOUR STATUS AT THE .
ENMD OF THE COST REPORTING PERIOD. ENTER {1)URBAN OR (2)RURAL 1 »

21.06 DOES THIS HOSPITAL QUALIFY FOR THE 3-YEAR TRANSITICH OF HOLD HARMLESS PAYMENTS
FOR SMALL RURAL HOSPITAL UNDER THE PROSPECTIVE PAYMENT SYSTEM FOR HOSPITAL

OUTPATIENT SERVICES UNGER DRA SECTION 51057 ENTER "v" FOR YES, AND "N" FOR NO. N
22 ARE YOU CLASSIFIED AS A REFERRAL CENTER? N
23 DOES THIS FACILITY OPERATE A TRANSPEANT CENTER? IF YES, ENTER CERTIFICATION DATE{S) BELOW. N

23.01 IF THIS IS A MEDICARE CERTIFIED KIDNEY TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN
COL. 2 AND TERMINATION IN COL. 3.

23.02 IF THIS IS A MEDICARE CERTIFIED HEART TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN
COL. 2 AND TERMIMATION IN COL. 3.

23.03 IF THIS IS A MEDICAREC CERTIFTED LIVER TRAMSPLANT CENTER, ENTER THE CERTIFICATION DATE IN
COL. 2 AND TERMIMATION IN COL. 3.

23.04 IF THIS IS A MEDICARE CERTIFIED LUNG TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN
COL. 2 AND TERMINATION IN COL. 3.

23.05 IF MEDICARE PANCREAS TRANSPLANTS ARE PERFORMED SEE INSTRUCTIONS FOR ENTERING CERTIFLCATION
AND TERMINATION DATE.

23,06 IFf THIS IS A MEDICARE CERTIFIED INTESTINAL TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN
COL. 2 AND TERMINATION IN COL. 3.

23.07 IF THIS IS A MEDICARE CERTIFIED ISLET TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN
COL. 2 AND TERMINATION IN COL. 3.

24 IF THIS IS AN ORGAN PROCUREMENT ORGANIZATION (OPO}, ENTER THE OPO NUMBER IN COLUMN 2 AND
TERMINATION IN COL. 3.

24.01 IF THIS IS A MEDICARE TRANSPLANT CENTER; ENTER THE CCN (PROVIODER NUMRER) TIM COLUMN 2, THE
CERTIFICATION DATE OR RECERTIFICATION DATE {AFTER DECEMBER 26, 2007) IN COLUMN 3.

25 15 THIS A TEACHING HOSPITAL OR AFFILIATED WITH A TEACHING HOSPITAL AND YOU ARE RECEIVING

T T e
B e e N
B S N T
e e T T S S

PAYMENTS FOR I&R? N
25.01 TS THIS TEACHING PROGRAM APPROVED IN ACCORDANCE WITH M5 PUB, 15-I, CHAPTER 47 N
25.02 IF LINE 25.01 IS YES, WAS MEDICARE PARTICIPATION AND APPROVED TEACHING PROGRAM STATUS IN

EFFECT DURING THE FIRST MONTH OF THE COST REPORTING PERICO? IF YES, COMPLETE WORKSHEET

E-3, PART IV. IF NO, COMPLETE WORKSHEET D-2, PART IT.
25.02 AS A TEACHING HOSPITAL, DID YOU ELECT COST REIMBURSEMENT FOR PHYSICIANS' SERVICES AS

DEFINED IN CMS PUEB. 15-1, SECTION 21487  IF YES, COMPLETE WORKSHEET D-9. N
25.04 ARE YOU CLAIMING COSTS OMN LINE 70 OF WORKSHEET A7 IF YES, COMPLETE WORKSHEET D-2, PART T. N

25.05 HAS YOUR FACILITY DIRECT GME FTE CaAP (COLUMN 1) OR IME FTE CAP (COLUMN 2) BEEN REDUCED
UNDER 42 CFR 413.79(c)(3) OR 42 CFR 412.105(FIC1I(ivI(B)7 ENTER "Y" FOR YES AND "N FOR
MO IN THE APPLICABLE COLUMNS. (SEZ INSTRUCTIONS)

2552-96 18.6.13.0



Health Financial systems MCRIF32 FOR WEST CENTRAL COMMUNTTY HOSPTTAL IN LTIEU OF FORM CM5-2552-96 (05/2008) CONTD

I  PROVICER NO: I PERIOD: I PREPARED 1/29/2009
HOSPITAL & HOSPITAL HEALTH CARE COMPLEX I 15-13286 I FROM 9/ 172007 1 WORKSHEET S-2
IDENTIFTCATION DATA I ITO 873172008 1

25.06 HAS YOUR FACILITY RECEIVED ADDITIONAL DIRECT GME FTE RESIDENT CAP SLOTS OR IME FTE
RESIDENTS CAP SLOTS UNDER 42 CFR 413.79(c)(4) OR 42 CFR 412.105(F(1)(iv){CY7? ENTER "¥"
FOR YES AND "N" FOR NO IN THE APPLICABLE COLUMNS (SEE INSTRUCTIONS)

26 IF THIS IS A SOLE COMMUNITY HOSPITAL (SCH),ENTER THE NUMBER OF PERIODS SCH STATUS IN EFFECT
IN THE C/R PERIOD. ENTER BEGINNING AND ENDING DATES OF SCH STATUS ON LINE 26.01.
SUBSCRTPT LINE 26.01 FOR WUMBER OF PERIQDS IN EXCESS OF ONE AND ENTER SUBSEQUENT DATES. 0
26,01 ENTER THE APPLICABLE SCH DATES! BEGINNING: ; / ENDING: [/
26.02 ENTER THE APPLICABLE SCH DATES: BEGINNING: /7 ENDING: /f
27 DOES THIS HOSPITAL HAVE AN AGREEMENT UNDER EITHER SECTION 1883 OR SECTION 1913 Y 3/ 1/2007
FOR SWING BEDRS. IF YES, ENTER THE AGREEMENT DATE (MM/DD/YYYY) IN COLUMN 2.
28 IF THTS FACTLITY CONTAINS A HOSPITAL~-BASED SNF, ARE ALL PATIENTS UNDER MANAGED CARE OR
THERE WERE ND MEDICARE UTILIZATION ENTER "¥", IF "N" COMPLETE LTNES 28.01 AND Z28.0.2
28.01 TIF HOSPITAL BASED SNF, ENTER APPROPRIATE TRANSITION PERICD 1, 2, 3, OR 100 IN COLUMN 1. 1 2 3 4
ENTER IN COLUMNS 2 AND 3 THE WAGE INDEX ADJUSTMENT FACTOR BEFORE AND ON OR AFTER THE =~ swsms;--r —-s-——m —mmmmom omomeo
OCTOBER 15T (SEE INSTRUCTTONS) 0 0.0000 0.0000
28.02 ENTER IN COLUMN 1 THE HOSPITAL BASED SNF FACILITY SPECIFIC RATE(FROM YOUR FISCAL
INTERMEDIARY} IF YOU HAVE NOT TRANSITIONED TO 100% PPS SNF PPS PAYMENT. IN COLUMMN 2 ENTER .00 0

THE FACILITY CLASSIFICATION URBAN(1) OR RURAL (2). IN COLUMN 3 ENTER THE SNF MSA CODE OR
TWO CHARACFER STATE CODE IF A RURAL BASED FACILITY. IN COLUMN 4, ENTER THE SNF CBSA CODE
OR TWO CHARACTER CODE IF RURAL BASED FACILITY

A& NOTICE PUBLISHED IM THE "FEDERAL REGISTER" VOL. 68, NO. 149 AUGUST 4, 2003 PROVIDED FOR AN
INCREASE IN THE RUG PAYMENTS BEGINNING 10/01/2003. CONGRESS EXPECTED THIS INCREASE TQ BE
USED FOR DIRECT PATIENT CARE AND RELATED EXPENSES. ENTER IN COLUMN 1 THE PERCENTAGE OF TOTAL
EXPENSES FOR EACH CATEGORY TO TOTAL SNF REVENUE FROM WORKSHEET G-2, PART I, LINE 6, COLUMN
3. INDICATE IN COLUMN 2 "¥" FOR YES OR “"N" FOR NO IF THE SPENDING REFLECTS INCREASES

ASSOCTATED WITH DIRECT FATIEMT CARE AND RELATED EXPENSES FOR EACH CATEGORY. (SEE INSTR) % Y/N
2B.03 STAFFING 0.00%
28.04 RECRUITMENT 0.00%
28.05 RETENTICN 0.00%
28.06 TRAINING 0.00%
28.07 0.00%
28.08 0.00%
28.09 0.00%
28.10 0.00%
28.11 0.00%
28.12 0.00%
28.13 0.00%
28.14 0.00%
28.15 0.00%
28.16 0.00%
28.17 0.00%
28.18 0.00%
28.19 0.00%
28.20 ' 0.00%
29 IS THIS A RURAL HOSPITAL WITH A CERTIFIED SNF WHICH HAS FEWER THAN 50 BEDS IN THE N

AGGREGATE FOR BOTH COMPONENTS, USING THE SWING BED OPTIONAL METHOD OF REIMBURSEMENT?
30 DOES THIS HOSPITAL QUALIFY AS A RURAL PRIMARY CARE HOSPITAL (RPCH)/CRITICAL ACCESS ¥

HOSPITAL{CAH)7 (SEE 42 CFR 485.6067f)
30.01 IF 50, IS THIS THE INITIAL 12 MONTH PERTOD FOR THE FACILITY OPERATED AS AN RPCH/CAH?

SEE 42 CFR 413.70 N
30.02 IF THIS FACILITY QUALIFIES AS AN RPCH/CAH, HAS IT ELECTED THE ALL-INCLUSIVE METHOD OF

PAYMENT FOR OUTPATIENT SERVICES? (SEE INSTRUCTIONS) N
30.03 IF THIS FACILITY QUALIFIES AS A CAH, IS IT ELIBIBLE FOR COST REIMBURSEMENT FOR AMBULANCE

SERVICES? IF YES, ENTER IN COLUMN 2 THE DATE OF ELIGIBILITY DETERMINATION (DATE MUST

BE ON OR AFTER 12/21/2000). N
30.04 IF THIS FACILITY QUALTFIES AS A CAH, IS IT ELIBIBLE FOR COST REIMBURSEMENT FOR I&R

TRAINING PROGRAMS? ENTER "Y' FOR YES AND "N” FOR NO. IF YES, THE GME ELIMINATION WOULD

NOT BE ONM WORKSHEET B, PART I, COLUMN 26 AND THE PROGRAM WOULD BE COST REIMBURSED. IF

YES COMPLETE WORKSHEET D-2, PART II N
31 IS THIS A RURAL HOSPITAL QUALTFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULEY SEE 42

CFR 412.113(c). N
31.01 IS THIS A RURAL SUBPROVIDER 1 QUALTFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113(c). N
31.02 IS THIS A RURAL SUBPROVIDER 2 QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113(c). N
31.03 IS THIS A RURAL SUBPROVIDER 3 QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113(c}. N
31.04 IS THIS A RURAL SUBPROVIDER 4 QUALIFYING FOR AN EXCEPTTON TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113{c). N
31.05 IS THIS A RURAL SUBPROVIDER 5 QUALIFYING FOR AN EXCLPTION TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113{c). N
MISCELLANCOUS COST REPORT TNFORMATION
32 1S THIS AN ALL-INCLUSIVE PROVIDER? IF YES, ENTER THE METHOD USED (A, B, OR E ONLY) COL 2. N
33 IS THIS A NEW HOSPITAL UNDER 42 CFR 412.300 PPS CAPITAL? ENTER “¥Y" FOR YES AND "N" FOR NO

IN COLUMN 1. IF YES, FOR €OST REPORTING PERICDS BEGINNING ON OR AFTER DCTORER 1, 2002, oo

¥OU ELECT 7O BE REIMBURSED AT 100% FEDERAL CAPITAL PAYMENT? ENTER “Y" FOR YES AND “N” FOR

NO IN COLUMN 2 N
34 IS THIS A MEW HOSPITAL UNDER 42 CFR 413.40 (FY(1) (i) TEFRA? N
35 HAVE YOU ESTABLISHED A NEW SUBPROVIDER {EXCLUDED UNIT) UNDER 42 CFR 413.40(F}(1){1)7? N
35.01 AVE YOU ESTABLISHED A NEW SUBPROVIDER (EXCLUDED UNIT) UNDER 42 CFR 413.40(F)(1)(i)? N
35,02 HAVE YOU ESTABLISHED A NEW SUBPROVIDER (EXCLUDED UNET) UNDER 42 CFR 413.40(f)}(1)(i)7
35.03 HAVE YOU ESTABLISHED A NEW SUBPROVIDER (EXCLUDED UNIT) UNDER 42 CFR 413.40(F)(1)(i)7
35.04 HAVE YOU ESTABLISHED A NEW SUBPROVIDER (EXCLUDED UNLT) UNDER 42 CFR 413.40(f)(1)(i)7?

WoOOXVTITI XTX

PROSPECTIVE PAYMENT SYSTEM (PPS)-CAPTTAL 1 2 3
36 DO YOU ELECT FULLY PROSPECTIVE PAYMENT METHOUOLOGY FOR CAPITAL CO5TS? (SEE INSTRUCTIONS) N N N

2552-96 18.6.13.0
3



Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPLTAL IN LIEU OF FORM (M3-2552-96 (05/2008) CONTD
I PROVIDER NO: I PERIOD;: I PREPARED 1/29/2009
HOSPITAL & HOSPITAL HEALTH CARE COMPLEX I 15-1326 I FROM

40.
40.
40.

41
a2
a4
&2
a3
44
45

45,
02
45,

45

46

01
02
03

.01
.02

01
03

IDENTIFICATION DATA I I TO

DOES YOUR FACILITY QUALIFY AND RECEIVE PAYMENT FOR DISPROPORTIONATE SHARE IN ACCORDANCE
WITH 42 CFR 412.3207 (SEE INSTRUCTIONS)

DO YOU ELECT HOLD HARMLESS PAYMENT METHODOLOGY FCR CAPITAL CQSTS? (SEE INSTRUCTIONS)

IF YOU ARE A HOLD HARMLESS PROVIDER, ARE YOU FILING ON THE BASIS OF 100% OF THE FED RATE?

XIX INPATIENT SERVICES
DO YOU HAVE TITLE XIX INPATIENT HOSPITAL SERVICES?

IS THIS HOSPITAL REIMBURSED FOR TITLE XIX THROUGH THE COST REPURT EITHER IN FULL OR IN PART?

DDES THE TITLE XIX PROGRAM REDUCE CAPITAL FOLLOWING THE MEDICARE METHODROLOGY?
ARE TITLE XIX NF PATIENTS OCCUPYING TITLE XVILI SNF BEDS (DUAL CERTIFICATION)?
DO YOU OPERATE AN ICF/MR FACILITY FOR PURPOSES OF TITLE XTX?

ARE THERE ANY RELATED ORGANIZATION OR HOME OFFICE COSTS AS DEFINED IN CMS PUB 15-I, CHAP 107
IF YES, AND THERE ARE HOME OFFICE COSTS, ENTER IN COL 2 THE HOME QFFLCE PROVIDER NUMBER.

9/ 172007 1 WORKSHEET 5-2
8/31/2008 1

N N N
N ] N
Y
N
N
N
N

IF THI5S FACILITY IS PART OF A CHAIN ORGANIZATION ENTER THE NAME AND ADDRESS OF THE HOME OFFICE Y 5-H043

NAME : UNION HOSPITAL, INC. FI/CONTRACTOR MNAME
STREET: 1606 NORTH SEVENTH 5T P.O. BOX:
CITY:  TERRE HAUTE STATE: 1IN ZIP CODE: 47804-

ARE PROVIDER BASED PHYSLCLANS' COSTS INCLUDED IN WORKSHEET A7
ARE PHYSICAL THERAPY SERVICES PROVIDED BY OUTSIDE SUPPLIERS?

ARE OCCUPATIONAL THERAPY SERVICES PROVIDED BY OQUTSIDE SUPPLIERS?
ARE SPEECH PATHOLOGY SERVICES PROVIDED BY OUTSIDE SUPPLIERS?

ARE RESPIRATORY THERAPY SERVICES PROVIDEC BY QUTSIDE SUPPLIERS?

IF YOU ARE CLAIMING COST FOR RENAL SERVICES ON WORKSHEET A. ARE THEY INPATIENT SERVICES ONLY?

HAVE YOU CHANGED YOUR COST ALLOCATION METHCDOLOGY FROM THE PREVIOUSLY FILED COST REPORT?
$EE (M5 PUB. 15-II, SECTION 3617. IF YES, ENTER THE APPROVAL DATE IN COLUMN 2.

waS THERE A CHANGE IN THE STATISTICAL BASIS?

WAS THERE A CHANGE IN THE ORDER OF ALLOCATION?

WaS THE CHANGE TO THE SIMPLIFIED COST FINDING METHODT

IF YOU ARE PARTICIPATING IN THE NHCMQ DEMONSTRATION PROJECT (MUST HAVE A HOSPITAL-BASED SNF)

‘DURING THIS COST REPORTING PERIOD, ENTER THE PHASE (SEE IMSTRUCTIONS).

FI/CONTRACTOR #

00/00/0000

IF THIS FACILITY CONTAINS A PROVIDER THAT QUALIFIES FOR AN EXEMPTION FROM THE APPLICATION OF THE LOWER OF COS5TS5 OR

CHARGES, ENTER "¥Y" FOR EACH COMPONENT AND TYPE OF SERVICE THAT QUALIFIES FOR THE EXEMPTION.
(SEE 42 CFR 413.13.)

PART A PART B ASC RADIQLOGY  DIAGNOSTIC
2 3 4 s

47.00 HOSPITAL N N N N N

52 DOES THIS HOSPITAL CLATM EXPENDITURES FOR EXTRAORDINARY CIRCUMSTANCES IN ACCORDANCE WITH
42 CFR 412.348(e)? (SEE INSTRUCTIONS)

52.01 IF YOU ARE A FULLY PROSPECTIVE OR HOLD HARMLESS PROVIDER ARE YOU ELIGIBLE FOR THE SPECIAL
EXCEPTIONS PAYMENT PURSUANT TO 42 CFR 412.348(g)7 IF YES, COMPLETE WORKSHEET L, PART IV

53 IF YOU ARE A MEDICARE DEPENDENT HOSPITAL (MDH), ENTER THE NUMBER OF PERIODS MDH STATUS IN
EFFECT. ENTER BEGINNING AND ENDING DATES OF MOH STATUS ON LINE 53.01. SUBSCRIPT LINE
53.01 FOR NUMBER OFf PERIODS IN EXCESS OF ONE AND ENTER SUBSEQUENT ODATES.

53.01 MDH PERIOQD: BEGINNING: ;7 ENDING:

54 LIST AMOUNTS OF MALPRACTICE PREMIUMS AND PAID LOSSES:

PREMIUMS: 254,069
PAID LOSSES: 0
AND/OR SELF INSURANCE: 0

54 01 ARE MALPRACTICE PREMIUMS AND PAID LOSSES REPORTED IN OTHER THAN THE ADMINISTRATIVE AND
GENERAL COST CENTER? IF YES, SUBMIT SUPPORTING SCHEOULE LISTING COST CENTERS AND AMOUNTS
CONTAINED THERETN.

55 DOES YOUR FACILITY QUALIFY FOR ADDITIONAL PROSPECTIVE PAYMENT IN ACCORDANCE WITH
42 CFR 412.107. ENTER "Y" FOR YES AND "N FOR NC.

56 ARE YOU CLAIMING AMBULANCE COSTS? IF YES, ENTER IN COLUMN 2 THE PAYMENT LIMIT
PROVIDED FROM YOUR FISCAL INTERMEDIARY AND THE APPLICABLE DATES FOR THOSE LIMITS DATE
IN COLUMN ). IF THIS IS THE FIRST YEAR OF OPERATION NO ENTRY IS REQUIRED IN COLUMN o
2, IF COLUMN 1 IS Y, ENTER Y OR N IN COLUMN -3 WHETHER THIS IS YOUR FIRST YEAR OF  ----------
OPERATIONS FOR RENDERING AMBULANCE SERVICES. ENTER IN COLUMN 4, IF APPLICABLE,

THE FEE SCHEDULES AMOUNTS FOR THE PERIOD BEGINNING ON OR AFTER 4/1/2002.

$6.01 ENTER SUBSEQUENT AMBULANCE PAYMENT LIMIT AS REQUIRED. SUBSCRIPT IF MORE THAN 2
LIMITS APPLY. ENTER IN COLUMN 4 THE FEE SCHEDULES AMOUNTS FOR INITIAL OR
SUBSEQUENT FERIOD AS APPLICABLE.

56,02 THIRD AMBULANCE LIMIT AND FEE SCHEDULE IF NECESSARY.

56.03 FOURTH AMBULANCE LIMIT AND FEE SCHEDULE EF NECESSARY.

57 ARE YOU CLAIMING NURSING AND ALLIED HEALFH COSTS?

58 ARE YOU AN INPATIENT REHABILTTATION FACTLITY{IRF), OR DO YOU CCONTAIN AN IRF SUBPROVIDER?
ENTER IN COLUMN 1 "¥Y" FOR YES AND "N FCR NO. IF YES HAVE YOU MADE THE ELECTION FOR 100%
FEDERAL PPS RETMBURSEMENT? ENTER IN COLUMN 2 "Y' FOR YES AND "N" FOR NO. THIS OPTICN IS
ONLY AVAILABLE FOR COST REPORTING PERIODS BEGINNING ON OR AFTER 1/1/2002 AND BEFORE
10/1/2002,

58,01 IF LINE 58 COLUMN 1 IS ¥, DOES THE FACILLTY HAVE A TEACHING PROGRAM IN THE MOST RECENT COST
REPORTING PERIOD ENDING ON OR BEFORE NOVEMBER 15, 20047 ENTER "¥" FOR YES OR "N" FOR NO. IS
THE FACILITY TRAINING RESIDENTS IN A NEwW TEACHING PROGRAM IN ACCORDANCE WITH 42 CFR SEC.
412.424(d) (1) (ii1)(2)? ENTER IN COLUMN 2 "Y"FOR YES OR "N" FOR NO. IF COLUMN 2 IS ¥, ENTER
1, 2 OR 3 RESPECTIVELY IN COLUMN 3 (SEE INSTRUCTIONS). IF THE CURRENT COST REPORTING PERICD
COVERS THE BEGINNING OF THE FOURTH ENTER 4 IN COLUMN 3, OR IF THE SUBSEQUENT ACADEMIC YEARS
OF THE NEW TEACHING PROGRAM TN EXISTENCE, ENTER S. (SEE INSTR).

59 ARE YOU A LONG TERM CARE HOSPITAL (LTCH)? ENTER IN COLUMN 1 "Y" FOR YES aND "N" FOR NO.

IF YES, HAVE YOU MADE THE ELECTION FOR 100% FEDERAL PPS REIMBURSEMENT? ENTER IN COLUMN 2
"¥" FOR YES5 AND “N" FOR ND. {SEE INSTRUCTIONS)
60 ARE YOU AN TNPATIENT PSYCHIATRIC FACILITY (IPF), OR DO YOU CONTAINM AN IPF SUBPROVIDER?Y

OUTPATIENT GUTPATIENT QUTPATIENT

o

ENTER IN COLUMN 1 "Y" FOR YES AND "N" FOR NO. IF YES, IS THE IPF OR IPF SUBPROVIDER A NEW
FACILITY? ENTER IN COLUMN 2 "Y" FOR YES AND "N" FOR NO. (SEE INSTRUCTIONS)

2552-96 18.6.13.0
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ENTER ''N" IF NOT EXEMPT.

N
]
0
FA
N
N
YORN LIMIT Y ORN FEES
1 2 3 4
N 0.00 0
0.00 0
0.00 ]
0.00 0
L]
N
0
N
N



Healch Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL
I  PROVIDER NO:
HOSPITAL & HOSPITAL HEALTH CARE COMPLEX T 15-1326
TDENTIFICATION DATA T

IN LIEU OF FORM CM5-2552-96 (05/2008) CONTD

I PERICD: I PREPARED 1/29/2009
I FROM 9/ 172007 1 WORKSHEET $-2

I TO 8/31/2008 1

60.01 IF LINE 60 COLUMN 1 IS ¥, DOES THE FACILITY HAVE A TEACHING PROGRAM IN THE MOST RECENT COST
REPORTING PERIOD ENDING ON OR BEFORE NOVEMBER 15, 20047 ENTER "y" FOR YES OR "N FOR NO. IS
THE FACILITY TRAINING RESIDENTS IN A NEW TEACHING PROGRAM IN ACCORDANCE WITH 42 CFR SEC.
412.424(d) (1) (11)(2)? ENTER IN COLUMN 2 "Y"FOR YES OR "N" FOR NO., IF COLUMN 2 IS ¥, ENTER
1, 2 OR 3 RESPECTIVELY IN COLUMN 3 (SEE INSTRUCTIONS). IF THE CURRENT COST REPORTING PERICD
COVERS THE BEGINWNING OF THE FOURTH ENTER 4 IN COLUMN 3, OR IF THE SUBSEQUENT ACADEMIC YEARS

QF THE NEW TEACHING PROGRAM IN EXISTENCE, ENTER 5. (SEE INSTR).

MULTICAMPUS

61.00 DOES THE HOSPITAL HAVE A MULTICAMPUS? ENTER "Y' FOR YES AND “N" FOR NO.

IF LINE 61 IS YES, ENTER THE NAME IN COL. O, COUNTY IN COL1. 1, STATE IN COL.Z,

CBSA IN COL. 4 AND FTE/CAMPUS IN COL. 5.

NAME COUNTY

62.00
62.01
62.02

62.04
62.05
62.06
62.07
62.08
62.09

2552-96 18.6.13.0
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FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM (MS-2552-96 (04/2005)

T PROVIRER NO:

HOSPITAL AND HOSPITAL HEALTH CARE T 15-13206
COMPLEX STATISTICAL DATA T

COMPONENT

ADULTS & PEDIATRICS

HMO

HMO - (IRF PPS SUBPROVIDER)
ADULTS & PED-5B SNF

ADULTS & PED-SB NF

TOTAL ADULTS AND PEDS
INTENSIVE CARE UNTT
COROMNARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGTCAL TNTENSIVE CARE UNIT
NURSERY

TOTAL

RPCH VISITS

TOTAL

DBSERVATION BED DAYS
AMBULANCE TRIPS

EMPLOYEE DISCOUNT DAYS

EMP DISCOUNT DAYS -IRF

I PERTCD:

I PREPARED 1/29/2009

I FROM 9/ 172007 I WORKSHEET 5-3
T TO B/31/2008 1 PART T

———————— I/P DAYS [/ O/P VISITS / TRIPS -—--—---

NO. OF BED DAYS CAH TITLE
BEDS AVAILABLE HQURS v
1 2 2.01 3
3 8,418 64,344.00

23 8,418 64,344 .00
2 732 7,008.00

25 9,150 71,352.00
25

—————————— I/P DAYS / 0/P VISITS / TRIPS

TITLE
XVIIT

4
1,615
159

1,774
178

1,952

TITLE XIX OBSERVATION BEDS TOTAL TOFAL OBSERVATION BEDS

COMPONENT

ADULTS & PEDIATRICS

HMO

HMG - (IRF PP5 SUBPROVIDER)
ADULTS & PED-SB SNF

ADULTS & PED-SB NF

TOTAL ADULTS AND PEDS
INTENSIVE CARE UNIT
COROMARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
MURSERY

TOTAL

RPCH VISTITS

TOTAL

0BSERVATTON BED DAYS
AMBULANCE TRIPS

EMPLOYEE DISCOUNT DAYS

EMP DTSCOUNT DAYS -IRF

COMPOMNENT

ADULTS & PEDIATRICS

HMD

HMO - (IRF PPS SUBPROVIDER)
ADULTS & PED-SB SNF

ADULTS & PED-SB NF

TOTAL ADULTS AND PEDS
INTENSTVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
NURSERY

TOTAL

RPCH VISITS

TOTAL

OBSERVATION BED DAYS
AMBULANCE TRIPS

EMPLOYEE DISCOUNT DAYS

28 01 EMP DISCOUNT DAYS -IRF

2552-96 18.6.13.0

ADMITTED NOT ADMITTED ALL PATS ADMITTED
5.01 5.02 3 6.01
2,681
166

2,847
292

186
3,325

40 42 860 111

I &RFTES  --- FULL TIME EQUIV --- =-———-—-—--—--

EMPLOYEES NONPATD TITLE
NET ON PAYROLL WORKERS v
& 10 11 12

170.60

17G.60

NOT ACMITTED

6.02

749

-- DISCHARGES

TITLE
XVIIT
13
707

707

NOT LTCH TOTAL

N/A TITLE XIX

4.01 3
1B3
183
29
212
82

~ INTERNS & RES. FTES --
LESS I&R REPL
TOTAL NON-PHYS ANES

7 8

TITLE TOTAL ALL
XIX PATIENTS
14 15
94 1,354
94 1,354



Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS-2552-96 (05/2004)

I PROVIDER NO: T PERIOD: I PREPARED 1/29/2009
HOSPITAL WAGE INDEX INFORMATICN I 15-132¢6 I FROM 9/ 1/2007 T  WORKSHEET 5-3
I I TO 8/31/2008 I  PARTS II & III
PAID HOURS AVERAGE
AMOUNT RECLASS OF ADJIUSTED RELATED TO HCURLY
PART II - WAGE DATA REFORTLD SALARLES SALARLES SALARY WAGE DATA SDURCE
1 2 3 4 5 5]
SALARIES
1 TOTAL SALARY 8,904,829 8,904,829 354,912.00 25.09
2 NCN-PHYSICIAN ANESTHETIST
PART A
3 MNCN-PRYSICIAN ANESTHETIST
PART B
4 PHYSICTAN - PART A
4,01 TEACHING PHYSICIAN SALARIES

(SEE INSTRUCTIONS)

PHYSICIAN -~ PART B 958,580 958,580 7,097.00 135.07
D1 NOW-PHYSICTIAM - PART B

INTERNS & RESIDENTS (APPRVD)
01 CONTRACT SERVICES, T&R

HOME QFFICE PERSQNMEL

SNF
01 EXCLUDED AREA SALARIES 8,383 8,383 240.00 34.93

MmOV

OTHER WAGES & RELATED COSTS
CONTRACT LAHOR: 17,131 17,131 129.00 132.80
.01 PHARMACY SERVICES UNDER
CONTRACT
9.02 LABORATORY SERVICES UNDER
CONTRACT
9.03 MANAGEMENT & ADMINISTRATIVE
UNDER CONRACT
10 CONTRACT LABOR: PHYS PART A 12,000 12,000 60.00 20C.00
10,01 TEACHING PHYSICIAM UNDER
CONTRACT (SEE INSTRUCTIONS)
11 HOME OFFICE SALARIES & WAGE 878,809 878,809 24,132.00 36.42
RELATED €OSTS
12 HOME OFFICE: PHYS PART A
12.01 TEACHING PHYSICIAN SALARIES
(SEE INSTRUCTIONS)

oo

WAGE RELATED COSTS

13 WAGE-RELATED COSTS (CORE) 2,104,186 2,104,186 , CMS 339
14 WAGE-RELATED €OSTS (OTHER} cMs 3139
15 EXCLUDED AREAS CMS 339
16 NON-PHYS ANESTHETIST PART A cMs 339
17 NON-PMYS AMESTHETIST PART B - CMS 339
1B PHYSICIAN PART A cMs 339
1B.01 PART A TEACHING PHYSTCTIANS cMs 339
19 PHYSICIAN PART B 226,512 226,512 CMs 338
19.01 WAGE-RELATD CO5TS (RHC/FQHC) CMS 339
20 INTERNS & RESIDENTS (APPRVD) cMS 338

OVERHEAD COSTS - DIRECT SALARIES
21 EMPLOYEE BENEFITS
22 ADMTINISTRATIVE & GENERAL 1,058,580 1,058,580 46,779.00 22.63
22,01 A & G UNDER CONTRACT
23 MATNTENANCE & REPAIRS

24 OPERATION QF PLANT 327.476 327,476 18,281.00 17.91
25 LAUNDRY & LINEN SERVICE

26 HOUSEKEEPING 175,168 175,168 17,870.00 9.80
26.01 HOUSEKEEPING UNDER CONTRACT

27 DIETARY 275,362 -82,447 192,915 16,557.00 11.65
27.01 DIETARY UNDER CONTRALT

28 CAFETERIA 82,447 82,447 6,353.00 12.98
29 MAINTENANCE OF PERSONNEL

30 NURSING ADMIMISTRATION 499,677 499 677 12,683.00 39.40

n CENTRAL SERVICE AND SUPPLY

32 PHARMATY

33 MEDICAL RECORDS & MEDICAL 191,171 191,171 11,730.00 16.21
RECORDS LIERARY

34 SOCIAL SERVICE

35 OTHER GENERAL SERVICE

PART TII - HOSPITAL WAGE INDEX SUMMARY

1 NET SALARIES 7,946,249 7,946,249 347 ,815.00 22.B5

2 EXCLUDED AREA SALARIES 8,383 8,383 240.00 34.93

3 SUBTOTAL SALARIES 7,946,249 -8,383 7,937 866 347,575.00 22.84

q SUBTOTAL OTHER WAGES & 907,940 907,940 24,321.00 37.33
RELATED COSTS

5 SUBTOTAL WAGE-RELATED COSTS 2,104,186 2,104,186 26.51
6 TOTAL 10,958,375 -§,383 10,549,992 371,896.00 29.44
7 NET SALARIES
8 EXCLUDED AREA SALARIES
9 SUBTOTAL SALARIES
0 SUBTOTAL DTHER WAGES &
RELATED COSTS

11 SUBTOTAL WAGE-RELATED COSTS

12 TOTAL

13 TOTAL OVERHEAD COSTS 2,527,434 2.527,434 130.313.00 19.40
2552-96 18.6.13.0



Health Financial Systems MCRIF3Z

RECLASSIFICATION AND ADRJUSTMENT OF
TATAL BALANCE OF EXPENSES

COST
CENTER

3 0300
3.01 031
4 0400
S 0500
6.01 0610
6.02 0620
&.03 0630
6.04 0640
£.05 0650
6.06 0660
8 0800
g Q900
10 1000 -
11 1100
12 1200
14 1400
17 1700
18 1800
24 2400
25 2500
26 2600
27 2700
28 2800
29 2900
33 3300
37 3700
38 3800
38.01 3801
39 3500
41 4100
43 4300
44 4400
46 4500
49 4900
50 5000
51 5100
52 5200
53 5300
54 5400
55 5500
56 3600
60 6000
60.01 6001
61 6100
62 6200
a0 9000
95
100 7950
100.01 7951
101

COST CENTER DESCRIPTION

GENERAL SERVICE COST CNTR

NEW CAP REL COSTS-BLDG & FIXT
NEW CAP REL COSTS-IMPROVE

NEW CAP REL COSTS-MVBLE EQULP
EMPLOYEE BENEFITS

HONPATIENT TELEPHOMES

DATA PROCESSING

PURCHASING RECEIVIMG AND STORES
ADMITTING

CASHIERING/ACCOUNTS RECEIVABLE
ADMINISTRATIVE AND GENERAL
OPERATION OF PLANT

LAUNDRY & LINEM SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCTAL SERVICE

PARAMED ED PRGM-(SPECIFY)
INPAT ROUTINE SRVC CNTRS
ADULTS & PEDIATRICS

INTENSIVE CARE UNIT

CCRONARY CARE UNIT

BURN TNTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
NURSERY

ANCILLARY SRYC COST CNTRS
OPERATING ROOM

RECOVERY ROOM

O/P TREATMENT ROOM

DELIVERY ROOM & LABCR ROOM
RADIQLOGY -DIAGNOSTIC
RADTIOISOTOPE

LABURATORY

WHOLE ELOOD & PACKED RED BLOOD C8LLS
RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY
ELECTROCARDIOLOGY

ELECTROENCE PHALOGRAPHY
MEDICAL SUFPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
QUTPAT SERVICE COST CNTRS
CLINIC

PHYSICIANS PRACTTCES
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
SPEC PURPQOSE COST CENTERS
OTHER CAPTTAL RELATED COSTS
SUBTOTALS

NONREIMBURS COST CENTERS
FITNESS CENTER

MEDLCAL OFFICE BUILDING

TOTAL

2552-96 18.6.13.0

FOR WEST CENTRAL COMMUNITY HOSPITAL

I PROVIDER NO:
I 15-1326
I

SALARIES OTHER
1 2
215,977
209,657
318,968
43,402
433,878
24,131
336,905 47,207
41,081 418,508
680,594 535,141
327,476 481, 471
40,108
175,168 68.777
275,362 215,019
499,677 70,147
161,171 64,779
1,419,559 311,763
359,377 54,452
85,9%9 16,974
142,278 837,169
67,332 7,006
139,280 19,735
171,859 28 883
1,329,709 876,525
175,265
1,756,676
111, 390
294,484 85,703
265,869 61,901
88,206 15,680
23,974 8,378
50,221 54,184
75,008
341,982 639,414
10,655 1,030
437,059 116,941
909,552 620, 418
§,004,829 9,101, 665
8,904,829 9,101, 665

IN LIEU OF FORM CMS-2552-96(9/1996)
I PREPARED 1/29/2009
WORKSHEET A

I PERIOD:
T FROM 9/ 1/2007
T TO B/31/2008

TOTAL
3

235,977
209.657
318,968

43,402
433,878
24,131
384,112
459,589
1,215,735
818.947
40,108
243.945
490, 381

569,824
255,950

1,731,322
413,629

102,973

1,179,447
74 338
169,015
200,742
2,206,234
175,265
1,756,676
111,390
380,187
327,770
103,886
32,352
144,405

75,008
981,396

11,685
554,000
1,529,970

18,006,494

18,006,492

I
T

RECLASS-
IFICATIONS
4

-231,620
231,620

10, 660

-10,660

RECLASSIFIED
TRIAL BALANCE
5

235,977
209,657
318,968

43,402
433,878
24,131
384,112
459 589
1,215,735
818,947
40,108
243,945
258,761
231,620
569,824
255,950

10, 660

1,731,322
413,829

102,873

1,179,447
74,3138
169,015
200,742
2,206,234
175,265
1.756,676
111,390
380,187
317,116
103, 886
32,352
144,405

75,008
981, 196

11,685
554,000
1.529,37¢

18,006,434

18,006,494



Health Financial Systems MCRLF32

RECLASSIFICATION AND ADJUSTMENT OF
TRIAL BALANCE OF EXPENSES

COST COST CENTER DESCRIPTION ADJUSTMENTS
CENTER
6
GENERAL SERVICE COST CNTR
El 0300 NEW CAP REL €COSTS-BLDG & FLXT -40,286
3.01 0301 NEW CAP REL COSTS-TIMPROVE
L] 0400 NEW CAP REL COSTS-MVBLE EQUIP -505
5 0500 EMPLOYEE BENEFITS 1,965,544
6.01 0610 NONPATIENT TELEPHONES ~600
6.02 0620 DATA PROCESSING
6.03 0630 PURCHASTNG RECEIVING AND STORES 104,749
6.04 0640 ADMETTING
6.05 0650 CASHIERING/ACCOUNTS RECETVABLE 356,293
6.06 OB60 ADMINISTRATIVE AND GENERAL 497,937
8 0800 OPERATION DOF PLANT -G4,082
9 0900 LAUNDRY & LINEN SERVICE
10 1000 HOUSEKEEPING
11 1100 DIETARY 4,733
1z 1200 CAFETERIA -136,227
14 1400 NURSING ADMINISTRATION 60,999
17 1700 MEDICAL RECORDS & LIBRARY -556
13 1800 SOCIAL SERVICE
24 2400 PARAMED ED PRGM-(SPECIFY)
INPAT HQUTINE SRVC CNTRS
25 2500 ADULTS & PEDTATRICSE -d44
26 2600 INTENSIVE CARE UNIT
27 2700 CORONARY CARE UNIT
23 2800 BURN INTENSIVE CARE WNIT
29 2900 SURGICAL INTENSIVE CARE WUNIT
33 3300 HMURSERY
ANCILLARY SRVC COST CNTRS
37 3700 COPERATING ROOM -463,825
38 3800 RECOVERY ROOM 733
38.01 3801 ©/P TREATMENT RQOM
19 3900 DELIVERY ROOM & LABQR ROGM
41 4100 RADTCLOGY-DIAGNOSTIC -634,038
43 4300 RADIQISOTOPE
44 4400 LABORATORY -637,276
46 4600 WHOLE BLOOD & PACKED RED BLOOD CELLS
49 4900 RESPIRATORY THERAPY
50 5000 PHYSICAL THERAPY 21,039
51 5100 OCCUPATIDNAL THERAPY 5,291
52 5200 SPEECH PATHOLOGY 1,773
53 5300 ELECTROCARDIOLOGY 4,435
54 5400 ELECTROENCEPHALQGRAPHY 32
55 5500 MEDICAL SUPPLIES CHARGED TO PATIENTS -73
56 S600 DRUGS CHARGED TQ FATIENTS 16,048
OUTPAT SERVICE COST CNTRS
60 6000 CLINIC
60.01 AO01  PHYSTICIANS PRACTICES ~546
6l 6100 EMERGENCY
62 6200 OBSERVATION BEDS (NON-DISTINCT PART)
SPEC PURPOSE COST CENTERS
90 9000 OTHER CAPITAL RELATED COSTS
a5 SUBTOTALS 1,031,548
NONREIMBURS COST CENTERS
100 7950 FITNESS CENTER
100.01 7951 MEDLCAL OFFICE BUILGING
101 TOTAL 1,031,548

2552-96 18.6.13.0

FOR WEST CENTRAL COMMUNITY HOSPITAL
I PROVIDER NO:
I 15-1326

IN LIEY OF FORM CMS-2552-96(9/1996)
I PERICD: I PREPARED 1/29/2009
I FROM 9/ 172007 1 WORKSHEET A
170 8/31/2008 I

NET EXPENSES
FOR ALLOC
7

195,691
209,657
318,463
1,965,544
42,802
433,878
128,880
384,112
815,882
1,713,672
724,865
40,108
243,045
263,494
85,393
630,823
255,394

10,660

1,731,278
413,829

102,973

715,622
75,071
169,015
200,742
1,572,196
175,265
1,119,400
111,390
380,187
338,149
109,177
34,125
148,840
32

74,935
997,444

11,685

553,454
1,529,970

-0-
19,038,042

19,038,042



Health Financial Systems MCRIF3Z

RECLASSIFICATIONS

EXPLANATION OF RECLASSIFICATION

1 CAFETERIA
2 PARAMED
36 TOTAL RECLASSIFICATICONS

FOR WEST CENTRAL COMMUNTITY HOSPTTAL

CODE

| PROVIDER NC: |

IN LTEU OF FORM CMS-2552-96 (09/1996)
PERIOD: | PREPARED 1/29/2009

FROM 9/ 1/2007 | WORKSHEET A-6
| TG 8/31/2008

INCREASE =-=-=-m- - -a-—mausmmmcoaccaamneaan

| 151326 |
|
LINE
(1) COST CENTER NO
1 2 3
A CAFETERIA 12
PARAMED ED PRGM-{SPECIFY) 24

B

SALARY
4

82,447
B, 383
90,830

149,173
2,277
151,450

(1) A latter (A, B, etc) must be entered on each line to identify each reclassification entry.
Transfer the amounts in columps 4, 5, 8, and 9 to Worksheet A, column 4, Tines as appropriate.
see instructions for column 10 referencing to worksheet a-7, part ILI, columns 9 through 14.

2552-%6 18.6.13.0
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Health Financial systems MCRIF32 FOR WEST CENTRAL COMMUNLTY HOSPITAL IN LIEU OF FORM {M5-~2552-96 (09/1996)
| PROVIDER NO: | PERIOD: | PREPARED 1/29/200%

RECLASSIFICATIONS : | 151326 | FROM 9/ 172007 | WORKSHEET A-6
: | | TO 8/31/2008 |
----------------------------------- DECREASE ~— == - - o mmm e e e e
CODE LTNE A-7
EXPLANATION OF RECLASSIFICATION (1) COST CENTER NO SALARY OTHER REF
1 [ 7 8 g 10
1 CAFETERIA A DIETARY 11 82,447 149,173
2 PARAMED B PHYSICAL THERAPY 50 8,383 2,277

36 TOTAL RECLASSIFICATIONS 90,830 151,450

(1) A letter (A, B, etc) must be entered on each line to identify each reclassification entry.
Transfer the amounts in columns 4, 5, 8. and 9 to worksheet A, column 4, lines as appropriate.
See instructions for column 10 referencing to worksheet a-7, part ITI, columns 9 through 14.

2552-96 18.6.13.0
11
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MCRIF12

FOR WEST CENTRAL COMMUNITY HOSPITAL

ANALYSTS OF CHANGES DURENG COST REPORTING PERTOD IN CAPTTAL T PROVIDER NOQ: I PERTIOD:
ASSET BALANCES OF HOSPITAL AND HOSPITAL HEALTH CARE I 15-1326 I FROM 9/ 1/2007
COMPLEX CERTIFIED TO PARTICTIPATE IN HEAl TH CARE PROGRAMS 1 T T 8/31/2008
PART I - ANALYSIS OF CHANGES IN OLD CAPITAL ASSET BALANCES
DESCRIPTION ACQUISITIONS DISPOSALS
BEGTINNING AND
BALANCES PURCHASES DONATION TOTAL RETIREMENTS
i 2 3 4 5
1 LAND
2 LAND IMPROVEMENTS
3 BUTLDTNGS & FIXTURE
4 BUILDING IMPROVEMEN
S FIXCD EQUIPMENT 11,775 10,656
© MOVABLE EQUIPMENT
7 SUBTOTAL 11,775 10,656
8 RECONCILING ITEMS
9 TQTAL 11,775 10,656
PART TI - ANALYSIS OF CHANGES IN NEW CAPITAL ASSET BALANCES
DESCRIPTICN ACQUISITIONS DISPOSALS
BEGINNING AND
BALANCES PURCHASES DONATION TOTAL RETIREMENTS
1 2 3 4 5
1 LAND 198,870 66,360 66, 360
2 LAND IMPROVEMENTS 154,564 1,991 1,981
3 BUILDINGS & FIXTURE 4,670,141
4 BUILDING IMPROVEMEN 2,243,909 1,153,636 1,153,636 12,156
5 FIXED EQUIPMENT 3,494,103 599,854 599,854 281,803
b MOVABLE EQUIPMENT 17,508
7 SUBTOTAL 10,779,093 1,821,841 1,821,841 293,989
B RECONCILING ITEMS
9 TOTAL 10,779,093 1,821,841 1,821,841 293,989

2552-96 18.6.13.0

12

ENDLNG
BALANCE
&

1,118
1,119
1,118

ENDING
BALANCE
6

265,230
156,555
4,670,141
3,385,359
3,812,154
17. 506
12,306,945

12,306,945

IN LIEY OF FORM {M5-2552-90(09/1996)

PREPARED 1/293/2009

WORKSHEET A-7
PARTS I & IT

FULLY
BEPRECIATED
ASSETS
/

FULLY
DEPRECIATED
ASSETS
7
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FOR WEST CENTRAL COMMUNITY HOSPTTAL

IN LIEY OF FORM CMS-2552-96(12/1999)

RECONCILIATIUN OF CAPITAL COSTS CENTERS I PROVIDER NO: I PERIOD: I PREPARED 1/2%/2009
T 15-1326 T FROM 9/ 172007 T WORKSHEET A-7
I IT0 8/31/2008 1 PARTS IIT & 1v
PART ITY - RECONCILEATION OF CAPITAL COST CENTERS
DESCRIPTION COMPUTATION OF RATIOS ALLOCATION OF OTHLCR CAPITAL
GROSS CAPITLIZED GROSS ASSETS OTHER CAPTTAL
ASSETS LEASES FOR RATIO RATIO INSURANCE TAXES  RELATED COSTS TOTAL
= 1 3 4 5 6 7 8
3 NEW CAP REL COSTS-BL
3 01 NEW CAP REL COSTS-IM
4 NEW CAP REL COSTS-MV
5 TOTAL 1.000000
DESCRIPTION SUMMARY OF QLD AND NEW CAPITAL
OTHER CAPITAL
DEPRECTIATION LEASE INTEREST INSURANCE TAXES RELATED COST TOTAL (1)
v ] 10 11 12 13 14 15
3 NEW CAP REL COSTS-BL 195,691 195,691
3 01 NEw CAP REL COSTS-TIM 209,657 209,657
4 NEW CAP REL COSTS-MV 318,463 318,463
5 TOTAL 723,811 723,811
PART IV - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, LTNES 1 THRU 4
DESCRIPTION SUMMARY OF OLD AND MEW CAPITAL
OTIIER CAPITAL
DEPRECIATION LEASE INTEREST INSURANCE TAXES RELATED COST TOTAL (1)
* 9 10 13 14 15
3 NEW CAP REL CDSTS-BL 235,577 235,977
3 01 NEW CAP REL COSTS-IM 209,657 209,657
4 NEW CAP REL COSTS-MV 318,968 318,968
5 TOTAL 764,602 764,602

= all Tines numbers except 1ine 5 are to be consistent with workhseet A line numbers for capital cost centers.
(1) T7The amounts on lines 1 thru 4 must equal the corresponding amounts on worksheet a, column 7, lines 1 thiry 4.

columns 9 through 14 should include related Worksheet A-6 reclassifications and worksheet A-B adjustments.

2552-96 1§.6.13.0
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Health Financial Systems MCRIF32 FOR WEST

CENTRAL COMMUNITY HOSPITAL
1 PROVIDER NO:

IN LIEU OF FORM (M5-2552-96(05/1999)
I PERIOC: I PREPARED L1/29/2009

ADIUSTMENTS TO EXPENSES T 15-1326 I FROM B8/ 1/2007 T WORKSHEET A-8
1 170 B8/31/2008 1
EXPENSE CLASSLFICATION ON
DESCRIPTION (1) WORKSHEET A TO/FROM WHICH THE WKST.
(2) AMOUNT IS TO BE ADJUSTED A-7
BASIS/CODE AMOUNT COST CENTER LINE NO REF.
1 2 3 q 5
1 INVST INCOME-OLD BLDGS AND FIXTURES *#COST CENTER DELETED** 1
2 INVESTMENT INCOME-OLD MOVABLE EQUIP **COST CENTER DELETED®™ 2
3 INVST INCOME-NEW BLDGS AND FIXTURES NEW CAP REL COSTS-BLDG & 3
4 INVESTMENT INCOME-NEW MOVABLE EQUIP NEW CAP REL COSTS-MVBLE E 4
5 INVESTMENT INCOME-OTHER
6 TRADE, QUANTITY AND TIME DISCOUNTS B -9l PURCHASING RECEIVING AND 6.03
7 REFUNDS AND REBATES OF EXPENSES
8 RENTAL OF PRVIDER SPACE BY SUPPLIERS
9 TELEPHONE SERVICES
10 TELEVISION AND RADID SERVICE
11 PARKTING LOT
12 PROVIDER BASED FHYSICIAN ADJUSTMENT A-8-2 -664 , 140
13 SALE OF SCRAP, WASTE, ETC.
14 RELATED ORGANIZATION TRANSACTIONS A-3-1 2,766,909
15 LAUNDRY AND LIMEN SERVICE :
16 CAFETERIA--EMPLOYEES AND GUESTS B -146,048  CAFETERIA 12
17 RENTAL OF QTRS TO EMPLYEE AND OTHRS
18 SALE OF MED AND SURG SUPPLIES
19 SALE OF DRUGS TO OTHER THAN PATIENTS
20 SALE OF MEDICAL RECORDS & ABSTRACTS B -7,193 MEDICAL RECORDS & LIBRARY 17
21 NURSG SCHOOL (TUTTM, FEES,BODKS, ETC.D
22 VENDING MACHINES
23 INCOME FROM IMPOSITION OF INTEREST
24 INTRST EXP ON MEDICARE OVERFPAYMENTS
25 ADJUSTMENT FOR RESPIRATORY THERAPY A-8-3/A-8-4 RESPIRATORY THERAPY 49
26 ADJUSTMENT FOR PHYSLCAL THERAPY A-8-3/A-8-4 PHYSICAL THERARY 50
27 ADJUSTMENT FOR HHA PHYSICAL THERAPY A-8-3
23 UTILIZATION REVIEW- PHYSIAN COMP “*C0ST CENTER DELETED"* 89
2% DEPRECIATION-OLD BLDGS AND FIXTURES *ECOST CENTER DELETED®# 1
30 DEPRECTIATION-OLD MOVABLE EQUIP **C05T CENTER DELETED®* 2
3 DEPRECIATION-NEW BLDGS AND FIXTURES NEW CAP REL COSTS-BLDG & 3
32 DEPRECTATION-NEW MOVABLE EQUIP NEW CAP REL COSTS-MVBLE E 4
33 NON-PHYSICIAN ANESTHETIST *¥COST CENTER DFELETED*# 20
34 PHYSICTANS' ASSISTANT
35 ADJUSTMENT FOR OCCUPATIONAL THERAPY A-B-4 OCCUPATIONMAL THERAPY 51
36 ADJUSTMENT FOR SPEECH PATHOLOGY A-8-4 SPEECH PATHOLOGY . 52
37 ADVERTISING A -8,380 ADMINISTRATIVE AND GENERA 6.06
38 CRNA A -473,314  OPERATING ROCM i7
39 MEDICAL OFFICE DEPRECIATION A -400,286  NEW CaP REL COSTS-BLDG & 3 9
40 RENTAL REVENUE B -144,630  OPERATION OF PLANT B
41 MISCELLANEOUS B -50  ADMINISTRATIVE AND GENERA b6.06
42 MISCELLANEOUS B -546  PHYSICIANS PRACTICES 60.01
43 MISCELLANEOUS B -505 NEW CAP REL COSTS-MVBLE E 4 9
44 MISCELLANEQUS B -1,082 NURSING ADMINISTRATION 14
45 MISCELLAMNEOUS B -44  ADULTS & PEDIATRICS 25
16 MISCELLANEQUS B -73  MEDICAL SUPPLIES CHARGED 55
a7 MISCELLANECQUS B -19,438 RADIOLOGY-DIAGNOSTIC 41
48 MISCELLANEQUS B -000  NONPATIENT TELEPHONES 6.01
48 MISCELLANEQUS B -3,428 DRUGS CIARGLED TQ PATIENTS 56
49.01 MISCELLANEQUS B -172 CASHIERING/ACCOUNTS RECET 6.05
49.02 LOBBYING COSTS A -378 ADMINISTRATLVE AND GENERA 6.06
49.03 CATERING B -2,513 CAFETERIA 12
49,04 VPCHC A -222,450  ADMINISTRATIVE AND GENERA 6.06
50 TOTAL (SUM OF LIMES 1 THRU 49) 1,031,548
(1) pescription - all chapter relerences in this columnpertain to €MS Pub. 15-1.

[2) Basis far adjustment (see instructions).
A. Costs - 1f cost, including applicable overh

B. amount Received - if cost cannot be determi

(3} aAdditional adjustments may be made on Tines 37 thru 4% and subscripts thareof.
See instructions for column 5 referencing to worksheet a-7

Note:

2%52-96 18.6.13.C

cad, can be determined.
ned,

14



Health Financizl Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS-2552-$6{09/2000)

STATEMENT OF COSTS OF SERVICES I PROVIDER NC: I PERIQD: I PREPARED 1/29/2009
FROM RELATED ORGANIZATIONS AND I 15-1326 I FROM B/ 1/2007 I
HOME OFFICE CDSTS I I TO B/31/2008 1T WORKSHEET A-8-1

A. COSTS INCURRED AND ADJUSTMENTS REQUIRED AS A RESULYT OF TRANSACTIONS WITH RELATED
ORGANIZATIONS OR THE CLAIMING OF HOME OFFICE COSTS:

AMOUNT OF MET™ WKSHT A-7
ALLLOWABLE ADJUST- COL. REF.
LINE NO. COST CENTER EXPENSE ITEMS CosT AMOUNT MENTS
1 2 3 4 5 3
1 44 LABORATORY LAB 1,119,400 1,756,876 -B37,276
2 37 OPERATING ROOM HOME OFFICE 9,489 9,48%
3 38 RECOVERY ROOM HOME OFF1CE 733 733
4 41 RADIOLOGY-DIAGNOSTIC HOME OQFFICE 49,540 49,540
4.01 50 PHYSICAL THERAPY HOME QOFFTCE 21,038 21,039
4.02 51 OCCUPATIONAL THERAPY HOME OFFICE 5,291 5,291
4.03 52 SPEECH PATHOLOGY HOME OFFICE 1,773 1,773
4.04 53 ELECTROCARDIOLOGY HOME OFFICE 4,435 4,435
4.05 54 ELECTROENCE PHALOGRAPHY HOME OFFTCE 32 32
4.06 56 DRUGS CHARGED TQ PATIENTS HOME OFFICE 14,476 19,476
4.07 8 CPERATICN GF PLANT HOME OFFICE 50,548 50,548
4.08 11 DIETARY HOME OFFICE 4,733 4,733
4.09 12 CAFETERTA HOME OFFICE 12,334 12,334
4.10 6 3 PURCHASING RECEIVING AND HOME OFFICE 104, 8410 104, 840
4.1t 14 NURSING ADMINISTRATION IIOME QFFICE 62,081 62,081
4.12 5 EMPLOYEE BENEFITS HOME OFFICE 1,965,544 1,565,544
4.13 17 MEDICAL RECORDS & LTBRARY HOME OFFICE 6,637 6,037
4.4 6 5 CASHIERING/ACCOUNTS RECEI HOME OFFICE 356,465 356,465
4.15 6 © ADMINISTRATIVF AND GENCRA HOME OFFICE 729,195 729,195
5 TOTALS 4,523,585 1,756,676 2,766,909

% THE AMOUNTS ON LINES 1-4 AND SUBSCRIPTS AS APPROPRIATE ARE TRANSFERRED IN DETATIL TO WORKSHEET A,

. COLUMN &, LINES AS APPROPRIATE. POSITIVE AMOUNTS INCREASE COST AND NEGATIVE AMOUNTS DECREASE COST.
FOR RELATED ORGANIZATIONAL OR HOME OFFICE COST WHICH HAS NOT BEEN POSTED TG WORKSHEET A, COLUMNS 1
AND/OR 2, THE AMOUNT ALLOWABLE SHOULD BE IN COLUMN 4 OF THIS PART.

B. INTERRELATIONSHIP TO RELATED ORGANIZATION(S) AND/OR HOME OFFICE:
THE SECRETARY, BY VIRTUE OF AUTHORITY GRANTED UNDER SECTEON 1814(B){1) OF THE SOCTAL SECURITY
ACT, REQUIRES THAT YOU FURNISH THE INFORMATION REQUESTED UNDER PART B OF THIS WORKSHEET.

THIS INFORMATION IS USED BY THE CENTERS FOR MEDICARE & MEDICAID SERVICES AND IT5 INTERMEDIARIES IN
DETERMINING THAT THE COSTS APPLICABLE TO SERVICES, FACILITIES, AND SUPPLIES FURNISHED BY
ORGANTZATIONS RELATED TO YOU BY COMMON OWNERSHIP OR CONTROL REPRESENT REASONABLE CQSTS AS
DETERMINED UNDER SECTION 1861 OF THE SOCTAL SECURITY ACT. IF YOU DO NOT PROVIDE ALL OR ANY

PART OF TRE REQUESTED INFORMATION, THE COST REPORT IS CONSIDERED INCOMPLETE AND NOT ACCEPTABLE

FUR PURPOSES DF CLAIMING REIMBURSEMENT UNDER TITLE XVIII.

SYMBOL NAME PERCENTAGE RELATED ORGANIZATION{S} AND/OR HOME OFFICE
(1 OF NAME PERCENTAGE QF TYPE OF
OWNERSHIP OWNERSHLP BUSINESS
1 2 3 4 5 6
1 G LAB 0.00 0.00
2 G UNION HOSPITAL, INC. 0.00 0.00
3 0.00 ¢.00
4 0.00 .00
5 0.00 0.00

(1) USE THE FOLLOWING SYMBOLS TO TNDICATE INTERELATIONSHIP TO RELATED ORGANIZATIONS:

A. INDIVIDUAL HAS FINANCIAL INTEREST (STOCKHOLDER, PARTNER, ETC.) TN BOTH RELATED
ORGANIZATION AMD TN PROVIDER.

B. CORPORATLON, PARTHERSHIP QR OTHER ORGANIZATION HAS FINANMCTAL INTEREST IN PROVIDER.

C. PROVIDER HAS FINANCIAL INTEREST IN CORPORATION, PARTNERSHLF OR OTHER ORGANIZATION.

D. DIRECTOR, OFFICER, ADMINISTRATOR OR KEY PERSON OF PROVIDER OR RELATIVE OF SUCH PERSON
HAS A FINANCIAL INTEREST TN RELATED QRGANIZATION.

E. INDIVIDUAL IS5 DIRECTOR, OFFICER, ADMINISTRATOR OR KEY PERSON OF PROVIDER AND RELAILD
ORGANIZATION.

F. DIRECTOR, QFFICER, ADMINISTRATOR OR KEY PERSON OF RELATED ORGANIZATION OR RELATIVE OF
SUCH PERSCN HAS FINANCTAL INTEREST IN PROVIDER.

G. OTHER (FINANCIAL OR NON-FINANCIAL) SPECIFY.

LAB

2552-96 18.6.13.0
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Health Financial Systems MCRTF32 FOR WEST CENTRAL COMMUNITY HOSPTITAL IN LIEY OF FORM CMS-2552-96(9/1996)
I PROVIDER NO: I PERIQD: I PREPARED 1/29/2009
PROVTDER BASED PHYSICIAN ADJUSTMENTS T 15-1326 I FROM 9/ 1/2007 1 WORKSHEET A-8-2
I 170 8/31/2008 1 GROUP 1

PHYSTCIAMN/
COST CENTER/ roraL PROFES- PROVIDER 5 PERCENT OF
WKSHT & PHYSTCTAN REMUN- STONAL PROVIDER RCE COMPONENT  UNADIUSTED UNADJUSTED
LINE NO. IDENTIFIER ERATION COMPONENT  COMPONENT AMOUNT HOURS RCE LIMIT  RCE LIMIT
1 2 3 4 5 6 7 8 9
1 41 AGGREGATE 676,140 664,140 12,000
61 AGGREGATE 379,800 379,800

101 TOTAL 1,055,940 664,140 381, 800

2552-96 18.6.13.0
16



Health Financial Systems

PROVIDER BASED PHYSTCTAN ADJUSTMENTS

COST CENTER/
WKSHT A PHYSICIAN
LINE NC. IDENTIFIER
10 11
1 41 AGGREGATE
61 AGGREGATE

101 TOTAL

2552-9¢ 18.6.13.0

MCRIF3Z

FOR WEST CFNTRAL COMMUNITY HOSPITAL

TN LIEU OF FORM CMS-2552-96(9/1996)

I PROVIDER NC: I PERIOD: I PREPARED 1/2%/2009
I 15-1326 T FROM 9/ 1/2007 1 WORKSHEET A-8-2
I I TO 8/31/2008 I GROuP 1
COST OF PROVIDER  PHYSICIAN PROVIDER
MEMBERSHIPS COMPONENT COST OF COMPONENT ADJUSTED RCE
& CONTTNUING SHARE OF MALPRACTICE  SHARE OF RCE 0IS-
EDUCATICN coL 12 TINSURANCE coL 14 LIMIT ALLOWANCE  ADJUSTMENT
12 13 14 15 16 17 18
664,140
664,140

17
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COST ALLOCATTOMN - GENERAL

COST CENTER
DESCRIPTION

GENERAL SERVICE COST CNTR
NEW CAP REL COSTS-BLDG &
NEW CAP REL COSTS-IMPROVE
NEW CAP REL COSTS-MVBLE E
EMPLOYEE BENEFITS
NONPATIENT TELEPHONES
DATA PROCESSING
PURCHASING RECEIVING AND
ADMITTING
CASHIERING/ACCOUNTS RECEI
ADMINISTRATIVE ANC GENERA
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCTAL SERVICE

PARAMED ED PRGM-(SPECLFY)
INPAT ROUTINE SRVC CNTRS
ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
CORCNARY CARE UNIT

BURN TNTENSIVE CARE UNTT
SURGICAL INTENSIVE CARE U
NURSERY

ANCILLARY SRVC COST CNTRS
OPERATING ROOM

RECOVERY RCOM

0/P TREATMENT ROOM
DELIVERY ROOM & LABOR ROO
RADIOLOGY -DTAGNOSTIC
RAPIOISOTOPE

LABORATORY

WHOLE BLOOD & PACKED RED
RESPIRATCRY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHAL OGRAPHY
MEDCICAL SUPPLIES CHARGED
DRUGS CHARGED TO PATIENTS
OQUTPAT SERVICE COST CHTRS
CLINTIC

PHYSICIANS PRACTICES
EMERGENCY

OBSERVATION BEDS (NON-DIS
SPEC PURPOSE COST CENTERS
SUBTOTALS

NONREIMBURS COST CENTERS
FITNESS CENTER

MEDICAL OFFICE BUTLDING
CROS5 FOOT ADJUSTMENT
NEGATIVE COST CENTER
TOTAL

2532-96 18.6.13.0

MCRIF3Z

FOR WEST CENTRAL COMMUNITY HOSPITAL

FOR COST
ALLOCATLON
9]

195,691
209,657
318,463
1,965,544
42,802
433,878
128,880
384,112
815,882
1,713,872
724,865
10,108
243,945
263,494
95,393
630,823
255,394

10, 660

1,731,278
413,829

102,973

715,622
75,071
169,015
200,742
1,572,196
175,265
1,119,400
111,390
380,187
338,149
109,177
34,125
148,840
12

74,935
997, 444

11,685
553,454
1,529,970

19,038,042

19,038,042

SERVICE

COSTS

0STS-BLDG &

3
195,691

227
544
1,384
1,920
652

3, 660
47,297
881
857
9,585

2,551
1,913

28,468
896

1,972

6,222
658
3,516
1,432
12,932
575
3,433

2,250
7,388
6,214
840
04

2,221
2,217

173
7,308
12,560

173,552
22,138

195,691

TN LTEU OF FORM CMS-2552-96(9/1997)

I PROVIDER NQ:

I 15-1326

I

0STS-IMPROVE

3.01

209,657

244
475
1,483
2,057
698
3,921
50,674
944
918
10, 268

2,734
2,050

30,500
960

2,113

6,666
705
3,767
1,534
13,855
616
3,677
2,410
. 7,915
6,657
809
754

2,380
2,375

187
8,014
13,457

185,938

23,719

209,657

18

4

318,463

8,419
5,366
656
241

21,021
9,637
526
1,145
17,015

11,588
1,703

20,023
12,397

3,683
72,440
3,978
2,446

8,259
30,481

11,481
25,004
559
6,194
56
7,208

991
26,573

309,148

9.315

318,463

I PERIOD:
I FROM 9/ 1/2007 1
8/31/2008 1

1,965,544

74,364
9,068
150,226
72,283

38,664
42,587
18,198
110,292
42,197

1.850

313,336
79,325

15,982

75,550
14,862
30,743
37,934
293,504

65,001
56,834
19,470

5,292
19,914

75,485
2,352

96,471
200,764

1,965,544

1,965,544

PREPARED 1/29/2009
WORKSHEET B

FART I

LEPHONES

6.01

51,692
560
373

1,120
1,120
4,106
4,106

187
1,120

560
1,680

15,671
933

187

1,306
373
560
187

2,799
187

1,120

1,120
2,238
1,493

187

560

373
933

2,986
3,546

51,692

51,692

NEF EXPENSES NLW CAP REL © NEW CAP REL C NEW CAP REL C EMPLOYEE BENE NONPATEENT TE DATA PROCESSI
OSTS-MVBLE E

6.02

440,723
3,061
15,303
9,182
79,574
9,182

3,061
9,182

12,242
30, 606

42,848

15,303

3,061
39,787
15,303

15,303
30,606

15,303

12,242

39,787
39,787

440,723

440,723
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MCRLF 32

COST ALLOCATION - GENERAL SERVICE COSTS

COST CENTER
DESCRIPTION

GENERAL SERVICE COST CNTR
NEW CAP REL COSTS-BLDG &
NEW CAP REL COSTS5-IMPROVE
NEW CAP REL COSTS-MVBLE F
EMPLOYEE BENEFITS
NONPATIENT TELEPHONES
DATA PROCESSING
PURCHASTNG RECEIVING AND
ADMITTING
CASHIERTNG/ACCOUNTS RECETL
ADMINTISTRATIVE AND GENERA
DPERATION OF FLANT
LAUNDRY & LINEN SERVICE
HOUSEKEERPTING

DIETARY

CAFFTERIA

NURSING ADMINISTRATICN
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

PARAMED ED PRGM-(SPECIFY)
INPAT ROUTINE SRVC CNTRS
ADULTS & PEDTATRICS
INTENSIVE CARE UNIT
CORONARY CARE UNIT

BUARN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE U
NURSERY

ANCILLARY SRVC COST CNTRS
OPERATING ROOM

RECOVERY ROOM

Q/P TREATMENT ROOM
DELIVERY ROOM & LABOR ROO
RADTIOLOGY ~-DIAGNOSTIC
RADIQLSOTOPE

LARORATORY

WHOLE BLOOD & PACKED RED
RESPIRATORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDTICAL SUPPLIES CHARGED
DRUGS THARGED TO PATIENTS
QUTPAT SERVICE COST CNTRS
CLINIC

PHYSTCTANS PRACTICES
EMERGENCY

OBSERVATION BEDS (NON-DIS
SPEC PURPOSE COST CENTERS
SUBRTOTALS

NONREIMBURS COST CENTERS
FITHNESS CENTER

MEDICAL OFFICE BUILDING
CROSS FOOT ADJUSTMENT
NEGATIVE COST CENTER
TOTAL

2552-96 18.6.13.0

FURCHASING Rt ADMLITTING

CETVING AND

6.03

135,237
534

71

441

187
1,116
275

5
533

7,165
1,338

878
102,436
676
2,035

3,852
54

5,070
763

304
88
311

713
6,992

135,837

135,837

6.04

479,651

29,005
£,289

2,007

39,134
3,391
1,777
5,846

109,956
6,082

76,273
1,156
,909

12,490
3,141
1,052

16,402

69
2,574
65,238

189
6,662
85,009

479,651

479,651

FOR WEST CENTRAL COMMUNITY HOSPLTAL

IN LIEU OF FORM (M$-2352-96(9/1997)CCNTD

I PROVIDER NO:

I 15-1325
T
CASHIERING/AC SUBTOTAL
COUNTS RECET
6.05 6a.05
835,673

1,976,621
918,231
62,459
285,893
353,522
113,591
770,796
336,136
12,510
50,593 2,268,887
9,226 524,193
3,501 136,296
68,262 1,102,941
5,915 104,953
3,100 218,561
10,197 268,166
191,815 2,271,177
10,608 193,387
133,042 1,352,248
2,017 114,563
12,051 501,782
21,786 503,174
5,479 152,190
1,835 59,532
28,610 222,282
121 222
4,450 87,117
113,795 1,277,246
329 11,917
11,820 728,236
148,281 2,060,939
836,672 18,982,869
55,173
836,673 19,038,042

19

I PERIOD:
I FROM 9/ 1/2007 1 WO
I To 8/31/2008 1

ADMINISTRATIV OPERATION OF

I PREPARED

1/29/2009
RKSHEET B
PART T

LAUNDRY & LIN

E AND GEMERA PLANT EN SERVICE
6.06 8 9
1,976,621
106, 380 1,024,611
4,919 7,653 55,031
33 585 7,444 1,138
40,957 83,250
13,160
89,299 22,161
38,942 16,616
1,448
262, 857 247,260 20,033
50,729 7,786
15,790 17,128
127,779 54,044 6.632
12,159 5,716
25,333 30,535
31,068 12,438
263,128 112,322 5,014
22,404 4,994 72
156,662 29,813
13,272
.58,133 19,540
58,294 61,165 £.544
17,632 53,968
6,897 7,292
25,752 6,115 2,288
26
- 10,093 19,293
147,973 19,255
1,728 1,519
34,368 65,210
239,461 109,004 11,310
1,970,229 1,024,611 55,031
5,392
1,976,621 1,024,611 55,031
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MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL
T  PROVIDER NO:
COST ALLOCATION - GENERAL SERVICE COSTS I 15-1326
I
HOUSEKEEPING DIETARY CAFETERIA NURSTING ADMIN
COST CENTER ISTRATION
DESCRIPTICN
10 11 12 14

GENERAL SERVICE COST CNTR
NEW CAF REL CDSTS-BLDG &
NEW CAP REL COSTS-IMPROVE
NEW CAP REL COSTS-MVBLE E
EMPLOYEE BENEFITS
NONPATIENT TELEPHONES
DATA PROCESSTING
PURCHASING RECEIVING AND
ADMITTING
CASHIERING/ACCOUNTS RECEI
ADMINTISTRATIVE AND GENERA
OFERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING 332,000
DIETARY 27,383 505,112
CAFETERIA 126,751
NURSING ADMINISTRATION 7,289 6,958 896,503
MEDICAL RECORDS & LIBRARY - 5,465 6,102
SOCLAL SERVICE
PARAMED ED PRGM- (SPECIFY)
INPAT ROUTINE SRVC CNTRS
ADULTS & PEDIATRICS 81,332 373,435 33,828 643,851
INTENSIVE CARE UNIT 2,561 38,318 5,674 107,988
CORDNARY CARE UNZIT
BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE U
NURSERY 5,634 1,606 30,563
ANCILLARY SRVC COST CNTRS
OPERATING ROOM 17,777 6,637 50,938
RECOVERY ROOM 1,880 1,071 63,163
O/P TREATMENT ROOM 10,044 93,359 . 2,676
DELIVERY ROOM & LABOR ROO 4,091 3,319
RADIQLOGY-DIAGNOSTIC 316,946 14,666
RADIOTISOTOPE 1,643
LABORATORY 9,807
WHOLE BLOOD & PACKED RED
RESPIRATORY THERAPY 6,427 4,817
PHYSICAL THERAPY 21,106 5,139
OCCUPATIONAL THERAPY 17,752 1,713
SPEECH PATHOLOGY 2,399 321
ELECTROCARDIOLOGY 2,011 1,606
ELECTROENCEFRHALDGRAPHY
MEDICAL SUPPLIES CHARGED 6,346
DRUGS CHARGED TO PATIENTS 6,332 5,353
OUTPAT SERVICE COST CNTRS
CLINIC 500 214
PHYSICIANS PRACTICES 21,449 7,494
EMERGENCY 35,884 17,5357
OBSERVATION BEDS (NON-DIS
SPEC PURPOSE COST CENTERS
SUBTOTALS 332,060 505,112 126,751 896,503
NONREIMBURS COST CENTERS
FITNESS CENTER
MEDICAL OFFLCE BUILDING
CROSS FOOT ADIUSTMENT
NEGATIVE COST CENTER
TOTAL 332,060 505,112 126,751 896,503

2552-96 18.6.13.0
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IN LIEU OF FORM CMS-255Z2-96(9/1997)CONTD

T PERIOD: I FPREPARED 1/2
I FROM 9/ 1/2007 1 WORKSHEET 8
I 70 8/31/2008 1 PART I

MEDTCAL RECOR SOCIAL SERVIC PARAMED
DS & LIBRARY E GM~ (SPE

17 18 24

403,261

36,382
6,635

2,517

49,088
4,254
2,229
7,333

137,937

8,666
15,667
3.940
1,320
20,574
87

106,632

403,261

403,261

9/2009

ED PR
CIFY)

13,959

13,959

13,958

13,959



T PROVIDER NO:
15-1326

Health Financial systems MCRIF3} FOR WEST CENTRAL COMMUNITY HOSPITAL
COST ALLOCATION - GEMERAL SERVICE COSTS I
T
SUBTOTAL I&R COST TOTAL
COST CENTER POST STEPR-
DESCRIPTION DOWN AD2
25 26 27
GENERAL SERVICE COST CNTR
003 NEW CAP REL COSTS-BLDG &
003 01 MEW CAP REL COSTS-IMPROVE
004 NEW CAP REL CDSTS5-MVBLE E
005 EMPLOYEE BENEFITS
006 01 NONPATIENT TELEPHONES
006 02 DATA PROCESSING
006 03 PURCHASING RECEIVING AND
006 04 ADMTITTING
006 05 CASHIERING/ACCOUNTS RECEI
006 0B ADMINISTRAILVE AND GENERA
008 OPERATION OF PLANT
009 LAUNDRY & LINEN SERVICE
010 HOUSEKEEPING
011 DIETARY
012 CAFETERIA
014 NURSING ADMINISTRATION
017 MEDICAL RECORDS & LIBRARY
018 SOCIAL SERVICE
024 PARAMED ED PRGM-(SPECIFY)
INPAT ROUFLNE SRVC CNTRS
025 ADULTS & PEDIATRICS 3,967,865 3,967,865
026 INTENSIVE CARE UNIT 753,884 753,884
027 CORONARY CARE UNIT
028 BURN INTENSLVE CARE UNIT
029 SURGICAL INTENSIVE CARE U
033 NURSERY 209,534 209,534
ANCILLARY SRvC COST CNTRS
037 OPERATING RDOM 1,415,836 1,415,836
038 RECOVERY ROOM 193,196 193,196
038 01 0/P TREATMENT ROCM 382,837 382,837
039 DELIVERY ROOM & LABOR ROO 326,415 326,415
041 RADIOLOGY-DIAGNOSTIC 2,841,190 2.841,190
043 RADIOISOTOPE 222,500 222,500
D44 LABORATORY 1,548,530 1,548,530
046 WHOLE BLCOD & PACKED RED 127,835 127,835
049 RESFPIRATORY THERAPY 599,365 599, 365
050 PHYSTCAL THERAPY 650,048 590,048
051 OCCUPATIONAL THERAPY 247,195 247,195
052 SPEECH PATHOLOGY 77,762 77,762
053 ELECTROCARDIOLOGY 280,628 280,628
054 EL ECTROENCE PHAL CHSRAPHY 335 335
055 MEDICAL SUPPLIES CHARGED 122,849 122,849
456 DRUGS CHARGED TQO PATIENTS 1,456,161 1,456,161
OUTPAT SERVICE COST CNTRS
060 CLINIC 18,878 18,878
060 0L PHYSICIANS FRACTICES 906,757 406,757
061 EMERGENCY 2,586,877 2,566,877
062 OBSERVATION BEDS (NON-DIS
SPEC PURPOSE COST CENTERS
095 SUBTOTALS 18,976,477 18,976,477
NONRLIMBURS €OST CENTERS
100 FITNESS CENTER
100 01 MEDICAL OFFICE BULLDING 61,565 G6l,5065
101 CROSS FOOT ADJUSTMENT
102 NEGATIVE COST CENTER
103 TOTAL 19,038,042 19,038,042

2552-96 18.6.13.0
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IN LIEU OF FORM CMS-2552-96(9/1997)CONTD

T PERTIOD: I PREPARED 1/29/2009
I FROM 9/ 1/2007 I WORKSHEET B

T TO 8/31/2008 1 PART I



Health Financial Systems

003
003 01
004
005
006 01
006 02
006 03
006 04
006 05
006 06
003
009
010
011
012
014
017
018
024

025
026
027
028
029
033

037
038
038 01
039
041
043
044
046
049
050
051
052
053
054
055
056

060
060 01
061
062

095

100
100 01
101
102
103

MCRIF32

FOR WEST CENTRAL COMMUNITY HOSPITAL

ALLOCATION OF NEW CAPITAL RELATED COSTS

DIR

COST CENTER
DESCREPTIOCN

GENERAL SERVICE COST CNTR
NEW CAP REL COSTS-BLDG &
NEW CAP REL COSTS-IMPROVE
NEW CAP REL COSTS-MVBLE E
EMPLOYEE BENEFITS
NONPATIENT TELEPHONES
DATA PROCESSING
PURCHASING RECETVING AND
ADMITTING
CASHIERING/ACCOUNTS RECEI
ADMINISTRATIVE AND GENERA
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDECAL RECORDS & LIBRARY
SOCIAL SERVICE

FARAMED £0 PRGM-(SPECIFY)
INPAT ROUTINE SRVC CNTRS
ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE U
WURSERY

ANCILLARY SRVC COST CNTRS
OFERATING ROOM

RECOVERY ROOM

0/P TREATMENT ROOM
DELIVERY ROOM & LABOR ROO
RADTOLOGY -DIAGNOSTTC
RADIOISOTOPE

LARQORATORY

WHOLE BLOOD & PACKED RED
RESPIRATORY THERAPY
PHYSICAL THERAPY
OCCUPATEONAL THERAPY
SPEECH PATHOLOGY
ELECFROCARDIOLOGY
ELECTROENCEPHAL OGRAPHY
MEDICAL SUPPLIES CHARGED
DRUGS CHARGED TG PATIENTS
OUTPAT SERVICE COST CNTRS
CLINIC

PHYSICIANS PRACTICES
EMERGENCY

OBSERVATION BEDS (NON-DIS
SPEC PURPOSE COST CENTERS
SUBTOTALS

NONREIMBUKS COST CENTERS
FITNESS CENTER

MEDICAL OFFICE BUILDING
CROSS FOOT ADJUSTMENTS
NLGATIVE COST CENTER
TOTAL

2552-96 18.6.13.0

ASSGNED
NEW CAPITAL
REL CO5TS

¢

825

2,440
2,108

257
5,230

1,586

40,524
17

337,183
53,122
11,255

421
215
27,850
250
84,435

3,207
1,163

572,088

572,088

NEW CaF REL € NEW CAP REL T NEW (AP REL C

0STS-BLDG &
3

227
444
1,384
1,920
652
3,660
47,297
881
857
Y,585

2,551
1,813

28,468
£06

1,972

6,222
658
3,516
1,432
12,932
575
3,433

2,250
7,388
6,214
840
704

2,221
2,217

175
7,508
12,560

173,552

22,139

195,691

I
T
I

OSTS-IMPROVE

3.01

244
475
1,483
2,057
698
3,921
50,674
944
918
10,269

2,734
2,050

30,500
960

2,113

6,666
705
3,767
1,534
13,855
616
3,677
2,410
7,915
6,057
599
754

2,380
2,375

187
8,044
13,457

185,938

23,719

209,657

22

PROVIDER NO:
15-1326

OSTS-MVBLE E
4

8,419
5,366
656
241

21,021
9,637
526
1,145
17,015

11,588
1,763

20,023
12,397

3,683
72,440
3,978
2,446

8,259
30,481

11,481
25,004
559
6,194
56
7,206

591
26,573

309,148

9,315

318,463

I PERLODG:

T FROM 3/ 1/2007 1
8/31/2008 I

I TO

SUBTOTAL

4a

8, 890
6,285
3,523
5,043
1,350
31,042
109,716
2,351
2,920
36,869

17,130
10,956

80,577
14,253

7,768

125,852
5,358
9.729

11,225

394,451

1,191
60,232

27,396
40,728
13,645

1,739
35,502

4,907
96,233

362
19,750
53,753

1,240,726

35,173

1,295,899

EMPLOYEE

FITS

IN LIEU OF FORM CMS-2552-96(9/1996)
I PREPARED 1/29/2009
WORKSHEET B

PART TIT

BENE NONPATIENT TE

LEPHONES

6.01

8,830
96
b4

193
193
706
706

32
193

96
289

2,696
160

160

514
610

8,890

8,890



Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNTTY HOSPITAL IN LTEU OF FORM CMS-2552-96(9/1996)CONTD

I  PROVIDER NO: I PERIOD: I PREPARED 1/29/2009
ALLOCATION OF NEwW CAPITAL RFIATED COSTS I 15-1326 I FRom 9/ 1/2007 1 WORKSHEET B
I I7T0 8/31/2008 I PART ITT
DATA PROCESSI PURCHASING RE ADMITTING CASHIERING/AC ADMINISTRATIV QOPERATIOM DF LAUNDRY & LIN
COST CENTER NG CEIVING AND COUNTS RECEI E AND GEMERA PLANT EN SERVTCE
DESCATPTION
6.02 6.03 6.04 6.05 6,06 g 9
GENERAL SERVICE COST CNIR
003 NEW CAF REL COSTS-BLDG &
003 01 NEW CAP REL COSTS-IMFROVE
QG4 NEW CAP REL COSTS-MVBLE E
0os EMPLOYEE BENEFITS
D06 01 NONPATIENT TELEPHONES
005 02 DATA PRDCESSING 6,381
D06 03 PURCHASTNG RECETVING AND 44 3,631
D06 04 ADMITTING 222 14 5,472
D06 05 CASHIERING/ACCOUNTS RECEI 133 2 1,678
006 06 ADMINISTRATIVE AND GENERA 1,152 12 32,912
008 OPERATTION OF PLANT 133 5 1,771 112,331
009 LAUNDRY & LINEN SERVICE 82 839 3,272
010 HOUSEKEEPING 44 30 559 816 68
011 DIETARY 133 7 682 4,127
012 CAFETERTA 219
014 NURSING ADMINISTRATION 177 1,487 2,430
017 MEDICAL RECORDS & LIBRARY 443 14 648 1,822
013 SOCIAL SERVICE
024 PARSMED ED PRGM-(SPECIFY) 24
INPAT ROUTINE SRVC CNIRS
025 ADULTS & PEDIATRICS 620 192 3132 102 4,377 27,105 1,132
026 INTENSIVE CARE UNLT 36 61 19 1,011 854
027 CORONARY CARE UNIT
028 BURN INTENSIVE CARE UNIT
029 SURGICAL INTENSIVE CARE U
033 NURSERY 23 23 7 263 1,878
ANCILLARY SRVC COST CNTRS
037 OPERATING ROOM 222 2,740 4458 137 2,128 5,925 394
038 RECOVERY ROOM 39 12 202 627
038 01 0/P TREATMENT ROOM 44 18 20 6 422 3,348
039 DELIVERY ROOM & LABOR ROO 54 67 21 517 1,364
041 RADICLOGY-DIAGNOSTIC 576 103 1.237 380 4,382 12,314 298
043 RADIOISOTOPE 1 70 21 373 548 4
044 LABORATORY 222 874 268 2,608 3,269
046 WHOLE BLOCD & PACKED RED 13 4 221
049 RESPIRATORY THERAPY 222 136 : 79 24 968 2,142
050 PHYSICAL THERAPY 443 20 143 44 871 7,035 508
051 OCCUPATIONAL THERAPY 36 11 294 . 5,917
052 SPEECH PATHOLOGY 222 12 4 115 799
053 ELECTROCARDIOLOGY 8 188 58 429 670 136
054 ELECTROENCEPHALOGRAPHY 1
055 MEDICAL SUPPLIES CHARGED 2 29 9 168 2,115
056 DRUGS THARGED TO PATIENTS 177 8 743 229 2,464 2,111
OUTPAT SERVICE COST CNTRS )
060 CLINIC ? 1 29 167
060 01 PHYSICIANS PRACTICES 576 19 76 23 1,405 7,149
061 EMERGENCY 576 187 974 298 3,987 11,960 672
062 OBSERVATION BEDS (NON-DIS
SPEC PURPOSE COST CENTERS
055 SUBTOTALS 5,381 3,631 5,472 1,678 12,806 112, 33t 3,272
NONRETMBURS COST CENTERS
100 FITNESS CENTER
100 01 MEDICAL GFFICE BUTLDING 106
101 CROSS FOOT ADIUSTMENTS
102 NEGATIVE COST CENTER
103 TOTAL 6,381 3.631 5,472 1,678 32,912 112,331 3,272

2552-96 18.6.13.0
23



Health rinancial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIED OF FORM (MS-2552-96(9/1996)CONTD

I PROVIDER NO: I PERLIOD: I PREPARED 1/29/2009
ALLOCATION OF NEW CAPITAL RELATED COSTS I 15-1326 I FROM 9/ 172007 1 WORKSHEET B
I I TO 8/31/2008 1 PART III
HOUSEKEEPING DIETARY CAFETERIA NURSING ADMIN MEDICAL RECUR SOCIAL SERVIC PARAMED ED PR
COST CENTER ISTRATION DS & LIBRARY E GM- {SPECIFY)
DESCRIPTTON
10 11 12 14 17 18 24
GENERAL SERVICE COST UNTR
003 NMEW CAP REL COSTS-BLDG &
003 (01 NEW CAP REL COSTS-IMPROVE
004 MNEW CAF REL COSTS5-MVELE E
003 EMPLOYEE BENEFLTS
006 01 NONPATTENT TELFPHONES
006 02 DATA PROCESSING
0ODE 03 PURCHASING RECEIVING AND
006 04 ADMITTING
006 05 CASHIERING/ACCOUNTS RECEI
006 0O ADMINISTRATIVE AND GENERA
008 OPERATION OF PLANT
009 LAUNDRY & LIMEN SERVICE
010 HOUSEKEEPING 4,469
011 DIETARY 369 47,380
012 CAFETERIA 21%
014 NURSING ADMINTSTRATTON 98 12 21,430
017 MEDICAL RECORDS & LIBRARY 74 11 14,257
018 SOCIAL SERVICE
024 PARAMED ED PRGM-(SPECIFY) 24
TNPAT ROUTINE SRVC CNTRS
025 ADULTS & PEDIATRICS 1,085 35,029 58 15,390 1,287
026 INTENSIVE CARE UNIT 34 3,594 10 2,581 235
027 CORONARY CARE UNIT
028 BURN INTENSIVE CARE UNIT
029 SURGICAL INTENSIVE CARE U
033 NURSERY 76 3 731 89
ANCILLARY SRVC COST CNTRS
HEN) QPERATING ROOM 239 11 1,218 1,737
038 RECOVERY ROOM 25 2 1,510 151
038 01 O/P TREATMENT ROOM 135 8,757 5 C 79
039 DELIVERY ROOM & LABOR ROO 55 6 259
041 RADIOLOGY-DIAGNOSTIC 497 25 4,869
043 RADIOISOTOPE 22
044 LABORATORY 132
Dan WHOLE ELOOD & PACKED RED -
043 RESPIRATORY THERAPY 87 3 307
050 PHYSTICAL THERAFY 284 9 554
051 OCCUPATIONAL THERAPY 239 3 139
052 SPEECH PATHOLOGY 32 1 47
053 ELECTROCARDTOLOGY 27 3 728
054 ELECTROENCEPHALQGRAPHY 3
055 MEDICAL SUPPLIES CHARGED 85
056 DRUGS CHARGED TO PATIENTS 85 9
OUTPAT SERVICE €COST CNTRS
060 CLINIC 7
060 01 PHYSICIANS PRACTICES 289 13
06l EMERGENCY 483 30 3,773
062 OBSERVATION BEDS (NON-DIS
SPEC PURPOSE COST CENTERS
095 SUBTOTALS 4,469 47,380 219 21,430 14,257
NMONREIMBURS COST CENTERS
100 FITNESS CENTER
100 01 MEDICAL COFFICE BUTLDING
101 CROS5 FOOT ADJUSTMENTS 24
102 NEGATTVE COST CENTER
103 TOTAL 4,469 47,380 219 21,430 14,257 24

2552-95 18.6.13.0
24



Health Financial Systems MCRTF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS-2552-96(9/1996)CONTD
I PERIOD:
I FROM 9/ 1/2007

003
063
004
005
006
006
0c6
06
006
006
008
009
010
01l
012
014
017
018
D24

025
026
027
028
029
013

037
038
038
039
041
043
044
046
049
050
051
052
053
054
055
Q56

060
060
061
062

095

100
100
101
102
103

01

01

01

1 PROVIDER NO:

ALLOCATTON OF NEW CAPITAL RELATED COSTS I 15-1326
I
SUBTOTAL POST TOTAL
COST CENTER STEPDOWN
DESCRIPTION ADIUSTMENT
25 26 27

GENERAL SERVICE COST CNTR
NEW CAF REL COSTS-BLDG &
NEW CAP REL COSTS-IMPROVE
NEW CAP REL COSTS-MVBLE E
EMPLOYEE BENEFITS
NONPATIENT TELEPHONES
DATA PROCESSING
PURCHASING RECEIVING AND
ADMITTING
CASHIERING/ACCOUNTS RECEX
ADMINISTRATIVE AND GENERA
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEREEPTING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECCRDS & LIBRARY
SOCIAL SERVICE

PARAMED ED PRGM-{SPECIFY)
INPAT ROUTINE SRVC CNTRS
ADULTS & PEDIATRICS 170,052 170,052
INTENSIVE CARE UNIT 22,848 27,848
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE U

NURSERY 10,893 10,893
ANCILLARY SRYC COST CNTRS

OPERATING ROOM 141,276 141,276
RECOVERY ROCM 7,990 7,990
O/P TREATMENT ROOM 22,659 22,659
DELIVERY ROOM & LABOR ROO 13,600 13,600
RADIOLOGY-DIAGNOSTIC 419,613 419,613
RADIOISOTOPE 2,262 2,262
LABORATORY 67,798 67,798
WHOLE BLOOD & PACKED RED 238 238
RESPIRATORY THERAPY 31,562 31,562
PHYSICAL THERAPY 51,124 31,124
OCCUPATIONAL THERAPY 20,541 20,541
SPEECH PATHOLOGY 3,003 3,003
ELECTROCARDIOLOGY 37,845 37,845
ELECTROENCEPHALOGRAPHY 4 4
MEDICAL SUPPLTIES CHARGED 7,379 7,379
DRUGS CHARGED TO PATIENTS 102,224 102,224
OUTPAT SERVICE COST CNTRS

CLINIC 568 568
PHYSICTANS PRACTICES 29,814 29,814
EMERGENCY 77,303 77,303

OBSERVATION BEDS (NON-DIS

SPEC PURPOSE COST CENTERS

SUBTOTALS 1,240,596 1,240,596
NONREIMBURS COST CENTERS

FITNESS CENTER

MEDICAL OFFICE RUILDTNG 55,279 55,279
CROSS FOOQT ADJUSTMENTS 24 24
NEGATTVE CODST CENTER

JOTAL 1,295,899 1,295,899

2552-96 18.6.13.0

25

I TO

B/31/2008

I
1
1

PREPARED 1/29/2009
WORKSHEET B
PART ITT



Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNTTY HOSPETAL IN LTEU OF FORM CM5-2552-96(%/1997)

I PROVIDER NO: I PERIOD: I PREPARED 1/29/2009
COST ALLOCATION - STATISTICAL BASIS I 15-1326 I FROM 9/ 1/2007 1 WORKSHEET 8-1
I I 710 8/31/2008 1
COST CENTER NEW CAP REL ¢ MEW CAP REL € NEW CAP REL C EMPLOYEE BENE NONPATIENT TE DATA PROCESSI
DESCRIPTION 0STS-BLDG &  OSTS-IMPROVE OSTS-MVELE E  FITS LEPHONES NG
(sqQ FT (sq FT (EQUIP 4 GROSS {PHONES (DEVICES
) JDEPRN ) SALARIES
3 3.01 4 5 6.01 6.02
GENERAL SERVICE COST
003 NEW CAP REL COSTS-BLD 89,507
002 01 NEw CAP RFL COSTS-IMP 89,507
04 NEW CAP REL COSTS5-MVB 313,827
005 EMPLOYEE BENEFITS §,904,829
006 Ol NONPATIENT TELEPHOWES 104 104 8,296 277
006 02 DATA PROCESSING 203 203 5,288 3 144
006 €3 PURCHASING RECEIVING 633 633 646 2 1
006 (4 ADMITTING 878 878 237 336,905 b 5
006 05 CASHTERTNG/ACCOUNTS R 298 298 41,081 B 3
006 (06 ADMINISTRATIVE AND GE 1,674 1,674 20,715 680,594 22 26
008 OPERATION OF PLANT 21,634 21,634 9,497 327,476 22 3
009 LAUNDRY & LINEM SERVI 403 403 518
oLc HOUSEKEEPING 192 352 1.128 175,168 1 1
011 DIETARY 4,384 4,384 16,767 192,915 6 3
012 CAFETERIA 82,447
014 NURSING ADMINISTRATIO 1,167 1,167 11,419 499,677 3 4
017 MEDICAL RECORDS & LIB 875 875 1,737 191,171 9 10
018 SOCIAL SERVICE
024 PARAMED ED PRGM-(SPEC 8,383
INPAT ROUTINE SRVC CN
025 ADULTS & PEDIATRICS 13,021 13,021 19,732 1,419,559 B4 14
026 INTENSTVE CARE UNIT 410 410 12,217 359,377 5
027 CORONARY CARE UNIT
028 BURN INTENSIVE CARE U
029 SURGICAL INTENSIVE CA
033 NURSERY 902 902 3,629 85,999 1
ANCTLLARY SRWC COST C
037 OPERATING ROOM 2,846 2,846 71,388 342,278 7 5
038 RECOVERY ROOM 301 301 3,920 67,332 2
038 01 O/P TREATMENT ROOM 1,608 1,608 2,410 139,280 3 1
039 DELIVERY ROOM & LABOR 655 655 8,139 171,859 o1
041 RADIOLOGY-DIAGNDSTEC 5,91% 5,915 30,037 1,329,709 15 13
043 RADIOISOTOPE 263 263 1
044 LABORATORY 1,570 1,570 ] 5
046 WHOLE BLODD & PACKED
049 RESPIRATORY THERAPY 1,029 1,029 11,314 294,484 [ 5
050 PHYSICAL THERAPY 3,379 3,379 24,540 257,486 i2 10
051 QCCUPATIONAL THERAPY 2,842 2,842 551 88,206 8
052 SPEECH PATHOLOGY 384 3B4 23,974 1 5
053 ELECTROCARDIOLOGY 322 322 6,104 90,221 3
054 ELECTROENCEPHALOGRAPH
055 MEDICAL SUPPLIES CHAR 1,016 1,016 55 2
056 DRUGS CHARGED TO PATI 1,014 1,014 7,101 341,982 5 4
OUTPAT SERVICE COST C
060 CLINIC 80 BO 10,655
060 01 PHYSICIANS PRACTICES 3,434 3,434 977 437,059 16 13
0el EMERGENCY 5,745 5,745 26,186 609,552 19 13
062 DBSERVATION BEDS (NON
SPEC PURPOSE COST CEN
095 SUBTOTALS 79,381 79,381 304,643 8,904,829 277 144
NONREIMBURS COST CENT
100 FITNESS CENTER
100 01 MEDICAL OFFICE BUILDI 10,126 10,126 9,179
101 CROS5 FODT ABJUSTMENT
102 NEGATIVE COST CENTER
103 COST TO BE ALLOCATED 195,691 208,657 318,463 1,965,544 51,692 440,723
(WRKSHT B, PART T)
104 UNIT COST MULTIPLIER 2.186321 1.014772 1686.613718
(WRKSHT B, PT I) 2.342353 L220728 3,060.57638%
105 COST TO BE ALLDCATED
{WRKSHT B, PART IT)
106 UNIT COST MULTIPLIER
{WRKSHT B, PT TT)
107 COST TO BE ALLOCATED 8,890 6,381
{WRKSHT B, PART TII
108 UNIT COST MULTIPLIER 32.093863
{WRKSHT B, PT III) 44,312500

7552-96 18.6.13.0
26



Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS-2552-96(9/1997)CONTD

I PROVIDER NO: I PERIOD: I PREPARED 1/29/2009
COST ALLOCATIOM - STATISTICAL BASIS I 15-1326 L FROM 9/ 172007 1 WORKSHEET B-1
I T 70 8/31/2008 1
COST CENTER PURCHASING RE ADMITTING CASHIERING/AC ADMINISTRATIV OPERATION OF LAUNDRY & LIN
DESCRIPTION CEIVING AND COUNTS RECEI E AND GENERA PLANT EN SERVICE
[(REQUISITIO  (TOTAL (TOTAL RECONCTL - {  ACCUM. {5Q FT (LINEN
JREVENUE JREVENUE 3} IATION CosT b ) J
6.03 5.04 6.05 6a.06 6.06 B 9
GENERAL SERVECE COST
003 NEW CAP REL COSTS-BLD
003 Q1 NEW CAP REL COSTS-IMP
004 NEW CAP REL COSTS-MVB
005 EMPLOYEE BENEFITS
006 01 MONPATIENT TELEPHONES
006 02 pATA PROCESSING
006 03 PURCHASING RECEIVING 275,347
006 04 ADMITTING 1,083 49,515,924
006 05 CASHIERING/ACCOUNTS R 143 49 515,924
006 06 ADMIMLISTRATIVE AND GE 293 -1,976,621 17,061,421
008 OPERATICN OF PLANT 379 918, 231 53,957
009 LAUNDRY & LINEN SERVI 42,459 403 149,899
010 HOUSEKEEPING 2,263 239,893 392 3,099
011 DIETARY -~ 558 353,522 4,384
012 CAFETERIA 113,591
014 NURSING ADMINISTRATIC 10 770,796 1,167
017 MEDICAL RECORDS & LIB 1,080 336,136 875
018 SOCTAL SERVICE
D24 PARAMED ED FRGM- (SPEC 12,510
INPAT ROUTINE SRVC CN
025 ADULTS & PEDIATRICS 14,524 2,004,184 2,994,184 2,268,887 12,021 54,571
026 INTENSIVE CARE UNTT 2,712 546,040 546,040 524,193 410
027 CORONARY CARE UNIT
028 BURN INTENSIVE CARE U
029 SURGICAL INTENSIVE CA
033 NURSERY 1,780 207,179 207,179 126,296 902
ANCTILLARY SRVC COST C
037 QPERATING ROOM 207,641 4,039, 866 4,039,866 1,102,941 2,846 18,064
038 RECOVERY ROOM 350,074 350,074 104,953 101
038 01 O/P TREATMENT ROOM 1,370 183,464 183,464 218,661 1,608
039 DELIVERY ROOM & LABOR 4,125 603,464 603,464 268,166 655
041 RADIOLOGY -DIAGNOSTIC 7,808 11,351,863 11,351,863 2,271,177 5,915 13,657
043 RADIODISOTOPE 109 627,817 627,817 193, 387 263 196
044 LABORATORY 7,873,698 7,873,698 1,352,248 1,570
046 WHOLE BLOOD & PACKED 119,371 119,371 114,563
049 RESPIRATORY THERAPY 10,278 713,189 713,183 501,782 1,029
050 PHYSICAL THERAPY 1,547 1,289,335 1,289,335 503,174 3,379 23,274
051 DCCUPATIONAL THERAPY 324,263 324,263 152,190 2,842
052 SPEECH PATHOLOGY 108,622 108,622 59,533 384
053 ELECTROCARDICLOGY 616 1,693,226 1,693,226 222,282 322 6,231
054 ELECTROENCE PHALOGRAFPH 7,149 7,149 222
055 MEDICAL SUPPLIES CHAR 178 265,730 265,730 87,117 1,016
056 DRUGS CHARGED TO PATI 630 6,734,038 6,734,638 1,277,246 1,014
OUTPAT SERVICE COST C
060 CLINIC 19,488 19,4388 14,917 80
080 01 PHYSTCTIANS PRACTICES 1,240 687,697 687,697 728,236 3,434
061 EMERGENCY 14,174 8,775,567 8,775.567 2,066,939 5,745 30,807
062 OBSERVATION BEDS (NON
SPEC PURPOSE COST CEN
095 SUBTOTALS 275,347 49,515,924 49 515,924 -1,976,621 17,006,248 53,957 149,899
NONREIMBURS COST CENT
100 FITNESS CENTER
100 01 MEDICAL OFFICE BUILDI 55,173
101 CROSS FOOT ADJUSTMENT
102 NEGATIVE COST CENTER
103 COST TO BE ALLOCATED 135,837 479,651 836,673 1,976,621 1,024,611 55,031
{WRKSHT B, PART I)
104 UNIT COST MULTIPLIER 009687 18.9389399
(WRKSHT B, PT I} .493330 016897 .115853 .367121
105 COST TO BE ALLOCATED
(WRKSHT 8, PART II)
106 UNIT COST MULTIPLIER
(WRKSHT 8, PT II)
107 COST TO BE ALLOCATED 3,631 5,472 1,678 32,912 112,331 3,272
(WRKSHT 8, PART TII
108 UNIT COST MULTIPLIER .000111 2.081861
(WRKSHT B, PT IIL) .01318&7 .000034 .001029 .021828

2552-96 18.6.13.0
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D51
052
053
054
055
056

0560
050
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100
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c1

01
02
03
04
05
D&

D1

01

0l

MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL
1  PROVIDER NO:
COST ALLOCATION - STATISTICAL BASIS I 15-1376
I
COST CENTER HOUSEKEEPING DIETARY CAFETERIA
DESCRIPTICN ISTRATION
(sa rr (DTETARY (FTE (TIME
JSPENT
10 11 12 14
GENERAL SERVICE COST
NEW CAP REL COSTS-BLD
NEW CAP REL COSTS-IMP
NEW CAP REL COSTS-MVB
EMPLOYEE BENEFITS
NONPATIENT TELEPHONES
DATA PROCESSING
PURCHASING RECEIVING
ADMITTING
CASHIERING/ACCOUNTS R
ADMINISTRATIVE AND GE
DPERATION OF PLANT
LAUNDRY & LINEN SERVI
HOUSEKEEPING 53,162
DIETARY 4,384 10,783
CAFETERIA 1,184
NURSING ADMINISTRATIO 1,167 65 440
MEDICAL RECORDS & LIB 375 57
SOCIAL SERVICE
PARAMED ED PRGM- (SPEC
INPAT ROUTINE SRVC CN
ADULTS & PECIATRICS 13,021 7.972 316 316
INTENSIVE CARE UNIT 410 B1B 53 53
CORONARY CARE UNIT
BURN INTENSIVE CARE U
SURGICAL INTENSIVE CA
NURSERY 902 15 15
ANCTILARY SRVC COST C
OPERATING ROOM 2,846 62 25
RECOVERY ROOM 301 10 31
O/P TREATMENT ROOM 1,608 1,993 25
DELIVERY ROOM & LABOR 655 31
RADIOLOGY-DIAGNOSTIC 5,915 137
RADIOISOTCPE 263
LABORATORY 1,570
WHOLE BLOOD & PACKED
RESPIRATORY THERAPY 1,02¢ 45
PHYSICAL THERAPY 3.379 48
OCCUPATIONAL THERAPY 2,842 16
SPEECH PATHOLOGY 384 3
ELECTROCARDIOLOGY 322 15
ELECTROENCEPHALOGRAPH
MEDICAL SUPPLTIES CHAR 1,016
DRUGS CHARGED TO FATIL 1,014 50
QUTPAT SERVICE COST O
CLINIC 30 2
PHYSICIANS PRACTICES 3,434 70
EMERGENCY 5,745 154
COBSERVATION BEDS {NON
SPEC PURPOSE COST CEN
SUBTOTALS 53,162 10,783 1,184 440
NONREIMBURS COST CENT
FITNESS CENTER
MEDICAL OFFICE BUILDI
CROSS FOOT ADJUSTMENT
NEGATIVE COST CENTER
COST TO BE ALLOCATED 332,060 505,112 126,751 896,503
{(WRKSHT B, PART I)
UNIT COST MULTIPLTIER 4G.843365 2,037.506818
(WRKSHT B, PT I} 6.246191 107.053209
COST TO BE ALLOCATED
(WRKSHT B, PART II}
UNIT COST MULTIPLIER
(WRKSHT B, PT II)
COST TO BE ALLOCATED 4,469 47,380 219 21,430
(WRKSHT 8, PART IIT
UNIT COST MULTIPLIER 4.393953 48.704545
(WRKSHT B, PT III) .084064 . 184966

2552-96 18.6.13.0

28

1 PERTIOD:

I FROM 9/ 172007 I
8/31/2008 I

I 70

(USER

JREVENUE

17

32,187 485

2,994,184
546,040

207,179

4,039,866
350,074
183,464
603,464

11,351,863

713,189
1,289,335
324,263
108,622
1,693,226
7,149

8,775,567

33,187,485

403,261

.012151

14,257

.000430

IN LIEU OF FORM CMS-2552-96(9/1997)CONTD

T PREPARED 1/28/2009
WORKSHEET 8-1

NURSING ADMIN MEDICAL RECOR SQCIAL SERVIC PARAMED ED PR
DS & LIBRARY E

GM-(SPECIFY)

(REFERRALS ( PARAMED

IRADLGY b

18 24

100

100

100

13,959

139.590000

24

. 240Q0C



Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS-Z552-96{C5/1999)

I PROVIDER NO: I PERIOD: I PREPARED 1/29/2009
COMPUTATION OF RATIO OF €OSTS TO CHARGES T 15-1326 I FROM 9/ 1/2007 1 WORKSHEET C
I ITO B/31/2008 1 PART Y
WKST A COST CENTER DESCRIPTION WKST B, PT I THERAPY TOTAL RCE TOTAL
LINE NO. coL. 27 ADJUSTMENT COSTS DISALLOWANCE COSTS
1 2 3 4 S
TNPAT ROUTINE SRVC CNTRS
25 ADULTS & PEDIATRICS 3,967,865 3,967,865
26 INTENSIVE CARE UNIT 753,884 753,884
27 CORONARY CARE UNIT
28 BURN INTENSIVE CARE UNIT
29 SURGICAL INTENSIVE CARE U
33 NURSERY 209,534 209,534
ANCILLARY SRVC COST CNTRS
i7 OPERATING ROOM 1,415,836 1,415,836
3B RECOVERY ROOM 193,186 193,196
38 01 O/P TREATMENT ROCM 382,837 382,837
39 DELIVERY ROOM & LABOR ROGQ 326,415 326,415
41 RADIOLOGY -DIAGNOSTIC 2,841,150 2,841,190
43 RADIOISOTOPE 222,500 222,500
44 LABDRATORY 1,548,530 1,548,530
46 WHOLE BLOOD & FACKED RED 127,835 127,835
49 RESPIRATCRY THERAPY 599,305 599,365
50 PHYSICAL THERAPY 690,048 690,048
51 QCCUPATIONAL THERAPY 247,185 247,185
52 SPEECH PATHOLOGY 77,762 77,762
53 ELECTROCARDTOLOGY 280,628 280,628
54 ELECTROENCEPHALOGRAPHY 335 338
55 MEDTCAL SUPPLIES CHARGED 122,849 122,849
56 DRUGS CHARGED TQO PATIENTS 1,456,161 1,456,161
OUTPAT SERVICE COST CNTRS
B0 CLINIC 18,878 18,878
B0 0l PHYSICIANS PRACTICES 906,757 306,757
61 EMERGENCY 2,586,877 2,586,877
62 OBSERVATION BEDS (NON-DIS 920,518 920,518
OTHER REIMBURS COST CNTRS
101 SUBTOTAL 19,896,995 19,896,995
102 LESS OBSERVATION BEDS 920,518 920,518
103 TOTAL 18,976,477 18,976,477

2552-96 £8.6.13.0
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Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS-2552-96(05/1999)

I PROVIDER NO: I PERIOD: I PREPARED 1/29/2009
COMPUTATION OF RATIO OF COSTS TO CHARGES I 15-1326 I FROM 9/ 1/2007 I WORKSHEET C
1 L 1O 8/31/2008 I PART I
WKST A COST CENTER DESCRIPTION INPATIENT CUTPATLENT TOTAL COS7T OR TEFRA INPAT- PPS INPAT-
LINE NO. CHARGES CHARGES CHARGES OTHER RATICO  IENT RATIO IENT RATIC
b 7 8 9 10 11
INPAT ROUTINE SRVC CNTRS
25 ADULTS & PEDIATRICS 2,303,095 2,303,095
26 INTENSIVE CARE UNIT 546,040 546,040
27 CORONARY CARE UNIT
28 BURN INTENSTIVE CARE UNIT
29 SURGICAL INTENSIVE CARE U
33 NURSERY 207,179 207,179
ANCILLARY SRVC COST CNTRS
37 OPERATING ROOM 1,393,777 2,646,089 4,039, 866 .350466 . 350166
38 RECOVERY ROOM 131,319 218,755 350,074 .551872 .551872
38 01 o/F TREATMENT RCOM 779 182,635 183,464 2.086715 2.08B6715
39 DELIVERY ROOM & LABOR ROO 350,295 253,169 603,464 . 540902 L 540902
41 RADIOLOGY-DIAGNOSTIC 1,181,309 14,170,554 11,351,863 .250284 .250284
43 RADIOISOTOPE 31,636 536,181 627,817 .354403 . 354403
44 LABORATORY 1,451,789 6,421,909 7,873,658 L196671 .186671
16 WHOLE ELOOD & PACKED RED 62,076 57.295 119,371 1.070905 1.070905
49 RESPIRATORY THERAPY 514,293 198,896 713,189 . 840401 . 840401
50 PHYSTCAL THERAPY 157,989 1,131,346 1,289,335 .535197 .535197
51 QCCUPATIONAL THERAPY 41,329 282,934 324,263 .762329 .762329
52 SPEECH PATHOLOGY 9,535 99,087 108.622 . 715895 L 715895
53 ELECTRCCARDIOLOGY 401,628 1,291,538 1,653,226 .165736 . 165736
54 ELECTROENCEPHALOGRAPHY 4,832 2,317 7,149 .046860 . 046860
55 MEDICAL SUPPLIES CHARGED 199,943 65,787 265,730 .462308 .462308
56 DRUGS CHARGED TO PATIENTS 3,002,650 3,731,988 6,734,638 L216220 .216220
QUTPAT SERVICE CDST CNTRS
60 CLINIC 19,488 19,488 .968699 . 968699
60 01 PHYSICIANS PRACTICES 687,697 b37,69/ 1.318541 1.318541
61 EMERGENCY 375,353 8,400,214 8,775,567 294782 .294782
62 OBSERVATION BEDS (NON-DIS 691,08% 651,089 1.331982 1.331982
OTHER . REIMBURS COST CNTRS
101 SUBTOTAL 12,366,846 37,149,478 49,515,924
102 LESS OBSERVATIUN BEDS
103 TOTAL 12,366,846 37,149,078 49,515,924

2552-96 18.6.13.0
30



Health Financial systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL #ANOT A CMS WORKSHEET ** (05/1999)

T  PROVIDER NO: I PERICD: I PREPARED 1/29/2009
COMPUTATION DF RATIO OF COSTS TO CHARGES I 15-1326 I FROM 9/ 1/2007 1 WORKSHEET C
SPECIAL TITLE XIX WORKSHEET T I 70 8/31/2008 1 PART I
WKST A COST CENTER DESCRIPTION WKST B, PT T THERAPY TOTAL RCE TOTAL
LINE NO. colL.. 27 ADJUSTMENT COsTS DISALLOWANCE COSTS
1 2 3 4 5
INPAT ROUTINE SRVC CNTRS
25 ADULTS & PEDIATRICS 3,967,865 3,967,865
26 INTENSIVE CARE UNIT 753,884 753,884
27 CORONARY CARE UNIT
28 BURN INTENSIVE CARE UNIT
29 SURGICAL INTENSIVE CARE U
23 NURSERY 209,534 209,534
ANCILLARY SRVC COST CNIRS
37 OPERATING ROOM 1,415,836 1,415,836
38 RECCVERY ROOM 193,186 193,196
38 01 O/P TREATMENT ROOM 382,837 182,837
39 DELIVERY ROOM & LABOR ROO 326,415 326,415
41 RADIOLOGY-DIAGNOSTIC 2,841,190 2,841,190
43 RADIOLSOTORPE 222,500 222,500
44 LABCRATCORY 1,548,530 1,548,530
46 WHOLE BLOCD & PACKED RED 127,835 127,835
49 RESPTRATORY THERAPY 599,365 599,365
50 PHYSICAL THERAPY 680,048 690,048
51 OCCUPATIONAL THERAPY 247,195 247,195
52 SPEECH PATHOLOGY 77,762 77,762
53 ELECTROCARDIOLOGY 280.628 280,628
54 ELECTROENCEPHALOGRAPHY 335 335
53 MEDICAL SUPPLIES CHARGED . 122,849 122,849
56 DRUGS CHARGED TO PATIENTS 1,456,161 1,456,161
OUTPAT SERVICE COST CNTRS
60 CLINTIC 18,878 18,878
60 01 PHYSICIANS PRACTICES 006,757 906,757
61 EMERGENCY 2,586,877 2,586,877
62 GBSERVATION BEDS (NON-DIS 520,518 920,518
CTHER REIMBURS COST CNTRS
101 SUBTOTAL 19,896,995 19,896,995
102 LESS OBSERVATION BEDS 920,518 920,518
103 TOTAL 18,976,477 18,976,477

2552-96 18.6.13.0
31
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WKST A
LINE N

MCRIF32

FOR WESYT CENTRAL COMMUNITY HOSPLITAL

COMPUTATION OF RATIQ OF CO5TS TO CHARGES

o.

01

01

SPECIAL TITLE XIX WORKSHEET

COST CENTER DESCRIPTION

INPAT ROUTINE SRVC CNTRS
ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
CORONARY CARE UNTT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE U
NURSERY

ANCILLARY SRVC COST CNTRS
OPERATING ROCM

RECOVERY ROOM

O/P TREATMENT ROCM
DELIVERY ROOM & LABOR ROO
RADIOLOGY-DIAGNOSTIC
RADTQTS0TOPE

LABORATORY

WHOLE BLOOD & PACKED RED
RESPIRATORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLDGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED
DRUGS CHARGED TQ PATIENTS
QUTPAT SERVICE COST CNTRS
CLINTC

PHYSICIANS PRACTICES
EMERGENCY

OBSERVATION BEDS (NON-DIS
OTHER REIMBURS COST CNTRS
SUBTOTAL

LESS OBSERVATION BEDS
TOTAL

2552-96 18.6.13.0

INPATIENT
CHARGES
6

2,303,095
545,040

207,179

1,393,777
131,319
779
350,295
1,181,309
31,636
1,451,789
62,076
514,293
157,989
41,329
9,535
401,628
4,832
199,943
3,002,650

375,353

12,366,846
12,366,846

OUTPATTENT
CHARGES
7

2,646,089
718,755
182 , 685
253,169
10,170,554
596,181
6,421,909
57,295
198,896
1,131,346
282,934
99,087
1,291,598
2,317
65,787

3,731,983

19,488
687,697
8,400,214
691,089
37,149,078

37,149,078

AANOT A CMS WORKSHELT *¥

(05/1999)

1 PROVIDER NO: I PERIOD: I PREPARED 1/29/2009
I 15-1326 I FROM 9/ 1/2007 I WORKSHEET C
1 I TO B/31/2008 1 PART I
TOTAL COST OR TEFRA TNPAT- PPS INPAT-
CHARGES OTHER RATIO  IENT RATIO 1IENT RATIO
8 9 10 11
2,303,095
546,040
207,179
4,039,806 . 350466 .350466
350,074 .551872 .551872
183,464 2.0B6715 2.086715
603,464 . 540802 . 540902
11,351,863 .250284 ,250284
627,817 . 354403 . 354403
7,873,698 .186671 196671
119,371 1.070905 1.670905
713,189 . 840401 .B40401
1,289,335 .535197 .535187
324,263 .762329 .782329
108,622 L 715895 . 715895
1,693,226 .165736 .165736
7,149 046860 016860
265,730 462308 .462308
6,734,638 . 216220 .216220
19,488 .968659 . 9686499
687,697 1.318541 1.318541
8,775,567 ,294782 .294782
691,089 1.331982 1.331982
49,515,924
49,515,824

32



Health Financial systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPLTAL IN LIEU OF FORM CMS-2552-96{09/2000)

CALCULATION OF OUTPATIENT SERVICE COST TO 1 PROVIDER NO: I PERIOD; T PREPARED 1/29/2009
CHARGE RATIOS NET OF REDUCTIONS I 15-1326 I FROM 9/ 1/2007 I WORKSHEET C
: 1 I TO B/31/2008 I PART II
TOTAL COST  CAPITAL COST OPERATING CAPITAL  OPERATING COST COST NET OF
WKST A COST CENTER DESCRIPTION  WKST B, PT I WKST B PT II  COST NET OF REDUCTION REDUCTION  CAP AND OPER
LINE NO. coL. 27 & ITI,CoL. 27 CAPTITAL COST AMOUNT COST REDUCTION
1 2 3 4 5 6
ANCILEARY SRVC COST CNTRS
37 OPERATING ROOM 1,415,836 141.276 1,274,560 1,415,836
38 RECOVERY ROOM 193,196 7,990 185,206 193,196
38 0l O/P TREATMENT RQOM 382,837 22,659 36G,178 182,837
35 DELIVERY ROOM & LABOR ROO 326,415 13,600 312,815 326,415
41 RADIQLOGY -DIAGNOSTIC 2,841,190 419,613 2,421,577 2,841,190
43 RADIOISOTOPE 222,500 2,262 220,238 222,500
44 LABORATORY 1,548,530 67,798 1,480,732 1,548,530
46 WHOLE BLOOD & PACKED RED 127,835 238 127,597 127,835
49 RESPIRATORY THERAFY 599,305 31,562 567,803 594, 385
S0 PHYSICAL THERAPY 690,048 51,124 638,924 690,048
51 OCCUPATIONAL THERAPY 247,195 20,541 226,054 247,195
52 SPEECH PATHOLOGY 77,762 3,003 74,759 77.762
53 ELECTROCARDIGLOGY 280,628 37,845 242,783 280,628
54 ELECTROENCEPHALOGRAPHY 335 4 in 335
55 MEDICAL SUPPLIES CHARGED 122,849 7,379 115,470 122,849
56 DRUGS CHARGED TO PATIENTS 1,456,161 102,224 1,353,937 1,456,161
OUTPAT SERVICE COST CNTRS
60 CLINIC 18,878 568 18,310 13,878
60 D1 PHYSICIANS PRACTICES 206,757 25,814 876,943 906,757
61 EMERGENCY 2,586,877 77,303 2,509,574 2,586,877
62 OBSERVATION BEDS (NON-DIS 920,518 920,518 920,518
OTHER REIMBURS COST CNTRS
101 SUBTOTAL 14,965,712 1,036,803 13,928,909 14,965,712
102 LESS OBSERVATION BEDS 920,518 920,518 920,518
103 TOTAL 14,045,194 1,036,803 13,008,391 14,045,194

2552-96 18.6.13.0
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WKST A
LINE N

37
38
38
39
41
43
44
46
49
50
51
52
53
54
55
56

&0
a0
bl
62

101
102
103

MCRIF32

FOR WEST CENTRAL COMMUNITY HOSPITAL

CALCULATION OF OUTPATIENT SERVICE COST TG

CHARGE RATIOS NET OF REDUCTIONS

0.

01

COST CENTER DESCRIPTION

ANCILLARY SRVC COST CNTRS
OPERATING ROOM

RECOVERY ROOM

0/P TREATMENT ROOM
DELIVERY ROQOM & LABOR ROO
RADIOLOGY-DIAGNOSTIC
RADIOTSOTOPE

LABORATORY

WHCLE BLOOD & PACKED RED
RESPIRATORY THERARY
PHYSICAL THERAPY
OCCUPATEONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDLOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED
DRUGS CHARGED TQ PATIENTS
OQUTPAT SERVICE COST CNTRS
CLINIC .
PHYSTCTANS PRACTICES
EMERGENCY

OBSERVATION BEDS (NOM-DIS
OTHER REIMBURS COST CNTRS
SUBTOTAL

LESS QOBSERVATION BEDS
TOTAL

2552-96 18.€.13.0

TOTAL
CHARGES

7

4,039,860
350,074
183,464
031,464

11,351,863
627,817

7,873,698
119,371
713,189

1,289,335
324,263
108,622

1,693,226

7,149
265,730
6,734,638

19,488
687,697
8,775,567
691,089

46,459,610
691,089
45,768,521

QUTPAT COST

I  PROVIDER NO:
I 15-1326
L

I/P PT B COST

TO CHRG RATIO TO CHRG RATIO

8

. 350466
.551872
2.086715
. 340902
.250284
.354403
.196671
1.070905
. 840401
.535197
.762329
.715895
.165736
46860
.462308
416220

.96E699
1.318541
.294782
1.331982

9

.350466
.551872
2.086715
.540902
.250234
.354403
.196671
1.070905
. 840401
.535197
762329
.715895
.165736
.046860
.462308
.£216220

. 968699
1.318541
.294782
1.331982

34

1 PERIOD;
I FROM 9/ 1/2007

I TO

8/31/2008

I
I
I

IN LIEU OF FORM CM5-2552-96(09/2000)

PREPARED 1/29/2009
WORKSHEET €
PART II



Health Financial Systems

MCRIF32

FOR

CALCULATION OF OUTPATIENT SERVICE COST TO
CHARGE RATIOS NET OF REDUCTIONS
SPECIAL TITLE XIX WORKSHEET

TOTAL COST
WKST A COST CENTER DESCRIPTION WKST B, PT I
LIME NO. coL. 27
1

ANCTLLARY SRVC COS5T CNTRS
37 OFERATING ROOM 1,415,836
38 RECOVERY ROOM 193,196
38 01 O/P TREATMENT ROOM 382,837
39 DELIVERY RQOM & LABOR ROO 326,415
41 RADTOLOGY-DTAGNOSTIC 2,841,190
43 RADIOISOTOPE 222,500
44 LABORATORY 1,548,530
46 WHOLE BLOOD & PACKED RED 127,835
49 RESPIRATORY THERAPY 599, 365
50 PHYSTCAL THERAPY 690,048
51 OCCUPATIONAL THERAPY 247,195
52 SPEECH PATHOLOGY 77.762
53 EL ECTROCARDIOLOGY 280,628
54 ELECTROENCEPHALOGRAPHY 335
55 MEDICAL SUPPLIES CHARGED 122,849
56 DRUGS CHARGED TO PATIENTS 1,456,161

CUTPAT SERVICE COST CHNTRS
60 CLINIC 18,878
60 01 PHYSICIANS PRACTICES 06,757
61 EMERGENCY 2,586,877
62 OBSERVATICN BEDS {NON-DIS 920,518

OTHER REIMBURS COST CNTRS
101 SUBTOTAL 14,965,712
102 LESS OBSERVATION BEDS 920,518
103 TOTAL 14,045,194

2552-96 18.6.13.0

WEST CENTRAL

CAPITAL COST

WKST B PT II

& III,COL. 27
2

141,276
7,990
22,659
13,600
419,613
2,262
67,798
238
31,562
51,124
20,541
3,003
37,845
4

7,379
102,224

568
29,814
77,303

1,036,803

1,036,803

OPERATING
COST NET OF
CAPITAL COS5T

COMMUNITY HOSFITAL

I PROVIDER
I 15-1326
I

3

1,274,560
185,206
360,178
312,815
2,421,577
220,238
1,480,732
127,597
567,803
638,924
226,654
74,759
242,783
331
115,470

1,353,937

18,110
876,943
2,500,574
920,518

13,928,909

920,518
13,008,391

35

CAPITAL
REDUCTION

4

“ENOT A CMS WORKSHEET **
NO: 1 PERTOD:
I FROM 9/ 172007
I TO 8/31/2008

QOPERATING COST (OS
REDUCTION CaP
AMOUNT COsT
5

L
1

(09/2000)
T PREPARED 1/29/2009
1 WORKSHEET C
1 PART I1

T NET OF

AND OPER

REDUCTION
&

1,415,836
193,186
382,837
326,415
2,841,180
222,500
1,548,530
127,835
599,365
690,048
247,195
77,762
280,628
335
172,849

1,456,161

18,878
906,757
2,586,877
920,518

4,965,712
920,518
4,045,194



Health Financial Systems

WKET A
LINE N

MCRIF32

FOR WEST CENTRAL COMMUNITY HOSPITAL

CALCUHLATION OF QUTPATIENT SERVICE COST TO

CHARGE RATIOQS NET OF REDUCTIONS
SPECTAL TITLE XIX WORKSHEET

O.

cl

01

COST CENTER DESCRIPTION

ANCILLARY SRVC COST CNTRS
OPERATING ROOM

RECOVERY ROOM

0/P TREATMENT ROOM
DELIVERY ROOM & LABOR RDO
RADIOLOGY-DIAGNOSTIC
RADIOISOTOPE

LABORATORY

WHOLE BLOOD & PACKED RED
RESPIRATCRY THERAPY
PHYSICAL THERAPY
DCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDICLOGY
ELECTROENCE PHALOGRAPHY
MEDICAL SUPPLIES CHARGED
DRUGS CHARGED TO PATIENTS
OUTPAT SERVICE COST CNTRS
CLINIC

PHYSICIANS PRACTICES
EMERGENCY

OBSERVATION BEDS (NON-DIS
OTHER REIMBURS COST CNTRS
SUBTOTAL

LESS OBSERVATION BEDS
TOTAL

2552-96 18.6.13.C

TOTAL
CHARGES

7

4,039,866
350,074
183,454
603,464

11,351,863
627,817

7,871,698
119,371
713,189

1,289,335
124,263
108,622

1,693,226

7,149
265,730
6,734,638

19,488
687,697
8,775,567
691,089

46,459,610
691,089
45,768,521

OQUTPAT (COST

I PROVIDER NO:
1 15-1326
I

1/P PT B COST

TO CHRG RATIO TC CHRG RATIO

8

350466

.551872
2.086715
340902
250284
354403
196671
.070905
. 840401
535197
.762329
.715895
.165736
046860
462308
.216220

o

968659
1.318541
.?294732
1.331982

9

.350466
.551872
2.086715
540902
.250284
.354403
.196671
1.070905
. 840401
.535197
.762329
.715855
.165736
.046860
.462308
.216220

.968699
1.318541
.294782
1.331982

36

FENDT A CMS WORKSHEET **

I PERIOD:
I FROM 97 172007

I T0

8/31/2008

I
1
I

(09/2000)
PREPARED 1/29/2009
WORKSHEET €
PART II



Health Financial Systems

WKST A

MCRIF32

FOR WEST CENTRAL COMMUNLTY HOSPITAL

COMPUTATION OF TOTAL RPCH INPATIENT ANCILLARY COSTS

LINE NOQ.

37
38
38
39
43
43
44
46
49
50
51
52
53
54
55
56

60
60
61
62

101

0l

01

COST CENTER DESCRIPTION

ANCILLARY SRVC COST CNTRS
OPERATING ROOM

RECOVERY ROOM

0/P TREATMENT ROOM
DELIVERY ROOM & LABOR ROO
RADIQLOGY-DIAGNOSTIC
RADIOISOTOPE

LAEORATORY

WHOLE BLOOD & PACKED RED
RESPIRATORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED
DRUGS CHARGED TO PATIENTS
OUTPAT SERVICE COST CNTRS
CLINIC

PHYSICIANS PRACTICES
EMERGENCY

OBSERVATION 8EDS (NON-DIS
OTHER REIMBURS C£DST CNTRS
TOTAL

2552-96 18.6.13.0

TOTAL COST

WKST B, PT I

coL. 27
1

1,415,836
193,196
382,837
326,415
2,841,190
232,500
1,548,530
127,835
599, 365
690,048
247,195
77.762
280,628
335
122,849

1,456,161

18,878
906,757
2,586,877
920,518

14,965,712

TOTAL
ANCILLARY
CHARGES
2

4,039, 866
350,074
183,464
603,404

11,351,863
627,817

7.873,698
119,371
713,189

1,289,335
324,263
108,622

1,693,226

7,149
265,730
6,734,638

19,488
687,697
8,775,567
691,089

46,459,610

IN LIEU OF FORM CM5-2552-96(09/1997)

I PROVIDER NO:
I 15-1326
T
TOTAL CHARGE TO
INP ANCILLARY CHARGE
CHARGES RATIO
3 4

37

I PE
I FR
I TQ

RIOD:
oM 9/ 1/2007
B/31/2008

TOTAL
INPATIENT
COST
5

I
I
I

PREPARED 1/28/2009
WORKSHEET C
PFART ITI



Health Financial Systems

WKST A
LINE N

37
38
38
39
41
43
44
46
49
50
51
52
53
54
55
56

60
60
61
62

101
102
103
104
105
106
107
108
109

MCRIF32

FOR WEST CENTRAL COMMUNITY HOSPITAL

COMPUTATION OF QUTPATIENT CO5T PER VISIT -

0.

01

01

RURAL PRIMARY CARE HOSPITAL

COST CENTER DESCRIPTION

ANCILLARY SRVC COST CNTRS
OPERATING ROCM

RECOVERY ROOM

O/P TREATMENT ROOM
DELIVERY ROOM & LABOR ROO
RADIOLOGY-DIAGNOSTIC
RADIOTSOTOPE

LABORATORY

WHCLE ELOGD & PACKED RED
RESPIRATORY THERAPY
PHYSICAL THERAPY
CCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALQGRAPHY
MEDICAL SUPPLIES CHARGED
CRUGS CHARGED TO PATIENTS
OUTPAT SERVICE COST CNTRS
CLINIC

PHYSICIANS PRACTICES
EMERGENCY

OBSERVATION BEDS (NON-DIS
OTHER REIMBURS {OST CNTRS
TOTAL

TOTAL DUTPATIENT VISITS
AGGREGATE COST PER VISIT
TITLE v QUTPATIENT VISITS
TITLE XVIII QUTPAT VISITS
TITLE XIX OUTPAT VISITS
TITLE V OUTPAT COSTS
TITLE XVITIT QUTPAT COSTS
TITLE XIX OUTPAT COSTS

2552-96 18.6.13.0

TOTAL COST PROVIDER-BASED
WKST B, PT I PHYSICIAN
coL. 27 ADJUSTMENT
1 2

1,415,836
193,196
382,837
326,415
2,841,190
222,500
1,548,530
127,835
599, 365
690,048
247,195
77,762
280,628
335
122,848

1,456,161

664,140

18,878
906,757
2,986,877
920,518

14,965,712 664,140

IN LIEY OF FORM CM5-2552-96(09/1996)

1 PROVIDER NO:

I 15-1326
T

TOTAL TOTAL
COSTS ANCIELARY
CHARGES .

3 4

1,415,836 4,039,866
193,196 350,074
382,837 183,464
326,415 603,464
3,505,330 11,351,863
222,500 627,817
1,548,530 7,873,698
127,835 119,371
599,385 713,189
690,048 1,289,335
247,195 324,263
77,762 108,022
280,628 1,693,226
335 7,149
122,849 265,730
1,456,161 6,734,638
18,878 19,488
906,757 687,697
2,586,877 8,775,567
920,518 691,089
15,629,852 46,459,610

38

I PE
I FR
T TC

RIOD: I
oM 9/ 1/2007 I
8/31/2008 1

TOTAL RATTIO OF OUT-
OUTPATIENT PATIENT CHRGS
CHARGES TO TTL CHARGES
5 6

PREPARED 1/29/2009
WORKSHEET C
PART V

TOTAL OUT-
PATICNT
COSTS
7



Health Financial Systems MCRIF3Z2 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS-2552-96(05/2004)

I PROVIDER NO: I PERIOD: I PREPARED 1/29/2009
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES & VWACCINE COSTS I 15-1326 I FROM 9/ 1/2007 T WORKSHEET O
I COMPONENT NO: I TO 8/31/2008 I PART ¥
I 15-1326 I I
TITLE XVIII, PART B HOSPITAL
cost/Charge Cost/Charge Cost/charge outpatient outpatient
Ratio (C, Pt I, Ratic {C, Pt I, Ratio (C, Pt Ambulatory Radialegy
col. 9 col. 9) I, cel. ) surgical ctr

Cost Center Description 1 1.01 1.02 2 3
(A} ANCILLARY SRVC COST CNTRS
37 OPERATIMNG ROOM . 350466 350466
38 RECOVERY ROOM .551872 .551872
18 01 0/P TREATMENT ROOM Z2.086715 2.086715
39 DELIVERY ROOM & LABOR ROOM . 540002 . 540902
41 RADIOLOGY ~-DIAGNOSTIC 250284 250284
43 RADIOISOTOPE . 354403 .354403
44 LABORATORY . 196671 .196671
46 WHOLF BLOOD & PACKED RED BLDOD CELLS 1.070905 1.070905
49 RESPIRATORY THERAPY . 840401 . 840401
50 PHYSICAL THERAPY .535197 .535197
51 OCCUPATIONAL THERAPY .762329 762329
52 SPEECH PATHOLOGY . 715895 L715893
53 ELECTROCARDTOLOGY .165736 .165736
54 ELECTROENCEPHALOGRAPHY . 046860 046860
55 MEDICAL SUFPLTES CHARGED TOQ PATIENTS .462308 .462308
56 DRUGS CHARGED TO PATIENTS .216220 .216220

DUTPAT SERVICE C0OST CNTRS
60 CLINIC , 968699 . 968699
60 01 PHYSICIANS PRACTICES 1.318541 1.318541
61 EMERGENCY .294782 .294782
62 DBSERVATION BEDS {NON-DISTINCT PART) 1.331982 1.331982
101 SUBTOTAL
102 CRNA CHARGES
103 tESS PBP CLINIC LAB SVCS-

PROGRAM ONLY CHARGES
104 NET CHARGES

{A) WORKSHEET A LINE NUMBERS
(1) REPORT NON HOSPITAL AND NON SUBPROVIODER COMPONENTS COST FOR THE PERTOD HERE (SEE INSTRUCTIONS)

2552-96 18.6.13.0
39



Health Financial Systems

MCRIF32

1

I
I
1

FOR WEST CENTRAL COMMUNITY HOSPITAL
PROVIDER NO:

15-1326

COMPONENT NO:

15-1326

alt other (1D

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES & VACCINE COSTS
TITLE XvIIT, PART & HOSPTITAL
other
Outpatient
Diagnostic
Cost Center Description 4

01

a1

ANCILLARY SRVC COST CNTRS

OPERATING RODM

RECOVERY ROOM

0/P TREATMENT ROOM

DELIVERY ROOM & LABGR ROOM
RADIOLOGY-DIAGNOSTIC

RADIOISOTOPE

LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCURPATTONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

OUTPAT SERVICE COST CNTRS

CLINIC

PRYSICIANS PRACTICES

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
SUBTOTAL

CRNA CHARGES

LESS PBP CLINIC LAB Sv(CS-

PROGRAM ONLY CHARGES

NET CHARGES

3,
2,

1,

B81.096
48,488
112,871
3,645
374,355
242,643
516,341
49,088
137,521
405, 889
94,933
8,132
618,005
604
8,758
313,922

3,115

2,271,452

319,227

12,411,085

12,411,085

IN LIEU OF FORM CMS-2552-96(05/2004) CONTD
I PERICD: I PREPARED 1/29/2009
I FROM 5/ 1/2007 1 WORKSHEET D

IT0 8/31/2008 1 PART V

I T
Outpatient Dutpatient other
ambulatory rRadiatogy Qutpatient
surgical ctr Diagnostic

6 7 8

(A} WORKSHEET A LINE NUMBERS
(1) REPORT NON HOSPITAL AND NON SUBPROVIDER COMPONENTS COST FOR THE PERTOD HERE {SEE INSTRUCTIONS)

2552-96 18.6.13.0

40



Health Financial 5ystems MCRLF32

APFORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES & VACCINE COSTS

01

0l

TITLE XVIII, PART B

Cost Center Qescription

ANCILLARY SRVC CO5T CNTRS

OPERATING ROOM

RECOVERY ROOM

O/PF TREATMENT ROOM

DELIVERY ROOM & LABOR ROOM
RADIOLOGY-DIAGNOSTIC

RADIOISOTOPE

LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESFIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

OUTPAT SERVICE COST CNTRS

CLINIC

PHYSICIANS PRACTICES

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
SUBTOTAL

CRNA CHARGES

LESS PBP CLINIC LAB SVCS-

PROGRAM ONLY CHARGES

NET CHARGES

HOSPITAL

All Other

308,794
26,759
235,530

85,993
494 891
52,569
115,573
217,766
72,370
5,822
102,426
28
4,049
284,096

3,017
669.583

425,205
3,950,990

1,950,990

I

I
T
I

FOR WEST CENTRAL COMMUNITY HOSPITAL
PROVIDER NO:

IN LIEU CF FORM CMS-2552-96(05/2004) CONTD

I PERTOD:

I FROM 9/ 1/2007

15-1326
COMPONENT NG: I TG
15-1326 I

Hospital I/P
Part B Charges

10

Hospital I/P
Fart B Costs

11

8/31/2008

T

I
I
I

PREPARFE 1/29/2009
WORKSHEET D
PART V

(A) WORKSHEET A LINE NUMBERS
(1) REPURT NON HOSPITAL AND NON SUBRPROVIDER COMPOMENTS COST FOR THE PERTODR HERE (SEE INSTRUCTIONS)

2552-96 18.6.13.0

4]



Health Financial systems MCRLF32 FOR WEST CENTRAL COMMUNITY HOSPLTAL N

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES & VACCINE COST

TITLE XvIIX, PART B HOSPLTAL

PART VI - VACCINE COST APPORTIONMENT

DRUGS CHARGED TO PATIENTS-RATIO OF COST TO CHARGES
PROGRAM WACCINE CHARGES
PROGRAM COSTS

W N

2552-96 18.6.13.0

42

1

I
1
I

PROVIDER NQO:
15-1326

15-1326

LIEU OF FORM CMS-2552-96(C8/2000)
I PERICD:
I FROM 9/ 1/2007

I TO
I

8/31/2008

1

.216220
5,942
1,285

I

I
I
I

PREPARED 1/29/2009
WORKSHEET [
PART VI



Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS-2552-96(05/2004)

I PROVIDER NO: I PERIOD: I PREPARED 172972009
COMPUTATIOM OF INPATICNT OPERATING COST T 15-1326 I FROM 9/ 1/2007 1 WORKSHEET D-1
I COMPONENT NO: 170 8/31/2008 1 PART 1
I 15-1326 1 1
TITLE XVIII PART A HOSPITAL OTHER
PART I - ALL PROVIDER COMPONENTS
1
INPATTENT DAYS
1 INPATTENT DAYS (INCLUDING PRIVATE ROCM AND SWING BED DAYS, EXCLUDING NEWRORM) 3,707
3 INPATIENT DAYS CINCLUDING PRIVATE ROOM, EXCLUDING SWEMG-BED AND NEWBCRN DAYS) 3,541
3 PRIVATE ROOM DAYS (EXCLUDTNG SWING-BED PRIVATE ROOM CAYS)
4 SEMI-PRIVATE ROOM DAYS (EXCLUDING SWING-BED PRIVATE ROOM DAYS) 3,541
5 TOTAL SWING-BED SNF-TYPE INPATIENT DAYS (TINCLUDING PRIVATE ROOM DAYS)
THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD
[ TOTAL SWING-BED SNF-TYPE INPATLENT DAYS (INCLUDTNG PRIVATE ROOM DAYS) AFTER 166

DECEMBER 31 OF COST REPORTING PERIOD (IF CALENDAR YEAR, ENTER O ON THIS LINE)
7 TOTAL SWING-BED NF TYPE INPATIENT DAYS (INCLUDING PRIVATE ROOM DAYS)}
THROUGH DECEMBER 31 OF THE €OST REPORTING PERIOD
B TOTAL SWING-BED NF TYPE INPATIENT DAYS (INCLUDING PRIVATE ROOM DAYS) AFTER

DECEMBER 31 OF COST REPORTING PERIOD (TF CALENDAR YEAR, ENTER O ON THIS LINE)

9 TOTAL INPATTIENT RAYS INCLUDING PRIVATE ROCM DAYS APPLICABLE TO THE PROGRAM 1,615
(EXCLUDING SWING-3ED AND WEWBORN DAYS)

10 SWING-BED SNF-TYPE INPATTENT DAYS APPLICABLE TO TITLE XVIII ONLY (INCLUDING
PRIVATE ROOM DAYS) THROUGH DECEMBER 31 OF THE COST REPORTING PERIOD

11 SWING-BED SNF-TYPE INPATIENT DAYS APPLICABLE TO TITLE XVIII ONLY (INCLUDING 158
PRIVATE ROOM DAYS) AFTER DECEMBER J1 OF THE COST REPORTING PERTOD (IF CALENDAR
YEAR, ENTER O ON THIS LINE)

12 SWING-BED NF-TYPE INPATIENT DAYS APPLICABLE TO TITLES V & XIX ONLY (INCLUDING
PRTVATE ROOM DAYS) THROUGH DECEMBER 31 OF THE {OST REPORTING PERIOD

13 SWING-8BED NF-TYPE INPATIENT DAYS APPLICABLE TO TITLE V & XIX ONLY (INCLUDING
PRIVATE ROOM DAYS) AFTER DECEMBER 31 OF THE COST REFORTING PERTOD (IF CALENDAR
YEAR, ENTER O ON THIS LINE)

14 MEDICALLY NECESSARY PRIVATE ROOM DAYS APPLICABLE TO THE PROGRAM
(EXCLUDING SWING-BED DAYS)

15 TOTAL NURSERY DAYS (TITLE v OR XIX ONLY)

16 NURSERY DAYS (TITLE Vv QR XIX ONLY)

SWING-BED ADJUSTMENT

17 MEDICARE RATE FOR SWING-BED SNF SERVICES APPLICABLE TO SERVICES THROUGH
DECEMBER 31 OF THE COST REPORTING PERIQD

18 MEDICARE RATE FOR SWING-BED SMF SERVICES APPLICABLE TO SERVICES AFTER
DECEMBER 31 OF THE COST REPORTING PERIQD

19 MEDTCAID RATE FOR SWING-BED NF SERVICES APPLICABLE TO SERVICES THROUGH
DECEMBER 31 OF THE COST REPORTING FERIOD

20 MEDICAID RATE FOR SWING-BED NF SERVICES APPLICABLE TO SERVICES AFTER
DECEMBER 31 OF THE COST REPORTING PERTOD

21 TOTAL GENERAL INPATIENT AQUTINE SERVICE COST 3,967,865

22 SWING-BED COST APPLICABLE TO SNF-TYPL SERVICES THROUGH DECEMBER 31 OF THE COST
REPORTING PERIOD

23 SWING-BED COST APPLICABLE TO SNF-TYPE SERVICES AFTER DECEMBER 31 OF THE COST
REPORTING PERICD

24 SWING-BED COST APPLICABLE TO NF-TYPE SERVICES THROUGH DECEMBER 31 OF THE COST
REPCRTING PERIOD

25 SWING-BED COST APPLICABLE TO NF-TYPE SERVICES AFTER DECEMBER 31 OF THE COST

REPORTING PERIOD
26 TOTAL SWING-BED COST (SEE INSTRUCTIONS) 177 .681
27 GENERAL INPATIENT ROUTINE SERVICE COST NET OF SWING-BED COST 3,790,184

PRIVATE ROOM DIFFERENTIAL ADIUSTMENT

28 GENERAL INPATTENT ROUTIME SERVICE CHARGES (EXCLUDING SWING-BED CHARGES) 2,051,385
25 PRIVATE ROOM CHARGES (EXCLUDING SWING-BED CHARGES) 302,975
30 SEMI-PRIVATE ROOM CHARGES (EXCLUDING SWING-BED CHARGES) 1,748,410
31 GENERAL INPATIENT ROUTIME SERVICE COST/CHARGE RATIO 1.847622
32 AVERAGE PRIVATE ROOM PER DIEM CHARGE

33 AVERAGE SEMI-PRIVATE RQOM PER DIEM CHARGE 493.76

34 AVERAGE PER DIEM PRIVATE ROOM CHARGE DIFFERENTIAL

35 AVERAGE PER DTEM PRIVATE ROOM COST DIFFERENTIAL

36 PRIVATE ROOM COST DIFFERENTIAL ADJUSTMENT

37 GENERAL INPATIENT ROUTINE SERVICE COST NET OF SWING-BED COST AND PRIVATE ROOM 3,790,184
COST DIFFERENTIAL

2552-96 18.6.13.0
43



Health Financial Systems

MCRIF3Z FOR WEST CENTRAL COMMUNITY HOSPITAL

I PROVIDER NO:

COMPUTATION OF INPATIENT OPERATTING COST I 15-1326
I COMPONENT NO:

I 15-1326

TITLE XVIIL PART A HOSPITAL OTHER

PART II

38
39
40
41

42

43
44
45
45
47

48
49

50
51
52
53

54
55
56
57
58
58.0L1

58.02
58.03

58.04
5%

59.01
59.02
59.03
59.04
59.05

59.06

59.07
59.08

60
61

62
63

64
65

- HOSPITAL AND SUBPROVIDERS OMNLY

PROGRAM INPATIENT OPERATING CDST BEFORE
PASS THROUGH COST ADJUSTMENTS

ADJUSTED GENERAL INPATIENT ROUTINE SERVICE COST FER DIEM
PROGRAM GENERAL INPATIENT RCOUTINE SERVICE COST

MEDICALLY NECESSARY PRIVATE ROOM COST APFLICABLE TO THE PROGRAM
TOTAL PROGRAM GEMERAL TINPATIENT ROUTINE SERVICE COST

TOTAL TOTAL AVERAGE
I/P COST I/P DAYS PER DIEM
1 2 3
NURSERY (TITLE V & XIX ONLY)
INTENSIVE CARE TYPE INPATIENT
HOSPITAL UNITS
INTENSIVE CARE UNIT 753,884 292 2,581.79

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE

PROGRAM INPATIENT ANCILLARY SERVICE COST
TOTAL PROGRAM INPATIENT COSTS

PASS THROUGH COST ADJUSTMENTS

PASS THRQUGH COSTS APPLICABLE TO PROGRAM INMPATIENT ROUTINE SERVICES

PASS THROUGH COSTS APPLICABLE TO PROGRAM INPATIENT ANCILLARY SERVICES

TOTAL PROGRAM EXCLUDABLE COST

TOTAL PROGRAM INPATIENT OPERATTING COST EXCLUDING CAPITAL RELATED, NONPHYSICIAM
ANESTHETIST, AND MEDICAL EDUCATION COST5

TARGET AMOUNT AND LIMIT COMPUTATICH

PROGRAM DISCHARGES

TARGET AMOUNT PER DISCHARGE

TARGET AMOUNT

DIFFERENCE BETWEEN ADJUSTED INPATIENT OPERATING COST AND TARGET AMOUNT

EONUS PAYMENT

LESSER OF LINES 53/54 OR 55 FROM THE COST REPORTING PERIOD ENDING 1996, UPGATED
AND COMPOUNDED BY THE MARKET BASKET

LESSER OF LINES 53/54 OR 55 FROM PRIOR YEAR COST REPORT, UPDATED BY THE MARKET
BASKET

IF LINES 53/54 IS LESS THAN THE LOWER OF LTNES 55, 58.01 OR 58.02 ENTER THE
LESSER OF 50% OF THE AMOUNT BY WHTCH OPERATING COSTS (LINE 53) ARE LESS THAN
EXPECTED COSTS (LINES 54 x 58.02), OR 1 PERCENT OF THE TARGET AMOUNT {LINE 5B)
OTHERWISE ENTER ZERQ.

RELIEF PAYMENT

ALLOWABLE INPATIENT COST PLUS INCENTIVE PAYMENT

ALLOWABLE INPATIENT COST PER DISCHARGE (LINE 59 / LINE 54) (LTCH ONLY)

PROGRAM DISCHARGES PRIOR TO JuLy 1

PROGRAM DISCHARGES AFTER JULY 1

PROGRAM DISCHARGES (3EE INSTRUCTIONS)

REDUCED INPATIENT COST PER DISCHARGE FOR DISCHARGES PRIOR TO JuLy 1

(SEE INSTRUCTIONS) {LTCH ONLY)

REDUCED INPATIENT COST PER DISCHARGE FOR DISCHARGES AFTER JULY 1

(SEE INSTRUCTIONS) (LTCH QNLY)

REDUCED INPATIENT COST PER DISCHARGE (SEE INSTRUCTIONS) (LTCH OMLY)

REDUCED INPATIENT COST PLUS INCENTIVE PAYMENT [SEE INSTRUCTIONS)

PROGRAM INPATIENT ROUTINE SWING BED COST

MEDICARE SWING-BED SNF INPATLENT ROUTINE COSTS THROUGH DECEMBER 31 OF THE COST
REPORTING PERIODR (SEE INSTRUCTICNS)

MEDTCARE SWING-BED SNF INPATIENT ROUTINE COSTS AFTER DECEMBER 31 OF THE COST
REPORTING PERIOD (SEE INSTRUCTIONS)

TOTAL MEDICARE SWING~BED SNF INPATIENT ROUTINE COSTS

FITLE V OR XIX SWING-BED NF INPATIENT ROUTINE COSTS THROUGH DECEMBER 31 OF THE
COST REPORTING PERIOD

TITLE V OR XIX SWING-BED NF INPATIENT ROUTINE COSTS AFTER DECEMBER 31 OF THE
COST REPORTING PERIOD

TOTAL TITLE V OR XIX SWING-BED NF INPATIENT ROUTINE COSTS

2552-96 18.6.13.0

44

IN LIEU OF FORM CMS-2552-36(05/2004} CONTD

T PERIOD: T
I FROM 9/ 1/2007 I
I TO R/31/2008 ¥
I I

‘PREPARED 1/29/2C09
WORKSHEET D-1
PART II

1,070.37
1,728,643

1,728,648
PROGRAM PROGRAM

DAYS COST
4 5

178 459,559

1
1,133,537
3,321,744

170,189
170,189



Health Financial Systems MCRIF32 FOR WEST CCENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM (CMS-2552-96(05/2004) CONTD

I PROVIDER NO: I PERIQD: I PREPARED 1/29/2009
COMPUTATION OF INPATIENT OPERATING COST I 15-1326 I FROM 9/ 1/2007 1 WORKSHEET D-1
I COMPONENT NO: T TG 8/31/2008 1 PART III
I 15-1326 I I
TITLE XVIIL PART A HOSPITAL QTHER

PART III - SKILLEQ NURSING FACTLITY, NURSINGFACILITY & ICF/MR ONLY

1
66 SKILLED NURSING FACILLITY/QTHER NURSTNG FACILITY/ICF/MR ROUTINE
SERVICE COST
67 ADJUSTED GENERAL INPATIENT ROUTINE SERVICE COST PER DTEM
68 PROGRAM ROQUTINE SERVICE COST
59 MERTCALLY MECESSARY PRIVATE ROOM COST APPLICABLE TI0 PROGRAM
70 TOTAL PROGRAM GENERAL ENPATIENT ROUTINE SERVICE CO5TS
71 CAPITAL-RELATED COST ALLOCATED TOQ INPATIEMT ROUTINE SERVICE COSTS
72 PER DIEM CAPITAL-RELATED COSTS
73 PROGRAM CAPITAL-RELATED COSTS
74 INPATIENT RCUTINE SERVICE COST
75 AGGREGATE CHARGES TO BENEFICIARIES FOR EXCESS COSTS
76 TOTAL PROGRAM ROUTINE SERVICE €OSTS FOR COMPARISON TO THE COST LIMITATION
77 INPATIENT ROUTINE SERVICE €OST PER DIEM LIMITATION
78 INPATIENT ROUTINE SERVICE €OST LTMITATION
79 REASONARLE TNPATIENT ROUTINE SERVICE COSTS
30 PROGRAM INPATIENT ANCILLARY SERVICES
81 UTILIZATIOM REVIEW - PHYSICTIAN COMPENSATION
82 TOTAL PROGRAM INPATIENT OPERATING COSTS
PART TV - COMPUTATION OF CBSERVATION BED COST
83 TOTAL OBSERVATION BED DAYS . 860
84 ADJUSTED GENERAL INPATIENT ROUTINE COST PER DIEM 1,070.37
85 UBSERVATION BED COST 920,518
COMPUTATION OF OBSERVATION BED PASS THROUGH COST
coLumn 1 TOTAL QBSERVATICN BED
ROUTINE DIVIDED BY OBSERVATION  PASS THROUGH
COST £OsT COLUMN 2 BED COST COsT
1 2 3 4 5

86 OLD CAPTTAL-RELATED COST

87 NEW CAPLTAL-RELATED COST

88 NON PHYSECIAN AMESTHETIST

89 MENTCAL EDUCATION

89,01 MEDICAL EDUCATION - ALLIEDr HEA
89.02 MEDICAL EDUCATION - ALL OTHER

2552-96 18.6.13.0
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Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEY QF FORM CMS-2552-86(05/2004)

T  PROVIDER NO: I PERIOD: I PREPARED 1/29/2009
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT I 15-1326 I FROM 9/ 1/2007 I WORKSHEET D-4
I COMPONENT NO: I TO 8/31/2008 I
I 15-1326 I I
TITLE XVIII, PART A HOSPITAL OTHER
WKST A COST CENTER DESCRIPTION RATIO COST INPATIENT INPATTENT
LINE NO. TO CHARGES CHARGES COsT
1 2 3

INFAT ROUTINE SRVC CNTRS
25 ADULTS & PEDIATRICS 1,299,711
26 INTENSIVE CARE UNIT 332,860
27 CORONARY CARE UNIT
28 BURM INTENSIVE CARE UNIT
29 SURGICAL INTEMSIVE CARE UNIT

ANCILLARY SRVC COST CNTRS
37 ORERATING ROOM 350466 622,837 218,283
38 RECOVERY RQOM 551872 32,012 17,667
38 01 0/P TREATMENT ROOM 2.086715
39 DELIVERY ROOM & LABOR ROOM .540802
41 RADIOLOGY-DIAGNOSTIC ,250284 504, 387 126,240
43 RADTIOISQOTOPE .354403 16,904 5,991
44 LABORATORY .196671 678,718 133,484
4G WHOLE BLOOD & PACKED RED BLOOD CELLS L. 070905 46,864 50,187
49 RESPTRATORY THERAPY 840401 109,742 92,227
50 PHYSICAL THERAPY .535197 113,152 60,559
51 OCCUPATIONAL THERAPY .762329 24,526 13,697
52 SPEECH PATHOLOGY .715895 7,825 5,602
53 ELECTRDCARDIOLOGY . 165736 289,950 48,055
54 ELECTROENCEPHAL OGRAFPHY .D46E60 604 28
55 MEDICAL SWPPLIES CHARGED TO PATIENTS 402308 80,503 17,217
56 DRUGS CHARGED TO PATIENTS .216220 1,476,736 319,300

DUTPAT SERVICE COST CNTRS
60 CLINIC .968609
60 01 FHYSTCTANS PRACTICES 1.318541
61 EMERGENCY .294782
62 OBSERVATION BEDS (NON-DISTINCT PART) 1.331982

OTHER REIMBURS COST CNTRS
101 TOTAL 4,004,760 1,133,537
102 "LESS PBP CLINIC LABORATORY SERVICES - :

PROGRAM ONLY CHARGES
103 NET CHARGES 4,004,760

2552-96 18.6.13.0
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Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEYU OF FORM CMS$-2552-96(05/2004)

1 PROVIDER NO: I PERIOD: I PREPARED 1/29/2009
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT I 15-1326 I FROM 9/ 1/2007 I WORKSHEET D-4
I  COMPONENT NO: 1 T0 /3172008 1
T 15-2326 I I
TITLE XVIII, PART A SWING BED SNF OTHER
WKST A COST CENTER DESCRIPTION RATIO COST INPATIENT INPATIENT
LINE NO. TO CHARGES CHARGES COsT
1 2 3

INPAT ROUTINE SRVC CNTRS
25 ADULTS & PEDIATRICS
26 INTENSIVE CARE UNIT
27 CORONARY CARE UNIT
28 BURN INTENSIVE CARE UNIT
29 SURGICAL INTENSIVE CARE UNIT

ANCILLARY SRVC COST CNTRS
37 OPERATING ROOM .35D466 4,942 1,732
38 RECOVERY ROOM .551872
38 01 0/P TREATMENT ROOM 2.086715
39 DELIVERY ROOM & LABOR ROCOM . 540902
41 RADTIOLOGY-DTAGNOSTIC .250284 4,587 1,148
43 RADTOTSOTOPE .354403
44 LABORATORY .196671 16,418 3,229
46 WHOLE BLOOD & PACKED RED BLOOD CELLS 1.070905
49 RESPIRATQORY THERAPY .840401 7,712 6,481
50 PHYSICAL THERAPY .535197 25,174 13,473
51 DCCUPATIONAL THERAPY . 762329 11,926 9,092
52 SPEECH PATHOLOGY .715895 1,175 B4l
53 ELECTROCARDIOLOGY .165736 2,987 495
54 ELECTROENCEPHALOGRAPHY 040860
55 MEDICAL SUPRLTIES CHARGED TO PATIENTS 462308 8,561 3,958
56 DRUGS CHARGED TO PATIENTS .216220 97,785 21,143

QUTPAT SERVICE COST CNTRS
60 CLINIC . 968659
60 01 PHYSICIANS PRACTICES 1.318541
61 EMERGENCY .294782
62 0BSERVATION BEDS {NON-DISTINCT PART) 1.331982

OTHER REIMBURS COST CNTRS
101 TOTAL . 181,267 61,592
162 LESS PBP CLINIC LABORATORY SERVICES -

PROGRAM ONLY CHARGES
103 NET CHARGES 181,267

2552-96 18.6.13.0
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INPATIENT ANCILLARY SERVICE COST
TITLE XIX HOSPITAL
WKST A COST CENTER DESCRIPTION
LINE NO.
INPAT ROUTINE SRVC CNTRS
25 ADULTS & PEDIATRICS
26 INTENSIVE CARE UNIT
27 CORONARY CARE UNIT
28 BURN TNTENSTVE CARE UNIT
29 SURGTCAL INTENSIVE CARE UNIT
ANCILLARY SRVC £OST CNTRS
37 OPERATING ROOM
38 RECOVERY RDOM
38 D1 O/ TREATMENT ROOM
39 DELTVERY RDOM & LABOR ROOM
41 RARTQLOGY -DIAGNOSTIC
43 RADIQISOTOPE
44 LABORATORY
46 WHOLE BLOOD & PACKED RED BLOOD CELLS
49 RESPTIRATORY THERAPY
50 PHYSICAL THERAPY
51 OCCUPATIONAL THERAPY
52 SPEECH PATHOLOGY
53 ELECTROCARDIOLOGY
54 ELECTROENCEPHALOGRAPHY
55 MEDICAL SUPPLIES {HARGED TO PATIENTS
56 DRUGS CHARGED TO PATIENTS
QUTPAT SERVICE COST CNTRS
G0 CLINTC
60 Cl PHYSICIANS PRACTICES
51 EMERGENCY
62 OBSERVATION BEDS (NMON-DISTINCT PARTY
OTHER REIMBURS CDST CNTRS
101 TOTAL
102 LESS PEP CLINIC LABORATORY SERVICES -
PROGRAM ONLY CHARGES
103 NMET CHARGES

2552-96 18.5.13.0

APPORTIONMENT

FOR WEST CENTRAL COMMUNITY HOSPITAL

IN LIEU OF FORM CMS-2552-96(05/2004)

L PROVIDER HNO:
T 15-1326
I COMPONENT NO:
I 15-1326
OTHER
RATLO COST INPATIENT
TO CHARGES CHARGES
L 2
857,500
196, 350
350466 481,236
551872 63,744
2.086715 779
. 540902 241,248
.250284 359,882
.354403 6,169
.196671 506,103
1.070905 14,911
. 840401 67,927
535197 19,663
.762329 4,877
. 715895 535
.165736 106,045
. 046860 604
462308 110,879
.216220 1,088,293
.968699
1.318541
.294782 162,557
1.331982
3,235,452
3,235,452

43

L
I
L
I

PERIOD!
FROM 9/ 172007
TO 8/31/2008

INPATIENT
CosT
3

168,657
35,179
1,626
13D, 492
90,073
2,186
99,536
15,968
57,086
10,524
3,718
383
17,575
28
51,250
235,311

47,919

967,521

I

I
1
T

PREPARED 1/2%/2009
WORKSHEET D-4



Health Financial Systems MCRIF32 FOR WLST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS-2552-96 (04/2005)

PART

—

D M

=
Sotaush

1.

13
14
15

17
17

[ e e e

[
]

1 PROVIDER NO: PERIOD: PREPARED 1/29/2009
I 15-1326 I FROM 9/ 172007 T WORKSHEET E

I COMPONENT NO: I TO 8/31/2008 I PART B

I 15-1326 L T

CALCULATION OF REIMBURSEMENT SETTLEMENT

B - MEDICAL AND OTHER HEALTH SERVICES

.01

.01

.01
.02

.99

.n

HOSPITAL

MEDICAL AND OTHER SERVICES (SEE INSTRUCTIONS) 3,952,275
MEDICAL AND OTHER SERVICES RENDERED ON OR AFTER APRIL 1,

2001 (SEE INSTRUCTIONS).

PPS PAYMENTS RECEIVED INCLUDING OUTLIERS.

ENTER THE HOSPITAL SPECIFIC PAYMENT TO COST RATIO.

LINE 1.01 TIMES LINE 1.03.

LINE 1.02 DIVIDED BY LINE 1.04.

TRANSITIONAL CORRIDOR PAYMENT (SEE INSTRUCTIONS)

ENTER THE AMOUNT FROM WORKSHEET D, PART Iv, (COLS 9,

9.01, 9,02} LINE 1O1.

INTERNS AND RESLIDENTS

ORGAN ACQUISITIONS

COST OF TEACHING PHYSICIANS

TOTAL COST {SEE INSTRUCTIONS) 3,952,275

COMPUTATION OF LESSER OF COST OR CHARGES

REASONABLE CHARGES

ANCILLARY SERVICE CHARGES

INTERNS AND RESIDENTS SERVICE CHARGES

ORGAN ACQUISITION CHARGES

CHARGES OF PROFESSIONAL SERVICES OF TEACHING PHYSICIANS.
TOTAL REASOMABLE CHARGES

CUSTOMARY CHARGES

AGGREGATE AMOUNT ACTUALLY COLLECTED FROM PATIENTS LIABLE FOR
PAYMENT FOR SERVICES ON A CHARGE BASIS

AMOUNTS THAT WOULD HAVE BEEN REALIZED FROM PATIENTS LLABLE
FOR PAYMENT FOR SERVICES ON A CHARGE BASIS HAD SUCH PAYMENT
BEEN MADE IN ACCORDAMCE WITH 42 CFR 413.13(e),

RATIO OF LINE 11 TO LINE 12

TOTAL CUSTOMARY CHARGES {SEE INSTRUCTIONS)

EXCESS OF CUSTOMARY CHARGES OVER REASONABLE COST

EXCESS OF REASONABLE COST OVER CUSTOMARY CHARGES

LESSER OF CDST OR CHARGES (FOR CAH SEE INSTRUC) 3,991,798
TOTAL PROSPECTIVE PAYMENT (SUM OF LINES 1.02, 1.06 anD 1.07)

COMPUTATION OF REIMBURSEMENT SETTLEMENT

CAH DEDUCTIBLES 40,631
CAH ACTUAL BILLED COINSURANCE 1,972,166
LINE 17.01 (SEE INSTRUCTIONS)

SUBTOTAL (SEE INSTRUCTIONS) 1,979,001

SUM DF AMOUNTS FROM WORKSHEET E PARTS €, D & E {SEE INSTR.)
DIRECT GRADUATE MEDICAL EDUCATION PAYMENTS
ESRD DIRECT MEDICAL EDUCATION COSTS

SUBTOTAL 1,979,001
PRIMARY PAYER PAYMENTS 44
SUBTOTAL 1,978,957

REIMBURSABLE BAD DEBTS (EXCLUDE BAD DEBTS FOR PROFESSIOUNAL SERVICES)
COMPOSITE RATE ESRD

BAD DEBTS (SEE INSTRUCTIONS) 530,218
ADJUSTED REIMBURSABLE BAD DEBTS (SEE INSTRUCTIONS} 530,215
REIMBURSABLE BAD DEBTS FOR DUAL ELIGIBLE BENEFICIARIES 421,236
SUBTOTAL 2,509,172

RECOVERY OF EXCESS DEPRECIATION RESULTING FROM PROVIDER
TERMINATION OR A DECREASE IN PROGRAM UTILIZATION.

OTHER ADJUSTMENTS (SPECIFY)

OTHER ADJUSTMENTS (MSP-1CC RECONCILYATION AMOUNT)

AMOUNTS APPLICASLE TO PRIOR CQO5T REPORTING PERIODS RESULTING
FROM DISPOSITION OF DEPRECIABLE ASSETS.

SUBTOTAL 2,509,172
SEQUESTRATION ADJUSTMENT (SEE INSTRUCTIONS)

INTERIM PAYMENTS 1,957,884
TENTATIVE SETTLEMENT (FOR FISCAL INTERMEDIARY USE ORLY)

BALANCE DUE PROVIDER/PROGRAM 551,288
PROTESTED AMOUNTS (NONALLOWABLE GOST REPORT ITEMS) 476,835

IN ACCORDANCE WITH CMS PUB. 1S-II, SECTION 115.2

2552-96 18.6.13.0
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Health Financial Systems MCRIF32

ANALYSIS OF PAYMENTS TO PROVIDERS FQR SERVICES RENDERED

TITLE XVIII HOSPITAL

DESCRTPTION

1 TOTAL TNTERTM PAYMENTS PAID TO PROVIDER

2 INTERIM PAYMENTS PAYABLE ON INDIVIDUAL BILLS,
EITHER SUBMITTED OR TOQ BE SUBMITTED TO THE
INTERMEDIARY, FOR SERVICES RENDERED IN THE COST
REFORTING PERIOD. LF NONE, WRITE "NONE" OR

ENTER A ZERO.

LIST SEPARATELY EACH RETROACTIVE LUMP SUM ADIUSTMENT
AMOUNT BASED ON SURSEQUENT REVISION OF THE INTERIM
RATE FOR THE COST REPORTING PERIOD. ALSD SHOW DATE
OF EACH PAYMENT. IF MONE, WRITE "NONE" OR ENTER A
ZERD. (12

[¥e)

ADJUSTMENTS TO PROVIDER
ADIUSTMENTS TG PROVIDER
ADJUSTMENTS T0) PROVIDER
ADIUSTMENTS TO PROVIDER
ADJUSTMENTS TO PROVIDLR
ADJUSTMENTS TO PROGRAM
ADJUSTMENTS TO PROGRAM
ADJUSTMENTS TO PROGRAM
ADJUSTHMENTS TO PROGRAM
ADJUSTMENTS TO PROGRAM

SUBTOTAL

TOTAL INTERIM PAYMENTS

E-3

TO BE COMPLETED BY INTERMEDIARY

LIST SEPARATELY EACH TENTATIVE SETTLEMENT PAYMENT

AFTER DESK REVIEW. ALSO SHOW DATE OF EACH PAYMENT.

IF NONE, WRITE "NONE" OR ENTER A ZERC. (1)
TENTATIVE TO PROVIDER
TENTATIVE TO PROVIDER
TENTATIVE TO PROVIDER
TENTATIVE TO PROGRAM
TENTATIVE TG PROGRAM
TENTATIVE TC PROGRAM

v

SUBTOTAL
6 DETERMINED NET SETTLEMENT SETTLEMENT TO PROVIDER
AMOUNT (BALANCE DUE) SETTLEMENT TQ PROGRAM
BASED ON £OST REPORT (1)
TOTAL MEDICARE PROGRAM LIABILITY

-~

NAME OF IWTERMEDIARY:
INTERMEDIARY NO:

SIGNATURE OF AUTHOHRIZED PERSON:

.01
.02
.03
.31
.52
.99

.02

MM/ DD/ YYYY

1

4/ 1/2008

I

1
I
I

FOR WEST CENTRAL COMMUMNITY HOSPITAL IN

PROVIDER NO:
15-1326
COMPONENT NO:
15-1326

INPATIENT-PART A

LIEY
I

I
I
I

AMOUNT
2

2,474 686

NOME

61,601

61,601
2,536,287

NONE

DATE: __/__/___

OF FORM CMS-2552-96 (11/1%98)

PERICD: I PREFARED 1/29/2009
FROM 07 1/2007 1 WORKSHEET E-1
T0 8/31/2008 I
1

PART B
MM/DD/YYYY AMOUNT
3 4
2,127,305
NONE

4/ 172008 169,421

-169,421
1,957,884

NONE

(1)

255

ON LINES 3, 5 AND 6, WHERE AN AMOUNT IS DUE PROVIDER TO PROGRAM, SHOW THE AMOUNT AND DATE ON WHICH THE PROVIDER
AGREES TO THE AMOUNT OF REPAYMENT. EVEN THOUGH TOTAL REPAYMENT IS NOT ACCOMPLISHED UNTIL A LATER DATE.

2-96 18.6.13.0
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Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS=-Z2552-96 (11/1998)
I  PROVIDER NO: I PERIOD: 1 PREPARED 1/25/200%

AMNALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED T 15-1326 I FROM 9/ 1/2007 I WORKSHEET E-1
I COMPONENT NO: I 70 B/31/2008 I
I 15-73?6 1 1
TLITLE XVIII SWING BED SNF
DESCRIPTION INPATIENT ‘PART A PART B
MMADD/ VY YY AMOUNT  MM/DD/YYYY AMOUNT
i 2 3 4
1 TOTAL INTERIM PAVMENTS PAID TO PROVIDER 208,677
2 INTERIM PAYMENTS PAYABLE ON INDIVIDUAL BILLS, NONE NONE
ETTHER SUBMITTED OR TO BE SUBMITTED TQ THE
INTERMEDIARY, FOR SERVICES RENDERED IN THE COST
REPORTING PERIOD. EF NONF, WRITE "NONE" OR
ENTER A ZERO.
3 LIST SEPARATELY EACH RETROACTIVE LUMP SUM ADJUSTMENT
AMOUNT BASED ON SUBSEQUENT REVISION OF THE INTERIM
RATE FOR THE COST REPORTING PERIOD. ALSO SHOW DATE
OF EACH PAYMENT. TF NONE, WRITE "NONE" OR ENTER A
ZERO. (1)
ADJUSTMENTS TO PROVIDER 01 4/ 172008 800
ADJUSTMENTS TO PROVIDER .02
ADJUSTMENTS TO PROVIDER .03
ADIJUSTMENTS TO PROVIDER .04
ADJUSTMENTS TO PROVIDER .05
ADJUSTMENTS TO PROGRAM .50
ADJUSTMENTS TO PROGRAM .51
ADIUSTMENTS TO PROGRAM .52
ADJUSTMENTS TO PROGRAM .53
ADJUSTMENTS TO PROGRAM .54
SUBTOTAL .99 800 NONE
4 TOTAL INTERIM PAYMENTS 209,477
TQ BE COMPLETED 8Y EINTERMEDIARY
§ LIST SEPARATELY EACHK TENTATIVE SETTLEMENT PAYMENT
AFTER DESK REVIEW. ALSO SHOW DATE OF EACH PAYMENT.
IF NONE, WRITE "NONE" OR ENTER A ZERQ. (1)
TENTATIVE TO PROVIDER .01
TENTATIVE TO PROVIDER .02
TENTATIVE TO PROVIDER .03
TENTATIVE TO PROGRAM .50
TENTATIVE TO PROGRAM .51
TENTATIVE TO PROGRAM .52
SUBTOTAL .99 NONE NONE
& DETERMINED NET SETTLEMENT SETTLEMENT TO PROVIDER .01
AMOUNT (BALANCE DUE) SETTLEMENT TO PROGRAM .02

BASED ON COST REPORT (1)
TOTAL MEDICARE PROGRAM LIABILITY

~

NAME OF INTERMEDIARY:
INTERMEDTARY NO:

SIGNATURE OF AUTHORIZED PERSON:

DATE: _._/__ /.

{13 ON LINES 3, 5 AND 6, WHERE AN AMOUNT IS DUE PROVIDER TO PROGRAM, SHOW THE AMOUNT AND DATE ON WHICH THE PROVIDER
AGREES TO THE AMOUNT OF REPAYMENT, EVEN THOUGH TOTAL REPAYMENT IS5 NOT ACCOMPLISHED UNTIL A LATER DATE.

2552-96 18.6.13.0
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£ Lt P et

@

10
11

12
13

.01

.01

CALCULATION QF REIMBURSEMENT SETTLEMENT
SWING BEDS

TITLE XVIIX SWING BED SNF

COMPUTATION OF MET COST OF COVERED SERVICES

INPATTENT ROUTINE SERVICES - SWING BED-SNF (SEE INWSTR})
INPATIENT ROQUTINE SERVICES - SWING BED-NF (SEC INSTR)
ANCILLARY SFRVTCES (SEE INSTRUCTIONS)

PER DIEM COST FOR INTERNS AND RESIDENTS NOT LN APPROVED
TEACHING PROGRAM (SEE INSTRUCTIONS)

PROGRAM DAYS

INTERNS AND RESIDENTS NOT IN APPROVED TEACHING PROGRAM
(SEE INSTRUCTIONS)

UTILIZATION REVIEW - PHYSICIAN COMPENSATION - SNF OPTIONAL
METHOD ONLY

SUBTOTAL

PRIMARY PAYER PAYMENTS (SEE INSTRUCTTONS)

SUBTOTAL

DEDUCTIBLES BILLED TO PROGRAM PATIENTS (EXCLUDE AMOUNTS
APPLICABLE TO PHYSICIAN PROFESSIONAL SERVICES)

SUBTOTAL

COINSURANCE BILLED TO PROGRAM PATIENTS (FROM PROVIDER
RECORDS) (EXCLUDE COINSURANCE FOR PHYSICIAN

PROFESSIONAL SERVICES)

80% OF PART B COSTS

SUBTOTAL

OTHER ADJUSTMENTS (SPECIFY)

REIMBURSABLE BAD DEBTS

REIMBURSABLE BAD DEBTS FOR DUAL ELIGIBLE BENEFICIARIES
(SEE INSTRUCTIONS)

TOTAL

SEQUESTRATION ADJUSTMENT (SEE INSTRUCTIONS)

INTERIM PAYMENTS

TENTATIVE SETTLEMENT (FOR FISCAL INTERMEDLARY USE ONLY)
BALANCE CUE PROVIDER/PROGRAM

PROTESTED AMOUNTS (NONALLOWABLE COST REPORT ITEMS)

IN ACCORDANCE WITH €MS PUB. 15-11, SECTION 115.2.

2552-96 18.6.13.0
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1
I
1

FOR WEST CENTRAL COMMUNTITY HOSPITAL
PROVIDER NO:

15-1326

I
COMPONENT NO; I TO
I

15-2326

IN LTEU OF FORM €MS-2552-96-E-2 (05/2004)

-

FERIOD: I

FROM 9/ 1/2007 1

PART A

171,891
62,208

159

234,099

234,099

234,099

234,099

234,099
209,477
24,622

§/3L/2008 I
1

PART B
2

PREPARED 1/29/2009

WORKSHEET E-2

159



Health Financial Systems

PART II

P L

=
BT RN

13

149
15
16
17

18
19
20
21
22
23
24
25

25.01
25.02
26
27

28
29

30
31

32.01
33
34

MCRIF32

CALZULATION OF REIMBURSEMENT SETTLEMENT

REIMBURSEMENT
HOSPITAL

- MEDICARE PART A SERVICES - C(COST

INFATIENT SERVICES
NURSING AND ALLIED HEALTH
QRGAN ACQUISITION

COST OF TEACHING PHYSICIANS

SUBTCTAL

PRIMARY PAYER PAYMENTS

TATAL COST. FOR CAH (SEE INSTRUCTIONS)

MANACED CARE PAYMENT

COMPUTATION OF LESSER OF COST OR CIARGES

REASONABLE CHARGES

ROUTINE SERVICE CHARGES

ANCILLARY SERVICE CHARGES

ORGAN ACQUISITION CHARGES, NET OF REVENUE
TEACHING PHYSICIANS

TOTAL REASONABLE CHARGES

CUSTOMARY CHARGES

AGGREGATE AMOUNT ACTUALLY COLLECTED FROM PATIENTS LTA BLE
FOR PAYMENT FOQR SERVICES ON A CHARGE BASIS

AMOUNTS THAT WOULD HAVE BEEN REALIZED FROM PATIENTS LIABLE
FOR PAYMENT FOR SERVICES ON A CHARGE BASIS HAD SUCH PAYMENT
BEEN MADE IN ACCORDANCE WITH 42 CFR 413.13(e)

RATIC OF LINE 12 TO LINE 13 (NOT TO EXCEED 1.000Q00)

TOTAL CUSTOMARY CHARGES (SEE INSTRUCTIONS)

EXCESS OF CUSTOMARY CHARGES OVER REASONABLE COST

EXCESS OF REASDNABLE COST OQVER CUSTOMARY CHARGES

COMPUTATION OF REIMBURSEMENT SETTLEMENT
DIRECT GRADUATE MEDTICAL EDUCATION PAYMENTS

COST OF COVERED SERVICES

DEBUCTIBLES (EXCLUDE PROFESSIONAL COMPONENT)

EXCESS REASONABLE COST

SUBTOTAL

COTNSURANCE

SUBTOTAL

REIMBURSABLE BAD DEBTS (EXCLUDE BAD CEBTS FOR PROFESS IONAL
SERVICES (SEE INSTRUCTIONS)

ADJJSTED REIMBURSABLE BAC DEBTS (SEE INSTRUCTIONS)
REIMBURSABLE BAD DEBTS FOR DUAL ELIGIELE BENEFICTARIES
SUBTOTAL

RECOVERY OF EXCESS DEPRECTATTON RESULTTNG FROM PROVID ER
TERMINATION OR A DECREASE IN PROGRAM UTILIZATION

DTHER ADJUSTMENTS (SPECIFY)

AMOUNTS APPLICABLE TC PRIOR COST REPORTING PERIODS
RESULTING FROM DISPOSITION OF DEPRECTABLE ASSETS
SUBTOTAL

SEQUESTRATION ADJUSTMENT

INTERIM PAYMENTS

TENTATIVE SETTLEMENT (FOR FISCAL INTERMEOIARY USE ONLY)
BALANCE OUE PROVIDER/PROGRAM

PROTESTED AMOUNTS (NONALLOWABLE COST REPORT ITEMS)

IN ACCORDANCE WITH CM$ PUB, 15-II, SECTIOM 115.2.

2552-96 18.6.13.0

FOR WEST CENTRAL COMMUNITY HOSPITAL

I

I
I
I

53

IN LIEU OF FORM CMS-2552-96-E-3 (04/2005)

I PERIQD: I PREPARED 1/29/2009
15-1326 I FROM 9/ 1/2007 1 WORKSHEET E-3
COMPONENT NO: 1 TO 8/31/2008 1 PART 1I

15-1326 I 1

PRCVIDER NO;

3,321,744

3,321,744
1,643
3,353,302

3,353,302
464,513

2,888.789
1,792
2,886,997
127,040
127,040

93,242
3,014,037

3,014,037
2,536,287
477,750



Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM (CMS-2552-96 (06/2003)

I  PRDVIDER NO: I PERIOD: I PREPARED 1/29/2009%
BALANCE SHEET I 15-1326 I FROM 9/ 1/2007 I
I I TO B/31/2008 1 WORKSHEET G
GENERAL SPECIFIC ENDOWMENT PLANT
FUND PURPOSE FUND FUND
ASSETS FUND
1 2 3 4

CURRENT ASSETS
1 CASH OM HAND AND IN BANKS
2 TEMPORARY INVESTMENTS
3 NOTES RECETIVABLE
4 ACCOUNTS RECEIVABLE
5 OTHER RECEIVABLES
6 LESS: ALLOWANCE FOR UNCOLLECTIBLE NOTES & ACCOUNTS

RECEIVABLE

7 INVENTORY
8 PREPAID EXPENSES
9 OTHER CURRENT ASSETS
10 DUE FROM OTHER FUNDS
11 TOTAL CURRENT ASSETS

FIXED ASSETS
12 LAND
12.01
13 LAND IMPROVEMENTS
13.01 LESS ACCUMULATED DEPRECIATION
14 BUILDINGS
14.01 LESS ACCUMULATED DEPRECTATION
15 LEASEHOLD IMPRCVEMENTS
15.01 LESS ACCUMULATED DEPRECTATION
16 FIXED EQUIPMENT
16.01 LESS ACCUMULATED DEPRECTATION
17 AUTCMOBILES AND TRUCKS
17.01 LESS ACCUMULATED DEPRECIATIDN
18 MAJOR MOVABLE EQUIPMENT
18.01 LESS ACCUMULATED DEPRECIATION
19 MINCR EQUIPMENT DEPRECIABLE
19.01 LESS ACCUMULATED DEPRECIATION
20 MINOR EQUIPMENT-NONDEPRECTIABLE
21 TOTAL FIXED ASSETS

QOTHER ASSETS
22 INVESTMENTS
23 DEPOSITS ON LEASES
24 DUE FROM OWNERS/OFFICERS
25 OTHER ASSETS 1,458,972
26 TOTAL OTHER ASSETS 1,458,972
27 TOTAL ASSETS 1,458,972
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Health Financial Systcms MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL IN LIEU OF FORM CMS-2552-96 (06/2003)

1 PROVIDER NOQ: I PERIOD: I PREPARED 1/29/2009
BALANCE SHEET I 15-1326 1 FROM 9/ 1/2007 I
I I 70 B/31/2008 1 WORKSHEET G
GENERAL SPECIFIC ENDOWMENT PLANT
FUND PURPOSE FUND FUND
LIABILITIES ANC FUND BALANCE FUND
1 2 3 4

CURRENT LIABILITIES
28 ACCOUNTS PAYARLE
29 SALARIES, WAGES & FEES PAYABLE
30 PAYROLL TAXES PAYABLE
31 NOTES AND LOANS PAYABLE (SHORT TERM)
32 DEFERRED TNCOME
33 ACCELERATED PAYMENTS
34 DUE TO OTHER FUNDS
35 OTHER CURRENT LTABILITIES
36 TOTAL CURRENT LIABILITIES

LONG TERM LIABILITIES
37 MDRTGAGE PAYABLE
38 NOTES PAYABLE
39 UNSECURED LOANS
40.01 10aNS PRIDR TO 7/1/66
40.02 ON OR AFTER 7/1/66
41 OTHER LONG TERM LIABILITIES
12 TOTAL LONG-TERM LTABTLITIES
43 TOTAL LTABILITIES

CAPTTAL ACCOUNTS
44 GENERAL FUND BALANCE 1,458,972
45 SPECIFIC PURPOSE FUND
46 DUNOR CREATED- ENDOWMENT FUND BALANCE- RESTRICTED
47 DONOR CREATED- ENDOWMENT FUND BALANCE- UNRESTRICT
48 GOVERNING BODY CREATED~ ENDOWMENT FUND BALANCE
49 PLANT FUND BALANCE-INVESTED TN PLANT
50 PLANT FUND BALANCE- RESERVE FOR PLANT IMPROVEMENT,

REPLACEMENT AND EXPANSION

51 TOTAL FUND BALANCES 1,458,972
52 TOTAL LTIABILITIES AND FUND BALANCES 1,458,972

2552-96 18.6.13.0
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Health Financial sSystems MCRIF32 FOR WEST CENTRAL COMMUNTTY HOSPITAL IN LTEU QF FORM CMS-2552-96 (09/1996)

I PROVIDER NO: I PERIOD: I PREPARED 1/29/2009
STATEMENT OF CHANGES IN FUND BALANCES I 15-1326 I FROM 9/ 1/2007 1 WORKSHEET G-1
I I 70 8/31/2008 1
GENERAL FUND SPECLFIC PURPOSE FUND
1 2 3 4
1 FUND BALANCE AT BEGIMNING
OF PERIOD
2 NET INCOME (LOSS) 1,458,972
3 TOTAL 1,458,972
ADDITIONS [(CREDIT ADJUSTMENTS) (SPECIFY)
4 ADDITIONS (CREDIT ADJUSTM
5
6
7
8
9
10 TOTAL ADDITIONS
11 SUBTOTAL 1,458,972
DEDUCTIONS (DEBIT ADJUSTMENTS) (SPECIFY)
12 DEDUCTIONS (DEBTIT ADIUSTM
13
14
15
16
17
18 TOTAL DEDUCTIONS
19 FUME BALANCE AT ENDG OF 1,458,972
PERIOD PER BALANCE SHEET
ENDOWMENT FUND PLANT FUND
5 6 7 8
1 FUMD BALANCE AT BEGINNING
OF PERIOD
2 NET INCOME (LOSS)
3 TOTAL
ADDITIONS (CREDIT ADJIUSTMENTS) (SPECIFY)
4 ADDITIONS (CREDIT ADJUSTM
5
b
7
B
9
10 TOTAL ADDITICNS

11 SUBTOTAL
DEDUCTIONS (DEBIT ADJUSTMENTS) (SPECIFY}
12 DEDUCTIONS (DEBIT ARIUSTM
13
14

16

17

18 107AL DEDUCTIONS

19 FUND BALANCE AT END OF
PERIOD PER BALANCE SHEET

2552-96 18.6.13.0
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00
U

0o
00

00
0o

00
00
00
0o
00

FOR WEST CENTRAL

I
STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES T
I
PART T - PATLENT REVENUES
REVENUE CENTER TNPATIENT
1

GENERAL INPATIENT ROUTINE CARE SERVICES
HOSPTTAL 2,430,488
SWING BED - SNF 77,150
SWING BED - NF
TOTAL GENERAL INPATIENT ROUTINE CARE 2,507,638
INTENSIVE CARE TYPE INPATIENT HOSPITAL SVCS
INTENSIVE CARE UNIT 516,040
CORONARY CARE UNIT
BURN INTCNSTVE CARE DNIT
SURGICAL INTENSIVE CARE UNIT
TOTAL INTENSIVE CARE TYPE INPAT HOSP 546,040
TOTAL TNPATIENT ROUTINE CARE SERVICE 3,053,678
ANCILLARY SERVICES 9,774,579
DUTPATIENT SERVTCES
TOTAL PATIENT REVENUES 12,828,257

26 00 DPERATING EXPENSES
ADD [SPECTIFY)

27

00
00
00
00
0o
00
Do

00
0o
00
00
00
Do
00

BENEFITS
PUHOENTIX ALLOCATION
BAD DEBT

TOTAL ADDITIONS

DEDUCT {(SPECIFY}

DEDUCT (SPECIFY)

TOTAL DEDUCTIONS
TOTAL OPERATING EXPENSES

2552-96 18.6.13.0

PART II-OPERATING EXPENSES

1,691,879
215,575
2,148,853

57

COMMUNITY HOSPITAL

PROVIDER NO:
15-1326

OUTPATIENT
2

38,992,125

38,992,125

18,006,494

4,056,307

22,062,801

I PERIOD:

I FROM
I TO

TOTAL
2,430,488
77,150
2,507,638
546,040

546,040
3,053,678
9,774,579

38,992,125

51,820,382

9/ 1/2007
8/31/2008

I
1
1

IN LIEU OF FORM CMS-2552-96 {09/1996)

PREPAREC 1/29/200%9
WORKSHEET G-2
PARTS I & II



Health Financial Systems MCRIF32 FOR WEST CENTRAL COMMUNITY HOSPITAL
I  PROVIDER NO:
STATEMENT OF REVENUES AND EXPENSES T 15-1326
I
DESCRIPTION
1 TOTAL PATIENT REVEMUES 51,820,382
2 LESS: ALLOWANCES AND DISCOUNTS ON PATIENT'S ACCTS 28,912,418
3 NET PATIENT REVENUES 22,907,964
4 LESS: TOTAL OPERATING EXPENSES 22,062,801
5 NET INCOME FROM SERVICE TO PATTENTS 845,163
OTHER INCOME

6 CONTRIBUTIONS, DONATIONS, BEQUESTS, ETC,

7 INCOME FROM TNVESTMENTS

8 REVENWE FROM TELEPHONE AND TELEGRAPH SERVICE

9 REVENUE FROM TELEVISION AND RADIO SERVICE
10 PURCHASE DISCOUNTS
11 REBATES AND REFUNDS QF EXPENSES
12 PARKING LOT RECEIPTS

13 REVENUE FROM LAUNDRY AND LIMEN SERVICE

14 REVENUE FROM MEALS SOLD TO EMPLOYEES AND GUESTS

15 REVENUE FROM RENTAL OF LIVING QUARTERS

16 REVENUE FROM SALE OF MEDICAL & SURGICAL SUPPLIES

TO OTHER THAN PATIENTS

17 REVENUE FROM SALE OF DRUGS TO OTHR THAN PATIENTS

18 REVENUE FROM SALE OF MEDICAL RECORDS & ABSTRACTS

19 TUITION (FEES, SALE OF TEXTBOOKS, UNIFORMS, ETC)

20 REVENUE FRCM GIFTS,FLOWER, CQFFEE SHOP & CANTEEN

21 RENTAL OF VENDING MACHTINES

22 RENTAL OF HOSPITAL SPACE

23 GOVERNMENTAL APPROPRIATIONS

24 OTHER OPERATING REVENUE 592,124
24.01 NON OPERATING REVENUE 32,318
25 TOTAL QTHER INCOME 624,442
26 TOTAL 1,469,605

OTHER EXPENSES

27 LOSS ON DISPOSAL 10,633
28

29

30 TOTAL OTHER EXPENSES 10,633
31 NET INCOME (OR LOSS5) FOR THE PERIOD 1,458,972

2552-95 18.6.13.C
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I PERIOD: I
I FROM 9/ 1/2007 I

I 7TC

8/31/2008 I

IN LIEV OF FORM CMS-2552-96 (0%/1996)

PREPARED 1/29/2009
WORKSHEET G-3



