Health Financial Systems In Lieu of Form CMS-2552-10
This report is required by Taw (42 USC 1395g; 42 CFR 413.20(b)). Falure to report can resuit in all interim FORM APPROVEO

payments made since the beginning of the cost reporting pericd being deemed overpayments {42 USC 1395g). OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 151319 ; Period: worksheet 5
AND SETTLEMENT SUMMARY From 10/31/2010'| Parts I-III
To  09/30/2011 ) Date/Time Prepared:
e 124972012 10:28 am

" [PARY I_- COST REPORT STATUS _ e e e
provider 1. JElectronically filed cost report pate: 2/9/2012 Time: 10:28 am

use only 2. [  JManually submitted cost report
3.[ 0 J1f this is an amended report enter the number of times the provider resubmitted this cost report
o 4.1 IMedicare utilizatien. Enter " for full or "L" for Jow.
contractor 5.{ 0 Jcost Report Status 6, Date Recejved: 10, NPR Date:
use only (1) As submitted 7. Contractor No. il.Contractor's Vendor Code: 4
(2) settled without audit 8. [ N ] Initial Report for this provider Ccnii2. [ O JIf line 5, column 1 is 4: Enter
(3) settled with Audit 9. { N jFinal rReport for this Provider cCN number of times reopened = (-9,

(4) Reopened
(5) amended .

iPART 11 - CERTIFICATION
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW, FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/CR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above statement ahd that I have examined the accompanying electronically
filed or manually submitted cost report and the salance Sheet and Statement of Revenue and Expenses prepared by
GIBSON GENERAL HOSPITAL for the cost reporting period beginning 10/31/2010 and ending 09/30/2011 and to the hest
of my knowledge and belief, it is a true, correct and complete statement prepared from the books and records of
the provider in accordance with appticable instructions, except as noted. I further certify that I am familiar
with the Taws and regulations regarding the provision of health care services identified in this cost report
were provided in compliance with such laws and regulations.

///

Encryption Information (5igned) £2¢’L,/

ECR: Date: 2/9/2012 Time: 10:28 am or of Provider{s)

ZDPCnBJ7YKinuv.EtpEgBOWTdIal40 . ]

X7 10HUTHE . FoBdXc02KnaKzz: 8ch l/f + C.-—)CZK) .

yuseOJwgtgl4Goiy Title

PI: pate: 2/9/2012 Time: 10:28 am . i

3 2z0%BBRRFHAPRL2PXDYs 77 dQYGBaX0D p‘Z«/Z-Z‘-/ 20) 7
) NVGSy(02Zv0. :N. mdgjom7 riry8lqHz Date / /
_ ZTTLRWcOd10xOwAK i _
Title XvIII
Title v rart 8 HIT Title XIX
1.00 _....3.00 4,00 5.00 1
PART 111 - SETTLEMENT SUMMARY . e -

1,00 |[Hospital 0 294,109 4] 1,371,502| 1.00
2.00 |subprovider - IPF W] [¢] 0: 2.00
31.00 {subprovider - IRF 8] 0 0l 3.00
4,00 |SUBPROVIDER T ¢ ¢ ol 4.00
5.00 !swing bed - SNF 0] 0 ¢ 5.00
6.00 j{swing bed - NF 0 4| 6.00
7.00 {skilled Nursing facility 0 0 0 o 7.00
8.00 [Nursing Facility 0 0i 8.00
9.00 |HOME HEALTH AGENCY T 0 0 0 Q] 9.00
10.00 {RURAL HEALTH CLINIC I 0 0, 0| 10.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER I o 0 0 1i.00
12.00 (CcMHC T 1] Q 0] 12.00
200.00; Total 0 226,524 294,109 &) 1,371,5021200.00

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 required to respond to a collection of information unless it
displays a valid oM control number. The valid oMB control number for this information collection is (1938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data 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 the form, please write to: cMs,
7500 Security Boulevard, Attn: PRA Report Clearance officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

MCRIF3Z? - 2.14.128.0 GIBSON GENERAL HOSPITAL



[PART T~ COST |

Health Financial Systems

_In Lieu of Form CMS-2552-10

This report is reguired by law (42 usc 1395g; 42 CFR 413.20{b)). Falure to report can result in all interim
payments made since the beginning of the cost reporting period being deemed overpayments (42 ysC 1395g).

FORM APPROVED
OMB NO. 08538-0050

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION

AND SETYLEMENT SUMMARY

provider CCN: 151319

period:
From 10/31/2010
To  09/30/2011

pate: 2/9/2012

worksheet s
Parts I-TIX
pate/Time Prepared:
| 2/9/2012 10:28 am

Time: 10:28 am

Provider { lElectronically filed cost report
use only .{  Iwanuaily submitted cost report
.[ O }If this is an amended report eater the number of times the provider resubmitted this cost report
L [ IMedicare utilization. Enter “F" for full or "L" for low. o
contractor . { 0 Jcost Report Status 6. Date Received: 10.NPR ODate:
use only (1) As Submitted 7. Contractor No. 11.Contractor's vendor Code: 4

(3} settled with audit

(4) Reopened
(5) Amended

{PART IT - CERTIFICATION

MISREPRESENTATION OR FALSIFICA

ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW.
PROVIDED OR PROCURED THROUGH THE PAYMENT OIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE TLLEGAL, CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

(2) settied without audit 8. [ N JInitial Report for this Provider CCH 12.[ 0 JIf 1ine 5, column 1 is 4: Enter

9, [ N Jfinal Report for this provider CCN number of times reopened = 0-9.

FURTHERMORE,

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

TTON OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
IF SERVICES IDENTIFIEQ TN THXS REPORT WERE

I HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying electronically

filed or manually submitted cost report and the galance Sheet and Statement of Revenue and Expenses prepared by
GIBSON GENERAL HOSPITAL for the cost reporting period beginning 10/31/2010 and ending 09/30/2011 and to the best
of my knowledge and belief, it is 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 taws and regulations regarding the provision of health care services identified in this cost report

were provided in compiiance with such laws and regulations.

(signed)
officer or administrator of Provider{s)

Title

pate

o Title XVIIT

Cost Conter Description Title v 1 part A | part B . HIT _Title X1X
o o 1.00 | 2.00 [ 3.00 4,00 5.00
PART 111 - SETTLEMENT SUMMARY — : ..

1.00 |Hospital 0 192,211 294,109 [ 1,371,5027 1.00
2.00 |Subprovider - IPF 0 0 0 af 2.00
3.00 |[Subprovider - IRF 0 0 ¢ 0| 3.00
4.00 |SUBPROVIDER I 0 0 0 Qi 4.00
5.00 !swing bed - SNF 0 34,313 0 0f 5.00
6.00 |swing bed - NF 0 0| 6.00
7.00 iskilled Nursing Facility 0 0 0 0| 7.00
8.00 jnursing fFacility 0 ol 8.00
9.00 |HOME HEALTH AGENCY I 0 0 0 0 9.00
10.00 |RURAL HEALTH CLINIC X 0] 0 0| 10.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER I 0 0 0| 11.00
12.00 |CMHC T Q 0 0} 12.00
200.00{ Total 0 226,524 294,109 [} 1,371,5027200.00

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, nc persons are required to respond to a coellection of information unless it

displays a valid oMB control number,

The valid oMB control number for this information collection is 0938-0050.

The time

required to complete and review the information collection is estimated 673 hours per response, including the time to review

instructions, search existing resources, gather the data 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 the form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,

MCRIF3Z - 2.14.128.90

GIBSON GENERAL HOSPITAL
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Health Financial Systems

In Liey of Form CM$-2552-10

This report is required by law (42 usC 1395g; 42 CFR 413.20(1)). Falure to report can result in all iaterim
payments made since the beginning of the cost reporting period being deemed overpayments (42 UsC 1395g).

FORM APPROVED
OMB NO. (938-0050

HOSPITAL AND HOSPITAL HEALTH CARE CDMPLEX COST REPORT CERTIFICATION provider CCN: 151319 |Period: wWorksheet s
AND SETTLEMENT SUMMARY From 10/31/2010 | Parts I-III
To  08/30/2011 | Date/Time Prepared:
_ B 2/9/2012 10:28 am._.

[PART I - COST REPORT STATUS L

" Date: 27972012

“Time: 10:28 am

provider 1. Jelectronically filed cost report

use onlty 2. F Imanually submitted cost report
3.f 0 1If this is an amended report enter the number of times the provider resubmitted this cost report
4.[  Jmedicare Utilization. Enter “F" for full or "L" for Jow.

contractor 5.{ 0 1cost Report Status 6. Date Received: 10.NPR Date:

use only (1) As Submitted 7. Contractor No. 11.Contractor's vendor Cede:

(3) settied with Audit

(4) Reopened

(5) Amended
[PART IT - CERTIFICATION ______ R _ . e T
4ISREPRESENTATION DR EALSIFICATION DF ANY INFORMATION CONTAINED IN THIS COST HEPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND

ADMINIST

9. { N 1Final Report for this Provider CCn

4

settled without Audit 8. [ N lInitial Report for this provider ccail2.[ 0 1if 1ine 5, column 1 is 4: Enter
number of times reopened = 0-9.

RATIVE ACTIDN, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW.

FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE

PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMENISTRATIVE ACTION, FINES ANG/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER{S)

I HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying electronically
filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and Expenses prepared by
GIBSON GENERAL HOSPITAL for the cost reporting period beginning 10/31/2010 and ending 09/30/2011 and to the hest
of my knowledge and belief, it is 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 regulaticns regarding the provision of health care services identified in this cost report

were provided in compliance with such Taws and regulations.

Encryption Information (signad} )
ECR: Date: 2/9/2012 Time: 10:28 am officer or Administrator of Provider(s)
zDPcnBj7YKinuv. EtpEg80wTdIal40
w7QTOHUTHE, FoBdxc02KnakZz: 8ch
yUuseQlwygrg04Goiy . Title
PIL: pate: 2/9/2012 Time: 10:28 am
2z0KBBRRFHADRL2PXDvS 77dQYGROX0
NvGS5Y00ZVO. (N.mdgjom7 rIry81lgMz Date
~ 2TtLRWcOd]OxowAK . . - -
Title XVIII )
Title v Part_A Part B HIT Title XIX
o - 1.00 2.00 3.00 4.00 5.00 _
PART III - SETTLEMENT SUMMARY -
1.00 ([Hospital 1 192,211 294,109 4] 1,371,502 1.00
2.00 |[Subprovider - IPF 0 0 0 0| 2.00
3.00 |subprovider - IRF 0 0 0 0| 3.00
4.00 [SUBPROVIOER I 0 0 0 0y 4.00
5.00 [swing bhed - SNF [#] 34,313 ¥ 0! 5.00
6.00 {swing bed - NF 0 0| 6.00
7.00 |skilled Nursing Facility 0O 0 0 0| 7.00
8.00 [Nursing Facility Yy 0, 8.00
9.00 |[HOME HEALTH AGENCY I 0 0 G 0f{ 9.00
10.00 [RURAL HEALTH CLINIC I 0] 0 0f 1¢.00
11.00 {FEDERALLY QUALIFIED HEALTH CENTER I 0 0 0| 11.04Q
12.00 JCMHC T 0 0 bl 12.00
200.00]| votal 0 226,524 284,109 0 1,371,502)200.00

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 required to respond to a collection of information unless it

displays a valid oM8 control number.

The valid OMB control number For this information colTection is 0938-0050,

The time

required to complete and review the information collection is estimated 673 hours per response, including the time to review

instructions, search existing resources, gather the data 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 the form, please write to: CMs,
7500 security Boutevard, Attn: PRA Report Clearance officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

MCRIF32 - 2.14.128.0 GIBSON GENERAL ROSPITAL
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Health Financial Systems

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE CDMPLEX IDENTIFICATION DATA

.0n

24.00

25.00

26.00
27.00

35.00

" 36.00

37.00

pProvider CCN:

151319 | Period:

From 10/31/2010

Worksheat 5-2
Part I

To 09/30/2011} Date/Time Prepared:
} R — - 2/9/2012 10:27 am

1 . 1.00 ) o 2,00 |- 3.00 I 4.00
fiospital and Wospital mealth Care Complex Address:
street: 1800 SHERMAN DRIVE PO BOX: 1.00
City: PRINCETON ) - . _ .. .. lstate: TN _lzip code: 47670~ County: GIBSON 2.00

Component Name CCN CBsA  [Provider pate payment Ssystem (P,

Number | Number | Type |[certified( T, 0, or N}

. e ; v |xvIiz| xix

) N N ) o 1.00 o 2.00 _3.00 4,00 5.00 6.00 | 7.00 | 8.00

Hospital and Hospital-pased Component identification: o . i ' -
Hospital GIBSON GENERAL HOSPITAL; 151319 15999 1 12/16/2003| N 0 P 3.00
subprovider - IPF 4.00
subprovider - IRF 5.00
subprovider - (Other) 6.00
swing Beds - SNF GIBSON GENERAL SWING 152319 | 15999 12/16/2003] N ¢l N 7.00

BED
swing Beds - NF N N 8.00
Hospital-Based SNF GIBSON GENERAL SNF 155093 15999 06/14/1969( N P N 9.00
Hospital-Based NF 10.00
Hospital-Based OLTC 11.00
Hospital-Based HHA GIBSON HOME HEALTH 157445 15999 10/19/1995 N P N 12.00
separately Certified ASC 13.00
Hospital-Based Hospice 14.00
Hospital-Based Health Clinmic - RHC 15.00
Hospital-Based Health clinic - FQHC 16.00
Hospital-Based (CMHC) 1 17.00
Renal Dialysis 18.00
other . . S N 19.00
Front: To:

e . i 1.00 2,00 ]
cost Reporting Period (mm/dd/yyyy) 10/31/2010 09/30/2011 | 20.00
Type_of Control (see instructions) - o ) : B 2 21.00
mmpatient PPs Information . o B »
noes this facility quatify for and is it currently receiving paywents for N N 22.00
disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 1In
column 1, enter "Y" for yes ar "N" for no. Is this facility subject to 42 CFR section
§412.06{c) (2} {pickle amendment hospital?} In column 2, enter "v" for yes or "N for no.

Indicate in column 1 the method used to capture Medicaid (title XIX) days reported on 2 N 23.00
lines 24 and/ar 25 of this workshect during the cost reporting period by entering a "
if days are based on the date of admission, "2" if days are based on census days (also
referred to as the day count), or "3" if the days are based on the date of discharge.
Is the method of identifying the days in the current cost reporting period different
from the method used in the prior cost reporting period? Enter in column 2 “¥" for yes
In-State | In-State out-of out-of Medicaid other
Medicaid | Medicaid state state HMO days | Medicaid
paid days | eligible | Medicaid | Medicaid days
days paid days | eligible
- days
. L B . 1.00 2,00 3.00 4,00 5.00 6.00 B
If 1ine 22 and/or line 45 is "yes", and this 3 0 0 0 0] 0f 24.00
provider is an IPPS hospital enter the in-state
Medicaid paid days in cel. 1, in-state Medicaid
¢ligible days in col. 2, out-of-state Medicaid paid
days in col. 3, out-of-state Medicaid eligible days
in col, 4, Medicaid BMO days in col. 5, and other
Medicaid days in col. 6.
1f this provider is an IRF, enter the in-State 0 1 0 0 0 G| 25.00
Medicaid paid days in column 1, the in State
Medicaid eligible days in column 2, the out of State
Medicaid paid days in column 3, the out of State
Medicaid eligible days in column 4, Medicaid HMO
days in column 5, and other Medicaid days in column
6. For all cotumns include in these days the labor

land delivery days. . I . N
Enter your standard geographic classification (not wage) status at the beginning of the cost 26.00
reporting period. Enter (1) for urban or (2) for rural.

Enter your standard geographic classification (not wage) status at the end of the cost reporting 2 27.00
period? Enter (1) for urban or (2) for rural.
If this is a sole community hospital (SCH), enter the number of periods SCH status in effect in the d 35.00

_lcost_reportipg period. . . e .

_Beginning: Ending:
. e e e — 1,00 2,00
Enter applicable beginning and ending dates of SCH status. subscript Tine 36 for number 36.00
of periods in excess of cne and enter subsequent dates.
If this is a Medicare dependent hospital (MDH}, enter the number of periods MDH status 1) 37.00
ir effect in the cost reporting period. ?

MCRIF32 - 2.14.128.0

GIBSON GENERAL HOSPITAL



nwealeh Fipancial Systems

in tie

i of Form (MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

provider CCN: 151319 | Period:

From 10/31/2010

worksheet 5-2
Part I

To 09/30/2011 | pate/Time Prepared:
_ - _ _1.2/9/2012 10:27 am__
Beginning: Ending:
38.00 |[Enter applicable beginning and ending dates of MDH status. Subscript line 38 for number 38.00
of periods in excess of one and enter subsequent dates. . .
[ v Ixvizz| xix
[ 1.00 ] 2.00] 3.00
Prospective Payment System {PPS)-cCapital o e |
45,00 |[poes this fac111ty gualify and receive Capital payment for disproportionate share in accordance N N N 45,00
ith 42 CFR Section §412.3207 (see instructions)
46.00 115 this facility eligible for the special exceptions payment pursuant to 42 CFR section N N N 46,00
§412.348(g)? 1f yes, complete worksheet L, Part IIT and L-1, Parts I through III
47.00 iTs this a new hospital under 42 CFR §412.300 PP$ capital? Enter "v for yes or "N for no. N N N 47.00
48.00 {Is the facility electing full federal capital payment? Enter "Y" for yes or “N" for no. N | N N 48,00
Teaching Hospitals. ) o
56.00 |Is th15 a hospital dnvolved in training residents in approved GME programs? Enter "' for yes N 56.00
or "N" for no.
57.00 |1f Tine 56 is yes, is this the first cost reporting period during which residents in approved 57.00
GME programs trained at this facility? Enter "Y' for yes or "N" for no in column 1. I¥ column 1
is "v" did residents start training in the first manth of this cost reporting period? Enter "v"
for yes or “N" for no in column 2. TIf column 2 is "¥", complete worksheet E-4. If column 2 is
"N", complete worksheet D, part III & Iv and D-2, Part II, if applicable.
58.00 (if line 56 is yes, did this facility elect cost reambursement for physicians' services as 58.00
defined in ¢ms pub. 15-1, section 21487 If yes, complete worksheet p-5.
59.00 iare costs claimed on 31ne 100 of Worksheet A? If yes, complete worksheet D-2, Part I. N 59,00
G0.00 jare you claiming nursing school and/or allied health costs for a program that meets the N 60,900
provider-operated criteria under §413.857 Enter "v" for yes or "N" for po. (see instructions) N
Y/N IME Average Direct GME
. Average
B} e B . - I 2.00 _.3.00
61.00 |pid your facility receive additional £TE slots under ACA section 55037 N 0.00 0.00 61.00
enter "¥" for yes or "N" for no in column 1, If "¥", effective for
portions of cost reporting periods beginning on or after July 1, 2011
enter the average number of primary care FTE residents for IME in column
7 and direct GME in column 3, from the hospital’s three most recent cost
reports ending and submitted before March 23, 2610, (see Adnstructions) B
ACA Provisions Affecting the health Resources and Services Administration (HRSA)
62.00 |[Enter the number of FTE residents that your hospital trained in this 0.0¢ 62.00
cost reporting period for which your hospital received HRSA PCRE funding
{sea instructions)
62.01 [Enter the number of FTE residents that rotated from a Feaching Health 0.00 62.01
center (THC) into your hospital during in this cost reporting period of
HRSA THC program. (see ipstructions)
Teaching Hospitals that Claim Residents in Non-frovider settings B
63.00 lHas your facitity traimed residents in non-provider settings during this N 63.00
cost reporting period? Enter "Y' for yes or "N" for no. 1If yes,
B lcomplete lines 64-67. {see instruckionsy . B o
Unweighted unweighted |Ratio {col. 1/]
FTEs FTES 1in (col. 1 + col,
Nonprovider Hospital 2))
site
. L 1.00 2.00 3.00
section 5504 of the ACA Base Year £FE Residents in Nonprovider settings--This base year is your cost reporting
period that begins on or after July 1, 2009 and before June 30, 2010. . .
64.00 |Enter in column 1 the number of unwe1ghted non-primary care resident 0.00 0.0 0.000000 64,00
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column ? the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in cotumn 3 the ratio of
(column 1 divided by (column 1 + column 2)}. (see instructionsy e ]
Program Nane Program Code unweighted upweighted Ratio (col. 3/
FTES FTES in (col, 3 + col.
Nonprovider Hospital
} Site
e _1.00 2200 3.60 4.00 ..5.00
65.00 [Enter in column 1 the program 0.00 0.00 0.000000{ 65.00
name. Enter in column 2 the
program code, enter in coiumn 3
the number of unweighted
primary care FTE residents
attributable to rotations
occurring in all non-provider
settings. Enter in column 4 the
number of unweighted primary
care resident FTEs that trained
in your hospital. Enter in
cotumn 5 the ratio of (columa 3
divided by (column 3 + coiumn
4)). (see instructions)

MCRIF32 - 2.14.128.0

GIBSON GENERAL HOSPITAL



Health Financial Systems In tieu of Form CM$S-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 151319 | Period: worksheet §-2
From 10/31/2010 | Part I

To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am

Unweightee unweighted [Ratio (col, 1
FTES FTES in (col, 1 + col.
Hohprovider Hospital 2N
site
1.00 2,00 3.00

soctioh §504 of the ACA Current Year FTE Residents in Nonprovider sattings--£ffective for cost reporting periods
beq1nn1nq on or after July 1, 20106 ‘_ .

66.00 [Enter in cotumn 1 the namber of unweighted non-primary care resident 0.90 0.00| 0.000000, 66.00
ETEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of
i{column 1 divided by (column 1 « column 2)). {see instructions) o o o

Program Name rrogram Code unweighted unweightad [Ratio {(col. 3/
FTES FTES in {col. 3 + col.
Nonprovider Hospital 4))
o site |
_1.00 2,00 3.00 4.00 5.00
.00, Q.00 0.000000) 67.00

67.00 [Enter in column 1 the program
name. FEnter in column 2 the
program code. €nter in column
3 the number of unweighted
primary care FTE residents
attributable to rotations
occurring in all non-provider
settings. Enter in column 4 the
number of unweighted primary
care resident FTEs that trained
in your hospital. Enter ip
column 5 the ratio of (column 3
divided by (column 3 + column
1)), (see dinstructions) . e B I

f I !
[1.00 [ 2.00 | 3.00

Inpatient Psychiatric Fac111ty PPS
70.00 |Is this facility an Inpatient Psyechiatric “Facility (IPF), or does it contain an IPF subprovider? N 70.00
Enter "Y' for yes or "N" for no.
71.00 |If 1ine 70 yes: column 1: bid the Tacility have a teaching program in the most recent cost 0 71.00
report Tiled on or before November 15, 20047 Enter "v" for yes or "N" for no. Column 2: pid
this facility train residents in a new teaching program in accordance with 42 Crr §412.424

() (L (ii1)(p)7? Enter "y" for yes or "N" for no. Column 3: If column 2 is Y, enter 1, 2 or 3
respectively in column 3. (see instruct1ons) If this cost reporting period covers the bheginning
of the fourth year, enter 4 in column 3, or if the subseguent academic years of the new teaching
program in existence, enter 5. (see instructions) S RSN NS N S
Inpatient Rrehabilitation rac111ty PPS

75.00 iIs this facility an Inpatient Rehabilitation Facility (IRF), or does it contain an IRF N 75.00
subprovider? Enter "Y' for yes and "N" for no.
76.00 [Tf line 75 yes: column 1: 0id the facility have a teaching program in the most recent cost 0 76.00

reporting period ending on or before November 15, 20047 Enter "v" for yes or "N" for no. Column
2: pid this facility train residents in a new teaching program in accordance with 42 CFR
§412.424 () () (Fii)(D)? Enter "Y" for yes or “N" for no. Column 3: If column 2 is ¥, enter 1, 2
or 3 respectively in column 3. ¢see instructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the
new teaching program in existence, enter 5, (see instructions) = o

N . o ) 1.00

[Long_Term Care Hospital PPS .. e o

80.00 i¥s this a Long Term Care Hospital (LTCH)? Enter 'Y for_yes or "N’ for no [ N 80.00
ITEFRA Providers T

85.00 |[Ts this a new hospital under 42 CFR Section §413, 40(H (15(i) TEFRA? Enter “¥* for yes or "N for no. N 85.00

86.00 [pid this facility establish a new Other subprovider (excluded unit) under 42 CFR Section N 86.00

_|s413.40¢H (13¢14)7 Enter y" for yes and “N" for np, o L
v XIX

B ) 1.00 2.00 B
Title v or XIX Inpatient Services . e -

90.00 |poes this facility have title v and/or XIX inpatient hospital services? Enter "Y' for N vy 190,00
ves or "N" for no in the applicable column.

91.00 |Is this hospital reimbursed for title v and/or XIX through the cost report either in N Y 91,00
full or in part? eEnter *¥" for yes or "N" for no in the applicable column.

92.00 Jare title XIX NF patients occupying title XVIIX SNF beds (dual certification}? (see N 92.00
instructions) Enter "¥" for yes or "N" for no in the applicable column.

93.00 |poes this facility operate an ICF\MR facitity for purposes of title v and XIX? Enter N N 93.00
"¥" for yes or "N" for no in the applicable column.

94,00 [poes title v or XIX reduce capital cost? enter "Y' for yes, and "®" for no in the N N 94.00
applicable column.

195,00 [3f line 94 is "Y', enter the reduction percentage in the applicable column. 0.00 0.00, 95.00

96.00 |boes title V or XIX reduce operating cost? Enter "Y" for yes or "N" for no in the N N 96,00
applicable column,

97.00 |1f Jine 96 is "¥", enter the reduction percentage in the applicable column. 0.00 0.00, 97.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health fFinancial Systems In Lieu of Form CM$-2552-10

HOSPTTAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CcN: 151319 |period: worksheet s5-2
From 10/31/20180 | Part 1

Te  09/30/2011 | Date/Time Prepared:
2/9/2012 10:27 am

| v Xix_
L e 1.00 I 2.00
[Rural_providers _ R
105.00[Does this hosp1ta1 qua11fy as a Critical Access Hospita? (CAH)7 Y 105.00
106.00|IF this facility qualifies as a CaH, has it elected the all-inclusive method of payment N 106.00
for outpatient services? (see instructions)
107.00column 1:  TIf this facility qualifies as a caH, is it eligible for cost reimbursement N N 107.00

for 1 &R training programs? Enter "Y" for yes or “N" for no in column 1. (see
instructions) If yes, the GME elimination would not he on Worksheet B, Part I, column
25 and the program would be cost reimbursed. If yes complete Worksheet D-2, Part II.
column 2: If this faciltity is a CAH, do I&Rs in am approved medical education program
train in the CAH's exciluded IPF and/or IRF unit? Enter “¥" for yes or “N" for no in
column 2. {see instructions)

108.00|Is this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108.00
_IcFR section §412,113(c). Enter "y" for yes or "n" for no. . - o

rhysical gccupational speech | Respiratory
L o 1.00 2.00 . 3.00 400 |
109.00/Tf this hospital gualifies as a CAH or a cost provider, are N N N N 109,00
therapy services provided by outside supplier? Enter "y"
Afor yes or "N for no for each therapy. . _
_ 1.00 2.60 -
Miscellaneous Cost Reporting Information R -
115.00/ts this an all-inclusive rate provider? Enter "Y' for yes ar °N" for no in column 1, TF N 115.00
yes, enter the method used (A, B, or E only} in column 2,
116.00[xs this facility classified as a referral center? Enter "Y" for yes or "N for no. N 116,00
117.00jEs this facility legally-required to carry malpractice insurance? enter "Y" for yes or N 117.00
"N for no.
118.00j1s the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy 0 118.00
is claim-made. Enter 2 if the pelicy is occurrence,
119.00what is the lHability ¥imit for the malpractice insurance policy? enter in column 1 0 0119.00
the monetary limit per lawsuit. E£nter in coTumn 2 the monetary Timit per policy year.
120.00/Ts this a SCH or EACH that qualifies for the Outpatient Hold Harmless provision in ACA N N 120.00

§3121 as amended by the Medicaid Extender Act (MMeA) §1087 Enter in column 1 "y" for
yes or "N for no. Is this a rural hospital with <= 100 beds that qualifies for the
outpatient Hold Harmless provision in ACA §31217 Enter in column 2 "¥" for yes or “n"

for no
v 121.00pid this facility incur and report costs for implantable devices charged to patients? Y 121.00
) enter "Y' _for_yes or "N" for no._ e

Transplant Center Information _
125.00/poes this facility operate a transplant center? enter "Y" for yes and "N" for npo, If N 125.00

ves, enter certification date(s) {(mm/dd/yyyy) below.

126,.00/TF this is a Medicare certified kidney transplant center, enter the certificatien date 126.00
in column 1 and termination date, if applicable, in column 2.

127.00/1f this is a Medicare certified heart transplant center, enter the certification date 127.00
in column 1 and termination date, if applicable, in column 2.

128.00/Tf this is a Medicare certified Tiver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.

129,00/Tf this is a Medicare certified lung transplant center, enter the certification date in 129.00
column 1 and termination date, if applicable, in column 2.

130.00/1Ff this is a Medicare certified pancreas transpiant center, enter the certification 130.00
date in cotumn 1 and termination date, if applicable, in column 2.

131.00/Tf this is a Medicare cartified intestinal transplant center, enter the certification 131.00
date in cotumn 1 and termination date, if applicable, in column 2.

132.00IF this is a Medicare certified islet transplant center, enter the certification date 132.00
in celumn 1 and termination date, if applicable, in column 2.

.00

133.00)If this is a Medicare certified other transplant center, enter the certification date 133
in column 1 and termination date, if applicable, in column 2.
134.00If this is an organ procurement organization (OP0OY, enter the oPe number in column 1 134.00
and terpination date, if applicable, in column 2. .
A1l providers
140.00/are there any related organ1zat1on or home office costs as defined in CMS Pub. 15-1, N 140.00
chapter 107 Enter "Y" for yes or "N for no in column 1. If yes, and home office costs
_ lare claimed, enter in c¢olumn_2 the home office chain numwber. (see instructions)
T 1.00 I . 2.00 3.00
1f this facility is part of a chain organization, enter on Tlines 141 through 143 the name and address of the
home office and enter the home office contractor name and contractor number

141.00Name; Contractor's Name: contractor's Number: 141.00
142.00|Street: PO Box: 142 .00
143.00/City: . . . . ... Istate: TR Zip Code: 143.00
e R = . 1,00

144.00/Are provider based physicians' costs included in Worksheet A7 Y 144,00
145.00/1f costs for renal services are claimed on wWorksheet a, are they costs for inpatient services oniy? N 145,00

i Enter "Y* for yes or "N" fTor no.

MCRIF32 - 2.14.128.0 GIESON GENFRAL HOSPITAL



Health Financial Systems

In Lieu of Form €MS-2552-10

transition factor. (see instructions)

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX TDENTIFICATION DATA Provider CCN: 151319 [Period: wWorksheet 5-2
From 10/31/2010 | Part I
To  09/30/2011 | pate/Time Prepared:
e S I e 2/8/2012 10:27 am.
e e .00 2.00
146.00Has the cost allocation methodology changed from the previously filed cost report? N 146.00
Enter "Y" for yes or "N' for no in column 1. (See cMs Pub. 15-2, section 4020} If yes,
enter the approval date (mm/dd/yyyy) in column 2,
147.00Was there a change in the statistical basis? Enter "Y" for yes ar "N" for no. N 147.00
148.00was there a change in the order of allocation? enter "v" for yes or "N for no. N 148.00
149.DOJWas there a change to the simplified cost finding method? Enter "v" for yes or "N for N 149, 00
no.
Partc A Part B
poes this facility contain a provider that qualifies for an exemption from the application of the lower of costs
or charges? Enter "v" for yes or "N for no for each component Ffor part a and part 8. (See 42 CFR §413,.13)
155.00Hospital N N 155.00
156.00/subprovider - IPF N N 156.00
157.00{subprovider - IRF N N 157.00
158.00|subprovider - other N N 158.00
158.00|sNF N N 159.00
160, 00{HHA N N 160.00
161.00fcwne e N 161.00
. B . 1.00
165.00/1s this hospital part of a Multicampus hospital that has one or more campuses in different CBSAs? N 165.00
Enter "Y" for yes or "N" for no. e —
- Nane State | 2ip Code CBSA FTE/Campus
166.00;If line 165 is yes, for earh G.00,166. 00
campus enter the name in column
0, county in column 1, state in
column 2, zip code in column 3,
CBSA in column 4, FTE/Campus in
o 1.G60
Health Information Technology (HIT) incentive in the American Recovery aind Reinvestment Act -
167.00|Is this provider a meaningful user under Section §1886(n)? Enter "Y' for ves or "N" for no, N 167.00
168.00If this provider is a caH (%ine 105 s "v") and is a meaningful user (line 167 is "Y"), enter the (168.00
reasenable cost incurred for the HIT assets {see instructions)
169.00;If this provider is a meaningful user {line 167 is "Y") and is not a CaH (line 105 is "N"), enter the ¢.03169.00

MCRIF32 - 2.14.128.0
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Health Firancial Systems

In Lisu of Form ¢MS5-2552-10

HOSPITAL AND HOSPTITAL HEALTH CARE REIMBURSEMENT QUESTIONNATIRE

pProvider CCN; 151319 | period:

worksheet 5-2
From 10/31/2010 | part IT

Ta 09/30/2011 | pate/Time Prepared:
20972012 10:27 am

e e — R WU N 7

bate

“i.06

| 2.00

mm/dd/yyyy foirmat.

“léeneral Instruction: Enter Y for- all YES responses. Enter N for all NO responses. Enter all dates in the

COMPLETED BY ALL HOSPITALS -

provider Organization and oOperation

Has the provider changed ownership immediately prior to the beginning of the cost N
reporting period? If yes, enter the date of the change in column 2. (see instructions).

1.00

4.00

14,

15.

16.

17.

18.

19.

20.

"Héér}FEUbevfdef-{é?ﬁ?ﬁi;éﬁnpaﬁticipation in the Medicare Pragram? If N

Jrelationships? (see_instructions) _ L o

Y/N Date

v/1

1,00 2.00

3.60

yes, enter in column 2 the date of termination and in column 3, "v" for
voluntary or "I" for involuntary.

Is the provider involved in business transactions, including management H
contracts, with individuals or entities (e.g., chain home offices, drug
or medical supply companies) that are related to the provider or its
officers, medical staff, management personnel, or members of the board
of directors through ownership, control, or family and other similar

- . Y
1,00

Type
2.00

Financial pata and Reports oo .
column 1: were the financial statements prepared by a Certified public ¥
aAccountant? Column 2: I ves, enter "A" for Audited, "C" for Compiled,

or "R" for Reviewed. Submit complete copy o enter date available in
column 3. (see instructions) If no, see instructions.

Are the cost report total expenses and total revenues different from H

03/01/2011

Y/N

Legal Oper.

1.00

2.00

00

00

co

00

approved Edecational Activities

column 1: are costs claimed for nursing schoo'l? Column 2:
the legal operator of the program?

are costs ctaimed for Allied Health programs? If "¥" see instructions. N
were nursing school and/or allied health programs approved and/or renewed during the N
cost reperting period? IFf yes, see instructions.
Are costs claimed for Intern-Resident programs claimed on the current cost report? If N
yes, see instructions.
was an Intern-Resident program been initiated or renewed in the current cost reporting N
period? If yes, see instructions.
Are GME cost directly assigned to cost centers other than I & R in an Approved N

If yes, is the provider is N

6.00

7.00
8.00

9.00
10.00

11.00

Teaching Program on worksheet A? 1f yes, see instructions. e

“[Bad pebts o e

Ts the provider seeking reimbursement for bad debts? If yes, see instructions.
Tf Jine 12 is yes, did the provider's bad debt collection policy change during this cost reperting

period? If yes, submit copy.
If line 12 is yes, were patient deductibles and/or co-payments waived? If yes, see instructions.

_[pid total b

sed Complement

available change from the prior cost reporting periad? If yes, see instructions.
Part A

pesciription Y/N | Date

0 1.00 | 2.00

“|ps&r Bata” . o .

was the cost report prepared using the PS&R Y 01/04/2012
Report only? IF either cotumn 1 or 3 is yes,
enter the paid-through-date of the PS&R
Report used in columns 2 and 4 .(see
instructions)

was the cost report prepared using the PS&R N
rReport for totals and the provider's records
for allocation? If either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4, (see instructions)

If line 16 or 17 is yes, were adjustments N
made to PS&R Report data for additional
claims that have been biiled but are not
incTuded on the PS&R Report used to file
this cost report? If yes, see instructions,
If line 16 or 17 js yes, were adjustments N
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions,

If line 16 or 17 is yes, were adjustments N
made to PS&R Report data for Other? Describe

the other adjustments:

i6.00

17.00

18.00

19.00

20.00

MCRIF32 - 2.14.128.0
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dHealth Financial Systems

In Lieu of Ferm (M$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNATRE [Provider coN: 151319 |Period:
From 10/31/2010 [ Part XX

To 09/30/2011 | pate/Time Prepared:
1 3/9/2012 10:27 am

worksheet 5-2

) ‘Part A _
oescription _ __¥/N Date
21.00 |was the cost report prepared only using the N 21.00
provider's records? If yes, see
instructions. .
. e _ . 1,00 i
COMPLETED BY COST REIMBURSED AND TEFRA HOSPITALS ONLY,&gXCEPT CHILDRENEVHOSPITALS)
capital Related Cost _ e o
22.00 |Have assets heen relifed for Medicare purposes? It yes, see instructions N 22.00
23.00 |Have changes occurred in the Medicare depreciation expense due to appraisals made during the cost N 23.00
reporting period? IT yes, see instructions.
74.00 |were new leases and/or amendments to existing leases entered into during this cost reporting period? N 24.00
If yes, see instructions
25.00 IHave there been new capitalized leases entered into during the cost reporting period? Xf yes, see N 25,00
instructions.
26.00 {were assets subject to Sec.?314 of DEFRA acquired during the cost reporting period? If yes, see N 26,00
instructions.
27.00 |Has the praovider's capitalization policy changed during the cost reporting peried? If yes, submit N 271.00
Iutelest Expense -
28.00 {were new loans, mortgage agreements or letters of credit entered into during the cost report1ng N 28.00
period? If yes, see instructions.
29.00 |pid the provider have a funded depreciation account and/or bond funds {Debt Service Reserve Fund) N 29.00
treated as a funded depreciation account? If yes, see instructions
30.00 iHas existing debt been replaced prior to its scheduled maturity with new debt? It yes, see N 30.00
instructions.
31.00 {Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see M 31.00
instructions. ... ... R e e
purchased sepvices
32.00 |Have changes or new agreements occurred in patient care services “furnished through Contractual N 32.00
arrangements with suppliers of services? If yes, see instructions.
33.00 |If 1ine 32 s yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? IT A 33.00
no, see instructions. N S U H
P19v1der-nased Phy51c1ans
34.00 |Are services furnished at the prov1der facility under an arrangement with prov1der based physicians? Y 34,00
If yes, see instructions.
35.00 {If line 34 is yes, were there new agreements or amended existing agreements with the provider-based N 35.00
. physicians during the cost reporting period? 1f yes, see instructions. = 3
1._ y/N | Teate  j T
~ _ 1,00 2.00 -
Hone, offace Costs o o .
36.00 |were home office costs claimed on the cost report? N 36.00
37.00 |If Tine 36 is yes, has a home office cost statement been prepared by the home office? A 37.00
If yes, see instructions.
38.00 |If line 36 is yes , was the fiscal year end of the hame office different from that of A 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home office.
39.00 |If Jine 36 is yes, did the provider render services to other chain components? 1f yes, A 39.00
see instructions.
40.00 |If ¥ine 36 is yes, did the provider render services to the home office? If yes, see A 40,00
instructions.

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems

In Lie

i of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

16.00

17.00

18.00

19.00

20.00

21.00

Provider CCN:

- PArt B ,

pate __._
4.00

151319

Period:
From 10/31/2010
To 09/30/2011

worksheet $-2
part II
Oate/Time Prepared:

2/9/2012 10:27 am

PS&R Data e e
wWas the cost report prepared using the PS&R
#eport only? If either column 1 or 3 is yes,
enter the paid-through date of the Ps&Rr
Report used in columns 2 and 4 .(see
instructions)

was the cost report prepared using the PS&R
rReport for totals and the provider's records
for allocation? If either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)

If 1ine 16 or 17 is yes, were adjustments
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
If Tine 16 or 17 is yes, were adjustments
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

If Jine 16 or 17 is yes, were adjustments
made to PS&R Report data for Other? Describe
the other adjustments:

was the cost report prepared only using the
provider's records? If yes, see

instructions.

“01/04/72012

MCRIF32 - 2.14.128.0
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In Lieu of Form CMS-2552-10

Health Financial Systems .
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 151319 ; Period: worksheet 5-3
From 10/31/2010: Part ¥
To  09/30/2011 | Date/Vime Prepared:
............ e e 2/3/2012 30:27 am
Cost Center Rescription worksheet A | No. of Beds Bed Days CAH Hours
Line Number Available
B 1.00 2,00 3.00 4.00 L
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 30.00 20 7,300 47,184.00 1.00
8 exclude Swing Bed, Observation sed and
Hospice days)
2.00 [HMO 2.00
3.00 [HMO IPF 3.00
4,00 |HMO IRF 4,00
5.00 |[Hospital adults & Peds. Swing Bed SNF 5.00
6.00 [Hospital Adults & Peds. Swing Bed NF 6.00
7.00 !Total adults and Peds. (exclude observation 20 7,300 47,184.00 7.00
bheds) {see instructions)
8.00 |INTENSIVE CARE UNIT 31.490 5 1,825 4,680.00 8.00
9.00 |CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 {SURGICAL INTENSIVE CARE UNIT 11.00
12.00 [OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 iTotal {see instructions) 25 9,125 51,864.00 14.00
15.00 [CcaH visits 15.900
16.00 [SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 44,00 45 16,425 19.00
20.00 |NURSING FACILITY 20. 00
21.00 [OTHER LONG TERM CARE 21.00
22,00 jHOME HEALTH AGENCY 101.60 22.00
23.00 [AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 [HOSPICE 24,00
25.00 |CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALTFIED HEALTH CENTER 26.25
27.00 |Tetal (sum of lines 14-26) 70 27.00
28.00 |observation Bed Days 28.00
29.00 [Ambulance Trips 29.00
30,00 |employee discount days {see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see imstructions) 32.00
33.00 [LTCH non-covered days 33.00

MCRIF32 - 2.14.128.0
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Health Financial Systems

in tieu of Form CMS-2552-10

HOSPITAL AND HOSPYTAL HEALTH CARE COMPLEX STATISTICAL DATA

pProvider ccN: 151319

To

period:
From 10/31/2010 | Part I

worksheet 5-3

09/30/2011 | pate/Time Prepared:
2/8/2012 10:27 am

1/¢ pays / o/p visits / Trips

Cost Centes Desciiption Title v Title XviII Title XIX Total All
R Patients

i o 5.00 6.00 7.00 8.00 B
Hospital Adults & peds. {(columns 5, 6, 7 and 0 1,261 104 1,966 1.00
8 exclude swing Bed, Observation Bed and
Hospice days)
HMO 62 0 2.00
HMO IPF 0 0, 3.00
HMO IRF 0 0 4,00
Hospital Adults & Peds. Swing Bed SNF 0 523 0 523 5.00
Hospital Adults & Pads. Swing EBed NF 0 100 100 6.00
Total adults and Peds. (exclude observation 0 1,784 204 2,589 7.00
beds) (see instructions)
INTENSIVE CARE UNIT 0 132 0 195 8.00
CORONARY CARE UNIT 9,00
BURN INTENSIVE CARE UNIT 10.00
SURGICAL TNTENSIVE CARE UNIT 11.00
OTHER SPECIAL CARE (SPECIFY) 12,00
NURSERY 13.00
Total (see instructions) ] 1,916 204 2,784 14.00
CAH visits 0 0, 0 0 15.00
SUBPROVIDER - IPF 16.00
SUBPROVIDER - XIRF 17.00
SUBPROVIDER 18.00
SKYLLED NURSING FACILITY 0 1,273 9,104 13,813 19.00
MURSING FACILITY 20.00
OTHER LONG TERM CARE 21..00
HOME HEALTH AGENCY ¢ 2,999 105 4,315 22.00
AMBULATORY SURGICAL CENTER (D.P.) 23.00
HOSPICE 24.00
CMHC - CMHC 25.00
RURAL HEALTH CLINIC 26.00
FEDERALLY QUALIFIED HEALTH CENTER 26.25
Total (sum of lines 14-26) 27.00
observation Bed Days 0 0 438 28.00
ambulance Trips 0 29.00
employee discount days {see instruction) 0 30.00
Employee discount days - IRF 0 31.00
tabor & delivery days {(see instructions) 4] 0 32.00
LTCH non-covered days 0 33.00

MCRIF3? - 2.14.128.0
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Health Financial Systems

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Cost Center Doscription

- [Hospital adults & peds. (columns 5, 6, 7 and|

8 exclude Swing Bed, Observation Bed and
Hospice days)

HMO

HMO IPF

HMO IRF

Hospital Adults & Peds. Swing Bed SNF
Hospital Adults & Peds. Swing Bed NF

Total adults and pPeds. (exclude observation
beds) {see instructions)

INTENSIVE CARE UNIT

COROMARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

NURSERY

Total {see instructions)

CAH visits

SUBPROVIDER - IPF

SHBPROVIDER - IRF

SUBPROVIDER
SKILLED NURSING
NURSING FACILITY
OTHER LONG TERM CARE

HOME HFALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

CWMHC - CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

Total (sum of lines 14-26)

Observation ged Days

Ambulance Trips

employee discount days (see instruction}
employee discount days - IRF

Labor & delivery days (see instructions)
LTCH non-covered days

FACILITY

In Lieu of Form €MS-2552-10

Trrovider ccn: 151319

To

period:
From 10/31/2010

09/30/2011

worksheet $-3
Part I

pate/Time Prepared:
27972012 10:27 am

CFulT Time Equivaients

Discharges

Total Interns
& residents

Enployces an
rPaytoll

wNonpaid
worker's

Title ¥

Title XVIII

.9.00 .

0.00

6.00

.00

0.00,

L A000

240.25

29.22

4,92

274,39

.00 |

6.00

0.00,

0.00

.00

12,00

13,00

[

357

15

357

e =2 BV I S WE R )

MCRIF3?2 - 2.14,128.0
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Health Firancial Systems

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 151319 | period:

From 10/31/2010
To 09/30/2011

worksheet -3

Part T

Date/Time Prepared:
2/9/2012 10:27 am

33.00 [LTCH non-covered days

_ Dbischarges
Cost Centes Pescription Fitle XIX Totat all
|\ _._.p._.Patients
o . . 14.00 15.00 o
1.00 {Hospital Adults & Peds. (colwvmns 5, 6, 7 and 34 587 1.00
8 exclude Swing Bed, Chservation Bed and
Hospice days)
2.00 |HMO 2.00
3.00 |HMO TPF 3.00
4.00 k™MD TIRF 4.00
5.00 [Hospital adults & Peds. Swing Bed SNF 5.00
6.00 [Hospital Adultts & Peds. Swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 7.00
heds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9.00 |CORONARY CARE UNIT 9.00
10.00 {BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 {NURSERY 13.00
14.00 {Total (see instructions) 34 587 14.00
15.00 [CAH visits 15.00
16.00 ;SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIGER 18.00
19.00 {SKILLED NURSING FACILITY 19,00
20.00 |NURSING FACILITY 20.00
21.00 [OTHER LONG TERM CARE 21.00
22.00 [HOME HEALTH AGENCY 22.00
23,00 {AMBULATORY SURGICAL CENTER (D.P.) 23.00
24,00 [HOSPICE 24.00
25.00 [CMHC - CQMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 [Total (sum of Vines 14-26) 27.00
28.00 jchservation Bed Days 28.00
. 29.00 jambulance Trips 29,00
+ 30.00 [employee discount days (see instruction} 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |rabor & delivery days €see instructions) 32.00
33.00

MCRIF3Z2 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems

In Lieu of Form ¢M5-2552-10

BOSPITAL WAGE RELATED COSTS

IV N

provider CCN: 151319 | period:
From 10/31/2010
To  09/30/2011

worksheet 5-3
Part v

pate/Time Prepared:
2/9/2012 10:27 am__

OTHER WAGE RELATED COSTS (SPECIFY)

Amount
Reported
. 1.00 L
PART IV - WAGE RELATED COSTS
Part A - Core List e o
RETIREMENT COST N e
401K Employer Contributions 0 1.00
Tax Sheltered Annuity (TSA) Employer Contribution 6| 2.00
qualified and Non-Qualified pension Plan Cost 142,260; 3.00
Prior Year Pension Service Cost e8] 4,00
PLAN ADMINISTRATIVE COSTS_(Paid to External Qrganization} _
401K /75A plan administration fees 0 5.00
Legal/Accounting/Management Fees-Pension Plan G} 6.00
employee Managed Care Pragram Administration Fees 9| 7.00
HEALTH! AND INSURANCE COST —
Health Insurance (Purchased or Self runded) 1,942,595] 8.00
Prescription Drug Plan 0| 9.00
pental, Hearing and vision Plan 0] 10,00
Life Insurance {If employee is owner or beneficiary) 0f 11.00
accident Insurance (If employee is owner or beneficiary) 0| 12.00
pisabitity Insurance (IT employee is owner or beneficiary) 0| 13.00
Long-Term Care Insurance (If empioyee is owner or beneficiary) 01 14.00
workers' Compensation Insurance 130,332 15.00
Retirement Health Care Cost (only current year, not the extraordinary accrual required by rass 106. 0| 16.00
Non cumulative portion) e R
TAXES e e S — -
FICA-Employers Portion only 952,979t 17.00
Medicare Taxes - Employers Portion Only 0| 18.00
unemployment Insurance 51,941} 19.00
State or Federal unemployment Taxes . 0} 20.00
OTHER . . . e e e o e e ——
Executive beferred Compensation 0| 21.00
pay Care Cost and Allowances 0} 22.00
Tuition Reimbursement Gf 23.00
Total wage Related cost (Sum of lines 1 -23) L 3,220,107| 24.00
part & - other than Core Related Cost =~ - - . B e e
] o] 25.00

MCRIF3Z2 - 2.14.128.0
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Health rinancial Systems

In Lisu of Form (M5-2552-10

HOME HEALTH AGENCY STATISTICAL DATA Provider CCN: 151319 |Period: worksheet 5-4
from 10/31/2010
component CCN: 157445 [ To 09/30/2011 | pate/Time Prepared:
N o 2/9/2012 10:27 am
h Home Health PPS
o o } Agency I .
R _ 1,00
0.00 |county ) GIBSON |_e.00
o | “Title v | Title xviii | Title xiX other [ Toral
. [ 1,60 2.00 | 3.00 4,00 | 5.00
HOME HEALTH AGENCY STATISTICAL DATA o N
1.00 |Home Health Aide Hours 0 0 0 0 o 1,00
2.00 |unduplicated Census Count (see instructions) __0.00 0.00) 0.900 0.00 0.00] 2.00
' Nunber of Employees (Full Time Equivalent)
Enteir the nunher of hours in staff contract Total
your normal work week
i I o 0 1.00 2.00 3.0t
HOME HEALTH AGENCY - NUMBER OF EMPLOYEES _ _ I
3.00 |Aadministrator and Aassistant administrator(s} 0.00 0.00 0.00 0.00| 3.0¢
4.00 |pirector(s) and Assistant Director(s) 0.00 0.60 0.00) 4.00
5.00 {other Aadministrative Personnel 0.00 0.400 0.00f{ 5.Q0
.00 |pirect Nursing Service .00 0.00 .00 6.00
7.00 |[Nursing Supervisor 4.00 .00 4.00( 7.00
.00 [pPhysical Therapy Service 0.00 0.00 0.00] 8.00
9.00 irhysical Therapy Supervisor 0.00 .00 0.00; 9.00
10.00 {occupational Therapy Service 0.00 0.00 0.001 10,00
11.00 joccupational Therapy Supervisor 0.00, 0.00, 0.00| 11.0¢
12.00 {speech pathology Service 0.00] 0.00 0.00| 12.00
13.00 |speech Pathology Supervisor 0.00¢ 0.00 0.00] 13.00
14.00 [Medical Social Service 0. 00, 0.00] 0.00} 14.00
15.00 |Medical social Service Supervisar 0.00 0.00 0.00{ 15.00
16.00 |Home Health Aide 0.4Q0 0.060 0.00f 16.00
17.00 |Home Health Aide Supervisor 0.00 6.00 0.00( 17.00
18.00 |other (specify) . ~ .00 ©.00 o 0.00{ 18.00
HOME HEALTH AGENCY CBSA_CODES _
19.00 |Enter in column 1 the number of CBSAs where 1 19.00
you provided services during the cost
reporting period.
20.00 iList those B5A code(s) in column 1 serviced 15999 20.00
during this cost reporting period (line 20
contains the first code). n
Full Episodes
wi thout with outliers [LUPA Episodes PEP Only Total (cols.
~__outliers Episodes 1-4)
. o . 1.00 _2.00 3.00 4.00 5.00
PPS ACTIVITY DATA o B
21.00 jskililed Nursing visits 1,396 75 3z 5 1,508| 21.00
22,00 |skitled Nursing visit Charges 180,587 9,702 4,140 647 195,076( 22.00
23.00 |physical Therapy visits 690 23 ) 1 726] 23.00
24.00 |physical Therapy visit charges 91,677 3,030 790 132 95,629} 24,00
25.00 (occupational Therapy Yisits 164 18 0 0 182| 25.00
26.00 [occupational Therapy visit charges 21,602 2,371 i [t 23,973| 26.00
27.00 {speech pPathology visits 96 24 0 0 1201 27.00
28.00 |speech pathology visit Charges 12,645 3,161 0 o 15,806; 28.00
29.00 {Medical Sorial Service Visits 5 0 0 [y 51 29.00
30.00 [Medical social service visit Charges 878 0] 0 0 378| 30.00
31.00 |Home Health Aide visits 420 35 3 0 458| 31.00
32.00 |[Home Health aide visit Charges 30,400 2,533 217 0 33,150| 32.00
33.00 {Total wvisits (sum of lines 21, 23, 25, 27, 2,777 175 41 31 2,999 33.00
29, and 31)
34.00 {other cCharges 0 0 0 0 0| 34.00
35.00 |Totat charges (sum of lines 22, 24, 206, 28, 337,789 20,797 5,147 779 364,512| 35.00
3¢, 32, and 34)
36.00 |{Total Number of Episodes (standard/non 142 15 1 158| 36.00
outtier)
37.00 |Total wumber of Outlier Episodes 3 0 3{ 37.00
38.00 ;Total Non-Routine Medical supply Charges 2,724 29 181 8] 2,934| 38.00
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In tieu of Form €MS-2552-10

Health Financial Systems o
PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA provider CCN: 151319 [Period: worksheet 5-7
From 10/31/2010
To

09/30/’2011 Date/¥ime Prepared:

| 2/8/2032 10:27 am

1,00 2.00
1.00 |If this facility contains a hospital-based SNF, were all patients under managed care N 1.00
or was there no Medicare utilization? Enter "¥" for yes in column 1 and do not
complete the rest of this worksheet.
2.00 ipDoes this hospital have an agreement under either section 1883 or section 1913 for N 2.00
swing beds? Enter "Y' for yes or "N for no in column 1. If yes, enter the agreement
date (mn/dd/yyyy) in column 2. N -
Group SNF Days swing Bed SNF|Total (sum of
o ____Dbays col. 2.+ 33
e TR0 300 4.06
3.00 RUX 0 0 0| 3.00
4,00 RUL 0 4 0| 4.00
5.00 RVX 0 i 0] 5.00
6.00 RVL ¢ 0] 0i 6.00
7.00 RHX 0 0 ol 7.00
8.00 RHL 0 0 o 8.00
9.00 RMX 6! 0 6] 9.00
10.00 RML 0 1] 0} 10.00
11.00 RLX 0 v o 11,00
12.00 RUC 0 0 0 12.00
13.00 RUB 0 0 0} 13.00
14.00 RUA 0 0, 0l 14.00
15.00 RVC 14 0 14| 15.00
16.00 RVR 40 0 40] 16,00
17.00 RVA 30 0 301 17.00
18.00 RHC 55 4] 551 18.00
19.00 RHB 143 Q 143] 19.00
20.00 RHA 450 0 450( 20.00
21.00 RMC 126 0 126: 21.00
22.00 RME 34 0 84} 22.00
23.00 RMA 109 0 109( 23.00
24.00 RLE 0 0] 0f 24.00
25.00 RLA [¢] a 0} 25.00
26.00 ES3 0 0 0| 26.00
27.00 ES2 0 0 0| 27.00
. 28.00 ES] 0 0 0i 28.00
)} 29.00 HE? 0 0 o 29.00
30.00 HE1 0 0 0| 30.00
31.00 HD2 15 0 15| 31.00
32.00 HD1 13 0 13} 32.00
33.00 HC2 8 0] 8 33.00
34.00 HC1 7 0 71 34.00
35.00 HEZ2 0 0 01 35,00
36.00 HE1 0 4] 0} 36.00
37.00 LEZ2 0 4] 0f 37.00
38.00 LEL 0 0 0O 38.00
39,00 LD2 13 0 13| 39.00
40.00 LDl 64 0 64| 40.00
41.00 Lc2 Q 0 0f 41.00
42.00 Lcl h 0 0} 42.00
43,00 LB2 0 0 0] 43.00
44,00 LBl 35 0 35| 44.00
45.00 CE2 0 0 0] 45.00
46.00 CeEl 14 0 14} 46.00
47.00 cn2 4] 4] G| 47.00
48.00 ol g 0 0| 48.00
49.00 e 0 0 0 49.00
50.00 ccl 12| 0 12} 50.00
51.00 CB2 0 0 0| 51.00
52.00 cBl 0 0 Q1 52.00
53.00 CA? 0 0 0: 53.00
54.00 cal 8 0 8f 54.00
55.00 SE3 0 1] 0] 55.00
56.00 SE2 0 0 0] 56.00
57.00 SE1 0 0 0} 57.00
58.00 S5C 1) 0 0| 58.00
59.00 SSB o 0 0 59.00
60.00 SSA 0 0 0! 60.00
61.00 1B2 0 0 0f 61.00
62.00 TB1 0 0 0| 62.00
63.00 IA2 4 0 0| 63.00
, 64.00 1Al 0 0 0| 64.00
' 65.00 BB2 0 0 0f 65.00
66.00 sgl 0 0 0| 66.00
67.00 BA2 0 0 0] 67.00
68.00 Al 0 0 0{ 68.00
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in Lieu of Form CM5-2552-10

Health Financial Systems
PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA Provider CCN: 1513198 |[Period: worksheet 5-7
From 16/31/2010
To  09/30/2011 | pate/Time Prepared:
- ) e b 2{8/2012 10:27 am
Glroup SNF Days swing Bed SNF|Total (sum of
Days col, 2 + 3)
R 1,00 2.00 3.00 4.00

£69.00 PEZ 0 a ¢ 69.00

70.00 PE1 Q 0 ¢; 70.00

71.00 PD2 0 1] 0] 71.00

72.00 PD1 G 0 0| 72.00

73.00 pPC2 0] 0 0; 73.00

74.00 pCl 0 0 0| 74.00

75.00 PE2 0 0 0] 75.00

76.00 rel 0 0 0f 76.00

77.00 PA2 0 0 0| 77.00

78.00 PAl 0 0 )] 78.00

199, 06 AAA 27 0 271199.00

200,00, TOTAL e 1,273 0 1,2731200.00

CBSA at CBSA onfafter
Beginning of | October 1 of

Cost fteporting the Cost

reriad Reporting

foriod (if

| _applicable) -
. 1 1.00 2.00

ISNF_SERVICES _ . . _

201.00{Enter in column 1 the SNF CBSA code or S character non-CBSA code if a rural facitity, |[15999 15999 201,00

in effect at the beginning of the cost reporting period. Enter in column 2, the code
_. |dn effect on or after Qctober 1 of the cost reporting period (if applicable).
Expensos Percentage Associated
with Direct
Patient Care
and Related
,,,,,,, Expenses?

- 1.00 2.00 .00 T i
A notice pubiished in the Federal Register volume 68, No. 149 August 4, 2003 provided for an increase in the RUG
payments beginning 10/01/2003, congress expected this increase to be used for direct patient care and related
expenses, For lines 202 through 207: Enter in coluwmn 1 the amount of the expense for each category. Enter in
column 2 the percentage of total expenses for each category to total SNF revenue from Worksheet G-2, Part I,

Tine 7, column 3. 1in column 3, enter "v" for ves or "N" for no if the spending raflects increases associated
) with direct patient care and related expenses for each category. (see instructions)
202.00[staffing 0 0.00 202.00
© 203.006|Recruitment 0 0.00 203.00

204,00 retention of employees O 0.09 204,00

205.00/ Training 0 0.00 205.00

206.00|0THER (SPECIFY) 0 0.00) 206.00

207.00}Total snF revenue (worksheet G-2, Part I, line 7, column 3) 2,109,602 207.00
o - 1,00
1.00 |wage Index Factor 0.0000i 1.00
Group Base Rate Actual Rate pays for Base Rate
Prior to 10/1| for Services [Services priorjon/After 10/1
Prior to 10/1 to 10/1 __
1.00 2.00 3,00 4.00 5.00 o

3.00 RUX 266.82 266.82 0 266.82] 3.00

4,00 RUL 260.04 260.04 Q 260.04] 4.00

5.00 RVX 241.42 241._42 o) 241.421 5.00

6.00 RVL 214,30 21430 0 214,30} 6.00

7.00 RHX 221,85 221.85 O 221.85( 7.00

8.00 RHL 195.70 195.70 0] 195.70{ 8.00
9.00 RMX 205.09 205,09 0 205.09{ 9.00
10.00 RML 187. 66 187.66 0 187.66( 10.00
11.00 RLX 182.17 182.17| 0 182.17) 11.00

12.00 RUC 194.65 194,65 0 194.651 12.00

13.00 RUB 194.65 194,65 o] 194.65( 13.00

14,00 RUA 157.36 157. 36 0, 157.36] 14.G0

15.00 RVC 169.25 169.25 0 169,25 15.00
16.00 RVB 1431.58 143.58 0 143.58] 16.00
17.00 RVA 143,10 143,10 0 143.10| 17.00
18.00 RHC 149,69 149.69 g 149.69{ 18.00
19.00 RHB 133.22 133,22 0 133.22] 19.00
20.00 RHA 115.30 115.30 0 115.30] 20.00
21.00 RMC 133.41 133.41 v 133,41f 21.00
22.00 RMB 123.73 123.73 0 123.73] 22.00
23.00 RMA 99.51 99,51 0 99,51 23.00
- 24.00 RLB 132.28 132.28 0 132.28} 24.00
}25.00 RLA 80.95 80.95 0 80.95( 25.00
< 26.00 ES3 202.92 202.92 ¢ 202.921 26.00
27.00 ES2 158,84 158.84 0 158.84} 27.00
28.00 ES1 141,89 141.89 0, 141.89] 28.00

MCRIF32 - 2.14.128.0

GIBSON GENERAL HOSPITAL



In tieu of Form CMS-2552-10

Health_Financial Systems o
PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA provider CCN: 151319 | Period: worksheet s-7

From 10/31/2010

To  09/30/2011 | pate/Time Prepared:

o e N e 2/9/2012 10:27 am
Group Base Rate Actual rate pays for pbase Rate
prior to 10/1] for services Services Prior|on/after 10/1
e Prior to 10/1 to 10/1
] _ 1000 TITTTZe0 | 3.00 4.00 5.00 |

29.00 HEZ 137.04 137.04 0 137.04f 29.00
30.00 HEl 113.80 113,80 0 113.80] 30,00
31.00 HD2 128.33 128.33 0 128.33;1 31.00
32.00 HOL 107.02 107.G2 0 107.02] 32.00
33.00 HC2 121,06 121.06 G 121.06] 33.00
34.00 HC1 101,20 101.20 0 101,201 34.00
35.00 HE2 119.61 119.6H 0 119.61| 35.00
36,00 HB1 100. 24 100. 24 0 100,24| 36.00
37.00 LE2 124.45 124.45 0 124.45| 37.00
38.00 LEL 104.11 104.11 0 104,11 38.00
39.00 LD2 119.61 119.61 0 119.61( 39.00
40.00 LDl 100,24 100.24 0 100.24] 40.00
41.00 LC? 105.08 105.08 0 105.08; 41.00
42.00 [Nl § 88.61 88.61 0 88.61] 42.00
43.00 LB2 99.75 99.75 li; 99.751 43.00
44,00 LE1 84,74 84.74 0 84.74f 44,00
45,00 CE2 110,89 110.89 ¥ 110.89| 45.00
46,00 CEl 102,17, 102.17 0 102.17] 46.00
47.00 co2 105.08 165.08 0 165.08| 47.00
48.00 col 96.36 96. 36 0 96.36! 48,00
49.00 cc? 92,00 92.00 0 92.00} 49,00
50.00 ccl 85.22 85.22 0 85.22] 50.00
51.00 (82 85.22 85.22 0 85.22( 51.00
52.00 el 78.93 78.93 0 78.93| 52.00
53.00 ca2 72.14 72.14 0 72.14; 53.00
54.00 cAl 67.30 67.30 0 67.30( 54.00
55.00 SE3 0.00 0.00 0 0.00{ 55.00
56.00 SE2 0. 00, G.00 0 4.00] 56.00
57.00 SE1l 0. 00] 0.00 0 0.00] 57.00
58.00 SSC .00 0. 00] 0] 0.00] 58.00
59.00 SSB 0.00 0.00 0 0.00) 59.00
60.00 SSA 0.00 0.00 0 0.00] 60.00
61.00 1:¥) 0.00 G.00 0 0.00| 61.00
62.00 1B1 0.00 0.00 5] 0.00; 62,00
63.00 IAZ 4.00 0.0C 0 0.00| 63.00
64.00 1Al 0.60 0.00 0 0.00; 64,00
65.00 882 76.50 76.50 0 76.50| 65.00
66.00 B81 73.11 73.11 0 73.11| 66.00
67.00 BA2 63.42 63.42 G 63.42{ 67.00
68,00 BAl 60.52 60.52 0 60.52( 68.00
69.00 PE2 102.17 102.17 0 102.17] €9.00
70.00 PE1 97.33 97.33 0 97.33| 70.00
71.00 Pn2 96.36 96.36 0 96.36( 71.00
72.00 PD1 91.52 91.52 [t 91.52; 72.00
73.00 PC2 82.80 82.80 3 82.80f 73.00
74.00 pCl 78.93 78.493 0 78.93] 74.00
73.00 PE2 70,21 70,21 0 70.21} 75.00
76.00 PBI 67.30 67.30 d 67.30| 76.00
77.00 PA2 58.10 58.10 0 58.10; 77.00
78.00 PAl 55.68 55.68 0 55.68( 78.00
199.00 AdA 0.00 .00 0 0.00|199.00
200.00| TOTAL 0 200.00
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Health Financial Systems

In Lie

¢ of Form CMS5-2552-30

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA

provider CcN: 151319

period:
From 10/31/2010
To  09/30/2011

worksheet -7

pDate/Time Prepared:
2/9/2012 10:27 am

Actual Rate bays for Total
forr services services
on/after 10/1)on/afrer 10/1
L .00 .. 7.00 8.00
3.00 206.82 0 0 3.00
4.00 260.04 0 0 4.00
5.00 241.42 0 0 5.00
.00 214, 30 0 4] 6.00
7.00 221.85 0 0 7.00
8.00 195.70 8] 0 8.00
9.00 205.09 0 0 9.00
10.60 187.66 0, 0 10.00
11.00 182,17 0 0 I11.00
12.00 194,65 0 0 12.00
13.00 194,65 0 0 13.00
14.00 157.38 0 0 14.00
15.00 169.25 0 0 15.00
16.00 143.58 4] 0 16.00
17.00 143.10 0 0 17.00
18.00 149.69 0 0 18.00
19.00 133.22 [ 0 19,00
20,00 115.30 ¢ 0 20.00
21.00 133.41 0 0 21.00
22.00 123.73 0 0 22.00
23.00 99.51 0] 0 23.00
24.00 132.28 0 O 24.00
25.00 80.95 0 0 25.00
26.00 202.92 0 0 26.00
27.00 158. 84 0 0 27.00
28.00 141.89 Q 1] 28.00
29.00 137.04 4] 4] 29.00
30.00 113.80 4] Q 30.00
31.00 128.33 0 0 31.00
32.00 107.02 0 0 32.00
33.00 121.06 0 0 33.00
34.00 101.20 0 G 34.00
35.00 119.61 & 0] 35.00
) 36.00 100.24 y 0] 36.00
37.00 124.45 0 0 37.00
38.00 164.11 0 0 38.00
39.00 119,61 0 0 39.00
40.00 100.24 0 0 40.00
41.00 105.08 0 0 41.00
42.00 88.61 0 0 42.00
43,00 99,75 0 0 43.00
44,00 B4.74 0 0 44,00
45,00 110.89 0 0 45.00
46,00 102.17 0 0 46.00
47,00 105.08 0 0, 47.00
48.00 96. 30, 0 0 48.00
49.00 92.00 0 a 49,00
50.00 85,22 0 0 50.00
51.00 85.22 4] 0 51.00
52.00 78.93 o 0 52.00
53.00 72.14 1) 0 53.00
54.00 67.30 a 0 54.00
55.00 (.09, 0 0 55.00
56.00 0.00 0 [¢] 56.00
57.00 0.00 ] ¢] 57.00
58.00 0.00 1] 0 58.00
59.00 .00 ) 0 59.00
60.00 0.00 0 0] 60.00
61.00 0.00 0 0 61.00
62.00 0.00 0 0 62,00
63.00 G.00 0 0 63,00
64.00 0,060 0 0 64.00
65.00 76.50 0 0 65.00
66.00 73,11 0 0 66,00
67.00 63,42 0 0 67.00
58.00 60.52 0 0 68.00
69.00 102.17 ] 0 69.00
70.00 97.33 [¢] 0 70.00
)71.00 96. 36 iy 0 71.00
72,00 91.52 { 0 72.00
73.00 B2.80 0 0] 73.00
74.00 78.93 0 iy 74.00
75.00 70.21 0 Q 75.00

MCRIF32 ~ 2.14.128.0
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Health Financial Systems

In Lie

y of Form CM5-2552-10

PROSPECTIVE PAYMENT FOR 5HF STATISTICAL DATA

76.00

77.00

78.00
199.00
200.00|TOTAL

Provider CCN: 151319 [period:

From 10/31/2016
To 09/30/201%

worksheat §-7

pate/Time Prepared:
2/9/2012 10:27 am_

Actual ate Days for Total

for services services

an/after 10/1|on/after 10/1 .

_______ .00 { _7.00 | _ 8,00
67. 30 0 0 76.00
58.10 0 O 77.00
55.68 0 0 78.00
0.00 G 0 199.00

0] 0 200.00

MCRIF3Z - 2.14.128.0

GIBSON GENERAL ROSPITAL



Health Financial Systems

In Lieu of Form CMS-2552-10

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA

Pariod:
From 10/31/2010
To 09/30/2011

Provider CCN: 151319

workshest s5-10

Date/Time Prepared:
2/9/2012 10:27 am

B _ 1.00 .
1.00 |Cost to charge ratie (Worksheet ¢, Part I line 200 column 3 divided by line 200 column 8) ] 0.470169; 1.00
2.00 |Net revenue from Medicaid 1,105,439 2,00
3.00 |pid you receive DSK or supplemental payments from medicaid? N 3.00
4,00 |If 1ine 3 is “yes”, does 1ine 2 include all DSH or supplemental payments from Medicaid? A 4,00
5.00 |If Tine 4 is "no". then enter DSH or supplemental payments from Medicaid ol s5.00
6.00 imedicaid charges 6,187,7041 6.00
7.00 jMmedicaid cost (line 1 times line 6) 2,909,267 7.00
8.00 [pifference Detween net revenue and costs for Medicaid program (Iine 7 minus sum of 1ines 2 and 5; if 1,803,828; 8.00
< zero then entey zere) = . - ]
state children's Health Insurance program (SCHiP) (sec instructions for each ipe) B
9.00 (Net revenue from stand-alone SCHIP Qf 9.00
10.00 [Stand-alone ScHIP charges 0| 10.00
11.00 jstand-alone SCHIP cost {line 1 times tine 10) 0! 11.00
12.00 {pifference between net revenue and costs for stand-alone SCHIP (Jine 11 minus line 9; if < zero then 0 12.00
enter zere) .
other state or local government indigent care program (see instructions for each line) B
13.00 Net revenue from state or local indigent care program (Not included on lines 2, 5 or 9) 0| 13.00
14.00 |charges for patients covered under state or local indigent care program (Not included in lines 6 or 0f 14.00
10)
15.00 |state or local indigent care program cost (line 1 times line 14) 0} 15.00
16.00 |pifference between net revenue and costs for state or local indigent care program (line 15 minus 1ine of 16,00
3; if < zero then enter zero) N
uncompensated care (see instructions for each 1ine) _
17.00 Jprivate grants, donations, or endowment income restricted to funding charity care 0| 17.00
18.00 |Government grants, appropriations or transfers for support of hospital operations 0 18.00
19.00 ;7otal unreimbursed cost for Medicaid , SCHIP and state and local indigent care programs (sum of lines 1,803,828( 19.00
18,12 and 18) o i . I
uninsured Insured Total {(col. 1
patients patients +_ col. 2) .
o o 100 2.00 3.00 L
20.00 |Total initial obligation of patients approved for charity care {at full 548,140 1,296,921 1,845,061 20.00
charges excluding non-reimbursable cost centers) for the entire facility
. 21,00 [Cost of initial obligation of patients approved for charity care (Jine 1 257,718 609,772 867,490( 21.00
times iine 20)
©22.00 [Partial payment by patients approved for charity care 20,640 20,172 40,812} 22.00
23.00 icost of charity care (1ine 21 minus line 223 237,078 589,600 826,678| 73.00
24.00 (Does the amount in line 20 column 2 include charges for patient days beyond a length of stay limit N 24.00
imposed on patients covered by Medicaid or other indigent care program?
25.00 {If line 24 is "yes," <charges for patient days beyond an indigent care program’s tength of stay Hamit 0 25.00
26.00 {Total bad debt expense for the entire hospital complex (see instructions) 2,945,933] 26.00
27.00 |Medicare bad debts for the entire hospital complex (see instructions) 403,907 27.00
28.00 Non-Medicare and Non-Reimbursable bad debt expense {Tine 26 minus Tine 27) 2,542,026| 28.00
29,00 icost of non-Medicare bad debt expense (line 1 times line 28) 1,195,182! 29.00
30.00 [Cost of non-Medicare uncompensated care (line 23 column 3 plus line 29) 2,021,860 30.00
31.00 jTotal unreimbursed and uncompensated care cost (Iine 19 plus 1ine 30) 3,825,688] 31.00

MCRIF32 - 2.14,128.0
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in tieu of Form CMS-2552-10

) Health Financial Systems
! RECLASSTFICATION AND ADJUSTMENTS OF TRIAL BALANCE COF EXPENSES Provider CCN: 151319 |Period: worksheet A
From 10/31/2010
) To 09/30/2011 | bate/Time Prepared:
. e L e e i 1 2942017 10227 am
Cost Canter Doscription salaries other Total (col. 1[Reclassificati} Reclassified
i + col. 2) ohs (see A-6) [Trialt Balance
: ’ (col. 3 +-
e = col. 4)
o 1.00 2.00 3.00 4,00 5.00
! GENERAL SERYIGE COST CENTERS | e
. 1.00 [NEW CAP REL COSTS-BLDG & FIXT 2,720,174 2,720,174 -1,040,203 1,679,97% 1,00
! 2.00 |[NEW CAP REL COSTS5-MVBLE EQUIP i 0 1,711,519 1,711,518 2.00
4.00 |[EMPLOYEE BENEFITS 132,241 -518,546 -386, 305 735,302 349,087 4.00
I 5.00 |ADMINISTRATIVE & GENERAL 1,620,748 3,298,421 4,919,169 -105,79% 4,813,378| 5.00
7.00 |OPERATION OF PLANT 290,511 948, 240 1,238,751 -25,015 1,213,736 7.00
i B.00 [LAUNDRY & LINEN SERVICE 53,350 70,188 123,538 -3,521 120,017 8.00
' 9.00 |HOUSEKEEPING 310,054 182,836 492,890, -19,317 473,573 9.00
) 10.00 |DIETARY 359, 240, 371,295 770,535 -445, 620 324,915[ 10,00
11.00 [CAFETERIA 0 ¢! 0 420,191 420,191| 11.00
) 13.00 {NURSING ADMINISTRATION 37,468 27,659 65,127 -12% 65,001} 13,00
16.00 [MEDICAL RECORDS & tIBRARY 213,838 194,888 408,726 -11,734 396,992( 16.00
3 INPATIENT ROUTINE SERVICE COST CENTERS | i o
30.00 |ADULTS & PEDIATRICS 1,134, 8411 493,129 1,627,970 -110,425 1,517,545 30.00
3 31.00 |INTENSIVE CARE UNIT 269,974 80,761 350,735 -16,731 334,004]| 31.00
' 44.00 [SKILLED NURSING FACTILITY oo, 144,553 475,251 1,619,804 -77,706 1,542,098 44.00
3 ANCILLARY SERVICE COST CENTERS et e e i e e e
’ 50.00 [OPERATING ROOM 384,904 1,277,904 1,662,808 462,441 1,200,367 50,00
54.00 |RADIOLOGY-DIAGNOSTIC 645,748 690,729 1,336,477 -41,405 1,295,072 54.00
54_03 |NUCLEAR MEDICIMNE-DIAGNOSTIC G 147,689 147,689 -2 147,687 54.03
60.00 [LABORATORY 640, 313 846,933 1,487,246 -68, 869 1,418,377} 60.00
65.00 |RESPIRATORY THERAPY 320, 304 380,578 700,882 -76,507 624,375| 65.00
66.00 | PHYSICAL THERAPY 645,468 203,517 848,985 -43,920 805,065 66.00
67.00 |OCCUPATIONAL THERAPY 242,181 78,138 320,319 -13,3187 307,132: 67.00
\ GB.00 |SPEECH PATHOLOGY 129,075 52,226 181, 301 -8,189 173,112| 6R.00
/ 069.00 {ELECTROCARDIOLOGY 0 0 0] 0 0] 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 3 -1,845 -1,845 232,713 230,868} 71.00
) 72.00 |IMPL. DEV. CHARGED TO PATIENTS 0, 0 0 288,520 2B8,520( 72.00
) 73.00 [DRUGS CHARGED TO PATIENTS 227,787 552,810 780,597 -45,958] 734,639) 73.00
) QUIPATIENT SERVICE COST CENTERS - e ]
90.00 |CLINIC 158,300 197,912 356,212 -21,532 334,680 90.00
i 90.01 |DTABETES 72,467 24,974 97,441 -2,287 95,154 90.01
)90.02 OP PSYCH 49,609 76,297 125,906 -2,217 123,688 90.02
) 51.00 [EMERGENCY 780,467 548,066 1,328,533 -61,689 1,266,844 91.00
92.00 jOBSERVATION BEDS (NON-DISTINCT PART) 92.00
) 93.00 {|CARDIAC REHAB 9 1] t) Q. 0] 93.00
OTHER REIMBURSABLE COST CENTERS o
] 101.00{HOME HEALTH AGENCY - 258,253 135,592 393, 845] -16,372] 377,473]101,00
SPECIAL PURPOSE COST CENTERS .
j) 113.00] INTEREST EXPENSE 354,701 354,701 -354,70%1 0i113.00
118.00/SUBTOTALS (SUM _OF LTNES 1-117) 10,161, 694 13,910,517 24,072,211 312,870]  24,385,081(118.00
) NONRETHBURS COST CENTERS g e e )
194_00) MOB 3,531,599 2,577,823 6,109,422 -189,512 5,919,910{194.00
] 19401} FOUNDATION 53,348 62,844 116,182 -123,358 -7,166]194.01
y 194.02{A5C 0 852,735 852,735 0 852,7351194.02
200, 00| ToTAL (SUM OF LINES 118-199) 13,746, 641 17,403,919 31,150,569 0 31,150, 560f200.00

MCRIF3Z - 2.14.128.0 GIBSON GENERAL HOSPITAL
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Health financial Systems

in rtieu of Form CMS-2552-10

RECLASSIFYCATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

provider CCN:

151319

period:
From 10/31/2010
To 09/30/2011

workshaet A

pate/Time Prapared:
2/9/2017 10:27 am

Cost Center bescription Adjustments | Net Expensesl
(Sec A-8) iFor allocation
- 3 6.00 7.00 e _
GENERAL SEAVICE COST CENTERS e e
1.00 |NEW CAP REL COSTS-BLDG & FIXT -691,297 988,674 ' 1.00
2.00 |NEW CAP REL COSTS-MVELE EQUIP -60,919 1,650,600 2,00
4,00 |EMPLOYEE BEMEFITS 108,449 457,536 4.00
5,00 [ADMINTSTRATIVE & GENERAL -1,452,400 3,360,978 5.00
7.00 |OPERATION OF PLANT -9,491 1,204,245 7.00
8.00 |LAUNDRY & LINEN SERVICE 0 120,017 8.00
9.00 |[HOUSEKEEPING 4 473,573 9.00
10.00 {DIETARY 0 324,915 10.00
11.00 |CAFETERIA -179,720 240,471 11.00
13.00 |NURSING ADMINISTRATION Q 65,001 13.00
16.00 {MEDICAL RECORDS & L IBRARY -8,355] 388,637 16.00
INPATIENT ROUTINE SERVICE COST CENTERS .
30.00 |ADULYS & PEDIATRICS 0 1,517,545 30.00
31.00 |INTENSIVE CARE UNIT 0 334,004 31.00
44,00 |SKILLEP NURSING FACTLITY o 0 1,542,098 44.00
ANCILLARY SERVICE COST CENTERS _ _
50,00 |OPERATING ROOM -451,906 748,461 50.00
54,00 |RADTOLOGY-DIAGNOSTIC 0 1,295,072 54.00
54,03 {NUCLEAR MEDICINE-DIAGNOSTIC 4] 147,687 54.03
60.00 |LABORATORY 0 1,418,377 60.00
65.00 |RESPIRATORY THERAPY -30,323 594,052 65.00
66.00 | PHYSICAL THERAPY 0 805,065 66.00
67.00 |OCCUPATIONAL THERAPY G 307,132 67.00
68.00 |SPEECH PATHOLOGY 0 173,112 68.00
69.00 ELECTROCARDIOLOGY 0 0 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 230,868 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 3] 288,520 72.00
73.00 [DRUGS CHARGED TCG PATIENTS o 734,639 ~ 73.00
OUTPATIENT SERVICE COST CENTERS - -~
90.00 |CLINIC 0 334,680 90.00
90,01 |DIABETES 0, 95,154 90.01
90,02 10P PSYCH -60,865 62,824 90.02
91.00 ; EMERGENCY 0 1,266,844 91.00
92.00 |OBSERVATION BEDS {(NON-DISTINCT PART) 92.00
93.00 |CARDIAC REHAB L 0 4] e 93.00
(OTHER REIMBURSABLE COST CENTERS -
101.00| HOME HEALTH AGENCY 0] 377,473 e 101.00
SPECIAL PURPOSE COSYT CENTERS B
113.00| INTEREST EXPENSE 0 0 113.00
118.00{SUBTOTALS {SUM OF LINES 1-117) -2,836,827 21,548,254 118,00
NONREIMBURSABLE COST CENTERS
194.00! M08 0 5,919,910 194.00
194, 01| FOUNDATION 0 ~7,166 194,01
194,02 ASC 0 852,735 194.02
200, 00{ TOTAL (SUM OF LINES 118-199) -2,836,827 28,313,733 2006.00

MCRIF3Z2 - 2.14.128.0
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in tieu of form CM$-2552-10

Health Financial Systems o o
RECLASSIFICATIONS provider CCN: 151319 | perio Worksheet A-6
From 10/31/2010
To  09/30/2011 | Date/Time Prepared:
2/9/2012 10:27 am _

b

Cost Center I salary ] other
- 2.00 I | 4.00 | 5,00 |
A - INSURANCE o e -
1,00 INEW CAP REL COSTS-MVELE 2.00 of 22,667 1,00
el o - P
TOTALS 0 22,667
B - DEPRECIATION _ e
1.00 [NEW CAP REL COSTS-MVBLE 2.00 b 1,014,760, 1.00
eQuir_ 0 - N
TOTALS L 0 1,014,760 o ]
D - CAFETERIA . . ... ... .. RO
1.00 [CAFETERIA [ 77 T1i.00] 217,715 Mggz,ﬂﬁi 1.00
I R 217,715 202,476] )
1.00 MEDICAL "SUPPLIES CHARGED TG 71.00 G 232,713 1.00
PATIENTS
2.00  JIMPL. DEV, CHARGED TO 72.00) 4] 288,520 2.00
PATIENTS
3.00 IADMINISTRATIVE & GENERAL 5.00 0 177 3.00
4.00 0.00 0 0 4.00
5.00 0.00 0 0 5.00
6.00 0.00 0 ] 6.00
7.00 0.00 0 0] 7.00
8.00 0.00 0 it 8.00
9.00 0.00 0 0 9.00
10.00 0.00 0 0 10.00
11.00 0.40 0 0 11.00
12.00 0.00 0 0 12.00
13.00 0.00 0 0 13.00
16.00 0.00 a ¢ 16.00
20.00 .00 0 0] 20.00
22.00 Q.00 0 O 22,00
23.00 R ___ 0.00 - 0 5 23.00
ToTALS o . 0 521,410| _
F_- RENTAL EXPENSE e g
1.00 NEW CAP REL COSTS-MVBLE 2.00 iy 316,977 1.00
EQUIP
2.00 0.00 1] 0 2.00
3.00 0.00 0 0 3.00
5.00 0.00 0 0 5.00
6.00 0.00 0 Q9 6.00
9.00 0.00 ) 0 9.00
10.00 0.00 0 0 10.00
11.00 (.00 0 0 11.00
12.00 .00 0 0 12.00
13.00 0.00 Y 0 13.00
15.00 0.00 0 O 15.00
16.00 0.00 0 0 16.00
17.00 0.09 0 0 17.00
21.00 0.00 4 0 21.00
22.00 0.60 0 ¢ 22.00
24.00 0.00 O 0 24.00
27.00 L 0,00 o _ O 27.00
ToTALS . R ol 316,977
- BUSINESS MEALTH SER S e
1.00 [EMPLOYEE BENEFYTS 4,00] _30,015] 22,600 1.00
_ 1 [ 30,015 T 22,600
1.00 0.00 0 0 1.00
2.00 |NEW CAP REL COSTS-MVBLE 2.00 0] 354,339 2.00
EQUIP
3.00 JADMEINISTRATIVE & GENERAL | 5.000 0 362 3.00
TOTALS N N 354,701
3 - PROPERTY TAX -
1.00 |NEW CAP REL COSTS-MVBLE 2.00 0 2,776 1.00
EQuzp 0 - e ]
TOTALS 1 2,774 e
K o QUAL T T Y SRV IS ey e e e e e
1.00 IADMINISTRATIVE & GENERAL 5.0 __ 27,665 3,333 1.00
TOTALS 27,665 3,333 -
L. - HEALTH ENSURANCE
1.00 {EMPLOYEE BENEFITS 4.00 0 681,877 1.00
2.00 .00 0 0 2.00
3.00 0.00 0 0 3.00
4.00 0.00 0 0 4.00
5.00 0.00 Q 0 5.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



In tieu of Form CMS-2552-10

Health rinancial Systems
RECLASSIFICATIONS provider ccN: 151319 |period: worksheet A-6
From 10/31/2010
To 09/30/2011 | Date/Time Prepared:
} . - 2/9/2012 10:27 am ___
S o s ___IHCI'ERSES S
| Lest cente d . Line # satary | _ _Other
o 2,00 . 3.00 | 4.00 5.00 4. .
7.00 .00 0 O 7.00
8.00 Q.00 0] 0] 8.00
9.00 0.00] 0] 0 g9.00
10.00 0.00] 0 0 106.00
11.00 0.060 0 0 11.00
12.00 0.60 0 0 12.00
13.00 0.00 0 0 13.00
15.00 0.00 0 0 15.00
16.00 0.990 0 0 16.00
17.00 0.900 0 0 17.00
18.00 0.00 0l 0, 18.00
19.00 0.00] 0, 0 19,00
22.00 0.00] 0 4] 22.00
23.00 0.60 0 0 23.00
24.00 0.00 0 4] 24.00
25.00 0.00 4] 0 25.00
26.00 0.00 0 0 26.00
28.00 0.00 0 0 28.00
.00 ¢ . _ .00 | _ 0 30.00
TOTALS . ] 0 681,877
500.00 [Grand Total: Increases 276,295 3,143,577 500,00

MCRIF3Z2 - 2,14.128.0 GIBSON GENERAL HOSPITAL
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Health Financial Systems In Lieu of Form CM5-2552-10
RECLASSIFICATIONS Provider Con: 151319 [ Perio worksheet A-6
From 10/31/2010
To  09/30/2011 | pate/Time Prepared:
. e e 2/9/2012 10:27 am
______ B o ) Becneases
i cost Center | "Gne # salary other wkst. A-7 Ref.
) _ 6.00 ] 7.00 8.00 9,00 __10.00
n - INSURANCE e _ . -
1.00 [NEW CAP REL COSTS-BLDG & 1.00 0 22,667 9 1.00
FIXT e o -t
TOTALS . 0 22,667
B - DEPRECIATION L _
1.00 |NEW CAP REL COSTS-BLDG & 1.09 ) 1,014,760 ] 1.00
FIXY o4 .
TOTALS o N
Db~ CMETFRIA . e e+ et et e
1.00 IDIETARY _ o o, ook R T 302,476 Mc% 1.00
TOTALS - nz, s - 202,476 B
E - MED SUPPLIES o e I . _
1.00 0.00 0] 0 0 1.00
2.00 DIETARY 10.60 0 58 0 2.00
3.00 0.00 0 0 0 3.00
4.00 |ADULTS & PEDTATRICS 30.00 0 1,658 4] 4.00
5.00 |INTENSIVE CARE UNIT 31.900 0 269 Q 5.00
6.00 |SKILLED NURSING FACILITY 44,00, 0 1,013 0 6.00
7.00 [OPERATING ROOM 50. 00 0 414,267 [¢] 7.00
8.00 |RADTOLOGY-DIAGNOSTIC 54,00 0 1,434 0 8.00
9,00 |NUCLEAR MEDICINE-DIAGNOSTIC 54,03 0 2 0 9.00
10.00 {LABORATCRY 60.00 0 785 0 10.00
11.00 |RESPIRATORY THERAPY 65. 00, 0 15,386 0 i1.00
12.00 |PHYSICAL THERAPY 66.00 0 4,641 0 12.00
13.00 [OCCUPATIONAL THERAPY 67.00 0 15 0 13.00
16.00 [DRUGS CHARGED TO PATIENTS 73.00 0 21 Q 16.00
20.00 |EMERGENCY 91.00 0 6,549 G 20.00
22.00 [HOME HEALTH AGENCY 101.00 0 600 0 22.00
23.00 MOB_ N 194.00) 0 74,712 Nt 23.00
TOTALS i o Tseraml ]
F - RENTAL EXPENSE o B
1.00 0.00 0 1) 10 1.00
2.00 [ADMINISTRATIVE & GENERAL 5.00 0 36,540 0 2.00
3,00 |OPERATION OF PLANT 7.00 0 752 0 3.00
) 5.00 |HOUSEXEEPING 9.00 0 45 0 5.00
6.00 |DIETARY 10.09 0 4,350] 0 6.00
9.00 lapulTs & PEDIATRICS 30.00 0 14,407 0 9.00
10,00 JINFENSIVE CARE UNIT 31.00 ¢ 5,217 0 10.00
11.00 ISKILLED NURSING FACILITY 44.00 g 270 0] 11.900
12.00 |OPERATING ROOM 50.00 ¢ 24,624 0 12.00
13.00 [RADIOLOGY-DIAGNOSTIC 54.00 o 5,007 0 13.00
15.00 ILABORATORY 60,00 0] 31,320 0 15.00
16.00 [RESPIRATORY THERAPY 65,00 0 49,689 0 16.00
17.00 |PRYSICAL THERAPY 66.00 0 22,140 Q 17.00
21.00 |DRUGS CHARGED TO PATIENTS 73.00 0 45,408 0 21.00
22.00 CLINIC 20.00 0 5,488 0 22.00
24.00 [EMERGENCY 91.00 0, 10,435 0 24,00
27.00 MoB o 194.00] 0 61,285 - J‘ 27.00
TOTALS o o 0 316,977 N
H - SUSINESS HEALTH SER _
1.00  |M0B_ i 194, 00] 30,915] 22,5600 0 1.00
TOTALS [ | 30,915 T 22,600] .
1 - INTEREST o B R
1.00 JINTEREST EXPENSE 113.00, 0 354,701 e 1.90
2.00 0.60 0 ¢ 10 2.00
3.00 % 0.00 9 _ . _ & _ 0 3.00
rotaLs B} g 354,701 _
J - PROPERTY Y TAX ) o
1.00 [NEW CAP REL COSTS-BLDG & 1.00 0 2,776 9 1.00
\FIXT P o
TOTALS
K - QUALITY 755rw1r1:5 e ;
1.00 jADULTS & PEDIATRICS _ i 0 1,00
Totas N
L - HEALTH INSURANCE R s e
1.00 |ADMINISTRATIVE & GENERAL 5.00 0 160, 788 0 1.00
2.00 OPERATION OF PLANT 7.00 0 24,263 0 2.00
3.00 |EAUNDRY & LINEN SERVICE 8.00 0 3,521 0 3.00
4.00 [HOUSEKEEPING 9.00 [4) 19,272 0 4,00
] 5.00 |[DIETARY 1¢.00 0 21,021 0 5.00
7.00 [NURSING ADMINISTRATION 13.00 0 126 4] 7.00
8.00 |MEDICAL RECORDS & LIBRARY 16,00 0 11,734 0 8.00
9.00 IADULTS & PEDIATRICS 30.00 G 63,362 0 9.00
10.00 {INTENSIVE CARE UNIT 31.00 1] 11,245 0 10.00

MCRIF32 - 2.14.128.0

GIBSON GENERAL HOSPITAL



—

— e

Health Financial Systems

In tieu of Form €M5-2552-10

RECLASSIFICATIONS

pProvider CCN:

Period:
From 14/31/2010
To 09/30/2011

151319

worksheet A-6

pDate/Time Prepared:

2/9/2012 106:27 am

e _becreases |
Ccost Center Line # |  salary other wkst. A-7 mref.
B o 6.00 R 7.00 8.00 9.00 - 10.00 o
11.00 |SKILLED NURSING FACILITY 44,00 €] 76,423 0 11.00
12.00 [OPERATING ROOM 50.00 0 23,550 0 12.00
13.00 [RADIOLOGY~DIAGNOSTIC 54.00 ¢ 34,964 0 13.00
15.00 {LABORATORY 60. G0 0 36,764 0 15.00
16.00 [RESPIRATORY THERAPY 65.00 0] 11,432 0 16.00
17.00 |PHYSICAL THERAPY 66.00, 0 17,139 iy 17.90
18.00 |[OCCUPATIONAL THERAPY 67.00 0 13,172 0 18.00
19.00 |[SPEECH PATHOLOGY 68.00 0 8,189 0, 19.00
22.00 [DRUGS CHARGED TO PATIENTS 73.00 0 529 0 22.00
23.00 |CLINIC 90.00 0 16,044 0 23.00
24.00 DTABFTES 90.01 ] 2,287 0 24.00
25.00 [oP PSYCH 90.02 Q 2,217 4] 25.00
26.00 [EMERGENCY 91.00 0 44,705 0 26.00
28.00 {HOME HEALTH AGENCY 101.00 0 15,772 0 28.00
30.00 {FOUNDATION - __194.01 - 0 123,358] 0 10.00
TOTALS 8] 081,877
500.00 |Grand Total: Decreases 276,295 3,143,577 500.00

MCRIF32 - 2.14.128.0
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Health Financial Systems

In Ligu of Form CMS5-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

provider CCN: 151319

pertod:
Frem 10/31/2010

To  09/30/2011

worksheet A-7
Parts I-IIX

Date/Time Prepared:
2/9/2012 10:27 am

Acquisitions
Beginning purchases Donation Total bisposals and
__Batlances Retirements §
- | 1,00 2.00 3.00 4.00 5.00 -
IPART_X - ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES
1.00 jtand 421,244 232,449 0 232,449 ¢} 1.00
2.00 [Land Improvements 0 0 0 0 0] 2.00
3.00 [Buildings and Fixtures 18,092,390, 0 0 0 87,147 3.00
4,00 iBuiiding Improvements 0 ] 0 0 0 4.00
5.00 {Fixed Equipment 0 0] 0 0 0 5.00
6.00 [Movable Equipment 12,405,055 225,382 0 225,382 0| 6.00
7.00 |HIT designated Assets 0 0 0, 0 0] 7.00
8.00 |subtotal (sum of lines 1-7) 30,918,689 457,831 ly 457,831 87,147 8.00
9.00 |[Reconciling Items €] 0 4] 1] 0l 9.00
10.00 ;Tetal (Tine & minus line 9) 30,918,689 457,831 0 457,831 87,147} 10.00
o SUMMARY OF CAPITAL
Cost Center Description Depreciation Lease Interest Tnsurance (seef Taxes {see
instructions) [instructions)
) o 9,00 10.00 11.00 12.00 13.00
PART 1I - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, LINES 1 and 2 o
1.00 [NEW CAP REL COSTS-BLDG & FIXT 2,720,174 0 0 0 0! 1.00
2.00 |[NEW CAP REL COSTS-MVEBLE EQUIP 0 ¢ 0 0 0| 2.00
3.00 [Total (sum of lines 1-2) 2,720,174 0 o o 0] 3.00
' COMPUTATION OF RATIOS ALLOCATION OF
OTHER CAPITAL
Cost Center Description Gross Assets | Capitalized | Gross Assets | Ratio (see Insurance
Leases for ratio [instructions)}
{col. 1 - col.
2)
. 1.00 2.00 3.00 4.00 5.00
PART 111 - RECONCILIATION OF CAPITAL COSTS CENTERS o _ R
1.00 {NEW CAP REL COSTS-BLDG & FIXT 0 0 ¢ 1.600000 o 1.00
2.00 {NEW CAP REL COSTS-MVBLE EQUIP 0] 0] 0 0.000000 gl 2.00
3.00 [Total (sum of lines 1-2) 0 0 0 1.000009 0] 3.00

MCRIF32 - 2.14,128.0

GIBSON GENERAL HOSPITAL



1t In tieu of Form CM3-2552-1Q
RECONCILTATION OF CAPITAL COSTS CENTERS provider CeN: 151319 freriod: worksheet A-7
From 10/31/2010 | Parts I-I1I
To  08/30/2011] pate/Time Prepared:
2/8/2012 10:27 am

Health Financial Systems

Ending Balance Fully
pepreciated
............... Assets
6.0 7.00 - R
1.00 |tand 653,693 0 1.00
2.00 ilLand Improvements 0 0 2.00
3.00 i{Buildings and Fixtures 18,005,243 0 3.00
4,00 |Building Improvements 0 0 4,00
5.00 |Fixed Equipment 0 0 5.00
6.00 {Movable Equipment 12,630,437 1] 6.00
7.00 |HIT designated Assets 1] G 7.00
8.00 |subtotal (sum of lines 1-7) 31,289,373 0 8.00
9.00 |Reconciting Items 0 0 9.00
10.00 jTotal (line 8 minus Jine 9 31,289,373 O 10.690
SUMMARY OF CAPLTAL
Cost Center Descripbtion other Total (1) (sum
Capital-kelate] of cols, 9
d Costs (see | through 14)
dnstructions)
S 14.00 15,00 S
PART II - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, LINES 1 and 2 . e
1.00 |[NEW CAP REL COSTS-BLDG & FIXT 0 2,720,174 1.00
2.00 [NEW CAP REL COSTS-MVBLE EQUIP 0 0 2.00
3.00 |Tvotal (sum of Tines 1-2) i D 2,720,174 3.00
ALLOCATION OF OTHER CAPITAL SUMMARY OF
CAPITAL
Ccost Center Description Taxes other Total {sum of{ Depreciation Lease
Capital-Relate cols, 5
d Costs through 75 e
B N . 6.00 7.00 8.00 9.00 & 10.400
PART TTI1 - HECONCILIATION OF CAPITAL COSTS CENTERS ] o e
1.00 [NEW CAP REL COSTS-BLDG & FIXT 0 0 0 988,674 ¢ 1.00
2.00 [NEW CAP REL COSTS-MVBLE EQUIP 0 0 0 1,040,203 610,397 2.00
3.00 |7otal (sum of Tines 1-2) 0 0 0 2,028,877 616,397| 3.00

MCRIF3Z - 2.14,128.0 GIBSON GENERAL HOSPITAL



Health rFimancial Systems

In tieu of Form CMS-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Provider CCN: 151319 | period:

wWorksheet A-7

From 10/31/2G10 { Parts I-III
09/30/2011 | pate/Time Prepared:
_ 127972002 10:27 am

TO

" SUMMARY OF CAPITAL

Cost Center Description Interest [Ihsurance (sge] Taxes {sae other Total (2) (sum
instiructions) |instructions) [capitat-relate] of cols. 9
o Costs (see | through 14)
o linstructions)
o S 11.00 12.00 13.00 14,00 15,00
PART 11T - RECONCILIATION OF CAPITAL COSTS CENTERS _—

1.00 {NEW CAP REL COSTS-BLDG & FIXT 0 0 0 0 988,674] 1.00
2.00 |NEwW CAP REL COSTS-MVBLE EQUIP 0 0 0 0 1,650,000 2.00
3.00 (votal {sum of lines 1-2) 0 0 0 [§) 2,639,274 3.00

MCRIF32 - 2.14,128.0 GIB50N GENFRAL HOSPITAL



in Lieu of Form €MS-2552-10
worksheet A-8

Health Financial systems
ADIUSTMENTS TO EXPENSES provider CCN: 151319 |period:
From 10/31/2010

To 09/30/2011 | bate/Time Prepared:
2/9/2012 10:27 am

Expensce Classification on Worksheet A
To/From which the amount is to be adjusved
Basis/Code (2) Anount Cost Center Line #
) . o 1,00 2.00 ) 3.00 4.00
1.00 lInvestment income - buildings and fixtures {NEW CAP REL COSTS-BLDG & 1.001 1.00
(chapter 2) FIXT
2.00 iInvestment inceme - movable equipmenat B -60,919NFW CAP REL COSTS-MVBLE 2.00; 2.00
(chapter 2) EQUIP
3.00 {Investment income - other (chapter 2) 0 0.00| 3.00
4.00 [Trade, guantity, and time discounts (chapter 0 0.00| 4.00
8)
5.00 |refunds and rebates of expenses (chapter 8) 0 0.00{ 5.00
6.00 {Rental of provider space by suppliers 0 0.00{ 6.00
{chapter B)
7.00 |Telephone services (pay stations excluded) A -9,491 OPERATION OF PLANT 7.00| 7.00
(chapter 21}
8.00 |Television and radic service (chapter 21) 0 0.00| 8.00
9,00 |pParking lot (chapter 21) 0 0.00f 9.00
10.00 !Provider-based physician adjustment A-8-2 -543,084 10.00
11.00 isale of scrap, waste, etc. (chapter 23) 0 0.00] 11.00
12.00 irelated organizaticon transactions {chapter A-8-1 0 12.00
1m
13.00 [Laundry and Tinen service 0 0.00{ 13.00
14.00 [cafeteria-employees and guests B ~179,720/CAFETERTA 11.004 14.00
15.00 [Rental of gquarters to employee and others B -60DJADMINISTRATIVE & GENERAL 5.00] 15.00
16.00 |Sale of medical and surgical supplies to 0 0.00| 16.00
other than patients .
17.00 {sale of drugs to other than patients 0 0.00] 17.00
18.00 |Sale of medical records and abstracts B -8,355MEDTICAL RECORDS & LIBRARY 16.00; 18.00
19.00 |Nursing school (tuition, fees, books, etc.} 0, 0.00( 19.00
20.00 ivending machines 0] 0.00( 20.00
21.00 {Income from imposition of interest, finance 0 0.901 21.00
or penalty charges (chapter 21)
22.00 jInterest expense on Medicare overpayments 0 3.00f 22.00
and borrowings to repay Medicare
overpayments
23.00 |adjustment for respiratory therapy costs in A-8-3 ORESPIRATORY THERAPY 65.00; 23.00
excess of limitation (chapter 14)
24.00 |adjustment fTor physical therapy cests in A-8-3 OlIPHYSICAE THERAPY 66.0G| 24.00
excess of limitation {chapter 14}
25.00 |utilization review - physicians' oF*% Cpst Center Deleted *=% 114.00| 25.00
compansation (chapter 21)
26.00 |pepreciation - buildings and fixtures ONEW CAP REL COSTS-BLOG & 1.004 26.00
FEXT
27.00 {Depreciation - movable eqguipment ONEW CAP REL COSTS~MVBLE 2.00| 27.00
EQUIP
28.00 {Non-physician Anesthetist Q%% Cost Center Deleted #*%% 19.00] 28.00
29.00 [physicians® assistant 0 0.00; 29.00
30.00 |Adjustment for occupational therapy costs in A-8-3 O0CCUPATIONAL THERAPY 67.00{ 30.00
excess of limitation (chapter 14)
31.00 [Adjustment for speech pathology costs in A-8-3 Q|SPEECH PATHOLOGY 68.00( 31.00
excess of 1imitation (chapter 14)
32.00 {CAH HIT Adjustment for Depreciation and 0 0.00] 32.00
Interest
33.00 |MISC INCOME B -47,303ADMINTSTRATIVE & GENERAL 5.00( 33.00
33.01 o 0.00( 33.01
33,02 [PHYSICIAN RECRUITING A -43,056ADMINISTRATIVE & GENERAL 5.00] 33.02
33.03 jADVERTISING A -248,727ADMINISTRATIVE & GENERAL 5.00| 33.03
34.00 |EMPLOYEE DISCOUNT A 108, 449EMPLOYEE BENEFITS 4.00} 34.00
35.00 0 0.00} 35.00
36.00 ;ASC SETTLEMENT A -1,112, 714 ADMINISTRATIVE & GENERAL 5.00| 36.00
37.00 {NURSTNG HOME WRITE DOWN A -691,297NEW CAP REL COSTS-BLDG & 1.00( 37.00
FIXT
38.00 4] 0.00] 38.00
39.00 4 0.00f 39.00
40,00 a 0.00| 40.00
41.00 a 0.00]| 41.00
42.00 8] 0.00] 42.00
43.00 0 0.00! 43.00
44.00 0 0.G0[ 44,00
145.00 o; 0.00] 45.00
50.00 |TOTAL (sum of Tines 1 thru 49) {Transfer to -2,836,827 50.00
worksheet A, column 6, 1ine 200.)

MCRIF3?2 - 2.14.128.0 GIBSON GENERAL HOSPITAL



in Lieu of Form CMS-2552-10

tealth Financial Systems -
ADIUSTMENTS TO EXPENSES provider coy: 151319 i Period: Worksheet A-8

Froem 10/31/2010
To  09/30/2011 | bate/Time Prepared:
2/9/2012 10:27 am

lkst, A-7 Ref.

5.
1.00 |Investment income - buildings and fixtures 1.00
(chapter 2)
2.00 iInvestment income - movable equipment 10 2.00
(chapter 2)
3.00 |rnvestment income - other (chapter 2} 0 3,00
4,00 [Trade, quantity, and time discounts (chapter 0 4.00
),
5.00 |[Refunds and rebates of expenses (chapter 8) 0, 5.00
6.00 |Rental of provider space by suppliers 0 6.00
(chapter 8)
4] 7.00

7.00 !Telephone services {pay stations excluded)
© {{chapter 21)
8.00

.00 {Television and radio service (chapter 21) 0

9.00 [rarking ot (chapter 21) 0 9,00
10.00 |Provider-based physician adjustment 0 10.00
11.00 [sale of scrap, waste, etc. (chapter 23) 0 11.00
12.00 |related organization transactions (chapter 0 12.00

10
13.00

13.00 |Laundry and 1inen service 0
14,00 1cafeteria~employees and guests 0 14,00
15.00 {rental of quarters to employee and others 0 15.00
16.00 {5ate of medical and surgical supplies to 0 16.00
other than patients
17.00 [sale of drugs to other than patients 0 17.00
18.00 {sale of medical records and abstracts 0 18.00
19,00 {Nursing school {tuition, fees, books, etc.) 0 19.00
20.00 |vending machines 0 20.00
21.00 [Income from imposition of interest, finance 0 21.00
or penalty charges (chapter 21)
0 22.00

22.00 iInterest expense on Medicare overpayments
and borrowings to repay Medicare
overpayments

23.00 [Adjustment for respiratory therapy costs in 23.00
excess of Timitation {chapter 14)

24.00 |Aadjustment for physical therapy costs in 24.00
) excess of limitation (chapter 14)
1 25.00 jutitization review - physicians’ 25.00
) compensation (chapter 21)
26.00 |pepreciation - buildings and fixtures 0 26.00
27.00 {Depreciation - movable equipment 0 27.00
28.00 [nNon-physician Anesthetist 28.00
29.00 [pPhysicians' assistant 0 20.00
30.00 {Adjustment for occupational therapy costs in 30.00
excess of Fimitation (chapter 14)
31.00 (Adjustment for speech pathology costs in 31.00
excess of limitation (chapter 14)
32.00 jcAH HIT adjustment for Depreciation and 0 32.00
Interest
33.00 {MISC INCOME [4) 33.00
33.01 G 33.01
33.02 |PHYSICYAN RECRUITING ¢ 33.02
33.03 |ADVERTYSING 0 33.03
34.00 |EMPLOYEE DISCOUNT 0 34.00
35.00 0 35.00
36.00 |ASC SETTLEMENT 0 36.00
37.00 [NURSING HOME WRITE DOWN 9 37.00
38.00 ¢ 38.00
39.00 0 39.00
40.00 0 40,00
41.00 0 41.00
42.00 0 42.00
43.00 Y 43.00
44,00 0] 44,00
45.00 0 45.00
50,00

50.00 [ToTAL (sum of 1ines 1 thru 49) (Transfer to
worksheet A, column 6, Tine 200.)

MCRIF3Z - 2.14.128.0 GTBSON GENFRAL HOSPTTAL



Health Financial Systems

In Lie

u of Form CMS$-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 151319 |Period:

From 10/31/2010
To 09/30/2011

worksheet A-8-2

Date/¥Vime Prepared:

2/9/2012 10:27 am_.

kst. A Line # Cost Center/physician Total Professional
Identifier Remuneration Component

N1 S 2.00 3.00 .00, -
50.0008 451, 900 451,806{ 1.00
65.00RT 80,523 30,323] 2.00
90.00GERI PSYCH 27,516 0} 3.00
90.020P PSYCH 60, 865 60,865 4.00
91.00[ER 161,500 0] 5.00
0.900 0 0] 6.00
0.00 0 0f 7.00
0.00 0 0| 8.00
0.00 o 8] 9.00
0.00 0 g} 10.00
otal (lines 1.00 through 782,310 543,084(200.00

199.00)

MCRIF32 - 2.14.128.0

GIBSON GENERAL HOSPITAL



Health Financial Systems . In Lieu of Form CMS-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 151318 ! Period: worksheet A-8-2
from 10/31/2010
To 08/30/2011; pate/Time Prepared:
2/9/2012 10:27 am

W00 N O B R e
-
(=)

Provider RCE Amount [Physician/Provunadjusted RCE| 5 Percent of
component ider Component Limit Unadjusted RCE
- . Hours Limit
500 6.00 7.00 8.00 9.00

0 8] Q 0 of 1,

50,2400 0, 0 4] o 2.

27,516 0] ¢ O o 3.

0 0 ¢ 0 o 4.

161,500 0 0 0 o 5.

Q 0 0 0 0| 6.

4] 0 0 0 0 7.

0 0 0 0 0f 8.

0 €] 0 ¢ 0] 9.

0, €] QO 1] 0] 10.

239,216 i 0] 0200

MCRIF32 - 2,14.128.0

GIBSON GENERAL HOSPITAL



Health Financial Systems

In Lieu of Form CM$-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

" cost of |

Hemberships &
Cantinuing
Education

Provider

CCN: 151319

Period:
From 10/31/2010
To  09/30/2011

worksheet A-8-2

Date/Time Prepared:

27972012 10:2

component
share of cot.
12

“provider  [physician Cost

lof Malpractice
Insurance

pProvider
Conponent
share of col.

Adjusted RCE
Limit

Z.am

13.00

14.00

1s5.00

16.00

__.12.00

OO0 OO O

coovonooo oo ol

CODOOOCOOOO

OO0 CO

=
(=]

COLLOQOOCOG

M
[=]
(=]

L= LN T T SO PT R gy

MCRIF32 - 2.14,128.0

GIBSON GENERAL HOSPITAL



Health Financial Systems

In Lieu of Form CMS-2552-10

PROVIBER BASED PHYSICIAN ADJUSTMENT

provider CCN: 15131%

period: worksheet A-8-2

From 190/31/2010

TO 09/30/2011 pate/Time Prepared:
2/79/2012 10:27 am

RCE Adjustment
| bisallowance
R . o 7,00 . 18.00 )
1.00 g 451,906 1.00
2.00 0 30,323 2.00
3.00 0 0 3.00
4.00 0 60, 865 4.00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.00 9 0 8.00
9.00 0 Y 9.00
10.00 0 0 10.00
206.00 0 543,094 2060.00

MCRIF3Z - 2.14.128.0 GIBSON GENERAL HOSPITAL



In Lieuw of Form €M$-2552-10

Health Financial Systems
COST ALLOCATION - GENERAL SERVICE COSTS pPraovider CCN: 151319 | period: worksheet B
From 10/31/201C | Part I

To  09/30/2011 | Date/Time Prepared:
2/9/2002 10:27 am

CAPITAL RELATED COSTS
Cost Center Description Net Expenses | NEW BLDG & NEW MVBLE EMPLOYEE subtotal
for Cost FIXT EQUIP BENEFITS
Allocation
(from wkst A
col., )
¢] 1,00 1 2,00 4.00 4A
GENERAL SERVICE COST CENTERS ) .
1,00 |NFw CAP REL COSTS-BLDG & FIXT 988,674 988,674 1.00
2,00 |NEW CAP REL COSTS-MVBLE EQUIP 1,650,600 1,650,600 2.00
4,00 |EMPLOYEE BENEFITS 457,536 6,399 10,682 474,617 4.00
5.00 jADMINISTRATIVE & GENERAL 3,360,978 55,829 93,207 57,597 3,567,611 5.00
7.00 |OPERATION OF PLANT 1,204,245 132,819 221,745 10,151 1,568,960 7.00
8.00 |LAUNDRY & LINEN SERVICE 120,017 18,071 30,170 1,864 170,122} B.00
9.00 |HOUSEKEEPING 473,573 9,641 16,097 10,834 510,145] 9.00
10.00 |DIETARY 324,915 48,207 80,483 6,343 459,948( 10.00
11.00 |CAFETERIA 240,471 0 G 7,607 248,078} 11.00
13.00 |NURSING ADMINISTRATION 65,007 3,101 5,177 1,309 74,588( 13.00
16.00 iMEDICAL RECORDS & LIBRARY 388,634 17,165 28,657 7,472 ... 441,931] 16.00
(INPATIENT ROUTINE SERVICE COST CENTERS e
3C.00 |ADULTS & PEDIATRICS 1,517,545 100,761 168,221 38,686 1,825,213f 30.00
31.00 | INTENSIVE CARE UNIT 334,004 29,307 48,928 9,433 421,672 31.00
LED NURSTNG FACTLTTY ki 10342,008 98,632) 164,666 19,992 1,845,388 44.00
RVICE COST CENTERS
. 748,461 56,440 94,228 13,449 912,578| 50.00
54.00 {RADIOLOGY-DIAGNOSTIC 1,295,072 36,721 61,305 22,563 1,415,661} 54.00
54.03 | NUCLEAR MEDICINE-DIAGNOSTIC 147,687 4,586 7,656 0 159,929( 54.03
60,00 |LABORATORY 1,418,377 21,292 35,547 22,373 1,497,589| 60.00
65,00 |RESPIRATORY THERAPY 594,052 14,282 23,844 11,192 643,370{ 65.00
606.00 |PHYSICAL THERAPY 805,065 34,897 58,261 22,553 920,776( 66,00
67.00 |OCCUPATIONAL THERAPY 307,132 8,921 14,893 8,462 339,408| 67.00
68.00 |SPEECH PATHOLOGY 173,112 677 1,130 4,510 179,429 68.00
62.00 |ELECTROCARDIOLOGY g G 0] 0 0| 69.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 230,868 39,188 65,425 0] 335,481 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 288,520 0 0 0 288,520 72.00
. 73.00 |PRUGS CHARGED TO PATIENTS i, 734,639 12,349 20,617 7,959 775,564 73,00
OUTPATIENT SERVICE COST CENTERS e
90.00 {CLINIC 334, 680] 23,476 39,193 5,531 402,880} 90.00
90.01 |DIABETES 95,154 15,265 25,485 2,532 138,436| 90.01
90.02 [OP PSYCH 62,824 2,195 3,664 1,733 70,415] 90.02
91.00 {EMERGENCY 1,266,844 96,961 161,877 27,278 1,552,952} 91.00¢
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0| 92.00
93.00 |CARDIAC REHAR 0 0 0 0 .98l 93.00
OTHER REIMBURSABLE COST CENTERS e ’
101, 00| HOME HEALTH AGENCY | 377,473 4,728 7,893 g 024 399,118(101.00
SPECIAL PURPOSE COST CENTERS . o
113.00]INTEREST EXPENSE 0 0 0 Y 0i113.00
118.00{SURTOTALS {SUM OF LINFS 1-117) 21,548,254 891,910, 1,489,051 350,439 21,165,763]118.00
NONREIMBURSABLE COST CENTERS I
194,60/ MO8 5,919,910 81,259 135,663 122,314 6,259,146{194.00
194, 01| FOUNDATION -7,166 15,5905 25,886 1,864 36,08%(194,01
194.02{AsC 852,735 0 ¢! 0 852,735]194.02
200.00| Cross Foot Adjustments 0{200.00
201. 00 Negative Cost Centers 1] G O ({201.00
202.00|70TAL (sum ¥ines 118-201) 28,313,733 988,674 1,650,600 474,617 28,313,7331202.00

MCRIF3Z - 2.14,128.0 GIBSON GENERAL HOSPITAL



R

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS provider CCN: 151319 [ period: Worksheet g8
From 10/31/2010 | Part I

To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am

Health Financial Systems B

Cost Conter Rescription IADMINISTRATIVEE OPERATION OF LAURDRY & HOUSEKEEPING DIETARY
& GENERAL | PEANT LINEN SERVICE
5.00 A 7.00 8.00 9.00 10.00
IGENERAL SERVICE COST CENTERS e
1.00 |NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |[EMPLOYEE BEMEFITS 4,00
5.00 |ADMINISTRATIVE & GENERAL 3,567,611 5.00
7.00 iQPERATION OF PLANT 226,194 1,795,154 7.00
8.00 {LAUNDRY & LINEN SERVICE 24,526 40,876 235,524 8.00
9,00 |HOUSEKEEPING 73,547 21,809 10,249 615,800 0.00
10.00 |DIETARY 66,310 109,043 3,202 38,759 677,262] 10.00
11.00 |CAFETERIA 35,765 [¢] 0, G 0| 11,00
13.00 [NURSING ADMINISTRATION 10,753 7,014 0 2,493 0 13,00
16.00 |MEDICAL RECORDS & EIBRARY 63,712 38,826] 9 13,801 0] 16,00
INPATIENT ROUTINE SERVICE COST CENTERS . e
30.00 [ADULTS & PEDIATRICS 263,137 227,915 80,531 81,012 227,027 30.00
31.00 | INTENSIVE CARE UNIT 60,792 66,291 1,194 23,563 0| 31.00
44,00 [SKILLED NURSING FACILITY . 266,046 223,101 71,042 79,300 450,235] 44.00
ANCILLARY SERVICE COST CENTERS e -
50.00 |OPERATING ROOM 131,565 127,666 16,970 45,378 0| 50.00
54,00 |RADIOLOGY-DIAGNOSTIC 204,093 83,061 10,346 29,524 0] 54.00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 23,057 10,373 0 3,687 0{ 54.03
60.00 [LARORATORY 215,904 48,162 0 17,119 0| 60.00
65.00 [RESPTRATORY THERAPY 92,753 32,306 5,037 11,483 0| 65.00
66.00 | PHYSICAL THERAPY 132,746 78,936 16,831 28,058 0O 66,00
67.00 {OCCUPATIONAL THERAPY 48,932 20,179 G 7,172 o 67.00
68,00 |SPEECH PATHOLOGY 25,868 1,531 ) 544 Q| 68.00
69.00 |ELECTROCARDIOLOGY 0 0 0 0 0} 69.00
71.00 {MEDICAL SUPPLIES CHARGED 10O PATIENTS 48,366 88,643 0 31,508 0| 71.00
72.00 |IMPL. DEV. CHARGEQ TO PATIENTS 41,595 0] 4] Ly 0f 72.00
73.00 |DRUGS CHARGED TO PATIENTS 111,812 27,934 0 9,929 0; 73.00
OUTPATIENT SERVICE COST CENTERS i e o
90.00 {CLINIC 58,082 53,102 0 18,875 0 90.00
90.01 {DIABETES 19,958 34,528 0, 12,273 0! 90.01
90,02 |OP PSYCH 10,152 4,964 0 1,765 0| 90.02
91.00 |EMERGENCY 223,886 219,322 20,072 77,957 g 91.00
92.00 |OBSERVATION BEDS (NOR-DISTINCT PART) 92.00
93.00 |CARDIAC REHAB [ RO ! 0 o 0 0f 93.00
OTHER REIMBURSABLE COST CENTERS B o
101. I 57,540 10,694 g 3,801] _..0J101.00
113.00| INTEREST EXPENSE 0 0 0 1] 0[113.00
118.00|SUBTOTALS (SUM OF LINES 1-117) 2,537,001 1,576,276 235,524 538,001 677,262 [118,00
NONREIMBURSABLE COST CENTERS e
194,00} MOB 902,380 183,806 3] 65,333 01194.00
194,01 FOUNDATION 5,203 35,072 0 12,466 0[194.01
194.02|A5C 122,837 ¢ 0 0 0|194.02
200.00iCross Foot Adjustments 200,00
201.00|Negative Cost Centers 0 0 0 0 0(201.00
202.00i TOTAL (sum lines 118-201) 3,567,611 1,795,154 235,524 615, 800 677,262]202.00

MCRIF3Z - 2.14.128.0 GIBSON GENERAL HOSPITAL



In tieu of Form CMS-2552-10

Health Financial Systems
COST ALLOCATION - GENERAL SERVICE COSTS provider cca: 151319 | Period: worksheet B
From 10/31/2010 | Part I,
To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am_

Cost Centey Description CAFETERIA NURSING MEDICAL subtotal Intern &
IADMINISTRATION] RECORDS & Residents Cost
LIBRARY & Post
Sstepdown
1 e Adjustments
I i o 13,00 |  13.00 16,00 24.00 25.00
GENERAL. SERVICE COST CENTERS B . B
1.00 {NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |FMPLOYEE BENEFITS 4.00
5.00 |AOMINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
8.00 |LAUNDRY & LINEN SERVICE 8.00
9.00 |HOUSEKEEPING 9.00
10.00 |DIETARY 10,00
11.00 [CAFETERIA 283,843 11.00
13.00 jNURSING ADMINISTRATION 559 95,407, 13.00
16.00 {MEDICAL RECORDS & LIBRARY 13,434 . 571,708 16.00
INPATIENT ROUTINE SERVICE COST CENTERS e e _
30.00 |ADULTS & PEDIATRICS 49,124 31,998 125,830 2,911,787 D} 30.00
31.00 |INTENSIVE CARE UNTT 8,777 5,717 2,735 590,741 0] 31.00
44,00 |SKILLED NURSING FACILITY o ..58,421 38,053 19,148 3,050,734 0] 44.00
ANCILLARY SERVICE COST CENTERS e
50.00 [OPERATING ROOM 10,637 [¢] 61,547 1,306,341 0i 50.00
54.00 [RADIOLOGY-DIAGNOSTIC 24,332 0 77,360 1,844,977 0| 54.00
54,03 |NUCLEAR MEDICINE-DIAGNOSTIC 0 O 0 197,046 0| 54.03
60,00 | LABORATORY 26,031 iy 47,870 1,852,675 01 60.00
65.00 [RESPIRATOAY THERAPY 11,476 0 21,883 818,308 0| 65.00
66.00 {PHYSICAL TRERAPY 22,152 0 42,399 1,241,898 0| 66.00
67.00 |OCCUPATIONAL THERAPY 7,098 0 0 422,789 0} 67.00
68.00 |SPEECH PATHOLOGY 3,258 [3) ¢ 210,630 O 68.00
69.00 | ELECTROCARDIOLOGY 0 ¢ 0 0 0| 69.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 1,899 0 0, 505,897 0| 71.00
72.00 | 1MPL. DEV. CHARGED TO PATIENTS 0 0 0 330,115 0t 72.00
73.00 |DRUGS CHARGED TO PATTENTS [ B8 B of . .931,357 0| 73.00
GUTPATIENT SERVICE COST CENTERS e §
90.00 jCLINIC 1,879 0 1,368 536,186 0; 90.00
90.01 |DIABETES 2,379 1,550 0 209,124 0| 90.01
90.02 |op PSYCH 6,618 1} ¢ 93,915 0 90.02
91.00 |EMERGENCY 27,770 18,089 169, 598 2,309,646 ) 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PARY) Q) 92.00
93.00 |CARDIAC REHAB L 0 o o el . 0]93.00
OTHER REIMBURSAOLE COST CENTERS S g T
101.00]HOME MEALTH AGENCY o b ool el el 471,153 0/101.00
SPECIAL PURPOSE CO5T CENTERS I e ~ .

113.00] INTEREST EXPENSE 0 0 0 0 0]113.400
118.00{SUBTOTALS (SUM O o ~281,964] 95,407 570,338 19,835,319 0[118.00
NONREIMBURS, E e . —
194.00;M0B 0 Q 1,368 7,412,033 0{194.00
194,01 FOUNDATION 1,879 0 0 90,709 0194.01
194.02[As5C 0 0 ¢ 975,672 0]194.02
200.09|Cross Foot Adjustments [4] 01200.00
201.00|Negative Cost Centers Ly 0 0 0 0i201.00
202.00| ToTAL (sum Tines 118-201) 283,843 95,407 571,706 28,313,733 01202.00

MCRIF32 - 2.14,128.0 GIBSON GENERAL HOSPITAL



B )

In Lieu of Form ¢Ms-2552-10

Health financial Systems
COST ALLOCATION - GENERAL SERVICE COSTS provider CCN: 151319 | period: workshest B
From 10/31/2010; part

To 09/30/2011 | Date/Time Prapared:
2/9/2012 19:27 am

Cost Center Descyiption | 777777 Tota'iiw%
- 26.00

GENERAL SERVICE COST CENTERS L . . e
1.00 |[NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 {NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |[EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
8.00 |LAUNDRY & LINEN SERVICE 8.00
9.00 |[HOUSEKEEPING 9.00
10.00 |DIETARY 10.00
11.00 | CAFETERIA 11.00
13.00 |NURSING ADMINTISTRATION 13,00
16,00 |MEDICAL RFCORDS & LIBRARY 16,00

INPATIENT ROUTINE SERVICE COST CEN e S oo e et e e emee o e
30.00 |ADULTS & PEDIATRICS 2,911,787 30,00
31,00 |INTENSIVE CARE UNIT 590,741 31.00
44.00 :SKILLED NURSING FACTLITY . .. 3,050,734 __ — 14.00

ANCILLARY SERVICE COST CENTERS . e e e [ ]
S0.00 |CPERATING ROOM 1,306,341 50.00
54.00 |RADICLOGY-DIAGNOSTYC 1,844,877 54.00
54.03 {NUCLEAR MEDICINE-DIAGNOSTIC 197,046 54.03
60.00 | LABORATORY 1,852,675 60.00
65.00 [RESPIRATORY THERAPY 818,308 65.00
66.00 | PHYSICAL THERAPY 1,241,898 66.00
67 .00 {OCCUPATIONAL THERAPY 422,789 67.00
68.00 [SPEECH PATHOLOGY 210,630 68.00
69.00 | ELECTROCARDIOLOGY 0 69.00
71,00 |MEDICAL SUPPLIES CHARGED TQ PATIENTS 505,897 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 330,115 72.00
73.00 |DRUGS_ CHARGED TO PATIENTS 931,357 73.00

OUTPATIENT SERVICE COST CENTERS = . —
90.00 {CLINIC 536,186 90.00
90.01 |DIABETES 209,124 90,01
90.02 |OP PSYCH 93,915 90,02
91.00 |EMERGENCY 2,309,646 91,00
92.00 |0BSERVATION BEDS (NON-DISTINCT PART) 92,00
93.00 |CARDIAC REHAB R SR IR | B ... 93.00

OTHER REIMBURSABLE COST CENTERS e e
101,00 HOME HEALTH AGENCY | 471,153 ”_ 101.00

SPECIAL PURPOSE COST CENTERS -
113.00| INTEREST EXPENSE 0 113.00
118.09{ SUBTOTALS (SUM OF LINES 1-117) 19,835,319 _ _[118.00

NONREIMBURSABLE COST CENTERS e
194.00|MOB 7,412,033 194.00
194 .01 FOUNDATICON 90,709 194.01
194,02 ASC 975,672 194.02
200.00iCross Foot Adjustments 0 200.00
201.00|Negative Cost Centers 0 201,00
202.00|70TAL (sum lines 118-201) 28,313,733 202.00

MCRIF32 - 2.14,128.0 GIBSON GENERAL HOSPITAL



In Lieu of Form CMS-2552-10

Health Financial Systems o
ALLOCATION OF CAPITAL RELATED CDSTS Provider CCN: 151319 {period: Workshaet B
From 10/31/2010 | part IX

To  (9/30/2011 { bate/Time Prepared:
2/8/2012 10:27 am

CAPITAL RELATED COSTS | | |7 77
Cost Center Description Directly NEW BLDG & NEW MVBLE Subtotal EMPLOYEE
Assigned Now FIXT EQUIP BENEFITS
Capital
Related Costs
o e 1.00 2.00 2A 4.00
'GENERAL SERVICE COST CENTERS e
1.00 |[NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |NEW CAP REL COSTS-MVELE EQUIP 2.00
4,00 [EMPLOYEE BENEFITS 0 6,399 10,682 17,081 17,081 4,00
5.00 [APMINISTRATIVE & GENERAL 0 55,829 93, 207 149,036 2,072 5.00
7.00 |OPERATION OF PLANT 0 132,819 221,745 354,564 365( 7.00
8.00 JLAUNDRY & LINEN SERVICE ¢ 18,071 30,170 48,241 67| 8.00
9.00 |HOUSEKEEPING 0 9,641 16,097 25,738 390! 9.00
10.00 |DYETARY 0 48,207 80,483 128,690, 228 10.00
11.00 {CAFETERTA 0 0 0 0 274| 11.00
13.00 {NURSTNG ADMINISTRATION 0 3,101 5,177 8,278 471 13.00
16.00 |MEDICAL RECORDS & LIBRARY 0 17,165 28,657 45,822 269] 16,00
INPATIENT ROUTINE SERVICE COST CENTERS .
30.00 [ADULTS & PEDIATRICS 0 100,761 168,221 268,982 1,392 30.00
31.00 |INTENSIVE CARE UNIT 0, 29,307 418,928 78,235 339] 31.00
44,00 |SKILLED NURSING FACILITY 9 98,632 164, 666 263,298 1,438} 44.00
ANCILLARY SERVICE COST CENTERS . . _
50.00 [QPERATING ROOM 0 56,440 94,228 150,668 4841 50.00
54,00 |RADIOLOGY-DIAGNOSTIC 4] 36,721 61,305 98,029 B12[ 54.00
54,03 |NUCLEAR MEDICINE-DIAGNOSTIC 0 4,586 7,656 12,242 0| 54.03
60.00 |LABORATORY o 21,292 35,547 56,839 805 60.00
65.00 |RESPIRATORY THERAPY 0 14,282 23,844 38,126 403| 65.00
66.00 | PHYSICAL THERAPY 0 34,897 58,261 93,158 811/ 66.00
67.00 {OCCUPATIONAL THERAPY 0 8,921 14,893 23,814 304f 67.00
68.00 |SPEECH PATHOLOGY 0 677 1,130 1,807 162| 68.00
69.00 | ELECTROCARDIOLOGY 0 0 0 0 0! 69.00
71.00 (MEDICAL SUPPLIES CHARGED TO PATIENTS 0 39,188 65,425 104,613 o} 71.00
72.00 |IMPL. DEV, CHARGED TO PATIENTS 0 0 0 0] 0| 72.00
73.00 |DRUGS CHARGER TO PATIENTS e U Az,349, 20,617 32,966 286] 73.00
\ QUIPATIENT SERVICE COST CENTERS e oo e oo .
) 90.00 {CLINIC 0 23,476 39,193 62,669 199| 90.00
© 90.01 |DIABETES ] 15,265 25,48% 40,750 91| 90.01
90.02 {OP PSYCH [¢] 2,195 3,664 5,859 62| 90,02
91,00 |EMERGENCY 0 96,961 161,877 258,838 981 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0, 92.00
93.00 |CARDIAC AEHAB Q Y 0 4] 3 Of 93.00
OTHER REIMBURSABLE COST CENTERS et e e
101,00/ HOME HEALTH AGENCY el 4l 325]101.00
ISPECTAL PURPOS ST CENTERS
113,00] INTEREST EXPEN 0 0 0 0 ¢|113.00
118.00|SUBTOTALS (SuM OF LINES 1-117) 0 891,910 1,489,051 2,380,961 12,607]118.00
NONREIMBURSABLE COST CENTERS
194. 00| MOB 0 81,259 135,663 216,922 4,407[194.00
19401, FOUNDATTON 4] 15,505 25,886 41,391 671194.01
194.02{ASC 0 0 0 0 0i{194.02
200.00/Cross Foot Adjustments 0 200.00
201.00|Negative Cost Centers 0 0 0 0]201.00
202.00{TOTAL (sum lines 118-201) [#] 988,674 1,650,600 2,639,274 17,081202.00

MCRIF32 ~ 2.14.128.0 GIBSON GENERAL HOSPITAL
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In tieu of Form (M5-2552-10

Health Fipancial Systems

ALLOCATION OF CAPITAL RELATED COsTS B

Provider CCN:

151319 |p
F

eriod:
rom 10/31/2010

worksheet B
part II

TO 09/30/2011 | pate/Time Prepared:
e . B I 2/3/2012 10:27 am
Cost Center Description INDMINTSTRATIVE! OPERATION OF LAUNDRY & HOUSEKEEPING DIETARY
& GENERAL PLANT LINEN SERVICE
o ] 5.00 7.00 8.00 9.00 1¢.00
GENERAL SERVICE COST CENTERS o
1,00 |[NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 {EMPLOYEE BENEFITS 4,00
5.00 |ADMINISTRATIVE & GENERAL 151,108 5.00
7.00 |OPERATION OF PLANT 9,580 364,509 7.00
8.00 |LAUNDRY & LINEN SERVICE 1,039 8,300 57,647 8.00
9.00 |HOUSEKEEPING 3,115 4,428 2,521 36,192 9.00
10.00 [DIETARY 2,808 22,141 784 2,278 156,929( 10.00
11.00 |CAFETERIA 1,515 0 0 0 ol 11.00
13.00 INURSING ADMINISTRATION 455 1,424 0 147 0] 13.00
16.00 IMEDFCAL RECORDS & L.IBRARY . 2,698 7.884 0 811 4} 16,00
ENPATIENT ROUTINE SERVICE €COST CENTERS L )
30.00 |ADULTS & PEDIATRICS 11,145 46,280, 19,710 4,759 52,605] 30.00
31.00 |{INTENSIVE CARE UNIT 2,575 13,460 202 1,385 0] 31.00
44.00 {SKTLLED NURSTNG FACTILITY 11,268 45,30 17,388 4,661 104,324| 44.00
ANCILLARY SCRVICE COST CENTERS _ N ) e
50.00 {OPERATING RGOM 5,572 25,923 4,154 2,667 0| 50.00
54.00 {RADIOLOGY-DIAGNGSTIC 8,644 16,866 2,532 1,735 0| 54.00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 977 2,106 0 217 0! 54.03
60.00 | LABORATORY 9,144 9,779 0 1,606 0 60.00
65.00 |RESPIRATORY THERAPY 3,928 6,560 1,233 675 0| 65.00
66.00 | PHYSICAL THERAPY 5,622 16,028 4,120 1,649 3! 66.00
67.00 |QCCUPATIONAL THERAPY 2,072 4,097 el 422 a| 67.00
68.00 |SPEECH PATHOLGGY 1,098 311 ¢ 32 Q| 68.00
69.00 | ELECTROCARDIOLOGY 0 O 0 0 0{ 69.00
71.00 {MEDICAL SUPPLIES CHARGED TO PAYIENTS 2,048 17,999 0, 1,852 6} 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 1,762 0 0 0 ol 72.00
73.00 |DRUGS CHARGED TO PATIENTS N 4,7360 5,672 0 584 0] 73.00
OUTPATIENT SERVICE COST CENTERS e L
90.00 | CLINIC 2,400 10,782 ] 1,109 ¢ 90.00
90.01 |DYABETES 845 7,011 0 721 0] 90.01
90.02 |0P PSYCH 430 1,008 0 104 0] s0.02
91,00 | EMERGENCY 9,482 44,534 4,913 4,582 0| 91.00
92.00 {OBSERVATION BEDS {NON-DISTINCT PART) 92.00
93.00 [CARDIAC REHAB L 0 _ 0 0 0 0} 93,00
OTHER REIMBURSABLE COST CENTERS e e
101.00{HOME HEALTH AGENCY 2,437 2,177 o 223 0i101.00
SPECIAL PURPOSE COST CENTERS.
113.00| INTEREST EXPENSE 0 3] 0 0 01113.00
118.00; SUBTOTALS (SUM OF LINES 1-117) 107,453 320,066 57,647 31,619 156,929(118.00
{NONRE IMBURSABLE COST CENTERS
194, 00/ MCB 38,228 37,322 0 3,840, 01194.00
194, 01| FOUNDATION 220 7,121 0 733 0i194.01
194, 02| ASC 5,207 0 0 4] 0]194.02
200.00/Cross Foot Adjustments 200.00
201.00|Negative Cost Centers 0 0 0 0 3{201.00
151,108 164,509 57,647 36,192 156,929|202.00

202.00|T0TAL (sum Tines 118-201)

MCRIF32 - 2.14,128.0

GIBSON GENERAL HOSPITAL



In Lieu of Form CMS-2552-10

e

Health Financial Systems
ALLOCATION OF CAPITAL RELATED COSTS provider ccw: 151319 | Period: worksheet B
from 10/31/2010 ) part 1%
To 09/30/2011: pate/Time Prepared:
e I - 4 2/9/2012 10:27 am
Cost Center pescription CAFETERIA NURS ING HMEDICAL subtotal Intern &
[ADMINISTRATION] RECORDS & Residents Cost
LIBRARY & Post
stepdown
) _ Adjustments -
o e 11.00 13.00 16,00 24.00 25.00
IGENERAL_ SERVICE COST CENTERS _ . e e . e — -
1.00 {NEW CAP REL COSTS-BLDG & FIXT 1.00
2,00 {NEwW CAP REL COSTS-MVBLE EQUIP 2.00
4,00 {EMPLOYEE BENEFITS 4.00
5.00 [ADMINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
B.00 |LAUNDRY & LINEN SERVICE 8.00
9,00 |HOUSEKEEPING 9.00
10.00 |DIETARY 10.00
11.00 jCAFETERIA 1,789 11.00
13.00 |NURSING ADMINISTRATION 4 10, 355 13.00
16.00 |MEDICAL RECORDS & LTBRARY I . 85 0 57,569 16.00
INPATIENT ROUTINE SERVICE COST CENTERS N o _
30.00 |ADULTS & PEDIATRICS 310 3,473 12,671 421,327 0| 30.00
31.00 |INTENSIVE CARE UNIT 55 620 275 97,230 0| 31.00
44,00 }SKILLED NURSING FACILITY o o 366 4,131 1,928] 454,104] 0| 44.00
ANCILLARY SERVICE COST _CENTERS o i .
50.00 | OPERATING ROOM &7 ¢! 6,198 195,733 0f 50.00
54.00 [RADIOLOGY-DIAGNOSTIC 153 ¢ 7,850 136,618 0| 54.00
54,03 |NUCLEAR MEDICINE-DIAGNOSTIC 0 0 0 15,542 0| 54.03
60.00 | LARDRATORY 164 0 4,820 82,557 0} 60.00
65.00 | RESPIRATORY THERAPY 72 0 2,204 53,201 0! 65.00
66.00 | PHYSICAL THERAPY 140 0] 4,269 125,797 0} 66.00
67.00 |OCCUPATIONAL THERAPY 45 0 0 30,754 0| 67.00
68.00 |SPEECH PATHOLOGY 21 0 3,429 0| 68.00
69.00 |ELECTROCARDIOLOGY G 0 0 0 07 69.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS iz 0 0 126,524 ol 71.00
72.00 [IMPL. OEV. CHARGED TO PATIENTS 0 0 O 1,762 0| 72.00
73.00 DRUGS CHARGE| ATTENTS 39 K 0 44,283 6| 73.00
OUTPATIENT 5 COST CENTERS e
90.00 [CLINIC 12 [&] 138 77,369 34 90.00
90.01 |DIABETES 15 i68) 0 49,601 0 90.01
90.02 |OP PSYCH 42 iy 0 7,505 O 90.02
91.00 | EMERGENCY 175 1,963 17,078 342,546 0| 91.00
92.00 |08SERVATION BEDS (NON-DISTINCT PART)} 0} 92.00
CARDTIAC REHAR . S O ' RS 0 - o . 0 .0t 93.00
DTHER REIMBURSABLE COST CENTERS e
HOME HEALTH AgENCY [ B o 17,778 0l101.00
SPECIAL PURPOSE COST CENTERS e e . .
113.00{ INTEREST EXPENSE 0 ¢ 0 01113.00
118.00; SUBTOTALS {SUM OF LINES 1-117} 1,777 10,355 . 57,431 2,283,666 0i118.00
NONREIMBURSABLE COST CENTERS o
194, 00] MO8 0 0 138 300,857 0]194.00
194, 01l FOUNDATION 12 0 0 49,544 0{194.01
194.02[ASC 0 0 0 5,207 0i194.02
200.00[Cross Foot Adjustments 4] 01206.00
201.00|Negative Cost Centers 0 0 0 0 0[201.00
202.00| TOTAL (sum lines 118-201) 1,789 10, 355 57,569 2,639,274 G[202.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



R

Health Financialt Systems

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN:

151319

rPeriod: Worksheet B
From 10/31/2010 i Part II

To 09/30/2011 Date/Time Prepared:
. o . 2/8/2012 10:27 am
“Cost Cenl:er Descru)hon
GENERA}LS*E,[WICIE COST ChNTERS L o _ _ e
1.00 [NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |[NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 [EMPLOYEE BENEFITS 4.00
5,00 [ADMINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
8.00 JLAUNDRY & LINEN SERVICE 8.00
9,00 |[HOUSEKEEPING 9.00
10,00 [PIETARY 10,00
11.00 |CAFETERIA 11.00
13.00 |NURSING ADMINISTRATION 13.00
16.00 |MEDICAL RECORDS & LIBRARY o - 16.00
INPATIENT ROUTINE SERVICE COST CENTERS . . — I B
30.00 |ADULTS & PEDIATRICS 421,327 30.00
31.00 [INTENSIVE CARE UNIT 97,236 31.00
44.00 |SKILLED NYRSING FACTLITY _ 454,104] e e 44.00
ANCILLARY SERVICE COST CENTERS o o e
50.00 {OPERATING ROOM 195,733 50.00
54.00 {RADIOLGGY-DIAGNOSTIC 136,618 54.00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 15,542 54,03
60.00 | LABORATORY 82,557 60.00
65.00 |RESPIRATORY THERAPY 53,201 65.00
66.00 |PHYSICAL THERAPY 125,797 66.00
67.00 |OCCUPATIONAL THERAPY 30,754 67.00
B6R.00 {SPEECH PATHODLOGY 3,429 68.00
69.00 |ELECTROCARDIOLOGY 0 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 126,524 71.00
72.00 |IMPL, DFEV. CHARGED TQ PATIENTS 1,762 72.00
73.00 [DRUGS CHARGED TO PATIENTS 44,283 _ . 73.00
OUTPATIENT SERVICE (OST CLNTcus B
90.00 {CLINIC 77,369 96.00
90.01 {DIABETES 49,601 90.01
90.062 [ap PSYCH 7,505 90.02
91.00 |EMERGENCY 342,546 91.00
972.00 |OBSERVATION BEDS {(NON-DISTINCT PART) 92,00
93.00 |CARDTAC REHAB o 93.00
OTHER HEIMBURSABLE COST CENTERS o
101, 00| HOME HEALTH AGENCY 7” [ - 101.00
SPECIAL PURPOSE COST CENTERS - }
113.00| INTEREST EXPENSE Cj 113.00
118.00;SUBTOTALS (SUM OF LINES 1-117) o 2,283,666 . J118.00
NONRE IMBURRSABLE COST CENTERS o o e
194.00] M08 300,857 194.00
194.01i FOUNDATION 49,544 194.01
194.02[AsC 5,207 194.02
200.00/Cross Foot adjustments 0 200.00
201.00|Negative Cost Centers 0 201.00
202.00/ ToTAL ¢sum Yines 118-201) 2,639,274 202.00

MCRIF32

- 2.14,128.0 GIBSON GENERAL HOSPITAL



In tieu of Form CMS-2552-10

Health Financial Systems
COST ALLOCATION — STATISTICAL BASIS pProvider CCN: 151319 | Period: Worksheet 8-1
From 10/31/2010

To 09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am

CAPITAL RELATED COSTS
Cost Canter bescription NEW BLDG & NEW MVELE EMPLOYEE econciliation|ADMINISTRATIVE
FIXT EQUIP BENEFITS & GENERAL
(SQUARE (SQUARE (GROSS (ACCUM,
. FEETY | TEET) SALARIES) COSTY
o 1.00 2,00 1.00 SA 5.00 .
GENERAL SERVICE COST CENTERS -
1.00 jNEW CAP REL COSTS-BLDG & FIXT 90, 546, 1.00
2.00 {WEW CAP REL COSTS5-MVBLE EQUIP 90, 546 2.00
4,00 |[EMPLOYEE BENEFITS 586 586 13,583,485 4.00
5.00 |ADMINISTRATIVE & GENERAL 5,113 5,113 1,648,413 -3,567,611 24,746,122 5.00
7.00 |OPERATION OF PLANT 12,164 12,164 290,511 0 1,568,360| 7.00
8.00 |[LAUNDRY & LINEN SERVICE 1,655 1,655 53,350 i 170,1227 8.00
9.00 |HOUSEKEEPING 883 883 310,054 0 510,145 9,00
10.00 {DIETARY 4,415 4,415 181,525 0 459,948! 10,00
11.00 |CAFETERIA 0 0 217,715 4] 248,0787 11.00
13.00 [NURSING ADMINISTRATION 284 284 37,468 0 74,588] 13.00
16.00 |MEDICAL RECORDS & LIBRARY 1,572 1,572 213,838 [¢] 441,931 16.00
INPATIENT ROUTINE SERVICE COST CENTERS - g N .
30.00 |ADULTS & PEDIATRICS 9,228 9,228 1,107,176 0 1,825,213| 30.00
31.00 {INTENSIVE CARE UNIT 2,684 2,684 269,974 0 421,672 31.00
44.00 [SKILLED NURSING FACELITY . . L. . 9,033 ...9,033% 1,144,553 0 1,845,388 44.00
ANCILLARY SERVICE COST CENTERS .
50.00 |OPERATING ROOM 5,169 5,169 384,904 ¢ 912,578{ 50.00
54.00 |RADIOLOGY-DIAGNOSTIC 3,363 3,363 645,748 0 1,415,661 54.00
54,03 |NUCLEAR MEOICINE-DTAGNOSTIC 420 420) 0 0 159,929 54.03
60.00 |LABORATORY 1,950 1,950 640,313 0 1,497,58%; 60.00
65.00 {RESPTRATORY THERAPY 1,308 1,308 320,304 Q 643,370| 65.00
66.00 |PRYSICAL THERAPY 3,196 3,196 645,468 0 920,776] 66.00
67.00 |OCCUPATIONAL THERAPY 817 817 242,181 0 339,408} 67.00
68.00 |SPEECH PATHOLOGY 62 62 129,075 0 179,429 68.00
69.00 |ELECTROCARODIOLOGY 0 0 0 0 0f 69.00
71.00 MEDICAL SUPPLIES CHARGED TO PATIENTS 3,589 3,589 0 Q 335,481; 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 0 0 0, 4] 288,520] 72.00
73.00 |DRUGS CHARGED TO PATIENTS SPRRUURRRURR SUTR T8 - £ 1,131 227,787 .0 775,564; 73,00
OUTPATIENT SERVICE COST CERTERS B o . )
90.00 {CLINIC 2,150 2,150 158,300 0 402,880( 90.00
90.01 [DIABETES 1,398 1,398 72,467 0 138,436¢ 90.01
90.02 |OP PSYCH 201 201 49,609 0 70,416( 90.02
91.00 | EMERGENCY 8,880 8,880 780,467 0 1,552,952] 91.00
92,00 |OBSERVATION BEDS (NON-DISTINCT PART} 92.00
93.00 |CARPTAC REHAR 1] 0 . 0 0] 93.00
OTHER REIMBURSABLE COST CENTERS _ U
101.00| HOME HEALTH AGENCY - | 433] 433 258,253 ol 399,118{101.00
SPECTIAL PURPOSE COST CENTERS L
113.00: INTEREST EXPENSE L 0 0 0 0l113.00
118.00{ SUBTOTALS {SUM OF LINES 1-117) 81,684 __81,684] 10,029,453 -3,567,611 17,598,152{118.00
NONREIMBURSABLE COST CENTERS
194.00|mo8 7,442 7,442 3,500,684 0 6,259,146]194.00
194.01] FOUNDATION 1,420 1,420 53,348 0 36,08%{1%94.01
194.02|AsC ¢ 0 0 Ly 852,735]194.02
200.00(Cross Foot Adjustments 200,00
201,00{Negative Cost Centers 201,00
202.00Cost to be allocated (per wkst. B, pPart I) 988,674 1,650,600 474,617 3,567,6111202.00
203.00|unit cost maltiplier (wkst. B, Part I) 10.919025 18.229408, 0.034941 0.144168203.00
204.00lCost to be allocared (per wkst. B, fart II1) 17,081 1531,108(|204.00
205.00lunit cost multiplier (wkst, B, part II} 0.001257 0.006106[205,00

MCRIF3I2 - 2,14,128.0 GIBSON GENERAL HOSPITAL



S—

In Lieu of Form CM5-2552-10

Health Fipancial Systems _
COST ALLOCATION - STATISTICAL BASIS provider CCN: 151319 | Periodg: worksheet 8-1
from 103/31/2010

To  09/30/2031 | pate/7Time Prepared:
2/8/2012 10:27 am

Cost Center Doscription DPEQATION OF LAUNDRY & HOUSEKEEPENG DIETARY CAFETERIA
PLANT LINEN SERVICE (SQUARE (MEALS {FTE'S)
(SQUARE (POUNDS OF FEET) SERVED)
FEET) LAUNDRY)
] e 7.00 8.00 9.00 16.00 11.00
GENERAL SERVICE COST CENTERS e
1.00 |[MEW CAP REL TS-BLDG & FIXT 1.00
2.00 |[NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 {EMPLOYEE BENEFITS 4.00
5,00 [ADMINISTRATIVE & GENERAL 5.00
7.00 |OQPERATION OF PLANT 72,683 7.00
§.00 JLAUNDRY & LINEN SERVICE 1,655 578,825 8.00
9.00 |HOUSEKEEPING 883 25,312 70,145 900
10.00 |DIETARY 4,415 7,870 4,415 61,734 10.00
11.00 [CAFETERIA 0 0 1) 0 295,298( 11.00
13.00 [NURSING ADMINISTRATION 284 0 284 0 582} 13,00
16.00 [MEDICAL RECORDS & LTBRARY o 1,572 o 1,572 4] 13,978] 16,00
|ENPATIENT ROUTINE SERVECE COST CENTERS ..
30.00 [ADULTS & PEDIATRICS 9,228 197,911 9,228 20,694 51,106! 30.00
31.00 { INTENSIVE CARE UNIT 2,684 2,935 2,684 Y 9,131f 31.00
44,00 |SKILLED NURSING FACILITY 9,033 174,593 9,033 41,040 60,778 44.00
ANCILLARY SERVICE CO57 CENTERS R .
S0.00 [OPERATING RDOM 5,169 41,705 5,169 0 11,066f 50.00
54.00 {RADIOLOGY-DIAGNDSTIC 3,363 25,426 3,363 0 25,314] 54.00
54.03 [NUCLEAR MEDICINE-DIAGNOSTIC 420 4] 420 0 0 54.03
60.00 [{ABORATGRY 1,950 0 1,950 0 27,0827 60.00
65.00 |RESPIRATORY THERAPY 1,308 12,380 1,308 0 11,939 65.00
66.00 | PHYSICAL THERAPY 3,196 41,365 3,186 1] 23,046| 66.00
67.00 |OCCUPATIONAL THERAPY 817 iy 817 a 7,384} 67.00
68.00 |SPEECH PATHOLOGY 62 Ly a2 0 3,390| 68.00
69.00 | ELECTRDCARDIOLOGY 0 0 8) 1] 0] 69.00
71.00 {MEDICAL SUPPLIES CHARGED TQ PATIENTS 3,589 0 3,589 0 1,976f 71.00
72.00 [1MPL. DEV. CHARGED TO PATIENTS O 0 0 0 G| 72.00
73.00 |PRUGS CHARGED YO PATIENTS SRS w5 52 | IR . I 1,131 [t .5, 365} 73.00
OYTFATIENT SERVICE COST CENTERS IS _ |
90.00 |CLINIC 2,150 G 2,150 0 1,955| 90.00
90.01 |DIABETES 1,398 0] 1,398 0 2,475} 90.01
90.02 [OP PSYCH 201 0 201 Y] 6,885f 90.02
91,00 | EMERGENCY 8,880 49,328 8,830 0 28,891| 91.00
92.00 [OBSERAVATION BEDS (NDN-DISTINCT PART) 92.00
93.00 |CARDIAC REHAB ; I I Q o ... 0| 93.00
OTHER REIMBURSABLE COST CENTERS
101.00/HOME HEALTH AGERCY ] 0] 433 o _ _olo1.00
SPECIAL PURPOSE COST CENTERS e e e
113.00{INTEREST EXPENSE 0 0] 0 0 0]113.00
118.00; SUBTOTALS {SUM DF LINES 1-117) T 63,821 578,825 61,283 61,734 283,343(118.00
(NONREIMBURSABLE COST CENTERS
194,00 M08 7,442 4] 7,442 0 0{£94.00
194, 31| FOUNDATION 1,429 ) 1,420 [ 1,955/194.01
194.02/A5C 0 0 0 0 0)194.02
200.00] Cross Foot Adjustments 200.00
201.00|Negative Cost Centers 201.00
202,00/ Cost to be allocated (per Wkst. B, Part I) 1,795,154 235,524 615, 800 677,262 283,843|202.00
203.00{unit cost multipliier (wkst. B, Part I) 24.698403 0.4069G0] §8.778958 10.970648, 0.961209(203.00
204.00icost to be allocated (per wkst. B, Part II) 364,509 57,647 316,192 156,929 1,789{204.00
205.00/unit cost multiplier (Wkst. B, Part 1L 5.015052 0.099593 0.515960, 2.542019 0.006058|205.00

MCRIF3Z2 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems

In Lieu of Form CM5-2552-10

COST ALLOCATION — STATISTICAL RASTS

‘Provider CON:

151319

period: wWorksheet B-1
From 10/31/2010
To 09/30/2011 Date/Time Prepared:

2/9/2012 10:27 am

Cost Center Description NHRSING MEDICAL
ADMINISTRATION| RECORDS &
LIBRARY
(NRSE FTE'S) (TIME
SPENT)
13,00 16.00 o
GENERAL SERVICE COST CENTERS R _
1.00 |NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 {NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 [EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
8.00 |[LAUNDRY & LINEN SERVICE 8.00
9.00 |[HOUSEKEEPING 9.00
19.00 | DIETARY 10.00
11.00 |CAFETERIA 11.90
13.00 [NURSING ADMINISTRATICN 152,381 13.00
> TCAL RECORRS & LIBRARY 9 418| 16.00
; OUTINE_SERVICE COST CENTERS o : -
30.00 |ADULTS & PEDIATRICS 51,106 92 30.00
31.00 | INTENSIVE CARE UNIT 9,131 2 31.00
44.00 {SKILLED NURSING FACILITY 60,778 14 B } 44.00
Y SERVICE COST CENTERS o o N .
50.00 |OPERATING ROOM 0 45 50.00
54.00 |RADIOLOGY-DIAGNOSTIC Iy 57 54.00
%4.03 NUCLEAR MEDICINE-DIAGNDSTIC 0 0 54.03
60.00 {LABORATORY Q 35 60.00
G5.00 |RESPIRATORY THERAPY 0 16 65.00
66.00 |PHYSICAL THERAPY [4] 31 66.00
67.00 |OQCCUPATIONAL THERAPY 0 Q 67.00
68.00 |SPEECH PATHOLOGY 0 0 68.00
69.00 |ELECTROCARDIOLOGY [¢] 0 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 71.00
72.00 |IMPL., DEV, CHARGED TO PATIENTS 0 0, 72.00
73.00 {DRUGS_CHARGED TQ PATIENTS . R 0 o . 73.00
QUTPATIENT SERVICE COST CENTERS ... -
90.00 |CLINIC 0 i 90.00
90.01 |DIABETES 2,475 0 90.01
90.02 |OP PSYCH & 0 90.02
91.00 |EMERGENCY 28,891 124 91.00
92.00 |OBSERVATION BEDS {(NON-DESTINCT PART) 92.00
93.00 |CARDIAC REHAB 0 [ _ 93.00
OTHER RLIMBUHSABLE COST CENTERS o -
101. 00 H AGENCY [ 0] 0] i T hov.o0
SPE SE COST CENTERS e o
113.60] INTEREST EXPENSE 0 0 113.00
118.00|SURTOTALS (SUM OF LINES 1-117) 152,381 417 118.00
NONREIMBURSABLE COST CENTERS e I e
194 .00 MOB 0 1 194.00
194,901 FOUNDATION 0 0 194.01
194, 02|ASC 0 0 194.02
200.00{Cross Foot Adjustments 200.00
201.00!Negative Cost Centers 201.00
202.00 Cost to be allocated (per wkst. B, Part I) 95,407 571,706 202.00
203.00junit cost multiptier {wkst. B, Part I} 0.626108 1,367.717703 203.00
204.00]Cost to be allocated (per wkst. B, Part II) 10,355 57,569 204.00
205.00{unit cost multiplier (wkst. B, Part II) 0.067955 137.724880 205.00

MCRIF3Z2 - 2.14,128.0

GIBSON GENERAL HOSPYITAL



Health Financial Systems In Lieu of Form CMS-2552-10
period: worksheet C

COMPUTATION OF RATIO OF COSTS TO CHARGES provider CCN: 151319
From 10/31/2010 [ Parc I

To  09/30/2011 | bate/Time Prepared:
2/9/2012 10:27 am

e e e e+ e e e e L__ Title xviiz Hospital _Cost
Costs
Cost Center Description Total Cost |Therapy Limit| Total Costs RCE Total Costs
{from Whkst. B, Adj. pisallowance
rPart I, col
~ 1.00 o 2.00 300 4.00 5.00 L
INPATIENT ROUTINE SERVICE COST CENTERS o e
30.00 |ARULTS & PECIATRICS 2,911,787 2,911,787 o 2,911,787| 30.00
31.00 JINTENSIVE CARE UNTIT 530,741 594,741 0] 590,741} 31.00
44.00 {SKTLLED NURSING FACILETY 3,050,734 3,050,734 0 3,050,7341 44.00
ANCILLARY SERVICE COST CENTERS .
S0.00 [OPERATING ROOM 1,306,341 1,306, 341 0 1,306,341! 50,00
54.00 |RADIOLOGY-DIAGNOSTIC 1,844,977 1,844,977 0 1,844,977 54.00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 197,046 197,046 G 197,046| 54.03
60.00 |LABORATORY 1,852,675 1,852,675 0] 1,852,675] 60.00
65.00 |RESPIRATORY THERAPY 818,308 0 818,308 0 818, 308( 65.00
66.00 | PHYSICAL THERAPY 1,241,898 0 1,241,898 0 1,241,898| 66.00
67.00 JOCCUPATIONAL THERAPY 422,789 0 422,789 0 422,789; 67.00
68.00 |SPEECH PATHOLOGY 210,630 ¢ 210,630 0 210,630| 68.00
69.00 |ELECTROCARDIOLOGY 0] 0 0 0] 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 505,897 505,897 0 505,897| 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 330,115 330,115 0 330,115f 72.00
73.00 |DRUGS CHARGED TO PATIENTS . 931,357 931,357 0 931,357| 73.00
QUTPATYIERT SERVICE COST CENTERS e
90,00 [CLINIC 536,180 536,186 0 536,186¢ 90.00
90,01 |DIABETES 209,124 209,124 0 209,124] 80.01
90,02 (OP PSYCH 93,915 93,918 0 93,915| %0.02
91.00 |EMERGENCY 2,309,646 2,309,646 0 2,309,646f 91.00
32.00 {OBSERVATION BEDS (NON-DISTINCT PART) 433,633 433,633 433,633| 92.00
93.00 |CARDTAC REHAB 0 o 0 . 0: 92,00
OTHER REIMBURSABLE COST CENTERS e e
101.00{HOME HEALTH AGENCY | = 471,153] I 471,153 ) 471,1531101.00
SPECIAL PURPOSE COST CENTERS . e e
113.00} INTEREST EXPENSE 113.00
200.00} subtotal (see instructions} 20,268,952 Q 20,268,952 4] 20,268,9521200.00
201.00/Less Observation Beds 433,633 433,633 433,633}201.00
) 202.00i Total (see instructions) 19,835,319 ) 19,835,319 0 19,835,319|292.00

MCRIF3Z2 - 2.14,128.0 GIB50ON GENERAL HOSPITAL



Health financial Systems In Lieu of Form {M5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES provider CCN: 151319 |Period: worksheet C

From 10/31/2010 | part 1
To  09/30/2011 | pate/Time Prepared:
2/8/2012 10:27 am

e e - b Title XvIIE Hospital __; . Cost
Charges
Cost Center Descpription Inpatient cutpatient [Total (col. GjCost or Other TEFRA
+ col. 7) Ratio Inpatient
. S Ratio |
o » o ____G.oo _1.o0 8.00 9.00 10,00
INPATIENT RQUTINE SERVICE COSY CENTERS e }
30.00 !ADULTS & PEDIATRICS 1,678,653 1,678,653 30.00
31.00 | INTENSIVE CARE UNIT 257,823 257,823 31.00
44,00 [SKILLED NURSING FACILITY 2,106,413 o 2,106,413| 44.00
ANCILLARY SERVICE COST CENTERS R
50.00 [OPERATING ROOM 736,878 2,660,266 3,397,144 0.384541 0.00C000| 50,00
54,00 |RADTOLOGY~DIAGNOSTIC 283,722 9,337,938 9,621,660 0.191752 0.000000( 54.00
54,03 {NUCLFAR MEDICINE-DIAGNOSTLIC 32,995 205,229 298,224 0.660732 0.000000; 54.03
60.00 |LABORATORY 901,508 6,169,790 7,071,298 0.261999 {.000000} 60.00
65.00 |RESPIRATORY THERAPY 558,034 1,505,900 2,063,934 0.396480 0.000000 65.00
66.00 |PHYSICAL THERAPY 689,925 2,819,848 3,509,773 0.353840 0,000000] 66,00
67.00 |OCCUPATIONAL THERAPY 271,772 1,180,936 1,452,708 0.291035 0.000000} 67.00
68,00 |SPEECH PATHOLOGY 69,067 573,053 642,120 0.328023 0.000000 68.00
69.00 | ELECTROCARDIOLOGY iy 0 ¢ 0.00000C 0.000000| 69.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 885,599 566, 546 1,452,145 0, 348379 0.000000( 71,00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 617,390 59,627 677,017 0.487602 0.00000Q0| 72.00
73.00 |DRUGS CHARGER TOD PATIENTS 833,089 1,295,774 2,128,863] 0.437490 0.000000; 73.00
OUTPATIENT SERVICE COST CENTERS - ) e
90.00 |CLINIC 0 209,935 209,935 2.5534057 0.000000( 90.00
80.01 |DIABETES 0 23,434 23,434 8.823957| 0.000000] 90.01
80.02 |OP PSYCH 0 0 0 0.000000 0.000000} 90.02
91.00 |EMERGENCY 8,396 6,230,723 6,239,119 0.3701838 0.00000¢| 91.00
92.00 |OBSERVATION BEDS [NON-DISTINCT PART) 10,753 268,878 279,631 1.550733 0.000000] 92.00
93.00 |CARDIAC REHAB o R 1] o 4 Y] 0.000000, 0.000000] 93.00
OTHER REIMBURSABLE COSY CENTERS - B
101.00]HOME_HEALTH AGENCY o ol 0l ] 0] . [ __[101.00
SPECIAL PURPOSE COST CENTERS N . e
113.00] ENTEREST EXPENSE 113.00
200.00] subtotal (see instructiocns) 9,942 017 33,167,877 43,109,834 200.00
201.00{Less Observation Beds 201.00
202.00/Total (see instructions) 9,042,017 33,167,877 43,109,894 202.00

MCRIF3Z - 2.14,128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems

In Lieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES provider CCN: 151319 | Period: Worksheet €
From 10/31/2010 | Part I
To  09/30/2011 | bate/Time Prepared:
- 2/9/2012 10:27 am
I [ T U Jitle xvITT Hospital CosT
cost center Description PPS Inpatient
Ratio
~ . 11.00

INPATIENT ROUTINE SERVICE COST CENTERS o . .
30.00 {ADULTS & PEDIATRICS 30.00
31.00 |INTENSIVE CARE UNIT 31.00
44.00 |SKILLED NURSENG FACELITY 3 N - ~ 44,00

ANCILLARY SERVICE COST CENTERS n
50.00 |OPERATING ROOM 0. 000000 50.00
54,00 |RADIOLOGY-DIAGNOSTIC 0.000G00] 54.00
54,03 |NUCLEAR MEDICINE-DIAGNOSTIC 0.000000; 54.03
60.00 |LABORATORY 0.0000090 60.00
65.00 |RESPIRATORY THERAPY 0. 000009 65.00
66.00 [PHYSTICAL THERAPY 0.000000 66.00
67.00 [OCCUPATIONAL THERAPY 0.000000 67.00
68,00 [SPEECH PATHOLGGY 0.000G00 68.00
69,00 } ELECTROCARDIGLOGY 0.0660300 69.00
71.00 MEDICAL SUPPLIES CHARGED TO PATIENTS 0.600000 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0.000000, 72.00
73.00 |DRUGS CHARGED TO PATIENTS » 0.000000, ; 73.00

QUTPATIENT SERVICE COST CENTERS . o
90.00 |CLINIC 0.000000 90.00
90.01 jDIABETES 0. 000000 90.01
90,02 {OP PSYCH 0.000000 90.02
91.00 |EMERGENCY 0.000000 91.00
92.00 |OBSERVATION BEDS {(NON-DISTINCT PART) 0.000000 92.00
93.00 [CARDIAC REHAB o £. 000000, 93.00

OTHER REIMBURSABLE COST CENTERS .
101,00/ HOME HEALTH AGENCY I 101.00

SPECIAL PURPOSE COST CENTERS _ B -
113,00 INTEREST EXPENSE 113.00
200,00/ subtotal (see instructions)} 200.00
201,00/ Less Observation Beds 201,00
202.00; Total (see instructions) 202,00

MCRIF32 -~ 2.14.128.0

GIBSON GENERAL HOSPITAL



In Lieu of Form CMS-2552-10

Health Financial sSystems
COMPUTATION OF RATIO OF COSTS TO CHARGES provider cCN: 151319 | period: worksheet C
From 14/31/2010: Part I

To  09/30/2011 | Date/Time Prepared:
2/9/2012 10:27 am

[ - . Title XIX Hospital PPS
- costs
Cost Center Description Total Cost |[Therapy Limit| Total Costs RCE Total Costs
{from wkst. B, Adj. pisallowance
part I, col.
26)

B B 1.60 2.00 3.00 4.00 5.00

INPATIENT ROUTINE SERVICE COST CENTERS ] }
30.00 |ADULTS & PEDIATRICS 2,911,787 2,911,787 G 2,911,787} 30.00
31.00 |INTENSIVE CARE UNIT 590,741 590,741 0 590,741( 31.00
44,00 |SKILLED NURSING FACTLITY 3,050,734 3,050,734 0 3,050,734] 44.00

IANCILLARY SERVICE COST CENTERS - .
50.00 |OPERATING ROOM 1,306,341 1,306, 341 0 1,306,341} 50.00
54,00 |RADIOLOGY-DIAGNOSTIC 1,844,977 1,844,977 Q 1,844,977 54,00
54,03 |NUCLEAR MEDICINE-DIAGNOSTIC 197,046 197,046 0 197,046 54.03
60.00 [LABORATORY 1,852,675 1,852,675 0 1,852,675) 60.00
65.00 |RESPIRATORY THERAPY 818,308 4] 818, 308 0 818,308 65.00
66.00 I PRYSTCAL THERAPY 1,241,898 0 1,241,898 o 1,241,898| 66.00
67.00 |CCCUPATIOMAL THERAPY 422,789 [4] 422,789 0 422,789| 67.00
68.00 |SPEECH PATHROLOGY 210,630 0 210,630 G 210,630{ 68.00
69.00 | ELECTROCARDIQLOGY 0 0 0 0} 69,00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 505,897 505,897 G 505,897} 71.00
72.00 |TMPL. DEV. CHARGED TO PATIENTS 330,115 330,115 0 330,115( 72.00
73.00 {DRUGS CHARGED TO PATIENTS o 931,357 . 931,357 0 931,357| 73.00

OUTPATIENT SERVICE COST CENTERS e R -
90.00 |CEINIC 536,186 536,189 4 536,186 90.00
30.01 [DIABETES 209,124 209,124 0 209,124 90.01
90.02 [OP PSYCH 93,915 93,915 0 93,915] 90,02
91.00 [EMERGENCY 2,309,646 2,309,646 a 2,309,646| 91,00
92.00 ;OBSERVATION BEDS (NON-DISTINCT PART) 433,633 433,633 433,6331 92.00
93.00 | CARDIAC REHAB e _ ) ] 0 B .6} 93.00

OTHER REIMBURSABLE COST CENTERS R . i
101,00, HOME HEALTH AGENCY o [ 471,153] ] 471,153 ) | 471,153/161.00

SPECIAL PURPOSE _COST CENTERS ) o
113.00] INTEREST EXPENSE 113.00
200.00|subtotal (see instructions) 20,268,952 ¢] 20,268,952 0 20,268,952(200.00
201.00|Less oObservation Beds 433,633 433,633 433,633[201.00

) 202.00|Total (see instructions)} 19,835,319 ¥ 19,835,319 0 19,835,319:202.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



In Lieuw of Form CM5-2552-10

Health Financial Systems
COMPUTATION OF RATXIO OF COSTS TC CHARGES provider CcN: 151319 (period: worksheet C
From 10/31/2010 | Part I

To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am

e e e e Title XIX Hospital )
} e Charges
Cost Center bescription Inpatient gutpatient [Total (cel. G[Cost or other TEFRA
+ cot. ) Ratio Inpatient
. Ratio
- - } 6.00 7.00 8.00 9.00 10.00
INPATIENT ROUTINE SERVICE COST CENTERS R R _
30,00 |ADULTS & PEDIATRICS 1,678,653 1,678,653 30.00
31,00 {INTENSIVE CARE UNIT 257,823 257,823 31.00
44,00 |{SKILLED NURSING FACILITY 42,106,413 2,106,413 - 44.00
ANCILLARY SERVICE COST_CENTERS o L )
50.00 |OPERATING ROOM 736,878 2,660,266 3,397,144 0.384541] 0.000000| 50.00
54.00 [RADIOLOGY-DIAGNOSTIC 283,722 9,337,938 9,621,660 0.191752 0.000000] 54.00
54,03 {NUCLEAR MEDICINE-DIAGNOSTIC 32,995 265,229 298,224 0.660732 0.000000; 54.03
6(.00 | LABORATORY 801,508 6,169,790 7,071,298 .261999 0.000000C( 60.00
65.00 |RESPIRATORY THERAPY 558,034 1,505,900 2,063,934 0.396480 0.000000| 65.00
66.00 | PHYSICAL THERAPY 689,925 2,819,848 3,509,773 0.353840 0. 000000¢ 66,00
67.00 |OCCUPATIONAL THERAPY 271,772 1,180,936 1,452,708 0,291935 ¢.000000| 67.00
68.00 |SPEECH PATHOLOGY 69,067 573,053 642,120 0.328023 0.000000| 68.00
69.00 |ELECTROCARDIOLOGY O 0 0, 0.000000, 0.000000; 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 885,599 566,546 1,452,145 0.348379 0.000000¢ 71.00
72.00 }JIMPL. DEV. CHARGED TQ PATIENTS 617,390 59,627 677,017 0.487602 0.000000| 72.00
73.00 |DRUGS CHARGED TQ PATIENTS 833,089 1,295,774 2,128,863  0.437490 0.000000( 73.00
OUTPATIENT SERVICE COST CENTERS e e ey
90.00 |[CLINIC 0 209,935 209,935 2.554057 (3.000008| 90.00
90,01 |DTABETES 0 23,434 23,434 8.923957 0.Q00000| 90.01
90.02 {OP PSYCH 0 0 0 0.0060000 0.000000) 90.02
91.00 |EMERGENCY 8,396 6,230,723 6,239,119 0370188 0.0600600; 91,00
92.00 |OBSERVATION BEDS (NON-DISTINCY PART) 10,753 268,878 279,631 1.550733 0.000C00] 92.00
93.00 |CARDIAC REHAB — ol 9 0 0.000000 0.006000| 93.00
OTHER REIMBURSABLE COST CENTERS . . . et e e
101, 00/ HOME HEALTH AGENCY o ] e ) - 0] 1 101.00
SPECIAL PURFOSE COST CENTERS T B o
113,00 INTEREST EXPENSE 113.00
200.00| subtotal (see instructions) 9,942,017 33,167,877 43,109,894 200,00
201.00| Less Observation Beds 201.00
202.00|Total (see instructions) 9,942,017 33,167,877 43,109,894 202.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems

in Lie

u of Form CM$-2552-10

COMPUTATION OF RATIO OF COSTS TOAEHARGES

Provider cCN: 151319 |Period:

worksheet C

From 10/31/20%0: parc 1
To  09/30/2011 | Date/Time Prepared:
_ L 2/9/2012 10:27 am
T o __Tmitlexsx | HMospital [ eps
Cost Center Description PP5 Inpatient
Ragio
) 11.00
(ENPATIENT ROUTINE SERVICE COST CENTERS .
30.00 |ADULTS & PEDIATRICS 30.00
31.00 |INTENSIVE CARE UNIT 31.00
44.00 |SKILLEH NURSING FACILITY o 44,00
ANCILLARY SERVICE COST CENTERS -
50.00 |OPERATING ROOM 0,384541 50.00
54.00 jRADIOLOGY-DTAGNOSTIC 0.191752 54.00
54,03 {NUCLEAR MEDICTINE-DIAGNOSTIC 0.660732 54.03
60.00 | LABORATORY 0.261999 60.00
65.00 [RESPIRATORY THERAPY 0.3964380, 65.00
66.00 [PHYSICAL THERAPY 0.353840 66,00
67.00 |OCCUPATIONAL THERAPY 0.291035 67.00
68.00 |SPEECH PATHOLOGY 0.328023 68.00
69.00 |ELECTROCARDIOLOGY (.000000 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.348379 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 0.487602 72.00
73.00 {DRUGS CHARGED TO PATIENTS 0.4374801 - | 73.00
QUTPATIENT SERVICE COST CENTERS .
90.00 |CLINIC 2.554057| 90.00
§0.01 |PIABETES §.923957 90.01
90.02 {0P PSYCH 0.000000 90.02
§1.00 | EMERGENCY 0.370188 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT FPART) 1.550733 92.00
93.00 |CARDTAC REHAB o 0.060000] . . 3 93.00
OTHER REIMBURSABLE COST CENTERS R o
101.00/HOME WEALTH AGENCY L R . _[101.00
SPECTAL PURPOSE COST CENTERS I U _
113.00| INTEREST EXPENSE 113.00
200.00|subtotal (see instructions) 200,00
201.00|Less observation 8eds 201.00
202.00|Total (see instructions) 202.00

MCRIF32 - 2.14.128.0

GIBSON GENERAL HOSPITAL



Health Financial Systems = In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS provider CCN: 151319 (period: Worksheet D

from 10/31/2010 | Part 131
To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:2/ am

- e e e e Title XVITE Hospital Cost
cost Center pescription Capitatl Total charges {Ratio of Cost| ZIapatient capital cCosts
related Cost |(from wkst. €, to charges Program (colunn 3 %
(from wkst. &,| Part 1, col. [(col. 1 + col. charges column 4)
pPart 11, col, 8) 2
26)
N o o 1.00 2.00 3.00 4.00 5.00
ANCILLARY SERVICE COST CENTERS
50.00 [OPERATING ROOM 195,733 3,397,144 0.057617 359,641 20,721} 30.00
54,00 | RADIOLOGY-DIAGNOSTIC 136,618 9,621,660 0.014199 154,608 2,185| 54,00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 15,542 298,224 0052115 23,298 1,214) 54.03
60.00 |LABORATORY 82,557 7,071,298 0.011675 494,266 5,771} 60.00
65.00 ;RESPIRATORY THERAPY 53,201 2,063,934 0.025777) 229,162 5,807| 65.00
66.00 | PHYSICAL THERAPY 125,797 3,509,773 0.035842 140,519 5,036 66,00
67 .00 |OCCUPATIONAL THERAPY 30,754 1,452,708 0.021179 35,030 742( 67.00
68.00 | SPEECH PATHOLOGY 3,429 642 120 0.005340 24,814 1331 68,00
69.00 |ELECTROCARDIOLOGY 0 0 0.0600000 0 0 69.00
71.00 IMEDICAL SUPPLIES CHARGED TO PATIENTS 126,524 1,452,145 0.087129 264,317 23,030| 71.00
72.00 jIMPL. DEV. CHARGED TO PATIENTS 1,762 677,017 0.002603 606,371 1,578} 72.00
73.00 iDRUGS CHARGED TO PATIENTS . B 44,783 2,128,863 _0.020801) 260,997 .. 5,429 73.00
OUTPATIENT SERVICE COST CENTERS o e
90.00 | CLINIC 77,369 209,935 0.368538 0 0! 90.00
90.01 |DIABETES 49,601 23,434 2.116625 Q G| 90.01
90,02 |oF PSYCH 7,505 0 0.000000 0 0] 20.02
01.00 | EMERGENCY 342,546 6,239,119 0.054903 2,966 163} 91.00
92.00 {CBSERVATION BEDS (NON-DISTINCT PART) 0 279,631 0. 000000, 73 0 92.00
93.00 |CARDIAC REHAB 0 0 0.000000 0] O 93.00
200.00{Total (lines 50-199) 1,293,221 39,067,005 2,596,062 71,919{200.00

MCRIF3Z2 - 2.14.128.0 GIBSON GENERAL HOSPTITAL



Health Financial Systems In tiew of Form €Ms-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 151319 |reriod: worksheet O
THROUGH COSTS From 10/31/2010 | Part Iv
To  09/30/2011 | Date/Time Prepared:
- 2/9/2012 10:27 an
e Title XvIIT Hospital } Cost
Cost cenhter Description Non Physician lNursing school[allied Health| Al other Total Cost
Anesthetist Medical (sunt of col 1
Cost Education Cost] through col.
. — 4
. o 1.00 | 2.00 3.00 4.00 5.00
IAWNCILLARY SERVICE COST CENTERS e e - -
50.00 [OPERATING ROOM 0 0 0 O 0i 50.00
54.00 |RADIOLOGY-DIAGNOSTIC ¢ 0 0 0 0| 54.00
54.03 [NUCLEAR MEDECINE-DIAGNOSTIC 0 0 0 i} 0 54.03
60,00 [LASORATORY 0 0 0 0 0] 60.00
65.00 {RESPTIRATQRY THERAPY 0 ¢ 0 0 0] 65.00
66.00 [PHYSICAL THERAPY Q 0 0 g 0f 66,00
67.00 |OCCUPATIONAL THERAPY 0 0] 0 0 G| 67.00
68.00 |SPEECH PATHOLOGY ¢ 0 0 0 0} 68.00
69.00 |ELECTROCARDIOLOGY iy 0 0, 0 0} 69.00
71.00 IMEPICAL SUPPLIES CHARGED TO PATIENTS 0] 0 0 0 0| 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 Q 0 0 0! 72.00
73.00 [DRUGS CHARGED TO PATIENYS B 0 4] . G| 73.00
OUTPATIENT SERVICE COST CENTERS R e I n o
90.00 |CLINIC 0 0 0 0 ¢! 90.00
90.01 |DIABETES 0 0 o 0 0| 90.01
90.02 0P PSYCH 0] 0 0 0 0] 90.02
91.00 {EMERGENCY 0 ) 0 0 0] 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 1) G| 92.00
93.00 {CARDIAC REHAB 0 0 0 0 0] 93.00
200.00|Total (Jines 50-199) 0 0 [t] 0 0|200.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems In Lieu of Form CM§-2552-10

j APPORTIONMENT OF INPATIENT/GUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider con: 151319 | Period: worksheet D
THROUGH COSTS From 10/31/2010 ) Part Iv
) To  09/30/2011 | Date/Time Prepared:
- 2/9/2012 10:27 am
. e e e e o TRED® XVITT 1 Hospital Cost
Cost Center ription Tota otal Charges |Ratio of Cost} outpatient Inpatient
| cutpatient [{From wkst. ¢, to charges |Ratio of Cost Program
Cost (sum of | Part I, cel. j(col. 5 + col.] to Charges charges
, col. 2, 3 and 8) 7} (col. B)—:— col.
} 7
| e 7.00 8.00 9.00 10.00
: ANCILEARY SERVICE COST CENTERS - e o
) 50.00 {OPERATING ROOM 0 3,397,144 0.Q00000 0.000000 359,641| 50.00
: 54.00 [RADIOLOGY-DIAGNOSTIC 0 9,621, 660, 0.000000 0.0080000, 154,608( 54.00
54.03 [NUCLEAR MEDICINE-DIAGNOSTIC 0 298,224 0.000000 {.0006000, 23,298{ 54,03
) 60.00 |LABORATORY 0 7,071,298 0.000000, ©.000000 494,266/ 60,00
65.00 |RESPIRATORY THERAPY O 2,063,934 0.000000, 0.060000 229,162( 65.00
) 66.00 [PHYSICAL THERAPY 0 3,509,773 0.000000 0.0600009 140,519} G6,00
67.00 { OCCUPATIONAL THERAPY 0 1,452,708 0. 000000] 0.600000¢ 35,0301 67.00
) 68.00 {SPEECH PATHOLOGY 0 642,120 0.00G000 0.0000060 24,814| 68.00
69.00 | ELECTROCARDIOLOGY 0 0 0.000000 0.000009 0] 69.00
) 71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 1,452,145 0.000000 0.000000 264,317f 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 677,017 0. 000000, 0.060000, 606,371 72.00
} 73.00 [DRUGS CHARGED TO PATIENTS . 9 2,128,863 0. 000000 0.000000 260,9971 73.00
GUTPATIENT SERVICE COST CENTERS e i
) 90,00 [CLINIC 0 209,935 Q. 006000 0.000600] 4| 90.00
90.01 |DIABETES 0 23,434 0.300000 0.000008, 0] 90.01
) 90.02 {OP P5YCH 0 0 0.000000 0.000009 0} 90.02
91.00 |EMERGENCY ) 6,239,119 0.000000 0.000000 2,966( 91.00
") 92.00 |OBSERVATION BEDS (NON~DISTINCT PART) 0 279,631 0.000000 0.000000 73] 92.00
93,00 ] CARDIAC REHAB 0 0 0,9000000, 0.000000, 0] 93.00
“-) 200.00/Total (lines 50-199) 0 39,067,005 2,596,062(200.00
)
)
i
|
)
} .
)
)
}
)
)
)
)
|
)
)
)
}
)
)]
J

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



In tieu of Form CM5-2552-10

Health Financial Systems
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 151319 |Period: worksheet D
THROUGH COSTS From 10/31/2010 | part Iv
To  09/30/2011 ] pate/Time Prepared:
2/9/2012 10:27 am
o B o . o Fitle xvIix Hospital Cost
Cost Center pescription Inpatient outpatient outpatient | PSA Adj. Hon psSa Adj.
Program Program Program physician  |Nursing School
pass-Through charges pPass-Through { Anesthetist
Costs (col., 8 Costs (col. 9 Cost
¥ col. 10) xcol, 32y f ¢ P _
311,00 12.00 13.00 21.00 22.00 B
ANCILLARY SERVICE COST _CENTERS e o
50.00 |OPERATING ROOM 0 Q 0 3| 50.00
54.00 ;RADTOLOGY-DTAGNOSTIC o 0 0 o 0] 54.00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 0 0 1] 0 0} 54.03
60.00 |LABORATORY 0 0 0 ls; 6| 60.00
65.00 |RESPTIRATORY THERAPY 0 0 0 0 0] 65.00
66.00 |PHYSTICAL THERAPY Q 0 0 4] 0| 66,00
67.00 [OCCUPATIONAL THERAPY ¢] O 0 0 0| 67.00
68.00 {SPEECH PATHOLOGY 0 0 0 0 0 68.00
69.00 | ELECTROCARDIOLOGY ¢ 0 0 4 0 69.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 O 0| 71.00
72.00 {IMPL. DEV. CHARGED TQ PATIENTS 0 0 g 0 o} 72.00
73.00 [DRUGS CHARGED TO PATIENTS 0 0 - Y oL 97300
OUTPATIENT SERVICE COST CENTERS

90.00 ; CLINIC 0 0 0 0 0{ 90.00
90.01 {DIABETES 0 0 ¢ 0 0] 90.01
90.02 |OP PSYCH 0, 0 0] 0] G| 90.02
91.00 | EMERGENCY 0 0 0 0 G{ 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 Q| 92.00
93,00 |CARDIAC REHAB 0 0 4 0 0| 93.00
200,00{Total (lines 50-199) 0 0] 0 [ 0{200.00

MCRIF3Z2 - 2.14.128.0 GIBESON GENERAL HOSPITAL



Health Financial Systems

In Lieu of Form (MS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCYLLARY SERVICE OTHER PASS

THROUGH COSTS

provider CoN: 151319

period: worksheet D

From 10/31/2010 | part Iv

To  09/30/2011 | Date/Time Prepared:
2/9/2012 10327 am

Title XVIII

Hospital Cost

90.00 |[CLINIC
90.01 |DIABETES
90.02 [OP PSYCH

Cost Center bescription PSA Adj. PSA Adj. All

Allied Heatthjother Medical

Education Cost

7 23.00 24.00
ANCILLARY SERVICE COST CENTERS ) _
50,00 |OPERATING ROOM 0 0 50.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 54.00
54.03 {NUCLEAR MEDICINE-DIAGNOSTIC 0 0 54.03
60.00 |LABORATORY 0 0 60.00
65.00 |RESPIRATORY THERAPY 0 0 65.00
66.00 |PHYSICAL THERAPY 0 0 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 67.00
68.00 |SPEECH PATHOLCGY 0 0 68.00
69.00 [ELECTROCARDIOLCGY 0 0 £69.00
71.00 [MEDTICAL SUPPLIES CHARGED TO PATYENTS 0 1] 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 0 0 72.00
73.00 [DRUGS CHARGED TO PATIENTS 0] [ 73.00
QUTPATIENT SERVICE COST CENTERS o

0 0 90.00
1] 0 90. 01
0 0 90.02
91.00 |EMERGENCY 0 0 91.00
92.00 {OBSERVATION BEDS (NON-DISTINCT PART) 0 0 92,00
93,00 {CARDTAC REHAB 0 0 93.00
0 [4) 200. 00

200.00|Total (lines 50-199)

MCRIF3Z2 - 2.14.128.0

GIBSON GENERAL HOSPITAL



Health Financial Systems In Lieu of Form CM$-2552-30
APPORTTONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 153319 |Pariod: worksheet D

From 10/31/2010 | Part v
To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am

o e e S e ot e e e e Title XvIIT Hospital Cost
1 i charges
Cost Center Description Cost to Charge[pps Reimbursed Cost Cost
rRatio From |Services {see| Reimbursed Reimbursed
worksheet C, |instructions) services services Not
part I, col. 9 subject To subject To
ped. & Coins. [ped. & Coins.
{see (see
. I instructions) |instructions)
o NJ 3.00 4.00
ANCILLARY SERVICE COST CENTERS e
50.00 {OPERATING ROOM 0.38454]) 0 737,313 0 50.00
54.00 {RADIOLOGY-DIAGNOSTIC 0.191752 0 2,386,925 0 54,00
54,03 [NUCLEAR MEDICINE-DIAGNOSTIC 0.660732 0 95,140 0 54,03
60.00 |LABORATORY 0.261999, 0 1,952,845 0 60,00
65.00 [RESPIRATORY THERAPY 0.396480 0 446,432 0 65.00
66,00 |PHYSTCAL THERAPY 0.353840 ¢] 932,543 ¢ 66.00
67,00 | OCCUPATIONAL THERAPY 0.291035 0] 206,788 0 67.00
68.00 ;SPEECH PATHOLOGY 0.328023 iy 107,426 [ 68.00
$9.00 | ELECTROCARDIOLOGY 0.006000 0 0 0 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.348379 0 78,030 ¢ 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 0.487602 [4) 55,776 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS . 0,437490 0 262,432 2,762 .| 73.00
OUTPATIENT SERVICE COST CENTERS e
90.00 |CLINIC 2.554057 0 207,994 & 90.00
90.01 !DIABETES 8.923957 0] 6,462 0 90.01
90,02 {oP PSYCH 0.000000 0 0 ¢ 90.02
91.00 | EMERGENCY 0.370188 0 1,232,205 0 91.00
92.00 |OBSERAVATION BEDS (NON-DISTINCT PART) 1.550733 0 113,004 g 92.00
93.00 {CARDIAC REHAB 0.000000 Ly 0 0 93.00
200.00]{ subtotal (see ‘instructions) 0 8,821,315 2,762 200.00
201.00|Less PBP Clinic Lab. Services-program only 0 [4] 201.00
charges
202 .00/ Net charges (line 200 +/- line 201) 0] 8,821,315 2,762 202.00

MCRIF3Z2 - 2.14.128.0 GIBSON GENERAL HOSPITAL



IR

in Lieu of Form CMS-2552-10

Health Financial Systems

APPORTIDNMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 151319 |pPeriod: Worksheet D
From 10/31/2010 | Part v
To  09/30/2011 | Date/Time Prepared:
- 2/9/2012 10:27 am
Title XVIFL Hospital Cost
- e BOSES
cost Center Description PPS Services |Cost Serviceslcost sefvices
(see subject To r\lot subject To
instructions) |ped. & Coins, {ped. & Coins,
(sec (see
instructions} |instructions)
e 5.00 6.00 7.00 |
ANCILLARY SERVICE COST CENTE#S
50.00 |OPERATING ROOM 0 283,527 0 50.00
54,00 [RADIOLOGY-DIAGNOSTEC 0 457,698 0 54.00
54.03 INUCLEAR MEDICINE-DIAGNOSTIC 0 62,862 G 54.03
60,00 | LABORATORY . 0 511,643 0 60.00
65.00 [RESPIRATORY THERAPY 0, 177,001 0 65.00
66,00 | PHYSICAL THERAPY 0 329,971 0 66.00
67.00 JOCCUPATIONAL THERAPY 0 60,183 & 67.00
68.00 |SPEECH PATHOLOGY 0 35,238 0 68.00
69.00 | ELECTROCARDIOLOGY 0 0 0 69.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS i 27,184 0] 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 0, 27,196 0 72.00
73.00 |DRUGS CHARGED TO PATIENYS = = o 0 114,811 1,208 73,00
OUTPATIENT SERVICE COST CENTERS A —
90.00 |CLINIC o] 531,229 0 90.00
90.01 [DIABETES 0 57,667 0 90.01
90.02 }oP PSYCH 0 0 0] 90.02
91.00 |EMERGENCY [y 456,148 0 91.00
92,00 |OBSERVATION BEDS (NON-DISTINCT PART) a 175,239 0 92.00
93,00 | CARDIAC REHAB 0 0 0 93.00
200.00]subtoral {see instructions) 9] 3,307,597 1,208 200.00
201.00/Less PRP Clinic Lab, Services-Program onty o] 201.00
Charges
202.00}Net Charges (Jine 200 +/- line 201) 0 3,307,597 1,208 202.00

MCRTF32 - 2.14.128.0

GIBSON GENERAL HOSPITAL



fHealth Financial Systems . 3 In Lieu of Form CMS5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST pProvider CCN: 151319 |period: worksheet D

Frem 10/31/2010 | part v
Component CCN; 152319 (Te  09/30/2011 ! bate/Time Prepared:
2/9/2012 10:27 am

T e gL Title XVITE swing Beds - SNF Cost
| charges =
Cost Center Description Cost to ChargelpPs Reimbursed cost Cost
Ratic Froem [Services (see| Reimbursed Reimbursed
worksheet €, [instructions) services services Not
Part 1, cal. 9 subject To subject To
ped, & Coins. |ped, & Coins.
(see (sce
instructions) [instructions)
) 1.00 2.00 3.00 4.00
ANCILLARY SERVICE COST CENTERS
50.00 |OPERATING ROOM 0. 384541 [¢] G €] 50.00
54.00 |RADIOLOGY-DIAGNOSTIC 0.191752 0 O 0 54.00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 0.660732 0 0 0 54.03
60.00 [LABORATORY 0.261999 0 0 0 60.00
65.00 ;RESPIRATORY THERAPY 0.396430 0 0 0 65.00
66,00 {PHYSICAL THERAPY 0.353840 0 0 0 66.00
67.00 [OCCUPATIONAL THERAPY 0.291035 0 1] ¢ 67.00
68.00 [SPEECH PATHOLOGY 0.328023 0 1) 0 68.00
69.00 |ELECTROCARDIOLOGY 0.000600] G 0 0 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0,348379 0 0 0 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 0.487602 G 4] 0 72.00
73.00 IDRUGS CHARGED TO PATTENTS . 0.437490, 9. 0 0 73.00
QUTPATIENT SERVICE COST CENTERS e
90.00 |CLINIC 2.554057 0 ¢ 0 90.00
90.01 [DIABETES 8.923957 0 0 0 90.01
90.02 |OF PSYCH 0.000600, 0 0 0 290.02
91.00 |EMERGENCY 0. 370188 0 0 0] 91.00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 1.550733 G 0 0 92.00
93.00 |CARDIAC REHAB 0.0600000 0 0 0 93.00
200.00!subtotal (see instructions) 0 0 0 200,00
201.00jLess pap Clinic Lab. Services-Program Only [¢] o] 20%, 00
charges
202.00|Net Charges (1ine 200 +/- 1ine 201} 4] o) 0 202,00

MCRIF3? - 2.14,128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems In Lieu of Form €M5-2552-10
APPORTIONMENT OF MEOICAL, OTHER HEALTH SERVICES AND VACCINE COST provider CCN: 151319 [Period: worksheet D

From 10/31/2010 | Ppart v
Component CCN: 157319 {To  09/30/2011 | Date/Time Preparecd:
2/9/2012 10:27 am

) e Title XVIII Swing Beds —~ SNF Cost
costs
Cost Center Description PPS Services |Cost Services[Cost Services
{sce subject To ot Subject To
instructions) {Ded. & Coins. |Ded, & Coins,
(see (see
instructions) finstructions)
e 5.00 5.00 . 7.00 e
I»‘\_I'JCIL,_LJ"\,R\!’ SERVICE COST CENTERS R . P . S
50.00 |OPERATING ROOM O 0 O 50.00
54.00 |RADEOLOGY-DIAGNOSTIC 0 0 0 54.00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 0 [+ 0 54.03
60.00 |LABORATORY 0 G 0 60.00
65.00 |RESPIRATORY THERAPY 0 0 0 65.00
66,00 ;PHYSICAL THERAPY [¢] 0 0 66.00
67.00 {OCCUPATIONAL THERAPY G 0 0 67.00
68.00 [SPEECH PATHOLOGY Ly 0 0 68.00
69.00 |ELECTROCARDIOLOGY 0 0 0, 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 0 [ Q 72.00
73.00 [DRUGS CHARGED TO PATTENTS — Ol -9 - 73.00
[QUTPATIENT SERVICE COST _CERTERS - _
90.00 |CLINIC 0 0 0 90.00
90.01 {DIABETES 0 0 0 90.01
90.02 [OP PSYCH 0 0 4] 90.02
91.00 |EMERGENCY 0 0 0] 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 92.00
93.00 |CARDIAC REHAB 0 0 0 93.00
200.00|subtotal (see instructions) 0 0 g 2060.00
201.00/Less PBP Clinic Lab. Services-Program Only 0 201.00
charges
202,00]Net Charges (Tine 200 +/- Yine 201) 0 0 [ 202.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CCN: 151319 | Period: Worksheet D
THROUGH COSTS From 10/31/2010 | Part 1v

Component CCN:155093 {To  09/30/2011 | Date/Tiwe Prepared:
2/9/2012 10:27 am

Title XviII skitled Nursing PPS
Facility
Cost Center Description Mon Physician Nursing Schoollatlied Health] ATl other Total Cost
Anesthetist Medical {sum of ¢col 1
Cost Education Costi through col.
4
o 1.00 2.00 3.00 4.00 5.00
ANCILEARY SERVICE COST CENTERS o B L
50.00 |OPERATING ROOM ¢ [ 3] 0 | 50.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0 0 07 54.00
54.03 {NUCLEAR MEDICINE-DIAGNOSTIC 0, ] 0 0 0 54.03
60,00 | LABORATORY 0 4] 0 0 0] 60.00
65.00 |RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 |PHYSICAL THERAPY 0 0 0, 0 0| 6G6.00
67.00 jOCCUPATIONAL THERAPY 4] [y 0 0 0] 67.00
68.00 | SPEECH PATHOLOGY 0, g 0 0 G| 68.00
69,00 |ELECTROCARDIOLOGY 0 0 0 0 0! 69.00
71,00 |[MEDICAL SUPPLIES CHARGED TO PATIENTS 0 4] G 0 0| 71.00
72,00 |IMPL. DEV. CHARGED TO PATIENTS 0 a 0, 0, 01 72.00
73.00 (BRUGS CHARGED ¥O PATIENYS .} @ 0 R N | . 9] 73.00
OUTPATIENT SERVICE COST CENTERS o

90.00 [CLINIC 0 0 0 0 0| 20,00
90,01 {DIABETES 0 0 0 0 0] 90.01
90.02 |OP PSYCH [ 0 0 g 0} 90.02
91.00 [EMERGENCY 0 0 0] 0 0] 91.00
92.00 {OBSERVATION BEDS (NON-DISTINCT PART) 0 0, 0 0 G| 92.00
93.00 [CARDTAC REHAR 0 0 g 0 0f 93.00
200.00| Totat (lines 50-199) 4] 3] a 0 0]200.00

MCRIFIZ - 2.14.128.0 GIBSON GENERAL HOSPITAL



In Lieu of Forim CMS-2552-10

Health Financial Systems

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Ferovider con: 151319 |Period: worksheet D
THROUGH COSTS From 10/31/2010| Part Iv
Component CCN: 155093 |To 09/30/2011 | ate/Time Prepared:
R e 2/9/2012 10:27 am
Title XVIII skilled Nursing PPS
- - I Facility
Cost Center Description Total Total Charges{Ratio of Cost| Outpatient Inpatient
outpatient [{from wkst. C,] to charges [Ratio of Cost Progian
Cost {sum of | part I, col. [{col, 5 + col.{ to charges charges
col. 2, 3 and 8 7 (col. 6 + col.
y] 7)
B o 6.00 7.00 8,00 9,00 10.00
ANCILLARY SERVICE COST CENTERS N e .
50.00 |OPERATING ROOM 0 3,397,144 6. 000000 0. 000000 Qi 50.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 9,621,660 0.¢00000 0.000000, 10,096] 54.00
54.03 | NUCLEAR MEDICINE~DIAGNOSTIC ¢ 298,224 0.000000 0. 000000 1,694 54.03
60.00 } LABORATGRY 0 7,071,298 0.000000 0.000000 79,144} 60.00
65.00 |RESPIRATORY THERAPY ; 2,063,934 &, 000000 0, 000000 27,112 65.00
66.00 | PHYSICAL THERAPY [0 3,509,773 0.000000, 0.0060000 298,983 66.00
67.00 |OCCUPATIONAL THERAPY 0 1,452,708 0.000000 0.000000 144,716 67.00
68.00 [SPEECH PATHOLOGY 0 642,120 0.06C0000, 0.000000 28,560! 68.00
69.00 |ELECTROCARDIOLOGY 0 0 0. 600000 0. 000000, G| 69.00
71.00 IMEGTCAL SUPPLIES CRARGED TO PATIENTS Q 1,452,145 0.000000 0.000000 8,904| 71.00
72.00 [ IMPL. DEV, CHARGED TQ PATIENTS 0 677,017 0. 009000 0.000000C 0| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 6l 2,128,863 0.00000C 0.000000 50,770| 73.00
OQUTPATIENT SERVICE COST CENTERS e I
90.00 |CLINIC o) 209,935 0.000000 0.000000 0! 90.00
90,01 |DTABETES 0 23,434 0.000000 0.000000 0| 90.01
90.02 jOP PSYCH 0 0 0.4060000 0. 0000600 0| 90,02
91.00 | EMERGENCY 0 6,239,119 0. 000000 0. 0000060, Gl 91.00
92.00 {OBSERVATION 8EDS (NON-DISTINCT PART) 0 279,631 0.000000 0.006000 0| 92.00
93.00 |CARDIAC REHAR ¢ 0 0.000000 0.0400000 D] 93.00
200.00| votal (lines 50-199) 0 39,067,005 649,985{200.00

MCRIF3Z - 2.14.128.0

GIBSON GENERAL HOSPITAL



In Lieu of Form cMs-2552-10
Worksheet D

Part Iv

Date/Time Prapared:
2/9/2012 10:27 am

APPORTIONMENT OF INPATIENF/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Period:
From 10/31/2010
Component CCN: 155093 |[To 09/30/2011

Provider CCN: 151319

Title XviIIT skilled Nursing PPS
_ e B Facility .
Cost Center Description Inpatient outpatient outpatient | PSA Adj. Non PSA Adj.
Program Program Programn physician Nursing School
Pass-Thiough charges pass-Through | Anesthetist
Costs (col. 8 costs {cot. 9 Cost
x col. 10) x col, 123
o 11.400 12.00 11,00 21.00 22,40
ANCILLARY SERVICE COST CENTERS _ ]
50.00 |OPERATING ROOM 0 0 0 0 50.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0 0 0 54.00
54.03 {NUCLEAR MEDICINE-DIAGNOSTIC 0 G 0 0 6] 54.03
60.00 |[LABORATORY 0] 0] 0 0 0] 60.00
65.00 |RESPEIRATORY THERAPY 0 0 0 ¢ 0f 65.00
66.00 |PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0l 67.00
68.00 {SPEECH PATHOLOGY [¢] ¢ 0] 0 0| 68.00
69,00 { ELECTROCARDICLOGY 0 4 0 0 0| 69.00
71,00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0, 0] 0 0 gf{ 71.00
72.00 |IMPL, DEV., CHARGED TO PATTENTS 0 0 0 0 Q| 72.00
73.00 |DRUGS CHARGED TO PATIENFS 0 9 0 0 0] 73.00
QUTPATIENT SERVIGE COST CENTERS B
90.00 ; CLINIC 0 0 0 0 0 96.00
90.01 |DTABETES 0 0 0 0 0] 90.01
90.02 |OP PSYCH 0 0 0 0 0] 90.02
91.00 {EMERGENCY { 0 0 0 0] 91.00
§92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 4] 0 0 0 G] 92.00
93.00 |CARDIAC REHAB Q 0 0 g Gi 93.00
200.00iTotal (lines 50-199) 0 0 0 4] 0)200.00

MCRIF3I2 - 2.14.128.0

GIBSON GENERAL HOSPTITAL



Health Financial Systems

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

provider CCN: 151319 |period: worksheet D
from 10/31/2010 part 1V
Component CCN: 155093 |To  09/30/2011 | pate/Time Prepared:

2/9/2012 10:27 am

Title XVIIX skilied Nursing PPS
N e ) Facility

Cost Center Description Psa adj. PSA Adj. All

Allied Health{other Medical

Education Cost

e 23.00 _..24.00 1
ANCILLARY SERVICE COST CENTERS I e
50.00 |OPERATING RODM 0 0 50.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0, 54.00
54.03 [NUCLEAR MEDICINE-DIAGNOSTIC ¢ 0 54,03
60.00 LABORATORY 0 0 60.00
65.00 |RESPIRATORY THERAPY O & 65.00
66.00 | PHYSICAL THERAPY 0 ¢ 66.00
67.00 [OCCUPATIONAL THERAPY 0 0 67.00
68.00 {SPEECH PATHOLOGY 0 0] G8.00
69,00 [ELECTROCAROIOLOGY 0 0 69.00
71,00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 71.00
72.00 }IMPL. DEV. CHARGEQ T0O PATIENTS 0 0 72.00
73.00 |DRUGS CHARGED TO PATIENYS | 0 Gl . 73.00
QUTPATIENT SERVICE COST CENTERS o B . N

90.00 ; CLINIC 0 Y 90.00
90.01 [DIABETES 0 0 90.01
90.02 |CP PSYCH 0, 0 90.02
91.00 | EMERGENCY a 0 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 0 0 92,00
93.00 [CARDIAC REHAB 0 0 93.00
200.00{ Totat (lines 50-199) a 0 200.00

MCRIF32 - 2,14.128.0 GIBSON GENERAL HOSPITAL



T

——

Health Financial Systems

In Lie

U of Form CmMs-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS provider CCN: 151318 (period: worksheet D
From 10/31/2010{ part I
To 09/30/2011 | pate/¥ime Prepared:
2/9/2012 10:27 am
. o o I Title Xix Hospital . PPS
) Cost Canter pescription Capital swing Bed Reduced Total Patient|Per biem {col.
Related Cost | Adjustment Capital Days 3/ col, 4
{from wkst., @, Related Cost
part 11, col. (col, 1 - col.
26) 2y
1.00 2.00 3.00 4,00 5.00 b _
INPATIENT ROUTINE SERVICE COST CENTERS R
30.00 |ABULTS & PEDIATRICS 421,327 76,942 344,385 2,404 143.25] 30.00
31.00 |INTENSIVE CARE UNIT 97,2385 57,236 195 498.65] 31.00
44,00 |SKILLED NURSING FACILITY 454,104 454,104 13,813 32.88] 44.00
200.00;Total (Tines 30-199) 972,667 895,725 16,412 200.00

MCRIF32 - 2.14.128.0

GIBS0ON GENERAL HOSPITAL



In Lieu of Form (MS-2552-10

Health Financial Systems .
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCN: 151319 | reriod: wWorksheet D
From 10/31/2010 | part 11
To  09/30/2011 | pate/Time Prepared:
— 2/8/2012 10:27 am
............ e . O Title XIX Hospital PPS
Cost Center Description capital Total charges |Ratio of Cost! Inpatient Icapital Costs
Related Cost [{from wkst, ¢,| to Charges Program (column 3 x
{from wkst. B8,] Part I, col. {{col. 1 + col. charges column 4)
part 11, col. 8) 2y
26) ) .
1.00 2.00 3.00 4.00 5.00
ANCILLARY SERVICE COST CENTERS e ]
50.00 [OPERATING ROGM 195,733 3,397,144 0.057617 97,935 5,642] 50.00
54.00 |[RADIOLOGY-DIAGNOSTIC 136,618 9,621, 660, 0.014199 14,315 2031 54.00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 15,542 298,224 0.052115 3,315 173} 54.03
60.00 |LABORATORY 82,557 7,071,298 0.011675 42,172 492| 60.00
65.00 |RESPIRATORY THERAPY 53,201 2,063,934 0.025777 47,597 1,227| 65.00
66.00 {PHYSICAL THERAPY 125,797 3,509,773 0.035842 3,555 1271 66.00
67.00 | OCCUPATIONAE THERAPY 30,754 1,452,708 0.023170 529 11| 67.00
68.00 | SPEECH PATHOLOGY 3,429 642,120 0.005340] [y 0| 68.00
69.00 |ELECTROCARDIOLOGY 0 0 0.000600 0 0 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATTENTS 126,524 1,452,145 0.087129 0 0f 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 1,762 677,017 0.002603 0 06| 72.00
73.00 {DRUGS CHARGED TO PATIENTS 44,283 2,128,863 0.020801 36,142 B 752] 73.00
QUTPATIENT SERVICE COST CENTERS = I —
90.00 |CLINIC 77,369 209,935 0.368538 0 3 90,00
90.01 |DIABETES 49,601 23,434 2.116625 g 9] 90,01
90.02 |OP PSYCH 7,505 O 0.000000 0 af 90.02
91.00 |EMERGENCY 342,546 6,239,119 0.054903 319 18f 91.00
92,00 [OBSERVATION BEDS (NON-DISTINCT PART) 76,764 279,631 0.274519 0 0| 92.00
93.00 [CARDIAC REHAB 0 0 0.600000 0 0f 93.00
200.00;Total (lines 50-199) 1,369,985 39,067,005 245,879 2,646/200.00

MCRIF32 - 2.14.128.0

GIBSON GENERAL HOSPITAL



Health Financial Systems _ In Liew of Form CMS-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 151319 |Period: worksheet D

From 10/31/2010 ! Part I3
To Q9/30/2011 | pate/Time Prepared:
2/8/2012 10:27 am

, o o L Title xix _Hospital PPS
i Ccost Center Description Nursing schooljaltied Health| A¥1 other swing-Bed Total Costs
Cost Medical Adjustment | (sunt of cols.

Education Cost] Amount (see | 1 through 3,
instructions) |minus col., 4)

I .00 2.00 4.00 5.00
INPATIENT ROUTINE SERVICE COST CENTERS T e = e
30.00 |ADULTS & PEDIATRICS 0 0 0 0 0: 30.00
31.00 |INTENSIVE CARE UNIT 0 0 0 0} 31.00
44,00 |SKILLED NURSING FACILITY 0 1) 0 0| 44.00
200.00 Total (lines 30-199) 0 0] 0 0260, 00

MCRIF3Z - 2.14.128.0 GIBSON GENERAL BOSPITAL



Health Financial Systems In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN; 151319 |period: Workshest D

From 10/31/2010 | Part IIX

To 09/30/2011 | Date/Time Prepared:
2/9/2012 10:27 am

o e o Title XIx __.Hospital PPS
] Cost Center Description Total patient [Per Diem fcol.] Inpatient Inpatient PSA adj.
Days 5 ¢+ col. 6) ] Program Days Progran Nursing School
rass-Through
cost (col. 7 X
. col. 8)
o _ 6.00 7.00 8.00 9.00 11.00 B
INPATIENT ROUTINE SERVICE COST CENTERS . .. S
30.00 1ADULTS & PEDIATRICS 2,404 0.00 104 0 G 30.00
31.00 { INTENSIVE CARE UNIT 195 0.00 1) 0 0| 31.00
44.00 {SKILLED NURSING FACILITY 13,813 0.00 9,104 0 0f 44.00
200.00| Total (Fines 30-199) 16,412 9,208 3] 0[200.00

MCRIF3Z - 2.14,128.0 GIBSON GENERAL HOSPITAL



e e

Health Fipancial Systems

in bieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT ROUTINE.gERVICE OTHER PASS THROUGH COSTS

Provider CCN: 151319

pPeriod:
From 10/31/2010
To  09/30/2011

worksheet D

part III

Date/Time Prepared:
2/9/2012 10:27 am

{7 Cost center pescription

INPATIENT ROUTINE SERVICE COST CENTERS

30.00 {ADULTS & PEDIATRICS
31.00 [INTENSIVE CARE UNIT
44,00 |SKILLED NURSING FACILITY
200.00/Total (lines 30-199)

Title XIX

Hospital

PPS

PSA Adi. PSA Adj. All
Allied Health{other Medical
_._Cost Education Cost
. 12,00 13.00

[ ===}

SO0

30.00
31.00
44.00
200.00

MCRIF32 - 2.14.128.0

GIBSON GENERAL HOSPITAL



Health Financjal Systems In Lieu of Form CMS-2552-10

APPORTIONMENT DF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CcN: 151319 |Period: worksheet D
THROLUGH COSTS From 10/31/2010 | part Iv

To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am

o o Title xIx_ | _ Hospital PP

Cost Ceinter Des fon physician Nursing SchootiAllied Health| AlT other Total Cost

Anesthetist Medical {sum of col 1

Cost tducation Cost| through col.

) 1.00 _ 2.00 3.00 4.00 5.00
ANCELLARY SERVICE COST CENTERS o
50.00 [OPERATING ROOM 0 0 0 0 Q| 50.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0 0 0] 54.00
§4.03 NUCLEAR MEDICINE-DTAGNOSTIC 8] 0 0 0 0 54.03
60.00 | LARORATORY 0] 0 0 0 a| 60.00
65.00 |RESPIRATORY THERAPY 0 0 0 0 a! 65.00
66.00 | PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0] 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0! 68.00
69.00 | ELECTROCARDIOLOGY 0 0 07 0 0| 69.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS G 4] 0 0 0f{ 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS .9 0 R 0 Q] 73.00
OUTPATIENT SERVICE COST CENTERS e -

90.00 [CLINEC a 0 0 0 g 90.00
90.01 ;DIABETES 0 0 0 G 0} 90.01
90.02 [OP PSYCH 8] 0 0 0 0] 90.02
91.00 |EMERGENCY 0 0 4] 0 0] 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 0 a 0 0 0f 92.00
93,00 | CARDIAC REHAB 0 0 0 0 6| 93.00
200.00|Total {lines 50-199) 0 (1) 3] 1] 0120G.00

MCRIF32 - 2.14.128.0 GTIBSON GENERAL HOSPITAL



Health Financial Systems

In Lisy of Form CM$-2552-10

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CCN: 151319 | period: worksheet D
THROUGH COSTS From 10/31/2010 | part 1Iv
To  0%/30/20111 pate/Time Prepared:
— . 2/9/2012 10:27 am
o e e s it xax __Hospital PPS
Cost Cent Total Total Charges|Ratio of Cost] oOutpatient Inpatient
outpatient i(from wkst. C,| to charges IRatio of Cost Progitam
cost (sum of ! Part I, col. [(col. 5§ + col.l to charges Charges
cal, 2, 3 and B) 7) (col. 6 = col.
4) 7) o
~ o G.00 _7.00 8.00 | 9.00 10.90
ANCILLARY SERVICE COST CENTERS o -
50,00 |OPERATING ROOM 0 3,397,144 0.000000 0.000000 97,935] 50.00
54.00 | RADIOLOGY-DIAGROSTIC 0 9,621,660 0. 000000 0.000000 14,315 54.00
54.03 ;NUCLEAR MEDICINE-DIAGNOSTIC ¢ 298,224 0.000000 0.000000 3,315¢f 54.03
60.00 | LABORATORY ¢ 7,071,298 0.000000, 0.000000 42,172| 60.00
65.00 |RESPIRATORY THERAPY 0 2,003,934 . 000000 0.000000 47,597] 65.00
66.00 | PHYSICAL THERAPY 0, 3,509,773 0.000000 0.000000 3,555] 66.00
67.00 |OCCUPATIONAL THERAPY 0] 1,452,708 (. 000000 0. 000000 529 67.00
G68.00 |SPEECH PATHOLOGY 0 642,120 0.000000 0.000000 0] 68.00
69,00 | ELECTROCARDIOLOGY 0 0 0.000000 0.000000 06i 69.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 1,452,145 0.000000 0.000000 0| 71.00
72.00 | IMPL. DEV. CHARGED TO PATIENTS V) 677,017 0._{00000 0.000000 a| 72.00
73.00 IDRUGS CHARGED TO PATIENTS B B 0 2,128,863 0.000000; ©.000000 36,142) 73.00
OUTPATIENT SERVICE COST CENTERS B
90.00 jCLINIC G 209,935 0.000000 .000000 0| 90.00
90.01 |DIABETES 0, 23,434 0. 006000 0.000000 0} 90,01
90.02 |OP PSYCH 0 [ 0.000000, 0.000000, 0} 90.02
91.00 |EMERGENCY 0 6,239,119 0.000000 0.000000 319( 91.00
92.00 |OBRSERVATION BEDS (NON-DISTINCT PART) 0 279,631 0.000000 0.000000 0 92.00
93.00 {CARDIAC REHAB 0 0 0.C00000 0.600000 01 93.00
200,00/ Toral (lines 50-199) 4] 39,067,005 245,879{200.00

MCRIF3Z2 - 2.14.128.0

GIBSON GENERAL HOSPITAL



Health Financial Systems In Liey of Form CMs-2552-10

APPORTIONMENT OF TNPATTENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 151319 pPeriod: worksheet D
THROUGH COSTS From 10/31/2010 | part 1v
To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am_
T A Title XIX Hospital | PPS
Cost Center Description Inpatient cutpatient outpatient | PSA Adj. Non PSA Adj.
Progrant Program Program physician Nursing School
pass-Thiough charges pPass-Throtugh | anesthetist
Costs (col. 8 costs (cot. 9 Cost
¥ col, 10) %X col., 12)
B P B g ¢ ¢ 12,00 13.00 21,40 22,00 o
ANCILLARY SERVICE COST CENTERS B N
50.00 {OPERATING ROOM 0 0 0 0 0| 50.00
54.00 |RADIOLOGY-DIAGNOSTEC G 0 0 0 a} 54.00
54,03 |NUCLEAR MEDICINE-DIAGNOSTIC 0] 0 0 O 0| 54.03
60.00 ; LABORATORY 0 0 Iy 0 01 60.00
65.00 | RESPTRATORY THERAPY 0 0 O 0 0f 65.00
66,00 [PHYSICAL THERAPY 0 0 0 0 G| 66.00
67.00 [OCCUPATIONAL THERAPY 0 0 0 0 0! 67.00
$8.00 | SPEECH PATHOLOGY 0 0 0 [ a1 68.00
69.00 |ELECTROCARDIOLOGY 0 O 0 O 0| 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS ] v 0 0 0] 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0f 72.00
73.00 jDRUGS CHARGED TO PATIENTS 0 o 0 Q 0| 73.00
QUTPATIENT SERVICE COST CENTERS - .

90.00 | CLINIC 0 ¢ 1] ¢ a1 90.00
90.01 |DIABETES 0 [ 0 0 0| 90.01
90.02 [oP PSYCH 0 0] 0 3] 0! 90.02
91.00 | EMERGENCY Y 0] 0 0 0! 91.00
92.00 {OBSERVATION BEDS (NON-DISTINCT PART) 0] 0 0] 0 0l 92.00
93.00 | CARDIAC REHAB 0 Q 0 0 0} 93.00
200.00;Total (lines 50-199) 0 0 0 0 41200.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 151319 [ Period: worksheet D
THROUGH COSTS From 10/31/201¢ | Part 1v
To  09/30/2011 | pate/Time Prepared:
— U 2/9/2012 10:27 am
} e R _ . Title XIxX Hospital _ | PPS
Cost Center Description PSA Ad3. rsa adj. all
Allied Health|other Medical
i Ecucation Cost
R 23.00 24.00_ )
ANCILLARY SERVICE COST CENTERS o R o
50.00 |OPERATING ROOM 0 0 50,00
54,00 |RADIOLOGY-DIAGNOSTIC 4] 0 54,00
54,03 [NUCLEAR MEDICINE-DIAGNOSTIC 0 0 54.03
60.00 ;LABORATORY 0 0 60.00
65.00 |RESPIRATORY THERAPY 0 0 65.00
66.00 | PHYSICAL THERAPY 3] 0 66.00
67.00 [OCCUPATIONAL THERAPY G 0 67.00
68.00 [SPEECH PATHOLOGY 0] 0 68.00
69.00 | Ft ECTROCARDEOLOGY 0] G 69.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS g 0] 71.00
72,00 [IMPL. DEV. CHARGED TQ PATIENTS 0 O 72.00
73.00 |DRUGS CHARGED TO PATIENTS e o 0 e ; 273,00
OUTPATIENT SERVICE COST CENTERS . .
90.00 jCLINIC 0 0 90,00
90.01 |DIABETES 0 0 90.01
93,02 (0P PSYCH 0 0 90.02
91.00 |EMERGENCY [¢] 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) ¢/ 0 92.00
93.00 |CARDIAC REHAB 4 0 93.00
200,00 Total (Jines 50-199) G [ 200.00

MCRIF3Z - 2.14.128.0 GIBSON GENERAL HOSPITAL



in Lieu of Form (M$-2552-10

Health Financial Systems
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider €CN: 151319 {Period; worksheet D
From 10/31/2010 | Part v
To  09/30/201% | pate/Time Prepared:
2/9/2012 10:27 am
Title XIX Hospital e PPS_
Charges
Cost Center Description Cost to Charge[pPs Reimbursed cost Cost
Ratio From |Services (see| Reimbursed Reimbursed
worksheet ¢, |instructions) services Services Not
Part I, col. 9 subject To subject To
ped. & Coins. |Ded. & Coins.
(see {see
instructions) | instructions)
) ) _ 1.00 _2.00 3.00 4.00 -
ANCILLARY SERVICE COST CENTERS .
50.00 |OPERATING ROOM 0.384541 0 0 393,187 50.00
54,00 |RADIOLOGY-DIAGNOSTIC 0.193752 G 0 1,220,309 54.00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 0.660732 0] 0 9,469 54.03
60.00 [LABORATORY 0.261999 0 O 788,634 60.00
65.00 |RESPERATORY THERAPY 0.396480 0 0 128,110 65.00
66.00 |PHYSICAL THERAPY 0,353840 0 0 132,501 66.00
67.00 |OCCUPATIONAL THERAFY 0.291035 0 0 120,143 67.00
68.00 |SPEECH PATHOLOGY 0.328023 0 0 200,870 68.00
69.00 }ELECTROCARDIOLOGY 0.060000 1] Q [ 6%.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0.348379 0 0 0 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 0.487602 0 0 0] 72.00
73.00 [DRYGS CHARGED TO PATIENTS ~0,437490 0 0 146,248 73.00
QUTPATIENT SERVICE COST CENTERS
90.00 |CLINIC 2.554057 0 0 0 90.00
90.01 {DIABETES £.923957 4 o] 1,258 90,01
90.02 {0oP PSYCH 0.000000 0] 0, 0 90.02
91.00 |EMERGENCY 0.370188 { 0 1,349,828 91.00
92,00 |OBSERVATION BEDS (NON-DISTINCT PART) 1.550733 0 0 0 92.00
93,00 |CARDIAC REHAB 0.000000 0 ) 0 93,00
200.00| subtotal (see instructions) 0 0 4,490,557 200,00
201.00[Less pap Cclinic Lab. Services-Program only 0 6 201,00
charges
202.00{Net Charges (line 200 +/- Tine 201) 0 0 4,490,557 202.00

MCRIF32 - 2.14.128.0 GIESON GENERAL HOSPITAL



Health Financial Systems o In Lieu of Form CMs-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE (COST Provider CCN: 151319 | Period: worksheet D

From 10/31/2010 ! part v
To  09/30/2011 | Date/Time Prepared:
2/9/2012 10:27 am

e el Title xIx Hospital PPS .
. Costs —
Cost Center Description PPS Setvices |[Cost Services|Cost Services
(see subject To [Not subject To
instructions) {ped. & Coins. {ped. & Coins.
(sce (see
e instructions) jinstructions)
] 5.00 6.00 7.00 ) o
|ANCI.LLABY, SERVICE COST CENTERS = e . S —_—
50.00 |OPERATING ROOM a 0 151,197 50.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 233,997 54.00
54,03 [NUCLEAR MEDICINE~DIAGNOSTIC 0 a 6,256 54,03
60.00 |LABORATORY 0 4] 206,621 60.00
65,00 |RESPIRATOURY THERAPY 0 0 50,793 65.00
66,00 |PHYSECAL THERAPY ] 0 46,884 66.00
67.00 |OCCUPATIONAL THERAPY €] 0 34,966 67.00
68.00 [SPEECH PATHOLOGY 3] 0 65,890 68.00
69.00 { ELECTROCARDIOLOGY 0, [ Q 6%.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 1] 0 71.00
72.00 |IMPL. DEV, CHARGED TO PATIENTS 4] Q Q 72.00
73.00 |DRUGS CHARGED TQ PATIENTS e 0 . 63,982 . e 73.00
CUTPATTENT SERVICE COSY CENTERS i, . —
90.00 |CLINIC 0 0 0 50.00
90.01 {DIABETES 0 0 11,226 90.01
90.02 |oP PSYCH 0 0 0 90.02
91.00 |EMERGENCY 0 0 499,690 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) [¢] a 0 92.00
93,00 [CARDIAC REHAB iy il [ 93.00
200,00{subtotal (see instructions) 0 G 1,371,502 200.00
201.00/Less PBP Clinic Lab. Services-Program only 0] 201.00
charges
202 .00|Net Charges (Tine 200 +/- Tine 201) 0 0 1,371,502 202.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



In Lieu of Form CMS5-2552-10

Health Financial Systems 7_
COMPUTATION OF INPATIENT OPERATING COST provider €cN: 151319 |Period: wWorksheet 0-1
From 10/31/2010
To 09/30/2011 | pate/Time Prepared:
_ 2/9/2012 10:27 am
. ] - ; _Title xvirt_ | nospital Cost
Cost Center Description
1.00
PART T - AlLL PROVIPER COMPONERTS
TN PATTENT DAY S e e
1.00 jInpatient days (including private room days and swing-bed days, excluding newborn) 3,027 1.00
2.00 |Inpatient days {including private room days, excluding swing-bed and newborn days) 2,404 2.00
3,00 |Private room days (excluding swing-bed and observation bed days} gl 3.00
4.00 |semi-private room days (excluding swing-bed and observation bed days) 2,404] 4.00
5.00 |[Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost 5231 5.00
reporting period
6.00 iTotal swing-bed SNF type inpatient days (including private rcom days) after December 31 of the cost ¢l 6.00
reporting period (if calendar year, enter @ on this line)
7.00 |Tvotal swing-bed NF type inpatient days (including private rcom days) through December 31 of the cost 100 7.00
reporting period
8.00 |Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost Q: 8.00
reporting pericd (if calendar year, enter 0 on this 1line)
9.00 |Total dnpatient days including private room days applicable to the Program (excluding swing-bed and 1,261| 9.00
newborn days)
10.00 {Swing-bed SNF type inpatient days applicable to title XvIIE only (inciuding private room days) 523| 10.00
through December 31 of the cost reporting period (see instructions)
11.00 |swing-bed SNF type inpatient days applicable to title XVILII only (including private room days) after 0 11,00
pecember 31 of the cost reporting period (if calendar year, enter O on this line)
12.00 |swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0| 12.00
through December 31 of the cost reporting period
13.00 }swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0] 13.00
after pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)
14.00 |Medically necessary private room days applicable to the Program (excluding swing-bed days) 0; 14.00
15.00 |Total nursery days (title v or XIX only} G| 15.00
16.00 (Nursery days (title V or XIX only) 0] 16.00
SWING BEO ADIUST _
17.00 |Medicare rate for swing-bed SNF services applicable to services through pDecember 31 of the cost 0.00| 17.00
reporting period
18.00 [Medicare rate for swing-bed SNF services appiicable to services after pecember 31 of the cost 0.00: 18.00
reparting period
19.00 [Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 139.61| 19.00
reporting period
20.00 !Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 139,61 20.00
reporting period
21.00 |Total general inpatient routine service cost (see instructions) 2,911,787] 21.00
22.00 iswing-bed cost applicable to SNF type services through pecember 31 of the cost reporting period (line 0| 22.00
& x H1ne 17)
23.00 |[swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line & 0 23.00
X line 18)
24.00 |swing-bed cost applicable to NF type services through December 31 of the cost reporting period (tine 13,961 24.00
7 x line 19)
25.00 jswing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 o[ 25.00
X line 20)
26.00 {Total swing-bed cost (see instructions) 531,7471 26.00
27.00 |General inpatient routine service cost net of swing-bed cost {line 21 minus line 26} . 2,380,040( 27.00
PHIVATE ROOM DIFFERENTIAL ADJUSTMENT
28.00 |General inpatient routine service charges {(excluding swing-bed charges) 1,940,165{ 28.00
29.00 {private room charges (excluding swing-bed charges) al 29.00
30.00 [Semi-private room charges {excluding swing-bed charges) 1,940,165| 30.00
31.00 |General inpatient routine service cost/charge ratio (Iine 27 =+ 1ine 28) 1.2267201 31.00
32.00 laverage private room per diem charge (3ine 29 = line 3) 0.00( 32.00
33.00 jAverage semi-private room per diem charge (Iine 30 = Jine 4) 807.06] 33.00
34.00 |Average per diem private room charge differential (line 32 minus Jine 33)(see instructions} 0.00i 34.00
35.00 |Average per diem private room cost differential {(iine 34 x line 31) 0.00| 35.00
36.00 |Private room cost differential adjustment (Tine 3 x Tine 35) Q| 36.00
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (line 2,380,040 37.00
27 mipus line 36) -
PART_TT OSPITAL AND SUBPROVIDERS ONLY e
PROGRAM TNP/
38,00 jadjusted qen routine service cost per diem {see instructions) 990,43 38.00
39.00 {Program general inpatient routine service cost (line 9 x Tine 38) 1,248,428} 39.00
40.00 |Medically necessary private room cost applicable to the program (Tine 14 x Tine 35) 0l 49.00
41.00 |Total Program general inpatient routine service cost (Tine 39 s+ line 40) 1,248,428| 41,00

MCRIF3Z - 2.14.128.0
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Health Financial Systems

COMPUTATION OF INPATIENT OPERATING COST

151319 | Period

provider CCN: iod:
From 10/31/2010

worksheet D-1

In Lieu of Form CMS-2552-10

To 09/30/2011 | bate/Time Prepared:
- 2/9/2012 10:27 am
e el Title XVITT Hospital o GOST
Cost Center Description Total 1 Average Per | Program bays | Pr ogram cost
Inpatient Cost|Inpatient Dayspiem (col. 1 2 (col. 3 x col.
— J.col. 23 . ) _
O ; e 1.00 2.00 3.00 4.00 5.00 .
42.00 [NURSERY (title v & XIX only) _ 42,00
Intensive Care Fype Inpatient Hospital Units e

43.00 |INTENSIVE CARE UNIT 580,741 195 3,029.44 132 399,886] 43.00

44 .00 | CORONARY CARE UNIT 44,00

45.00 |BURN INTENSIVE CARE UNIT 45.00

46.00 | SURGICAL INTENSIVE CARE UNIT 46,00

47,00 jOTHER SPECTAL CARE (SPECIFY) o o 47.00

Cost Center Description

. — e e - — - i.90 e

48.00 |Program inpatient ancillary service cost (wkst. 0-3, col. 3, 1ine 200) 974,893 48.00

49,00 |Total Program inpatient costs (sum of lines 41 through 48)(see instructions} 2,623,207| 49.00

PASS THROUGH COST ADJUSTMENTS .
50.00 |Pass through costs applicable to Program inpatient routine services (from WKst. D, sum of Parts I and 0} 50.00
I11)

51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II G| 51.00

and T1v)

52.00 {rotal program excludable cost (sum of lines 50 and 51} 0} 52.00

53.00 |Total Program inpatient aperating cost excluding capital related, non-physician anesthetist, and & 53.00

medical education costs (line 49 minus iine 523
TARGET AMOUNT AND LIMIT COMPUTATION .

54,00 |Program discharges Q| 54.00

55.00 {Target amount per discharge 0.00{ 55.00

56.00 |Target amount (line 54 x line 55) 0} 56.00

57.00 |oifference between adjusted inpatient operating cost and target amount (Tine 56 minus 1ine 53) Q) 57.00

58.00 [Bonus payment (see ihstructions) 0| 58.00

59.00 {Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00] 59.00

market basket

60.00 |Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket Q.60 60.00

61.00 |IF Tine 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by G| 61.00

which operating costs (line 53) are Tess than expected costs {lines 54 x 60}, or 1% of the target
amount ¢line 56), otherwise enter zero (see instructions)

62.00 |Relief payment {(see instructions) g 62.00
) 63.00 {Allowahle Inpatient cost plus incentive payment (see instructions) e ] e 0] 63.00
: PROGRAM INPATIENT ROUTINE SWING BED COST

64.00 imMedicare swing-bed SNF inpatient routine costs through pacember 31 of the cost reporting period (See 517,786| 64.00

instructions){title XvVIII only)

65.00 |Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0| 65.00

instructions)(title XvIIT only)
66.00 [Total Medicare swing-bed SNF inpatient routine costs (line 64 plus Tine 65} (title XVIII anly). For 517,786| 66.00
CAH {see instructions)

67.00 {Title v or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 0! 67.00
(line 12 x ¥ine 19)

63.00 |Title v or XIX swing-bed NF inpatient routine costs after Cecember 31 of the cost reporting period 0| 6R.00
{Tine 13 x line 20)

69.00 |Total title v or XIX swing- . 0| 69.00
I’Mj_;j;ﬁ:ﬁgl{;;LE URSING FACILITY, OTHER NURSING FACILITY, AND LCE/MR_ONLY

70.00 jskilled nursing facility/other nursing fac1hty/ICF/MR routine service cost (line 373 70.00

71.00 {Adjusted general inpatient routine service cost per diem (line 70 : Tine 2} 71.00

72.00 |Program routine service cost (I¥ine 9 x 1ine 71) 72.00

73.00 |Medically necessary private room cost applicable to program (line 14 x line 35) 73.00

74.00 |Total Program general inpatient routine service costs (line 72 + 1ine 73) 74,00

75.00 {capital-related cost allocated to inpatient routine service costs {from Worksheet B, Part II, column 75.00

26, Fine 45)

76.00 |Per diem capital-related costs (Iine 75 + line 22 76.00

77.00 |Program capital-related costs (line 9 x 1ine 76) 77.00

78.00 }Inpatient routine service cost (line 74 minus line 77) 78.00

79.00 {aggregate charges to heneficiaries for excess cests (from provider records} 79.00

80.00 {Total Program routine service costs for comparison to the cost limitation (1ime 78 minus Tine 79) 80.00

81.00 |Inpatient routine service cost per diem limitation 81.00

82.00 |Inpatient routine service cost limitation (Tine 9 x line 81) 82.00

83.00 |Reasonable inpatient routine service costs (see instructions) 83.00

84.00 {Program inpatient ancillary services (see instructions) 84.00

85.00 |[Utilization review - physician compensation {see instructions) 85.00

86.00 |Total program inpatient operating_costs_(sum of Jines 83 through 855 86.00

PART IV - COMPUTATION OF OBSERVATION BED PASS THROUGH COST -

87.00 ;Total observation bed days (see instructions) 438| 87.00

88.00 iadjusted general inpatient routine cost per diem (line 27 <+ Tine 23 990.03] 88.00

89.00 Observation bed cost (1ine 87 x line 88) (see instructions) 433,633} 89.00

MCRIF32 - 2.14.128.0
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Health Financial Systems

In Lie

¢ of Form CM5-2552-10

COMPUTATION OF INPATIYENT OPERATING COST pProvider CCN: 151319 [ Period: worksheet D-1
From 10Q/31/2010
To  0%/30/2011 | pate/Time Prepared:
_ ~ o 2/9/2012 10:27 am
TR e S I Title XVIFY Hospital Cost _
i Cast Center Description Cost Routine Cost ! column 1 = Total observation
(from Vine 27) column 2 obsayvation Bed Pass
sed Cost (from! Through Cost
Tine 89) {col. 3 x col,
4) (ses
instructions)
o o 1,00 2.00 _3.00 4.00 5.00
COMPUTATION OBSERVATION BED PASS THROUGH COST o
90,00 [capital-related cost 0 ] 0.000000 e} ¢! 90.00
91,00 [Nursing School cost 0 0 0.000000 0 O 91.00
92,00 ;Allied health cost 4] 0 0. 0000006 8] ol 92.00
93,00 {All other Medical Education 0 0 0.000000 iy 0| 93.00

MCRIF32 - 2.14.128.0
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Health Financial Systems

In tieu of Form CMS5-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 151319 | reriod:
From 10/31/2010

Component CCN:155093 [To  09/30/2011

Worksheet D-1

Date/Time Prepared:
2/9/2012 10:27 am

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL

Title XVIIT skilled Nursing PPS
_ Facility _
Cost Center pescription |
- i 1,00
PART I - ALL PROVIDER COMPONENTS
INPATIENT DAYS
1.00 linpatient days (including private room days and swing-bed days, excluding newborn) 13,813 1.00
2.00 :Inpatient days (including private room days, excluding swing-bed and newborn days) 13,813] 2.00
3.00 |{private room days (excluding swing-bed and observation bed days) 0f 3.00
4.00 [semi-private room days {excluding swing-bed and observation bed days) 13,813| 4.00
5.00 |Total swing-bed SNF type inpatient days (including private room days) through pecember 31 of the cost 0] 5.00
reporting period
6.00 |Total swing-bed SNF type inpatient days (incTuding private room days) after becember 31 of the cost 0| 6,00
reporting period (if calendar year, enter 0 on this Tine)
7.00 itotal swing-bed NF type inpatient days (including private room days) through pecember 31 of the cost 0 7.00
reporting period
8.00 [Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost ol 8.00
reporting period (if calendar year, enter 0 on this line)
9,00 |Total inpatient days including private room days applicable to the program {excluding swing-bed and 1,273 9.00
newborn days)
10.00 |swing-bed SNF type inpatient days applicable to title XVIII only (including private room days) a! 10.00
through December 31 of the cost reporting period (see instructions)
11.00 {swing-bed SNF type inpatient days applicable te title XVIII conly (including private room days) after 0| 11.00
December 31 of the cost reporting period (if calendar year, enter 0 on this 1ine)
12.00 |swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days} 0| 12.00
through December 31 of the cost reporting period
13.00 {swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0} 13.00
after pecember 31 of the cost reporting period (if calendar year, enter 0 on this line)
14.00 |Medically necessary private room days applicable to the Program (excluding swing-bed days) 0| 14.00
15.00 jTotal nursery days (title v or XIX only) 0f 15.00
16.00 {Nursery days (title Vv or XIX only} 0| 16.00
ISWING BED ADRIYSTMENT = e e e
17.00 [Medicare rate for swing-bed SNF services appiicable to services through December 31 of the cost 0.00f 17.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00| 18.00
reporting period
19.00 IMedicaid rate for swing-bed NF services applicable to services through December 31 of the cost 139.61| 19.00
\ reporting period
)20 00 {Medicaid rate for swing-bed NF services applicable to services after pecember 31 of the cost 139.61f 20.00
reporting period
21.00 {Total general inpatient routine service cost {see instructions) 3,050,734 21,00
22,00 {swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line | 22.00
5 x tine 17}
23.00 jswing-bed cost applicabie to SNF type services after December 31 of the cost reporting period (Yine 6 0! 23.00
x Tine 18)
24.00 iswing-bed cost applicable to NF type services through becember 31 of the cost reporting period (line 0| 24.00
7 % line 19)
25.00 |swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0| 25.00
x Tine 20}
26.00 {Total swing-bed cost (see instructions) 01 26.00
27.00 |General inpatient routine service cost net of swing-bed cost (Jine 21 minus line 26) 3,050,734 27,00
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT o
28.00 (Ggeneral inpatient routine service charges (excluding swing-bed charges) 2,109,602| 28.00
29.00 iprivate room charges (excluding swing-bed charges) g} 29.00
30.00 {semi-private room charges (excluding swing-bed charges) 2,109,602 30.00
31.00 |General inpatient routine service cost/charge ratio (line 27 + Tine 28) 1,446118| 31.00
32,00 |average private room per diem charge (line 29 + line 3) 0.80} 32.00
33.00 |average semi-private room per diem charge (Tine 30 = ltine 4) 152.73| 33.00
34.00 {Aaverage per diem private room charge differential (line 32 minus line 33)(see instructions) 0.00| 34.00
35.00 |Average per diem private room cost differential (line 34 x Tine 31) 0.00} 35,00
36.00 |private room cost differential adjustment (Iine 3 x Tine 35) 01 36.00
37.00 |General inpatient reutine service cost net of swing-bed cost and private room cost differential (line 3,050,734| 37.00
[27_minus Jine 36 e R
PART II - HOSPITAL AND SUBPROVIDERS ONLY T
PROGRAM INPATIENT OPERATING COST BEFORE PASS THROUGH COST ADIJUSTMENTS -
38.00 |Adjusted general inpatient routine service cost per diem (see instructions) 38,00
39.00 jProgram general inpatient routine service cost (line 9 x line 38) 39.00
40.00 |{Medically necessary private room cost applicable to the pProgram (line 14 x 1ine 35) 40.00
41.00 |Total Program general inpatient routine service cost (}ine 39 + Tine 40) 41,00



Health Financial Systems -

In Lie

i of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 151319 ] period:
From 10/31/2010
Component CCN:155093 |Te  09/30/2011

worksheet D-1

skilted Nursing
Facility

Title XVIIT

PPS

Date/Time Prepared:
2/9/2012 10:27 am

Cost Center Description Total Total Average Per | Program pays

Program cost

Inpatient CostiEnpatient payspiem {col. 1 + (col. 3 x col.
_ col. 2) ay_
o S I 200 3.00 4.00 5.00
42.00 [NURSERY (title V& XIXenlyy = |  _ __fo_ . .| 42.00
Intensive Care Type Inpa units _
43.00 |INTENSIVE CARE UNIT 43.00
44.00 [ CORONARY CARE UNIT 44.00
45.00 [BURN INTENSIVE CARE UNIT 45.00
46,00 |SURGICAL INTENSIVE CARE UNIT 46,00
47.00 [OTHER SPEGTAL CARE (SPECIFY) 47,00
Cost Center Pescription i
e o e e ey e i 1.00 _
48.00 jProgram inpatient ancillary service cost (wkst. p-3, col. 3, ¥ine 200) 48.00
49.00 |Total program inpatient costs (sum of lipes 41 through 48)(see instructions) | 49.00
PASS THROUGH COST ADJUSTMENTS e e
50.00 {Pass through costs applicable to Program inpatient routine services {(from wkst. D, sum of parts I and 50.00
111
51.00 |rass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 51.00
and 1IV)

52.00 [Total Program excludable cost (sum of lines 50 and 51) 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physictan anesthetist, and 53.00
medical education costs (line 49 minus Yine 52 ]

TARGET AMOUNT AND LIMIT COMPUTATION o —
54.00 |program discharges 54.00
55.00 {Target amount per discharge 55.00
56.00 {Target amount {line 54 x Tine 55) 56.00
57.00 |oifference between adjusted inpatient operating cost and target amount ¢line 56 minus line 53) 57.00
58.00 {Bonus payment (see instructions) 58.00
59.00 {Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 59.00
market basket
60.00 jLesser of 1ines 53/54 or 55 from prior year cost report, updated by the market basket 60.00
61.00 {If line 53/54 is less than the tower of Fines 55, 59 or 60 enter the lesser of 50% of the amount by 61.00
which operating costs (tine 53) are less than expected costs (lines 54 x 60}, or 1% of the target
amount (Fine 56), otherwise enter zero (see instructions)
162,00 |reTief payment (see instructions) 62.00
7 63.00 lallowahle Inpatient cost plus jncentive payment (see instructions) _ 63.00
PROGRAM TNPATIENT ROUTINE SWING BER COSY
64.00 iMedicare swing-bed SNF inpatient routine costs through December 31 of the cost reporting period (See 64.00
instructions) (title XVIII only)
65.00 [Medicare swing-bed SNF inpatient routine costs after pecember 31 of the cost reporting period (See 65.00
instructions) (titie XvIII only)
66.00 |Total Medicare swing-bed SNF inpatient routine costs (Tine 64 ptus line 65)(title XVIII only). For 66.00
CAH (see instructions)
67.00 ;Title vV or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 67.00
(Hine 12 x Tine 19)
68.00 [TitTe v or XIx swing-bed N& inpatient routine costs after December 31 of the cost reporting period 68.00
{line 13 x line 20)
69.00 jtotal title v or XIX swing-bed NF inpatient routine costs (line 67 + Tine 68) .} 69.00
PART ITI - SKILLED NURSING FACILITY, OTHER NURSING FACTILITY, AND ICF/MR ONLY
70.00 Iskilled nursing facility/other nursing facility/ICF/MR routine service cost {line 37) 3,050,734} 70.00
71.00 {Adjusted general inpatient routine service cost per diem (line 70 + line 2) 220.86f 71.00
72.00 |Program routine service cost (¥ine 9 x Tine 71) 281,155] 72.00
73.00 |Medically necessary private room cost applicable to Program (line 14 x line 35) 0f 73.00
74,00 {Total Program general inpatient routine service costs (line 72 + line 73) 281,155 74.00
75.00 {capital-related cost allocated to inpatient routine service costs (from worksheet B, Part IT, column 0! 75.00
26, line 45)
76.00 ;per diem capital-related costs {(line 75 + line 2} 0.00( 76.00
77.00 {Program capital-related costs (line 9 x Tine 76) 0f 77.00
78.00 |Inpatient routine service cost (line 74 minus line 77) 0| 78.00
79.00 |Aggregate charges to beneficiaries for excess costs (from provider records) 0| 79.00
B0.00 {Total Program routine service costs for comparison to the cost Timitation (3ine 78 minus line 79) 0} 80.00
B1.00 |Inpatient routine service cost per diem Timitation 0.00| 81.00
82.00 !Inpatient routine service cost limitation (line 9 x Fine 81) Q! 82.00
83.00 ;Reasonable inpatient routine service costs (see instructions) 281,155 83,00
84.00 {Program inpatient ancillary services (see instructions) 217,132( 84.00
85.00 |utilization review - physician compensation (see instructions) 0] 85.00
86.00 |Tatal Program inpatient operating costs (sum of lines 83 through 85) 498,287/ 86.00
PART I¥ - COMPUTATIQN OF OBSERVATION BED PASS THROUGH COST B
B87.00 |Total observation bed days {see instructions) 0 87.00
88.00 |adjusted general inpatient routine cost per diem (line 27 <+ line 2) 0.00| 88.00
"89.00 jobservation bed cost (Jine 87 x line 88) (see instructions) 0] 89.00

MCRIF32 - 2.14.128.0
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Health Financial Systems

In tieu of Form €M5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

provider CCN: 151319
Component CCN: 155093

Period:
From 10/31/2010
To  09/30/2011

worksheet D-1

Date/Time Prepared:
2/9/2012 10:27 am

Title Xvilx skilled Nursing PPS
R A e Facility -
Cost Center Descitiption cost Robtine Cost column 1 + Total observation
{from tine 273 column 2 observation Bed pPass
Bed cost {from Through cost
Tine 89) {col. 3 x col.
4} (see
o instructions) i
e 1.00 2,00 3.00 4.00 5,00 T
COMPUTATION OF OBSERVATION BED PASS THROUGH COST B ]
90,00 {Capital-related cost 4] 0 0, 000060 0 0| 90.00
91.00 |Nursing School cost 0 0 0.000000 0 0] 91.00
92.00 jA¥lied health cost 0 0 0. 000000 0 G 92.00
93.00 [A1T other Medical Education G 0 0.000000, 0, 0] 93.00

MCRIF3Z2 - 2.14.128.0
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Health Financial Systems In Ejeu of Form €MS-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 151319 | Period: worksheet D-1
From 10/31/2010

To  09/30/2011 | Date/Time Prepared:
2/9/2012 10:27 am

e e R Title Xix | Hospital PPS
Cost Center Description
e — O o 1.00
PART I - ALL PROVIDER COMPONENTS L .
I P AT TEN T DAY S e e e e e I i
1.00 |Inpatient days (including private room days and swing-bed days, excluding newborn) 3,027 1l.00
2.00 jrInpatient days (including private room days, excluding swing-bed and newborn days) 2,404 2.00
3.00 |private room days (excluding swing-bed and observation bed days) 0f 3.00
4,00 |semi-private room days (excluding swing-bed and observation bed days) 2,4041 4.00
5.00 |Total swing-bed SNF type inpatient days (including private room days) through pDecember 31 of the cost 523 5.00
reporting period
G.00 |Total swing-bed SNF type inpatient days (including private room days) after pecember 31 of the cost 0| 6.00
reparting period (if calendar year, enter 0 on this line}
7.00 |Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost 100 7.00
reporting period
8.00 |Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost G| 8.00
reporting period (if calendar year, enter 0 on this line)
9.00 |Total inpatient days including private room days applicable to the program (excluding swing-bed and 104] 9.00
newborn days)
10.00 |swing-bed SNF type jnpatient days applicable to title XVIII only (including private room days) 0] 10.00
through pecember 31 of the cost reporting period (see instructions)
11.00 |swing-bed SNF type inpatient days applicable to title XvIIX only (including private room days) after 0} 11.00
pecember 31 of the cost reporting perieod (if caltendar year, enter 0 on this 1ine)
12.00 |swing-bed NF type inpatient days applicable to titles V or XIX only (including private room days} 100( 12.00
through December 31 of the cost reporting period
13.00 iswing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 01 13,00
after pecember 31 of the cost reporting period (if calendar year, enter ¢ on this line)
14,00 |Medically necessary private room days applicable to the Program (excluding swing-bed days) 0] 14.00
15.00 |[Total nursery days (title Vv or XIX only) 0; 15.00
16.00 |Nursery days (title v or XIX only) I 9] 16,00
D ADJUSTMENT
rate for swing-bed SNF services applicable to services through December 31 of the cost 0.00) 17.00
reporting period
18.00 !Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00| 18.00
reporrting period
19.00 |Medicaid rate for swing-bed NF services applicabie to services through pecember 31 of the cost 139.61| 19.00
reporting period
v 20.00 |Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 139.61] 20.00
reporting period
21.00 {Tota) general inpatient routine service cost (see instructions) 2,911,787 21.00
22.00 |swing-bed cost applicabie to SNF type services through December 31 of the cost reporting period (line 0f 22.00
5 x Yine 17)
23.00 |swing-bed cost applicabie to SNF type services after December 31 of the cost reporting period (line 6 0| 23.00
x line 18)
24.00 {Swing-bed cost applicable to NF type services through pecember 31 of the cost reporting period (Iine 13,961 24.00
7 x Tine 19)
25.00 |swing-bed cost applicable to NF type services after pecember 31 of the cost reporting period (line 8 0| 25.00
x line 20)
26.00 |Total swing-bed cost (see instructions) 531,747| 26.00
27.00 {Geperal inpatient routine service cost net of swing-bed cost (Jine 21 minus 1ine 26) 2,380,040 27.00
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT o
28.00 |General inpatient routine service charges (excluding swing-bed charges) 1,940,165 28.00
29,00 |Private room charges (excluding swing-bed charges) 04 29.00
30.00 |semi-private room charges (excluding swing-bed charges} 1,940,165 30.00
31.00 {General inpatient routine service cost/charge ratio {line 27 + line 28) 1.226720( 31.00
32.00 |Average private room per diem charge (Jine 29 + Tine 3) 0.00( 32.00
33.00 |Average semi-private room per diem charge (line 30 = Tine 43 807.06} 33.00
34.00 |Average per diem private room charge differeatial (Tine 32 minus line 33)(see instructions) 0.00] 34.00
35.00 |average per diem private room cost differential (Tine 34 x Tine 31} 0.00[ 35.00
36.00 {Private room cost differential adjustment {line 3 x line 35} 0| 36.00
37.00 {General inpatient routine service cost net of swing-bed cost and private room cost differential (line 2,380,040, 37.00
27 minus Jine 36)
PART I1 - HOSPITAL AND SUBPROVIDERS ONLY :
IENT OPERATING COST BEFORE PASS THROUGH COST_ADIUSTMENTS
rat inpatient routine service cost per diem (see instructions) 990.03| 38.00
39.00 {Program general inpatient routine service cost (line 9 x Tine 38) 102,963} 39.00
40.00 {Medically necessary private room cost applicable to the program {(line 14 x line 35) 0| 40.00
41.00 [Total Program general inpatient routine service cost (lTine 39 + ¥ine 40) 102,963( 41.00
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In Lieu of Form CMS-2552-10

Health rinancial Systems
COMPUTATION OF INPATIENT OPERATING COST provider CCN: 151319 |Per worksheet 0-1
Fr‘um 10/31/2010
To  08/30/2011 | bate/Time Prepared:
) . 2/9/2012 16:27 am
e e e . Title XIX Hospital PPS
Cost Center Description otal To Average Per | Prograw Days | Program Cost
tnpatient Costiinpatient paysbiem (col, 1 3 {col. 3 % col.
S N SO < -] O ) 4) i
1.00 2,00 _...3.00 4.00 5.00 o
_ e 42.00
43.00 [INTENSIVE CARE UNIT 590,741 195] 3,029.44 0 0} 43,00
44 .00 |CORONARY CARE UNIT 44,00
45.00 }BURN INTENSIVE CARE UNIT 45.00
46.00 | SURGICAL INTENSIVE CARE UNIT 46.00
47.00 |OTHER SPECIAL CARE (SPECTFY) e R o 47.00
Cost Center Description e
48.00 {Program inpatient ancillary service cost (wkst. D-3, col. 3, line 200} 89.857 48,00
49.00 |Total Program inpatient costs (sum of limes 41 through 48)(see instructions) o 192,820] 49.00
PASS THROUGH COST ADIUSTHMENTS o
50.00 {Pass through costs applicable to Program inpatient ‘routine services (from wkst. D, sum of Parts I and 14,898| 50,00
11T}
51.00 iPass through costs applicable to Program inpatient ancillary services {from wkst. D, sum of Parts II B,646] 51.00
and 1Vv)
52.00 [Total Program excludable cost (sum of Tines 50 and 51) 23,544] 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 169,276{ 53.00
medical education costs (1ine 49 minus Jine 52)
TARGET AMOUNT_AND LIMIT COMPUTATION B .
54.00 |program discharges 6| 54.00
55.00 [Target amount per discharge 0.006] 55.00
56,00 [Target amount (Tine 54 x Tine 55) 0} 56.00
57.00 |pifference between adjusted inpatient operating cost and target amount (line 56 minus Tine 53) 0| 57.00
58,00 {Bonus payment (see instructions) 0| 58.00
59.00 {Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00} 59.00
market basket
60.00 |Lesser of 1ines 53/54 or 55 from prior year cost report, updated by the market bkasket 0.00]| 60,00
61.00 | If Tine 53/54 is less than the lower of Jines 55, 59 or 60 enter the lesser of 50% of the amount by ] 61.00
which operating costs (line 53) are less than expected costs (lines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
62.00 |Relief payment (see instructions) 0| 62.00
63.00 ;Allowable Inpatient cost plus incentive payment (see instructions) 07 63.00
PROGRAM INPATIENT ROUTINE SWING BED COST _ o
64.00 |Medicare swing-bed SNF inpatient routine costs through pecember 31 of the cost reporting permd {see G| 64.00
instructions)(title XVIII only)
65.00 [Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0} 65.00
instructions) (titie XvIII only)
66.00 {Total Medicare swing-bed SNF inpatient routine costs (line 64 plus line 65)(title XVIIT oniy). For 0| 66.00
CAH (see instructions)
67.00 |Title Vv or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 13,961 67.00
(Jine 12 x Fine 19)
68.00 [Title Vv or XIX swing-bed NF inpatient routine costs after pecember 31 of the cost reporting period 0| 68.00
(Tine 13 x line 200
69.00 {Total title v or XIX swing-hed NF inpatient routine costs (line 67 + line G8) 13,961} 69.00
PART III - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY
70.00 |skitled nursing facility/other nursing facﬂ'lty/ICF/MR routine service cost (1ihe 37) 70.00
71.00 {adjusted general inpatient routine service cost per diem (line 70 + 1ine 2) 71.00
72.00 |Program routine service cost (line 9 x line 71) 72.00
73.00 {Medically necessary private room cost applicable te program (line 14 x Tine 35) 73.00
74.00 |[Total Program general inpatient routine service costs (Yine 72 + Tine 73) 74.00
75.00 |capital-related cost allocated to inpatient routine service costs {from worksheet B, Part II, column 75.00
26, 1ine 45)
76.00 (rer diem capital-related costs (Tine 75 + Tine 2) 76.00
77.00 jProgram capitai-related costs (line 9 X line 76) 77.00
78.00 {Inpatient routine service cost (line 74 minus line 77} 78.00
79.00 |Aggregate charges to beneficiaries for excess costs (from provider records) 79.00
80.00 |Total Program routine service costs for comparison to the cost Timitation (1ine 78 minus line 79} 8G.00
$1.00 |rnpatient routine service cost per diem 1imitation 81.00
82.00 [Inpatient routine service cost Jimitation (line 9 x line 81) 82.00
83.00 |Reasonable inpatient routine service costs (see instructions) 83.00
84.00 {Program inpatient ancillary services (see instructions) 84,00
§5.00 |utilization review - physician compensation (see instructions) 85.00
86.00 |Total Program_inpatient operating costs (sum of lines 83 through 85) " 86.00
PART IV - COMPUTATION OF OBSERVATION BED PASS THRUUGH CosT B
87.00 iTotal observation bed days {see instructions) 438| 87.00
88.00 [Adjusted general inpatient routine cost per diem (line 27 + line 2) 990.03] 88.00
§9.00 jobservation bed cost (line 87 x 1ine 88) (see instructions) 433,633} 89.00
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Health Financial Systems In tieu of Form CM$-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 153319 Peried: worksheet D-1
From 14/31/2010
To  09/30/2011 | Date/Time Prepared:
......... 2/9/2012 i0:27 am
o e Title XixX Hospital PPS o
j Cost Center Description Cost Routine Cost { column 1 + Total observation
i {From Yine 27} column 2 observation Bed Pass
oed Cost (from Through Cost
Tine 89) {col. 3 x col.
1) (see
Instructions)
1.00 2.00 3.00 4.00 5.00
COMPUTATION OF OBSERVATION BED PASS THROUGH COST -
90.00 {capitat-related cost 421,327 2,380,040, 0.177025 433,633 76,764 90.00
91.00 |Kursing Scheol cest [ 2,380,040 0.000000 433,633 Gf 91.00
92.00 [Allied health cost G 2,380,040 0.000000 433,633 | 92.00
93.00 [AlT other Medical Education i} 2,380,040 0.000009 433,633 0} 93.00

MCRIF32
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Health Financial Systems In Lieu of Form CMs-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTICNMENT provider CCN: 151319 |Period: worksheet D-3
From 10/31/2010

To 09/30/2011 | bate/Time Prepared:
2/9/2012 10:27 am

e Title XVIIT . _ Hospital Cost_
Cost Center Description rRatio of Cost| Inpatient Inpatient
To Charges Program Progiam Costs
charges (col. 1 x col,
. 2}
e I 1.00 2.00 3.00

IINPATIENT ROUTINE SERVICE COST CENTERS [ e
30.00 ;ADULTS & PEDIATRICS 823,563 30.00
31.00 |INTENSIVE CARE UNIT SR S A 185,832 | 31.00

ANCILLARY SERVICE COSY CENTERS . R e

50.00 |OPERATING ROOM 0, 384541 359,641 138,297] 50.00
54.00 {RADIOLOGY-DIAGNOSTIC 0,191752 154,008 29,6461 54.00
54.03 |NUCLEAR MEDICINE-OTAGNOSTIC 0.660732 23,298 15,3924| 54.03
60.00 |LABORATORY 0.261999 494,266 129,497 60.00
65.00 {RESPIRATORY THERAPY 0.396480 229,162 90,858} 65.00
66.00 |PHYSICAL THERAPY 0.353840 140,519 49,721t 66.00
67.00 {GCCUPATIONAL THERAPY 0.291035 35,030 10,195( 67.00
68.00 |SPEECH PATHOLOGY 0.328023 24,814 8,140( 68.00
69.00 | ELECTROCARDIOLOGY 0.000000 ¢ 0! 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.348379 264,317, 92,082} 71.00
72.00 {IMPL. DEV, CHARGED TO PATIENTS 0.487602 606, 371 295,668( 72.00
73.00 |[DRUGS CHARGED TO PATIENTS 0.437430 260,997 114,184] 73.00

OUTPATIENT SERVEICE COST CENTERS ]
90.00 |CLINIC 2.554057 0 0| 90.00
90.01 |DIABETES 8.923957 0 0| 90.01
90.02 ;0P PSYCH 0. 000000 ¢ 0] 90.02
91.00 i EMERGENCY 0.370188 2,966 1,698; 91,00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART} 1,550733 73 113[ 92,00
93.00 |CARDIAC REHAB 0.000000 0 0 93.00
200.00} Total (sum of ¥Fines 50-94 and 96-98) 2,596,062 974,893)200.00
201.00/Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202.00|Net Charges {line 200 minus }ine 201) 2,596,062 202.00
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Health Financial Systems o In Lieu of Form CMS-2552-10
1 INPATIENT ANCILLARY SERVICE COST APPORTIONMENT provider CCN: 151319 |Period: worksheet D-3
From 10/31/2010 A
| component CCH:157319 {To  09/30/2011 | Date/Time Prepared:
’ 2/9/2012 10:27 am

o | Title XVIIX Swing Beds - SNF| Cost
! Cost center Description ratio of Cost| Inpatient Inpatient
! To charges Progsam Program Costs
} chargos {cot. 1 x col.
I - 23
} . 1.60 2.00 3.00 -
INPATIENT ROUTINE SERVICE COSY CENYERS e
} 30.00 {ADULTS & PEDIATAICS 297,762 30.00
31.00 |INTENSIVE CARE UNIT o 0 31.00
} ANCILLARY SERVICE COST CENTERS e ey .
50.00 {OPERATING ROOM 0.384541 689 265f 50.00
)] 54,00 | RADIOLOGY-XAGNOSTIC 0.,181752 11,881 2,278| 54.00
54,03 |NUCLEAR MEDTCYNE-DIAGNQOSTTIC 0.660732 1,211 300} 54,03
) 60.00 {LABORATCRY 0.261999 96,116 23,610{ 60.00
: 65.00 |RESPIRATORY THERAPY 0.396480 48,377 19,181| 65.00
i 66.00 |PHYSICAL THERAPY 0.353840 122,369 43,2991 66.00
67.00 |CCCUPATIONAL THERAPY 0.291035 37,707 10,974} 67.00
) 68.00 {SPEECH PATHCLOGY 0.328023 5, 530] 1,814 68.00
69,00 | FLECTROCARDIOLOGY 0.000000 0 8| 69.00
) 71,00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.348379 65,075 22,671 71.00
. 72.00 |IMPL. DEV. CHARGED TQ PATIENTS 0.487602 ¢ 0| 72.00
73.00 |DRUGS CHARGER TQ PATIENTS e 0.437490| 71,923 | 31,466] 73.00
! CUTPATIENT SERVICE COST CENTERS e e B
90.00 [CLINIC 2.554057 0 G[ 90.00
) 90.01 |DIABETES 8.923957 0 0| 90.01
90.02 {OP PSYCH 0.00000C 0 0l 90.02
it 91.00 | EMERGENCY 0.370188 9 0| 91.00
92.00 [0OBSERVATION BEDS [NON-DISTINCT PART) 1.550733 93 144( 92.00
) 93.00 |CARDIAC REHAB 0.000000 0 0] 93.00
200.00{votal {sum of lines 50-94 and 96-938) 454,971 156, 502{200.00
} 201.00/Less PeP Clinic Laboratory Services—Program only charges (Fine 61) ¢ 201,00
.) 202.00)Net Charges (1ine 200 minus Tine 201} 454,971, 202.00
)
y
)
)
)
)
)
)
J
)
)
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Health Financial Systems In Lieu of Form CM5-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT pProvider CcN: 151319 | Period: worksheet D-3
From 10/31/2010
Component CCH:155093 1o  08/30/2011 | Date/Time Prepared:
2/9/2012 10:27 am

Title XVIII Skilled Nursing PPS
T e e Facility
Cost Center Description Ratio of Cost] Inpatient Inpatient
To charges Progran Program Costs
Chargoes (col. 1 x col.
2)

~ 1.00 2.00 3.00 o

INPATEIENT ROUTINE SERVICE COST CENTERS . e e e g e et e
30.00 |ADULTS & PEDIATRECS ¢ 30.00
31.00 INTENSIVE CARE UNIT R S Y §31.00

ANCILLARY SERVICE COST CENTERS

50.00 |OPERATING ROOM 0.384541 0 0| 50.00
54.00 |RADIOLOGY-DIAGNOSTEC 0.191752 10,096 1,936| 54.00
54.03 {NUCLEAR MEDICINE-DIAGNOSTIC 0.660732 1,694 1,119] 54.03
60.00 |LABORATORY 0.261999 79,144 20,736| 60.00
65.00 |RESPIRATORY THERAPY 0.396480 27,112 10,749 65.00
66.00 |PHYSICAL THERAPY 0. 353840 268,989 105,794[ 66.00
67.00 {OCCUPATIONAL THERAPY 0.291035 144,716 42,117| 67,00
68.00 [SPEECH PATHOLGGY 0.328023 28,560 9,368 68.00
69.00 |ELECTROCARDIOLOGY 0.000000, 0 0| 69.00
71.00 {|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.348379 8,904 3,102{ 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS 0.487602 O 0] 72.00
73.00 |PRUGS CHARGED TO PATIENTS 0.437430 50,770 22,211 73.00

OUTPATIENT SERVICE COST CENTERS e o e
90.00 {CLINIC 2.554057 0 0| 90.00
90.01 {DIABETES 8,923957 0 a| 50.01
90.02 |oP PSYCH 0.000009 0 0; 90.02
91.00 |EMERGENCY 0.370188 0 0| 91.00
92.00 [OBSERVATEQON BEDS (NON-DISTINCT PART) 1.550733 0 0} 92.00
93.00 |CARDTAC REHAR 0.000000 0 0| 93.00
200,06!Total (sum of lines 50-94 and 96-98) 649,985 217,132(200.00
201.00/Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201,00
202 .00/Net charges {iime 200 minus line 201) 649,985 202.00
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In Lieu of Form CMS-2552-10

Health Financial Systems
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 151319 | Period: worksheet p-3
fFrom 10/31/2010
To 08/30/2011 | Date/Time Prepared:
e - 2/9/2012 10:27 am
e Title XIX Hospital PPS
Ccost Center Desciviption Ratio of Cost| Inpatient Inpatient
To Charges Program Program Costs
charges (col, 1 % col.
e S 2)
B e 1.00 _2.00 3.00
INPATIENT ROUTINE SERVICE COST CENTERS
30.00 {ADULTS & PEDIATRICS 103,473 30.00
31.00 [ INTENSIVE CARE UNIT 8,975 31.00
ANCILLARY SERVICE COST CENTERS
50.00 |OPERATING ROOM 0.384541 97,935 37,660} 50.00
54,00 |RADRIOLOGY-DIAGNOSTIC 0.191752 14,315 2,745 54,00
54.03 |NUCLEAR MEDICINE-DIAGNOSTIC 0.660732 3,315 2,190 54.03
60.00 |LABORATORY 0.2614999 42,172 11,049( 60.00
65.00 {RESPIRATORY THERAPY 0. 396480 47,597 18,871 65,00
66.00 | PHYSICAL THERAPY 0.353840 3,555 1,258 66.00
67.00 |OCCUPATIONAL THERAPY 0.291035 529 154| 67.00
68.00 |SPEECH PATHOLOGY 0.328023 4] 0| 68.00
69.00 | ELECTROCARDIOLOGY 0.000000, 0 0| 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.348379 0 0] 71.00
72.00 : TMPL. DEV. CHARGED TO PATIENTS 0.487602 ¢ 0 72.00
73.00 'DRUGS CHMARGED TO PATIENTS A 0.437400) | 36,142] 15,812] 73.00
QUTPATIENT SERVICE COST _CENTERS o |
90.00 |CLINIC 2.554057 0 Gl 90.00
90.01 |DIABETES 8.923957 0 0| 90.01
90.02 |oF PSYCH (.000000 0 Q| 90.02
91.00 |EMERGENCY 0.370188 319 18] 91.00
92.00 |OBSERVATION BEDS {NON~DISTINCT PART) 1.550733 0 0f 92.00
93.00 ;CARDIAC REHAB 0. 600000 0 06| 93.00
200,00 votal (sum of Tines 50-94 and 96-98) 245,879 89,8571200.00
201.00/Less pBP Clinic Laboratory Services-Program only charges {1ine 61) 0 201.00
202.00{Net Charges (1ine 200 minus line 201) 245,879 202.00
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Health Financial Systems

In Liew

of form CM5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT
From 10/31/2010

provider CCN: 151319 | peri
To 09/30/2011

worksheet E

pPart B

pate/Time Prepared:
27972012 10:27 am

o - : Title Xvi¥¥ | Hospital Cost
. B I - 1.00
PART B - CAL AND OTHER HEALTH SERVICES L o
1.00 |Medical and other services (see instructions) 3,308,805; 1.00
2.00 |medical and other services reimbursed under OPPS (see instructions) 0| 2.00
3.00 |{PPS payments 0] 3.00
4.00 joutlier paywent (see instructions) 0y 4.00
5.00 [enter the hospital specific payment to cost ratio (see instructions) 0.000f 5.00
6.00 |Line 2 times line 5 0| 6.00
7.00 !sum of 1ine 3 plus line 4 divided by 1ine 6 0.00| 7.00
8.00 [transitional corridor payment (see instructions) 0; 8.00
9.00 ianciltlary service other pass through costs from worksheet D, Part Iv, column 13, line 200 ol 9.00
10.00 |organ acquisitions 0| 10.00
11.00 |Total cost (sum of lines 1 and 10) {(see ipnstructions) 3,308,805} 11.00
COMPUTATION OF LESSER OF COST OR CHARGES o _
Reasonab]e,,@«}mga,,, e e
12.00 |ancillary service charges 0] 12.00
13.00 |organ acquisition charges (from worksheet p-4, Part III, line 69, col. 4) 0 13.00
14.00 !Total reasonable charges (sum of Yines 12 and 13) 0f 14.00
customary charges )
15.00 laggregate amount actually collected from patients liable for payment for services on a charge basis 0] 15.60
16.00 |Amounts that would have been reatized from patients Tiable for payment for services on a chargebasis ¢! 16.00
had such payment been made in accordance with 42 CFR 413.13(e)
17.00 |[ratio of ¥ine 15 to line 16 {not to exceed 1.000000) 0.000000| 17.00
18.00 {Total customary charges {see instructions) 0] 18.00
19.00 |Excess of customary charges over reasonable cost {complete only if 1line 18 exceeds Tine 11) (see 0| 19.00
instructions)
20.00 tExcess of reasonable cost over customary charges (complate only if line 11 exceeds line 18) (see 0] 20.00
instructions)
21.00 {Lesser of cost or charges (line 11 minus tine 200 (for caH see instructions) 3,341,893| 21.00
22.00 |Enterns and residents (see instructions} 0] 22.00
23.00 |cost of teaching physicians (see instructions, 42 CFR 415.160 and ¢mMS Pub. 15-1, section 2148) Qi 23.00
24.00 |Total prospective payment (sum of lines 3, 4, 8 and 9) : 0| 24.00
(COMPUTATION OF REIMBURSEMENT SETTLEMENT . .
25.00 |peductibies and coinsurance (for CAH, see instructions) 45,554] 25.00
26.00 |peductibles and Coinsurance relating to amount on line 24 (for CAH, see instructions) 1,365,069} 26.00
}2? 00 isubtotal {{}ines 21 and 24 - the sum of Jines 25 and 26} plus the sum of Tines 22 and 23} (for caH, 1,931,270| 27.00
’ see instructions)
28.00 |pirect graduate medical education payments (from wWorksheet E-4, line 50) 0 28.00
29.00 |ESRD direct medical educatien costs {from worksheet £-4, line 36) 0| 29.00
30.00 {subtotal (sum of lines 27 through 29) 1,931,270( 30.00
31.00 |Primary payer payments 1,375} 31.00
32.00 |subtotal (lime 30 minus Fine 31} 1,829,895 32.00
ALLOWABLE BAD DEBYS (EXCLUDE BAD DEBTS FOR PROFESSIONAL SERVICESY
33.00 lcomposite rate ESRD (from worksheet I-5, line 11) 0] 33.00
34,00 iallowable bad debts (see instructions) 340,555; 34.00
35.00 jAdjusted reimbursable bad debts (see instructions) 340,555] 35.00
36.00 [Allowable bad debts for dual eligible beneficiaries {see instructions) 0| 36.00
37.00 |subtotal (sum of 1ines 32, 33, and 34 or 35) (Tine 35 hospital and subprovider only) 2,270,450] 37.00
38.00 |MSP-LCC reconciliation amount from PS&R 0O 38.00
39,00 |OTHER ADIJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0] 39.00
39,99 |RECOVERY OF ACCELERATED DEPRECIATION 0] 39.99
40.00 |subtotal (line 37 plus or minus lines 39 minus 38) 2,270,450] 40.00
41,00 |Interim payments 1,976,341| 41.00
42.00 |Tentative settlement (for contractors use only) 0| 42.00
43.00 !Balance due provider/program (line 40 minus the sum of Yines 41, and 42) 294,109 43.00
44.00 {Protested amounts {nonallowable cost report items) in accordance with cMs pub. 15-T1, section 115.2 0] 44.00
TO BE COMPLETED BY CONTRACTOR e
90.00 {Original outiter amount (see instructions) 0} 90.00
91.00 {outlier reconciliation adjustment amount (see instructions) 01 91.00
92.00 {The rate used to calculate the Time value of Money 0.00| 92.00
93.00 |Time value of Money (see instructions) 0| 93.00
94.00 |Total (sum of lines 91 and 93) 3{ 94.00
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Health Financial Systems

In Lieu of Form CM5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

Provider CCN: 151319

period;
from 10/31/2010
Te  09/30/2011

worksheet E

Part B

pate/Time Prepared:
2/9/2012 10:27 am

o o o _ S Yitle XVIIT Hospital Cost
| overrides
e e S | 1.00
TWORKSHEET OVERRIDE VALUES . N N
112,00l override of Aancillary service charges (Tine 12) | 0{112.00
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Health Fipancial Systems

In Lieu of Form CMS-2552-10

151319 | Per

CALCULATION OF RETMBURSEMENT SETTLEMENT provider CCN:
From 10/31/2010

Component CCN:155093 [To  09/30/2011

Worksheet E
Part B

pate/Time Prepared:
2/9/2012 10:27 am

- Title XVIII skilled Nursing PPS
S e e T Facility
1'00 —— —_
[PART B - MEDICAL AND OTHER HEALTH SERVICES e -
1.00 |mMedical and other services (see nstructiens) 07 1.00
2.00 |Medical and other services reijmbursed under OPPS (see instructions) G 2.900
3.00 PPS payments 3.00
4.00 {outtier payment (see instructions) 4.00
5.00 |Enter the hospital specific payment to cost ratio (see instructions) 5.00
6.00 |Line 2 times 3ine 5 O 6.00
7.00 |sum of 1ine 3 plus line 4 divided by l1ine & ¢.00| 7.00
8.00 {Transiticnal cerridor payment (see -instructions) 0} 8.00
9.00 |ancillary service other pass through costs from worksheet 0, Part Iv, column 13, Jine 200 6 9.00
10.00 |organ acquisitions 0| 10.00
11.00 |Total cost (sum of lines 1 and 10} (see instructions} o . ¢} 11.00
COMPUTATION OF LESSER OF COST OR CHARGES
reasonable charges S _
12.00 |ancillary service charges 0l 12.00
13.00 |organ acquisition charges (from wWorksheet p-4, pPart III, 1line 69, col., 4) 0 13.00
14.00 {Total reasonable charges (sum of 1ines 12 and 13} 0] 14.00
customary charges _ —
15.00 |Aggregate amount actuaﬂy “coltected from patients liable for payment “for services on a charge basis G} 15.00
16.00 |Amounts that would have been realized from patients liable for payment for services on a chargebasis 0| 16.00
had such payment been made in accordance with 42 CFr 413,13(e)
17.00 iRatio of tine 15 to Fine 16 (not to exceed 1.000000) 0.000000] 17.00
18.00 [Total customary charges {(see instructions) o| 18.00
19,00 |excess of customary charges over reasonable cost (complete only if line 18 exceeds Tine 11) (see 0| 19.00
instructions)
20.00 jExcess of reasonable cost over customary charges (complete only if line 11 exceeds 1ine 18) (see 0| 20.60
instructions)
21.00 |tesser of cost or charges (line 11 minus line 20) (for CAH see instructions) 0| 21.00
22.00 jInterns and residents (see instructions) 0 22.00
23.00 iCost of teaching physicians (see instructions, 42 CFR 415.160 and CMs Pub. 15-1, section 2148) 0of 23.00
24.00 [Total prospective payment (sum of lines 3, 4, 8 and 9) I _ 0| 24.00
COMPUTATION OF REIMBURSEMENT SETTLEMENT
25.00 |peductibles and coinsurance (for CAH, see imstructions) 0f 25.00
26.00 {peductibles and coinsurance relating to amount on tine 24 (for CAM, see instructions) 26.00
27.00 [subtoral {(lines 21 and 24 - the sum of lines 25 and 26) plus the sum of lines 22 and 23} (for CAH, 0} 27.00
see instructions)
28.00 |pirect graduate medical education payments (from Worksheet €-4, Tine 50) 0| 28.00
29,00 JESRD direct medical education costs (from worksheet E-4, 1ine 36) 0| 29.00
30.00 {subtotal (sum of 1ines 27 through 29) 0} 30.00
31.00 [Primary payer payments 0| 31.00
32.00 [subtotal (line 30 minus Tine 31) i, 0] 32.00
ALLOWABLE BAD DEBTS (EXCLUDE BAD DEBTS FOR PROFESSTIONAL SERVICES)
33.00 {composite rate ESRD (from worksheet 1-3, line 11) 0f 33.00
34.00 |[Allowable bad debts (see instructions) O 34.00
35.00 |adjusted reimbursable bad debts (see instructions) 0] 35.00
36.00 |Allowable bad debts for dual eligible beneficiaries (see instructions) a1 36.00
37.00 isubtotal (sum of iines 32, 33, and 34 or 35) (line 35 hospital and subprovider only) Q| 37.00
38.00 {MSP-LCC reconciliation amount from PS&R 38.00
39,00 {OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) af 39.00
39,99 |RECOVERY OF ACCELERATED DEPRECIATICN 0] 39.99
40.00 |Subtotal (1ine 37 plus or minus Tines 39 minus 38) 0| 40.00
41,00 {Interim payments 0f 41.00
42.00 |Tentative settlement (for contractors use only) | 42.00
43.00 !Balance due provider/program (line 40 minus the sum of lines 41, and 42) 0| 43.00
44.00 |Protested amounts (nonaliowable cost report items} in accordance with M5 pub. 15-IT, section 115.2 Qi 44.00
TO BE COMPLETED BY CONTRACTOR
90.00 0r1g1nal out}ier amount (see instructions) 90.00
01.00 {outtier reconciliation adjustment amount (see instructions) 91,00
92.00 {The rate used to calculate the Time value of Money 92.00
93.00 |Time value of Money (see instructions) 93.00
94.00 {Total (sum of lines 91 and 93) 94.00

MCRIF32 ~ 2.14.128.0
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Health Financial Systems

in Lie

4 of Form CM5-2552-10

CALCULATION QOF REIMBURSEMENT SETTLEMENT

provider CCN: 151319
Component CCN: 155093

pariod:
From 10/31/2014
To  09/30/2011

wWorksheet E

Part B

Date/Time Prepared:
2/9/2012 10:27 am

Title XVIII

skilled Nursing
Fagility

PPS

Qverrides

1.00

 |WORKSHEET OVERRIDE VALUES

112.00|override of ancillary service charges (line 123

0l112.00

MCRIF32 - 2.14.128.0

GIBSON GENERAL HOSPITAL



Health Financial Systems

In Lieu of Form CM5-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

Provider CCN: 151319 [period:
From 10/31/2010
To 09/36/2011

worksheet E-1

Part I

Date/Time Prepared:
2/9/2012 10:27 am

_ - e e - Lo Title xvITE | Hospital Cost
Inpatient Part A Part B
it/ del/yyyy Amount mm/dd/yyyy Amount R
R et 00 .. 2.00 3.00 4.00 .
1.00 |Total interim payments paid to provider 2,195,222 2,041,068f 1.00
2.00 {rnterim payments payable on individual bills, either 0 ol 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |[List separately each retroactive lump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" or enter_a zero. (1) . . _ | ._._ _ 3
Pregram to Provider . e
3.1 [ADJUSTMENTS TO PROVIDER 0472172011 4,271 o 3.01
3.02 0 0 3.02
3.03 0 0 3.03
3.04 0 o 3.04
3.05 e e e e et e e e L0 . 0Oy 3.05
Provider to Program . L ~ =
3.50 {[ADIUSTMENTS TO PROGRAM 0| 04/21/2011 64,727] 3.50
3.51 0 0 3.51
3.52 0 g 3.52
3.53 i 0] 3.53
3.54 0 0 3.54
3.99 |subtotal (sum of Tines 3.01-3.49 minus sum of lines 4,271 -64,727| 3.99
3.50-3.98)
4.00 |Total interim payments (sum of Iines 1, 2, and 3.9%) 2,199,493 1,976,341} 4.00
(transfer to wkst. £ or wkst. €E-3, line and column as
appropriate) B ) o o o i
TO BE COMPLETED OY CONTRACTOR . _
5.00 iList separately each tentative settTement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE' or enter a zero. (1) | o . . S
Program Lo Provider o - o
5.01 |TENTATIVE TO PROVIDER 0 g 5.01
5.02 0 0f 5.02
5.03 | - N o 0| s.03
Provider to Program _ e . } -
5.50 |TENYATIVE TO PROGRAM 0 0] 5.50
5.51 0 | 5.51
5.52 0 0} 5.52
5.99 {subtotal (sum of lines 5.01-5.49 minus sum of lines 0 0f 5.99
5.50-5.98)
6.00 loetermined net settiement amount (balance due) based on G.00
the cost report. (1)
G.01 [SETTLEMENT TO PROVIDER 192,211 294,109 6.01
6.02 SETYLEMENT TO PROGRAM 0 g 6.02
7,06 |Total Medicare program ¥iability {see instructions) = 2,391,704 2,270,450 7.00
contractor Date
Number (Mo/Day/yYr)
e e e e et e e e . @ 1.00 2,00
8.00 |Name of Contractor 8.00

MCREFI2 - 2.14,128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems

In Lie

y of Form CM5-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

provider CCN: 151319

Component CCN:152319

pPeriod:
from 10/31/2010
To 09/30/2011

Part I

Worksheet E-1

pate/Time Prepared:
2/9/2012 10:27 am

) T _Titde xvIIT swing _Beds - SNF Cost
Inpatient Part A part B
ma/dd/yyyy Amgunt mn/dd/yyyy Amount -
__ ) N e 1.00 2.00 3.00 4.00 -
1.00 |Total dnterim payments paid to provider 633,344 0| 1.00
2.00 |Interim payments payable on individual bills, either 0 a| 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "MONE" or enter a zero
3.00 [List separately each retroactive Tump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" or enter a zero. (i)
Program_to Provider R . B I
3.01 [ADIUSTMENTS TO PROVIDER 04/21/2011 6,913 ¢ 3.01
3.02 0 ¢ 3.02
3.03 [y 0] 3.03
3.04 0] 0] 3.04
3.05 | ) o o . g 0 3.05
provider to Program e =
3,50 [AD3USTMENTS TO PROGRAM 0 0] 3.50
3.51 0 0] 3.51
3.52 0 6| 3.52
3.53 0 6| 3.53
3.54 0 g1 3.54
3.99 jsubtotal (sum of lines 3.01-3.49 minus sum of lines 6,913 a; 3.99
3.50-3.98)
4.00 {votal interim payments (sum of lines 1, 2, and 3.99) 640,257 Q| 4,00
(transfer to wkst., E or wkst. E-3, Yine and column as
appropriate) e ,
TO BE COMPLETED BY CONTRACTOR . ]
5,00 |iist separately each tentative settlement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE" or enter a_ zero. (1) _
program to provider e . _
5.01 |[TENTATIVE TO PRGVIDER 0 0 5.01
5.02 0 0; 5.02
5.03 - e o - o ) e Q] 5.03
5.50 {TENTATIVE TO PROGRAM 0 0| 5.50
5.51 3/ G} 5.51
5.52 0] aj 5.52
5.99 [subtotal (sum of lines 5.01-5.49 minus sum of }ines 0 gl 5.99
5.50-5.98)
6.00 |[petermined net settlement amount (batance due} based on 6.00
the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER 34,313 Q| 6.01
6.02 |[SETTLEMENT TO PROGRAM 0 6| 6.02
7.00 |1otal Medicare program 1iability (see instructions) 674,570 0] 7.00
Contractor Date
. Humber (Mo/Day/Yr) .
e . 1.0¢ 2.00
8.00 [Name of Contractor 8.00

MCRIF3Z - 2.14.128.0
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In Lieu of Form CM5-2552-10

Health Financial Systems )
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDEREO provider Ccn: 151319 | Period: worksheet E-1
From 10/31/2010 | Part T

Component CCN:155093 [To  ©09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am

Title XVIIT skilled Nursing PPS
e __Facility
Inpatient part A Part o
mm/dd/yyyy Amouny __mm/ddfyyyy Amount
, ) 1.00 200 3.00 | 400 [T
1.00 |Total interim payments paid to provider 348,263 0| 1.00
2.00 |Interim payments payable on individual bills, either 0 ol 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3,00 irist separately each retroactive Jump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
program to Provider . B} . —
3.01 |ADJUSTMENTS TO PROVIDER 0 ¢ 3.01
3.02 0 ¢y 3.02
3.03 0 ¢ 3.03
3.04 0 0] 3.04
3.0 ) . e . 0 Bl 3.05
Provider to progran e e R
3,50 |ADIUSTMENTS TO PROGRAM 0 0] 3.50
3.51 4] 0f 3.51
3.52 0 0] 3.52
3.53 0] ol 3.53
3.54 0 0| 3.54
3.99 |subtotal (sum of lines 3.01-3.49 minus sum of lines g] 3.99
3.50-3.98)
4.00 |Teotal interim payments (sum of lines 1, 2, and 3.9%) 348,263 0} 4.00
(transfer to wkst. € or wkst. E-3, line and column as
appropriate) . o R
TO BE COMPLETED BY CONTRACTOR
5.00 |List separately each tentative settlement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE" or enter a zero, (1) _—
progran to Provider
5.01 |TENTATIVE TO PROVIDER 0] O 5.01
5.02 iy 0f 5.02
LI 1 S e e Y 0f 5.03
Provider to Program . - o 3
5.50 |TENTATIVE TO PROGRAM 0 0| 5.50
5.51 0 0] 5.51
5.52 0 0f 5.52
5.99 |subtotal (sum of lines 5.01-5.49 minus sum of 1ines 0 0} 5.99
5.50-5,98)
6,00 |petermined net settlement amount {(balance due) based on 6.00
the cost report. (1)
6.01 [SETTLEMENT TO PROVIDER [ 0] 6.01
6.02 {SETTLEMENT TO PROGRAM 0, a| 6.02
7.00 ITotal medicare program liability (see instructions) _ 348,263 Ao 9| _7.00
contractor Date
_ . Number (Mo/Day/Yr) o
. S e .. SO - 1.00 2,00
8.00 |Name of Contractar $.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



I

Health Financial Systems . e in tieu of Form CM$-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT - SWING BEDS provider Cch: 151319 [Period: worksheet E-2
from 10/31/2010
Component CCN:152319:To  09/30/2011 | bate/Yime Prepared:
N — 2/9/2012 10:27 am
_Title XVITT _ |swing Beds - SNF| Cost _
part_A | rart s
) ] o 1.00 | 2,00
COMPUTATION OF NET COST OF COVERED SERVICES o e
1.00 |Impatient routine services - swing bed-SNF (see instructions) 522,964 ol 1.00
2.00 |Impatient routine services - swing bed-NF (see instructions) 2.00
3.00 {anciilary services (from wkst. 0-3, column 3, Tine 200 for Part A, and sum of wkst. O, 158,067 0! 3.00
part v, columns 5 and 7, line 202 Tor part B) {For CAH, see instructions)
4.00 |per diem cost for interns and residents not in approved teaching program (see 0.00( 4.00
instructions)
5.00 ipProgram days 523 06} 5.00
6.00 {interns and residents not in approved teaching program (see imstructions) 0l 6.00
7.00 |utilization review - physician compensation - SNF optiomal method only &) 7.00
8.00 |subtotal (sum of lines 1 through 3 plus Jines 6 and 7) 681,031 0] B.00
9,00 |Primary payer payments {(see instructions) 0 0i 9.00
10.00 |{subtotal (line 8 minus Tine 93 681,031 0f 10.00
11.00 |peductibles billed to program patients (exclude amounts applicable to physician g 0| 11.00
professional services)
12.00 |subtotal (1ine 10 minus line 11) 681,031 0} 12.00
13.00 {coinsurance billed to program patients (from provider records) (exclude coinsurance 6,461 ol 13.00
for physician professional services)
14.00 [80% of part B costs {line 12 x 80%) 01 14,00
15.00 |[subtotal (enter the lesser of Jine 12 minus Tine 13, or line 14) 674,570 0f 15.00
16.00 |OTHER ADIUSTMENTS (SEF INSTRUCTIONS) (SPECIFY) 0 o| 16.00
17.00 |Reimbursable bad debts (see instructions) 0] 0] 17.00
18.00 {Reimbursable bad debts for dual eligible beneficiaries (see instructions) 0 a{ 18.00
19.00 {Total (sum of Yines 15 and 17, plus/minus line 16) 674,570 0| 19.00
20.00 [Interim payments 640,257 0| 20.00
21.00 jTentative settlement (for contractor use only) 0 0; 21.00
22.00 igalance due provider/program (line 19 minus the sum of lines 20 and 21) 34,313 0i 22.00
23.00 i protested amounts (nonallowable cost report items) in accordance with cMS Pub. 15-II, [¢] 0| 23.00

saection 115.2

MCRIF3Z - 2.14.128.0
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In Lieu of Form CM8-2552-10

dHealth rinancial Systems .
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 151319 | Period: worksheet E-3
From 10/31/2010 | Part v
To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am
_ : o Title XVIII Hospital Cost
. 1.60
PART_V -~ CALCULATION OF REIMBURSEMENT SETTLEMENT FOR MEDICARE PART A SERVICES - COST REIMBURSEMENT (CAHS)
1.00 |Inpatient services 2,623,207f 1.00
2.00 ([Nursing and aAllied Health Managed Care payment (see instruction) 0| 2.00
3.00 !organ acquisition 0} 3.00
4.00 ;jsubtotal (sum of lines 1 thru 3} 2,623,207 4.00
5.00 |[Primary payer payments 3,900| 5.00
6.00 |Total cost (line 4 less line 5) . for CaH (see instructions) e 2,645,539: 6.00
COMPUTATION OF LESSER OF COST OR CHARGES o o .
Reasohable charges
7.00 (Routine service charges o 7.00
8.00 jancillary service charges 0 8.00
9.00 |organ acquisition charges, net of revenue 01 9.00
10.00 |Tota] reasonable charges o - - B 0 10.00
customary charges I
11.00 |Aggregate amount actually collected from patients liable for payment for services on a charge basis 0f 11.00
12.00 !Amounis that would have been realized from patients liable for payment for services on a charge basis 0| 12.00
had such payment been made in accordance with 42 CFR 413.13(e)
13.00 {Ratio of 1ine 11 to Tine 12 (not to exceed 1.000000) 0.000000} 13.00
14.00 |Total customary charges (see instructions) ¢l 14.00
15.00 jExcess of customary charges over reasonable cost (complete only if line 14 exceeds 1ine &) (see ¢! 15.00
instructions)
16.00 [Excess of reasonable cost over customary charges (complete only if Tine 6 exceeds line 14) (see 0| 16.00
instructions)
17.00 {Cost of teaching physicians (from worksheet D-5, Part II, column 3, line 20) (see instructions) 0f 17.00
COMPUTATIGN OF REIMGURSEMENT SETTLEMENT
18.00 |pirect graduate medical education payments (from worksheet E-4, line 49) a) 18.00
19.00 |cost of covered services (sum of tines 6, 17 and 18) 2,645,539 19,00
20.00 |peductibles (exclude professional component) 315,772] 20.00
21.00 |Excess reasonabte cost (from 1ine 16) 01 21.00
22.00 {subtotal (line 19 minus Tine 20) 2,329,767} 22.00
23.00 [Coinsurance 1,415( 23.00
24.00 |Subtotal (line 22 minus line 23) 2,328,352 24.00
25.00 {AlTlowable bad debts (exclude bad debts for professional services) (see instructians) 63,352| 25.00
26.00 |Adjusted reimbursable bad debts (see instructions) 63,352] 26.00
)2?.00 AlTowabTle bad debts for dual eligiblie beneficiaries {see instructions) Qf 27.00
28.00 ;subtotal (sum of lines 24 and 25 or 26) 2,391,704 28.00
29.00 [OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 07 29.00
29.99 |Recovery of Accelerated pDepreciation 0f 29.99
30,99 {subtotal (Tine 28, plus or minus Fines 29) 2,391, 7049 30.00
31,00 [Interim payments 2,199,493[ 31.00
32.00 [Teptative settlement (for contractor use only) 0| 32.00
33.00 {Balance due provider/program (Jine 30 minus the sum of lines 31, and 32} 192,211f 33.00
34.00 {Protested amounts (nonallowable cost report items) in accordance with c4s pub. 15-2, section 115.2 0| 34.00

MCRIF32 - 2.14.128.0
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In Lieu of Form CMS-2552-10

Health Financial Systems y
CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCh: 151319 | Period: worksheetr E-3
From 10/31/2010 | Part vI

component CCN:155093iTo  09/30/2011 | bate/Time Preparad:
2/8/2012 10:27 am

- ) - Title XvIiI skilled Nursing PPS
R : o ) Facility -
o , i i 1.00
PART VI - CALCULATION OF REIMBURSEMENT SETTLEMEMENT - ALL OTHER HEALTH SERVICES FOR TITLE XVIII PART A PPS SNF

|SERVICES

PROSPECTIVE PAYMENT AMOUNT (SEE INSTRUCFIONSY - -
439,402

1,00 [Resource uvtilization Group Payment (RUGS) 1.

2.00 |Routine seryice other pass through costs 0| 2.00
3.00 |ancillary service other pass through costs ol 3.00
4.00 |subtotal (sum of 1ines 1 through 3) 439,402] 4.00

COMPUTATION OF NET COST OF COVEREDR SERVICES
5.00 |Medical and other services (Do not use this 1ine as vaccine costs are inciuded in line 1 of W/s E, 5.00

part B. This Tine is now shaded.)

6.00 |[peductible 0| 6.00
7.00 [Coinsurance 91,1395 7.00
2.00 |Allowable bad debts (see instructions) a1 8.00
4.00 |Reimbursable bad debts for dual eligible beneficiaries (see instructicns) 0| 9.00
10.00 iAllowable reimbursable bad debts (see instructions) 0 10.00
11.00 ivtitization review g} 11.00
12.00 [subtotal (sum of Tines 4, 5 minus 6 & 7 plus 10 and 11)(see Instructions) 348,2631 12.00
13.00 [Inpatient primary payer payments 0| 13.00
14,00 |OTHER ADIUSTMENTS (SEE TNSTRUCTIONS) (SPECIFY) 0| 14.00

0} 14.99

14.99 {recovery of Accelerated Depreciation
15.00 |subtotal (line 12 minus 13 & lines 14
16.00 [Interim payments

348,263| 15.00
348,263 16.00

17.00 |Tentative settlement (for contractor use only) 0| 17.00
18.00 [Balance due provider/pregram (line 15 minus the sum of Tines 16 and 17) 0| 18.00
19.00 |protested amounts (nonallowable cost report items) in accordance with c¥s 19 Pub. 15-2, section 115.2 0! 19.00

MCRIF3?2 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems _In Lieu of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider ¢CN: 151319 Period: worksheet £-3
From 10/31/2010 | Part vir

To  09/30/2011 | pate/Time Prepared:
2/8/2012 10:27 am

_Title X1x% _ . Hospital ____PPS

| 1.00

PART VII ~ CALCULATION OF REIMBURSEMENT - AlLL OTHER HEALTH SERVICES FOR TITLES V OR XIX SERVICES
COMPUTATION OF NET COST OF COVERED SERVICES o o

1.00 [rInpatient hospital/SNE/NF services 0: 1.00
2.00 |Medical and other servicas 1,371,502 2.00
3.00 |organ acquisition (certified transplant centers only) 0] 3.00
4,00 :subtotal {sum of Tines 1, 2 and 3) 1,371,502; 4.00
5.00 [Inpatient primary payer payments 0| 5.00
6.00 |Outpatient primary payer payments G 6.00
7.00 jsubtota} (line 4 less sum of lines 5 and 6) 1,373,502| 7.00

COST OR CHARGES —_—
Reasonable Changes .
8.00 {Routine service charges 0| B.00
.00 |ancillary service charges 4,736,436 9.00
10.00 jorgan acquisition charges, net of revenue 0| 10,00
11.00 |Incentive from target amownt computation 0 11.00
12.00 (Total reasanable charges (sum of }ines B through 11) o . o 4,736,436 12.00

CUSTOMARY CHRGES ] i e e i e
13.00 |amount actually collected from patients liable for payment for services on a charge basis 0} 13.00

14.00 [amounts that would have been realized from patients 1iable for payment for services on a charge basis 0| 14.00
had such payment been made in accordance with 42 CrFR 413.13(e)

15.00 |Ratio of line 13 to line 14 (not to exceed 1,000000) 0.000000( 15.00
16.00 ; Total customary charges (see instructions) 4,736,436| 16,00

COMPUTATION OF EESSER_OF €

17.00 {Excess of customary charges over reasonable cost (complete only if line 16 exceeds line 4) (see 3,364,934 17.00
instructions)

18.00 [Excess of reasonable cost over customary charges (complete only if line 4 exceeds line 16) (see 0] 18.00
instructions)

0( 19.00

19.00 |Interns and Residents {see instructions)

20.00 icost of Teaching Physicians (see instructions)
21.00 |Cost of covered services {enter the lesser of line 4 or line 16) e
PROSPECTIVE PAYMENT AMOUNT .

0 .
1,371,502] 21.00

22.00 {other than outlier payments 0f 22.00
23.00 |outtier payments 0| 23.00
24.00 iprogram capital payments 0: 24.00

. 25.00 [capital exception payments {see fhstructions} Qf 25.00
26.00 |[rRoutine and Ancillary service other pass through costs 0] 26.00
27.00 {subtotal (sum of lines 22 through 26) 0} 27.00
28.00 |Customary charges (title Vv or XIX PPS covered services only) 0| 28.00
29.00 [Titles Vv or XIX enter the sum of Jines 27 and 21, o e 1,371,502; 29.00

COMPUTATION OF REIMBURSEMENT SETTLEMENT e
0} 30.00

30.00 |Excess of reasonable cost (from line 18)
31.00 {Subtetal (sum of ¥ines 12 and 20, plus 29 minus Yines 5 and 6} 1,371,502 31.00

32.00 |peductihbles 0} 32.00

33.00 |Coinsurance 0 33.00
14.00 {allowable bad debts {see dinscructions) G| 34.00
0] 35.00

35.00 j{urilization review
36.00 [subtotal (sum of Tines 31, 34 and 35 minus sum of lines 32 and 33) 1,371,502 36.00

37.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) Qi 37.00
38.00 |Subtetal (line 36 = line 37) 1,371,502 38.00
39.00 [Direct graduate medical education payments (from wkst, E-4) 0} 39,00
40.00 {Total amount payable to the provider {sum of Tines 38 and 39) 1,371,502} 40.00

0| 41,00

41.00 {Interim payments
42.00 {Balance due provider/program (Iine 40 minus 41) 1,371,502; 42.00
43.00 |pProtested amounts (nonallowable cost report items) in accordance with ¢Ms pub 15-2, section 115.2 Q[ 43.00

MCRIF3Z2 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systams e . In Lieu of Form CM5-2552-10
BALANCE SHEET (If you are nonproprietary and do not maintain provider CCN: 151319 ieriuga/31/2010 Worksheet G
- i rom
fund-type accounting records, complete the General Fund column only) To " 0973072011 | pate/Time prepared:
. e 2/9/2012 10:27 am
General Fund specific  [Endowment fFund) Plant Fund
~ | .purpose Fund
e . _ ma 2.00 3.00 4.00

CURENT ASSETS . I e g
1.00 jcash on hand in banks 2,520,947 0 0 0| 1.00
2.00 |Temporary investments 0 0 0 07 2.00
3.06 |Notes receivable 0 3] 0 of 3.00
4,00 |Accounts receivable 0,152,151 1) ] Q| 4.00
5.00 |other receivable 495,963 0 0 0! 5.00
5.00 [Allowances for uncollectible notes and accounts receivable -3,225,703 0 0 O] 6.00
7.00 {Inventory 638,110, 0 4] af 7.00
8.00 |pPrepaid expenses 185,743 ¢! ! 0; 8.00
9,00 |other current assets 0 0 0 0| 9.00
10.00 {oue from other funds 0 0] 0, 4} 10.00¢
11.00 |Total current assets {(sum_of Yines 1-10) 6,767,281 0 0 0l 11.00

FIXED ASSETS
12.00 iLand G 0 0 0 12,00
13.00 {Land improvements 0 0 0 0| 13.00
14.00 |Accumulated depreciation 0 0 0 0| 14.00
15.00 |8uildings 31,289,373 0 0 0f 15.00
16.00 |Accumulated depreciation -18,470,352 0 0 0| 16.00
17.00 {Leasehold improvements ¢! 0 0 0: 17.00
18.00 [Accumulated depreciation 0 0 0 0| 18.00
1%.00 [Fixed equipment 0, 0 0 0| 19.00
20.00 jAccumuiated depreciation 0; 0 0 01 20.00
21.00 |Automobiles and trucks 0 I o 0| 21.00
22.00 |Accumulated depreciation 0 0 0 0} 22.00
23.00 {Major movable equipment 0 0 0 0| 23.00
24,00 |Accumulated depreciation 0 4 0 0| 24.00
25.00 !Minor equipment depreciable 0 0 g 0! 25.00
26.00 {Accumulated depreciation 0 0 0 0| 26.00
27.00 [HIT designated Assets 0 0 0 Q| 27.00
28.00 [Accumulated depreciation 0 iy 0 0 28.00
29,00 [Minor equipment-nondepreciable 4] 0 0] Q| 29.00
30.00 {710 ced _assets (sum of 1 Jl2,819,028 9 9. _ __._06]30.00

OTH ETS
31,00 |Investments 4,407,524 0 0 0| 31.00
32.00 {Deposits on leases 135,859 [¢] [¢] Q; 32.00
33.00 |pue from owners/officers 52,394 0 0 0| 33.00
34.00 |other assets 45,317 0 o 0 34.00
35.00 |Total other assets (sum of Tines 31-34) 4,641,094 0 0 0} 35.00
36.00 |Total assets (sum of 1ines 11, 30, and 35} 24,227,326 0 0 0] 36.00

CURRENT LIABILITIES e o
37.00 |Accounts payable 1,637,260 O [4] 0: 37.00
38.00 salaries, wages, and fees payable 1,347,774 [¢] 8] Q| 38.00
39.00 jpayroll taxes payable 0 0 0 0| 39.00
40.00 |Notes and loans payable (short term} 1,204,264 ) 0 0| 40.00
41.00 jpeferred income 0 0 0 0] 41.00
42.00 jAccelterated payments [4) 42.00
43.00 {pue to other funds 271,703 0 0 0 43.00
44.00 |other current 1iabilities 5,415 0 0 6] 44.00
45.00 iTotal current liabilities (sum of lines 37 thru 44} 4,466,416 0 0 G| 45.00

LONG TERM LIABILITIES _
46.00 |Mortgage payable 230,593 0 0 0; 46.00
47 .00 |[Notes payable 9,207,358 0 4] 0| 47.00
48.00 junsecured loans 0 0 0 G| 48.00
4%.00 |other long term liabiltities 0 0 0 Q| 49.00
50.00 [Total long term liabitities (sum of lines 46 thiu 49 9,437,951 0 0 | 50.00
51.00 ;Total liabilites (sum of lines 45 and 503 13,904,367 0 0 03 51.00

CAPITAL ACCOUNTS L
52.00 |General fund balance 10,322,959 52.00
53.00 |specific purpose fund 0 53.00
54.00 !penot created - endowment fund balance - restricted 0 54.00
55.00 |ponor created - endowment fund balance - unrestricted 0 55.00
56.00 |Governing body created - endowment fund balance 0 56.00
57.00 {plant fund balance - invested in plant 0| 57.00
58.00 ;plant fund balance - reserve for plant improvement, ¢ 58.00

replacement, and expansicn
59,00 |Total fund balances (sum of Tines 52 thru 58) 10,322,959 0 4] 0] 59.00
60,00 |Total Tiabilivies and fund batances (sum of lines 51 and 24,227,326 0 Q 0| 60.00

59)

MCRIF32 - 2,14,128.0
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Health Financial Systems .

in Lieu of Form €MS-2552-19

STATEMENT OF CHANGES IN FUND BALANCES

provider CCM:

151319

Period:
From 10/31/2010

worksheet G-1

To  09/30/2011 | Date/Time Prepared:
2/8/2012 10:27 am

" General Fund

special Purpose Fund

- 1.00 2.900 3.00 4.00 _

1.00 jrund balances at beginning of period 11,880,568 0 1.00
2.00 INet income (loss) (from wkst. G-3, Tine 29) -3,460,013 2.00
3.00 |[Total {sum of ¥ine 1 and line 2) 8,420,555 0 3.00
4.00 |additions (credit adjustments) (specify) 1,902,404 0 4.00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 ] 0 7.00
8.00 0 0 8.00
§9.00 0 0 9.00
10.00 |[Total additions {sum of line 4-9) 1,902,404 4] 10.00
11.00 |subtotal (Iine 3 plus Tine 10) 10,322,959 0 11,00
12.00 !peductions (debit adjustments} (specify) 0 0 12.00
13.00 0 0 13.00
14.00 0 0 14.00
15.00 0 0 15,00
16.00 0 0 16.00
17.00 0 0 1/7.00
18,00 |Total deductions (sum of tines 12-17) 0, 0 18.00
19.00 |Fund balance at end of period per balance 10,322,959 0 19.00

sheet (line 11 minus line 18)

MCRIF32Z - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems

STATEMENT OF CHANGES IN FUND BALANCES

Trrovider con:

151319

period:
From 1i0/31/2010
To  09/30/2011

worksheet 6-1

pate/Time Prepared:
2/9/20312 10:27 am_

endowment Fund

Plant Fund

5.00

6.00

1.00 |[Fund balances at beginning of period

2.00 |[Net income (Toss) (from wkst. G-3, Tine 29)

3.00 |[Total (sum of line 1 and line 2)

4.00 iAdditions (credit adjustments) (specify)

5.00

6.00

7.00

8.00

5.00

10.00 [Total additions (sum of 1line 4-9)

11.00 ;subtotal (Jine 3 plus T1ine 10)

12.00 {peductions (debit adjustments) (specify)

13,00

14.00

15.00

16.00

17.00

18.00 iTotal deductions (sum of lines 12-17)

19.00 irFund balance at end of period per balance
sheet (line 11 minus line 18)

SO0 O0

oo OODD

7,00

8.00

0
0

0

0

0

0

0

0,
0
0

4]

0

0

6

0

0
0
0

MCRIF32 - 2.14.128.0 GIBSON GEMERAL HOSPITAL
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Health Financial Systems

In tieu of Form €MS5-2552-10

STATEMENT OF PATIENT REVENUES AND OPEEATING EXPENSES

L= = N T
(=3
[=3

Provider CcN: 151319

Period:
From 10/31/2010
To  09/30/2011

Worksheet G-2 Parts

Date/Time Prepared:
2/9/2012 10:27 am

to wkst. G-3, line 4)

Cost Center bescription |__Inpatient | outpatient | Total
. . . 1.00 2.00 | 3.90
PART I - PATIENT REVENUES i
General Inpatient Routine Services _
Hospital 1,940,165 1,940,165| 1.00
SUBPROVIDER - IPF 2.00
SUBPROVIDER - IRF 3.00
SUBPROVIDER 4.00
Swing bed - SNF 0 0| 5.00
Swing bed - NF 0 0l 6.00
SKILLED NURSING FACILITY 2,109,602 2,109,602 7.00
NURSING FACILITY B, 00
OTHER LONG TERM CARE 9.00
iTotal general inpatient care services (sum of lines 1-9) 4,049,767 4,045,767 10.00
Intensive Care Type Inpatient Hospital Services .
INTENSIVE CARE UNIT 278,944 278,944( 11.00
CORONARY CARE UNIT 12.00
BURN INTENSIVE CARE UNIT 13,00
SURGICAL INTENSIVE CARE UNIT 14.00
OTHER SPECIAL CARE (SPECTFY) 15.00
Total intensive care type inpatient hospital services (sum of lines 278,944 278,944| 16.00
11-152
Total inpatient routine care services {sum of lines 10 and 16) 4,328,711 4,328,711] 17.00
ancillary services 5,867,036 32,903,052 38,770,088] 18.00
Outpatient services 0 231,610, 231,610} 19,00
RURAL HEALTH CLINIC 0 0 0] 20.00
FEDERALLY QUALIFIED HEALTH CENTER € 0 Q) 21.00
HOME HEALTH AGENCY 482,835 482,835) 22.00
AMBULANCE SERVICES 23.00
CMHC 24,00
AMBULATORY SURGICAL CENTER (D.P.) 25.00
HOSPICE 26.00
ASC 105 1,211,792 1,211,897} 27.00
Total patient revenues (sum of tines 17-27)(transfer column 3 to wkst. 10,195,852 314,829,289 45,025,141 28.00
G-3, line 1) -
PART II - OPERATING EXPENSES — e oo
operating expenses {per wWkst. A, column 3, line 200) 31,150,560 29.00
PHYSTCTAN BAD DERT 147,585 30.00
0 31.00
0 32.00
1] 33.00
0 34.00
) 0 35.00
Jotal additions (sum of lines 30-35) 147,585 36.00
INDUSTRIAL MEDICINE EXPENSE 3,528,963 37.00
NON OPERATING EXPENSE 2,703,408 38.00
0 39.00
0 40,00
0 41.00
Total deductions (sum of lines 37-41) 6,232,371 42.00
Total operating expenses (sum of lines 29 and 36 minus tine 42)(transfer 25,065,774 43.00

MCRIF32 - 2.14.128.0
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Health Financial Systems

In tieu of form CMS-2552-10

STATEMENT OF REVENUES AND EXPENSES provider CCN: 151319

preriod:

From 10/31/2010

worksheet 6-3

To 09/30/2011 ; pate/Time Prepared:
N — _ [ o e 2/9/2012 10:27 am
R e e e _ 1.00 N
1,00 |Total patient revenues (from wkst. G-2, Part I, cclumh 3, line 28) 45,025,1411 1.00
2.00 jtLess contractual allowances and discounts on patients® accounts 21,687,435 2.00
3.00 |Net patient revenues (line 1 minus line 2) 23,327,706f 3.00
4.00 ltess total operating expenses {from wWkst. G-2, Part II, line 43) 25,065,774 4.00
5.00 inet income from service to patients (lime 3 minus line 4) e -1,738,068! 5.00
OTHER INCOME o ‘

6.00 |contributions, donations, bequests, etc 0| 6.00
7.00 {Income from investments 0 7.00
8.00 |Revenues from telephone and telegraph service o 8.00
9.00 [Revenue from television and radio service 0of 9.00
10.00 |purchase discounts 0] 10,00
11.00 |Rebates and refunds of expenses 0} 11,00
12.00 jParking lot receipts 6[ 12.00
13.00 |Revenue from laundry and linen service 0| 13.00
14.00 !Revenue from meals sold to employees and guests 0f 14.00
15,00 jRevenue from rental of Tiving quarters 0| 15.00
16.00 [Revenue from sale of medical and swrgical supplies to other than patients 0} 16.00
17.00 jrevenue from sale of drugs to other than patients 0} 17.00
18.00 [revenue from sale of medical records and abstracts Q| 18.00
19.00 |Tuition {fees, sale of textbooks, uniforms, etc.) 0; 19.00
20.00 jRevenue from gifts, flowers, coffee shops, and canteen a| 20.00
21.00 [Rental of vending machines 0| 21.00
22.00 |Rental of hospital space Gf 22.00
23.00 {Governmental appropriations 0| 23.00
24.00 |OTHER OPERATING REVENUE 475,219} 24.00
24.01 |NET INDUSTRIAL MEDICINE 225,898| 24.01
24.02 0] 24,02
25.00 |rotal other income (sum of lines 6-24) 701,117t 25.00
26.00 [Total (Yine 5 plus Vine 25} -1,036,951 26,00
27.00 |NET NON OPERATING REVENUE 1,433,716; 27.00
27.01 |NON OPERATING INCOME 989,346 27.01
27.02 0| 27.02
28.00 [Total other expenses (sum of line 27 and swbscripts) 2,423,062f 28.00
29.00 [Net income (or Toss) for the period (Jine 26 minus line 28) -3,460,013| 29.00

MCRIF3?2 - 2.14,128.0 GIBS0N GENERAL HOSPITAL



In Lieu of Form CMS-2552-10

Health Financial Systems e

ANALYSIS OF PROVIDER-BASED HOME HEALTH AGENCY COSTS provider CCN: 151319 ; period: worksheet H
From 10/31/2010
HHA CCN: 157445 | To  09/30/2011 | pate/Time Prepared:
e 2/8/2012 10:27 am
Home Health PPS
R - _ . S SN RORY MUY . 12 45 A SR o
salaries Employee  {TransportationContracted/Pur| other Costs
genefits (see chased
instructions) services
- 1.00 2.00 3.00 4,00 5,00
GENERAL SERVICE COST CENTERS ; I
1.00 !capital Related - Bldy. & Fixtures 0 0y 1.00
2.00 |capital related - Movable Eguipment 0 0] 2.00
3.00 |pPlant Operation & Maintenance 0 0 0 ¢ 0| 3.00
4.00 Transportation 0 0 0 0 g: 4.00
5.00 iadministrative and General = b a3 22Y 13,881 29,572 0 22,2281 5.00
HHA REIMBURSABLE SERVICES — . I
6.00 [Skilled Nursing Care 157,670 50,720 0 0 0} 6.00
©7.00 {Physical Therapy 0 O 0 9 0] 7.00
§.00 |occupational Therapy 0 0 0 0 0| 8.00
9.00 |Speech pathology 0 0 0 0 a: 9.00
10.00 }Medical Secial Services 0 0 0 0 0] 106.00
11,00 [Home Health aide 57,461 18,510 0 0 0] 11.00
12.00 |supplies (see instructions) 0 0 0 601 0t 12,00
13.00 {Drugs o] G 4] 0 0| 13.00
14.00 {OME i T T ) . | ¢] 0 0l 14,00
11tA NONREIMBURSABLE SERVICES ) o B -
15.00 |Home Dialysis Aide Services 0 0 0] ¢ 0| 15.00
16.00 {Respiratory Therapy 0 0 0 0 0] 16.00
17.00 {Private Duty Nursing 0 0 0 0 0f 17.00
18.00 [clinic o] 0 4] 0 0| 18.00
19.00 [Health Promotion Activities 0 0 Y] 4 0} 19.00
20.00 |Day Care Program 0 0 0 0 0} 20.00
21.00 [Home Delivered Meals Program 0 0 0 0 0| 21.00
22.00 ;Homemaker Service 0 0 0 0 G| 22.00
23.00 {A11 Others (specify) 0 0 0 0 0f 23.00
24,00 {total (sum of Fines 1-23) 258,253 83,191 29,572 01 22,228| 24,00

Column, 6 1ine 24 should agree with the worksheet A, column 7, line 101, or subscript as applicable.

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



T

In Lieu of Form CM5-2552-10

Health Financial Systems
ANALYSIS OF PROVIDER-BASED HOME HEALTH AGENCY COSTS Provider CCN: 151319 | Period: worksheet H
from 10/31/2010
HHA CCM: 157445 |To  09/30/2011 ; pate/Fime Prepared:
2/9/2012 10:27 am
Home Health PPS
, R . _ e Agency T
Total (sum of Reclassificatif Reclassified | Adjustments | Net Expenses
cols. 1 thiu on Trial Balance for Allocation
5) {col. 6 + (col. 8 + col,
1.7} 9
e ) 6.00 | 7.00 8,00 9,00 _10.900
'GENERAL SERVICE €OST CENTERS . - o
1.00 |capital rRelated - Bldg. & Fixtures 0 0, 0 0 0| 1.00
2.00 jcapital Related - Movable Equipment 0, 0 0 0 0 2.00
3.00 |plant operation & Maintenance 0 0 0 0 0| 3.00
4.00 ITransportation 0 0 0 0 0; 4.00
5.00 [Administrative and General L. 108,813 -16.372 92,401 0 92,441] 5.00
HHA REIMBURSABLE SERVICES B _ o
6.00 [skilled Nursing Care 208,460 [¢] 208, 460 0 208,460] 6.00
7.00 |physical Therapy i 0, 0 G al 7.00
8.00 {occupacional Therapy 0 0 9 0 0| 8.00
.00 |Speech pathology 0 0 0 0 al 9.00
10.00 IMedical Social Services 0 0 0 0 0} 10.00
11.00 jHome Health aide 75,971 0 75,971 0 75,971| 11.00
12.00 {supplies (see instructions) 601 ¢ 601 0 601] 12.00
13.00 [orugs 0 0 0 6 4| 13.00
14,00 [BME . . 0 9 Y . 0f 14.00
HHA NONREIMBURSADBLE SERVICES I .
15.00 [Home Bialysis Aide Services 0 0 1] 4] 0t 15.00
16.00 |Respiratory Therapy 0 0 0 0 G| 16.00
17.00 iPrivate Duty Nursing 0 0 0 0 0! 17.00
18.00 [clinic a [¢] G 8] 0f 18.00
19.00 [Health Preomotion Activities 0 0 0 0 0| 19.00
20.00 [pay Care Program i 0 0 it 0] 20.00
21.00 |Home Delivered Meals Program 0] 0 0 0 0t 21.00
22.00 [Homemaker Service 0 0 0 g 0| 22.00
23.00 !A11 others (specify) 0 0 0 0 Gy 23.00
24,00 {Total (sum of lines 1-23} 393,845 -16,372 377,473 0 377,473| 24.00

column, 6 line 24 should agree with the worksheet A, column 7, Fine 101, or subscript as applicable.

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems

In Lieu of Form CMS-2552-10

COST ALLOCATION -~ HHA GENERAL SERVICE COST provider CCN: 151319 [period: worksheet H-1
From 14/31/2010 | Part I
HHA CCN: 157445 i To 09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am
Home Health PPS
- Agency I .
capital Related Costs
Net Expenses Bidgs & Movable plant Transportation
for Cost Fixtures Equipment operation &
Allocation Maintenance
{from wkst. H,
100 | 2.00 3.00 4.00 .
GENERAL SERVICE COST CENTERS . R . .
1.00 |capital Related - Bidg. & Fixtures 0 1.00
2.00 jcapital Related - Movable Equipment Q 0 2.00
3.00 {pPlant Operation & Maintenance 0 0, 0 0 3.00
4.00 |Transportation 0 0, 0 0 0 4,00
5.00 |Administrative and General 92,441] 0 __ [t m 0] 5.00
IHHA _REIMBURSABLE SERVICES - . - _
6.00 |skilled Nursing Care 208, 460, 0 ] 0 6l 6.00
7.00 {physical Ttherapy 0 0 0 0 g1 7.00
8.00 |occupational Therapy 0 0 0 Q 4| 8.00
9.00 jspeech pathotogy 0 0 0 0 0l 9.00
10.00 iMedical Social Services 0 0 4] 0 0} 10.00
11.00 iHome Health Aide 75,971 0 0 0 0f 11.00
12.00 {Suppties (see instructions} 801 ] 0 0 0] 12.00
13.00 |prugs 0 g [t ¢ 13.00
14,00 |OME ) B} 0 0 Y G/ 14.00
HHA NONREIMBURSABLE SERVICES o o
15.00 {Home Dialysis Aide Services 0] 4] 0 0 o[ 15.00
16.00 {Respiratory Therapy 0 0 0 0 0| 16.00
17.00 |Private outy Nursing 0 0 0 0 0] 17.00
18.00 [Clinic 0 0 Q 0 0 18.00
19.00 Health Promotion Activities 0 0 0 ¢ 0f 19.00
20.00 ipay Care Program 0 4 0 0 G| 20.00
21,00 {Home Delivered Meals Program 0 0] 0 0 0] 21.00
22.00 [Homemaker Service 0 0 & Ly 0f 22.00
23.00 [AT1 others (specify) 0 0 0 0 0| 23.00
24.00 |{Total (sum of lines 1-23) 377,473 0 0 Q 0] 24.00

MCRIF3Z2 - 2.14.128.0
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In Lieu of Form cMs5-2552-10

Health financial Systems
COST ALLOCATION - HHA GENERAL SERVICE COST Provider CCN: 151319 ; Period: worksheet H-1
From 10/31/2010 Part I
HHA CCN: 157445 | To  09/30/2011 | Date/Time Prepared:

2/9/2032 10:27 am

Home Health PPS
- R . L. Agency T
subtotal ldninistrativel Total {(cols.
{cols. 0-4) & General A+ 5
N 4A.00 5.00 G.00 o o

GENERAL SERVICE COST CENTERS . o N .
1.00 icapital Related - Bldg. & Fixtures ¢! 1.00
2.00 icapital Related - Movable Equipment 0 2.00
3.00 [Plant Operation & Maintemance &) 3.00
4.00 |Transportation 4,00
5.00 j[Administrative and General 92,441 92,441 i 5.00

HHA REIMBURSABLE SERVICES L - - e -
6.00 |skilled Nursing Care 208,460 67,607 276,067 6,00
7.00 |pPhysical Therapy 0 ¢ 0 7.00
8.00 [Occupaticnal Therapy 0 O 0 8.00
9.00 [Speech Pathology [+ 0 0 9.00
10.00 {Medical Social Services 0 0 0 10.00
11.00 |Home Health Aide 75,871 24,638 100,610 11.00
12.00 |Suppties {see instructions) 801 195 796 12.00
13.00 (Drugs 0 0 1] 13.00
14.00 {DME o o 0 0 0 | 14,00

HHA NONREIMBURSABLE SERVICES ] e e
15.00 |Home Dialysis Aide Services 0 0 0 15.00
16.00 jRespiratory Therapy 0] 0 0 16.00
17.00 |Private Duty Nursing 0 0 ! 17.00
18.00 |CTlinic 0 0 0 18.00
19.00 !Health pPromotion Activities 0 0 ) 19.00
20.00 [pay Care Program 0 0 0 20.00
21.00 [Home Delivered Meals Program 0 0 0 21.00
22.00 |Homemaker Service 0 0 1} 22.00
23.00 [A11 others (specify) 0 0 0 23.00
24.00 |Total {sum of lines 1-23) 285,032 377,473 24,00

MCRIF32 - 2.14.128.0
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Health Financial Systems In tieu of Form CMS-2552-10

COST ALLOCATION - HHA STATISTICAL BASIS Provider CCN: 151319 | Period: Worksheet H-1
From 10/31/2010 | Part II
HHA CCN: 157445 [ To  09/30/2011; pate/Time Prepared:
o . 2/9/2012 16:27 am
Home Health PPS
N . _ Agency I
capital Related Costs
8T1dys & Movabte Plant Transportationjteconciliation
Fixtures Equipment operation & {MILEAGE)
(SQUARE FEET) |(DOLLAR VALUE)] Maintenance
(SQUARE FEET}] o
1.00 2.00 3.00 4.00 5A.00
GENERAL SERVICE COST CENTERS -
1.00 [capital related - Bldg. & Fixtures 433 ol 1.00
2.00 |(capital Related - Movable Equipment 0 0 2.00
3.00 |Plant oOperation & Maintenance o] 0 433 0] 3.00
4,00 ;Transportation (see instructions) 0 0 0 ¢ 4.00
5.00 [Administrative and General } 0 0 0 0 -92,441| s5.00
HHA REIMBURSABLE SERVICES .
6.00 {skilled Nursing Ca 433 0 433 a 0| 6.00
7.00 |Physical Therapy 0 0 0 0 0! 7.00
8,00 }Occupational Therapy 0 0 0] 0 o] 8.00
9.00 |speech pathology 0 0 0 0] o] 9.00
10.00 |Medical Soctal services 0 s 0 0 0} 16.00
11.00 [Home Health Aide 0 0 0 0 0] 11.00
12,00 |supplies (see instructions) 0 0 0 0 0t 12.00
13.00 |Drugs 0 0 0 0| 13.00
14.00 {oME R N o e 0% 01400
HHA NONREIMBURSABLE SERVICES &~ N I S N e _
15.00 {Home Hialysis Aide Services Q 0 0 0 0] 15.00
16.00 jrespiratory Therapy 0] 0 0 0 0f 16.00
17.00 |Private Duty Nursing 0 0 0 0 G| 17.00
18.00 |Clinic 0 0 0 0 0} 18.00
19.00 i{Health Promotion Activities 0 0 0 3} o[ 19.00
20.00 |pay care Program 0 0 0 0 0l 20,00
21.00 |Home Delivered Meals Program 0 0 0 0 0i 21.00
22.00 {Homemaker Service 0 1] 0 0 0| 22.00
23.00 |A11 others (specify) 3] 0 L] [¢] 0] 23.00
24,00 |Tota) (sum of lines 1-23) 433 0 433 0 -92,441| 24.00
25.00 jCost To Be Allocated (per worksheet H-1, 0 0 0 0 25.00
) Part I)
/26.00 |unit Cost Muttiplier 0.0000G0, 0.000000, 0.000000 0.000000 26.00

MCRIF32 - 2,14,128.0 GIBSON GENERAL HOSPITAL



In Lieu of Form (MS-2552-10

Health Financial Systems o o
COST ALLOCATION - HHA STATISTICAL BASIS provider CoN: 151319 |Period: worksheet H-1
From 10/31/2010 | Part II
HHA CCN: 157445 |To  09%/30/2011 | pate/Time Prepared:
I 2/9/2012 10:27 am
Home Health PPS
o _— . Agency 1
wdministrative
& General
(ACCUM. COST)
. i 5.00 N —
GENERAL SERVICE COST CENTERS e e
1.00 [capital Related - Bldg. & Fixtures 1.00
2.00 jcapital Related - Movable Equipment 2.00
3.00 [Plant oOperation & Maintenance 3.00
4.00 [Transportation {see instructions) 4.00
5.00 [Admipistrative and General 4. 285,032 o 5.00
HHA REIMBURSABLE SERVICES T o
6.00 |skilled Nursing care 208,460 6.00
7.00 |physical Therapy 0 7.00
8.00 loccupationalt Therapy 0 8.00
9.00 {Speech pathology 0 9.00
10.00 [Medical social services 0 10.00
11.00 {Home Health Aide 75,971 11.00
12.00 {supplies (see instructions) 601 12.00
13.00 |Drugs 0 13.00
4.00lpee , , L . 14.00
HHA NONREIMBURSABLE SERVICES .
15.00 {Home pialysis Aide Services 0 15.00
16.00 |Respiratory Therapy 0 16.00
17.00 [Private buty Nursing [y 17.00
18.00 {Clinic 0 18.00
19.00 |[Health Promoticn Activities 0 19.00
20.00 |pay care Program 0 20.00
21.00 [Home Deliverad Meals Program 0 21.00
22.00 jHomemaker Service 0 22,00
23.00 {A1l others (specify) 0 23.00
24.00 [Total ¢sum of Tines 1-23) 285,032 24.00
25.00 |[Cost To Be Allocated (per worksheet H-1, 92,441 25.00
rart 1)
26.00 |unit Cost Multiplier 0.324318 26.00

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health rFinancial sSystems

ALELQCATTION OF GENERAL SERVICE COSTS TO HHA COST CENTERS

¥n Lieu of Form CMS-2552-10

Provider CCN: 151319 | Period:
From 10/31/2010
HHA CCN: 157445 {To  09/30/2011

worksheet H-2
Part I

Date/Time Prepared:
2/9/2012 10:27 am

T T Home Health PPS
B o _ o Agency I
CAPITAL RELATED COSTS
HHA Trial NEW BLDG & NEW MVBLE EMPLOYEE subtotal
Balance (1) FIXT B EQUIP BENEFITS
)] 1.00 2.00 . 4.00 aa R
1.00 jadministrative and General ]} 4,728 7,893 9,024 21,645 1.00
2.00 [skilled Nursing care 276,067 o] 0 o 276,067; 2.00
3.00 |Physical Therapy 0 0 0 ] o 3.00
4.00 |occupaticonal Therapy 0 0 0 0 0! 4,00
5.00 |speech Pathalogy 0 0, 0 0 Of 5.00
6.00 {Medical Social Services 0 0 0 0 0| 6.00
7.00 |[Home Health Aide 100,610 0 0 0 100,610] 7.00
8.00 |supplies (see instructions) 796! 0 0 1] 796 8.00
9.00 |prugs 0 0 0 i 0} 9.00
10.00 |DME 0 G 0 0 0f 10.00
11.00 |Home Dialysis Aide Services 0 O ¢! 4] G| 11.00
12.06 ;Respiratory Therapy ¢ 0 0 0 0} 12.00
13.060 |[private Duty Nursing 0 4] 0 t] 0| 13.00
14.0¢ |Clinic 0 0 0 G 0: 14.00
15.00 {Health promotion Activities 0 0 0 0 0] 15.00
16.00 [pay Care Program 0 0 0 0 0/ 16.0¢
17.00 |Home Delivered Meals Program 0 a 0 0 0] 17.00
18.00 [Homemaker Service 0 0 0 t 0! 18.00
19.00 (a1l others (specify) 0] 0 0 y) Gf 19.00
20.00 |Total {(sum of Fines 1-19) (22 377,473 4,728 7,893 9,024 399,118( 20.00
21.00 |unit Cost suttiplier: column 26, tine 1 0.006000{ 21.00
divided by the sum of column 26, line 20
minus column 26, tine 1, rounded to &
decimal places.
1
!
(1) column 0, 1ine 20 must agree with Wkst. A, column 7, line 101.
(2) columns 0 through 26, Tine 20 must agree with the corresponding columns of wkst. B, Part I, line 101.

MCRIF3Z2 - 2.14.128.0
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In tieu of Form CMS-2552-10

Health Financial Systems
ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS provider Ccn: 151319 | Perijod: worksheat H-2
From 10/31/2010 | Part 1
HHA CCN: 157445 iTto  09/30/2011 | Date/Time Prepared:
2/9/2012 10:27 am
Home Health PPS
B e Agency I
IADMIMISTRATIVE| OPERATION OF LAUNDRY & HOUSEKEEPING DIETARY
& GENERAL PLANT LINEN SERVICE

o o o 5.00 7.00 £.00 9.00 10.00 .
1.00 Jadministrative and General 3,121 10,694 0 3,801 0| 1.00
2.00 |skilied Nursing care 39,799 0 0 Gi 2.00
3.00 |physical Therapy O ] 0 [¢] Q] 3.00
4.00 |occupational Therapy 0 0] 0 G 0| 4.00
5.00 [speech pathology 0 0 4 ] 3! 5.00
6.00 iMedical Social Services 0 0 0 [ G| 6.00
7.00 ivome Health Aide 14,505 0 0 0 af 7.00
8,00 |supplies (see instructions) 115 0 0 0 al 8.00
9.00 [brugs 0 0 0 0 al 9.00
10.00 {oME 0 0, 0 0| 10.00
11.00 |Home Bialysis Aide Services 0 & 0 0 0} 11.060
12.00 |Respiratory Therapy 0 0] 0 0 0f 12.00
13.00 |Private Outy Nursing 0 0 0 0 0| 13.00
14.00 {Clinic 0 0 0 0 G| 14.00
15,00 jHealth Promotion Activities 0 4] [t/ Q ¢ 15.00
16.00 (pay Care Program 4] ) 6 0 g 16.060
17.00 |Home oelivered Meals Program 0 0 3] 0 01 17.00
18.00 jHomemaker Service 0 [ 0 0 0: 18.00
19.00 |Al11 others (specify) 0 0 0 [ 0f 19.00
20.00 [Total (sum of lines 1-19) (2) 57,540 10,694 0 3,801 0| 20.00
21.00 lunit Cost Multiplier: column 26, }ine 1 21.00

divided by the sum of column 26, line 20

minus column 26, Tine 1, rounded to 6

decimal places.

{1) Column 0, Tine 20 must agree with wkst. A, column 7, Tine 101.
(2) columns Q0 through 26, line 20 must agree with the corresponding columns of wkst. B, Part I, line 101.

MCRIF3Z - 2.14.128.0 GIBSON GENERAL HOSPITAL



}

Health Financial Systems o In Lieu of Form CM5-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS provider CON: 151319 | Period: worksheet H-2
From 10/31/201¢ | part X
HHA CCN: 157445 | To  09/30/2011 | bate/Time Prepared:
. _ 2/9/2012 10:27 am
Home Health PPS
i} . S S - Agency I
CAFEYERTIA NURSING MEDICAL subtotal Intern &
IADMINISTRATION RECORDS & rResidents Cost
LIBRARY & Post
stepdown
Adjustments -

- B o 11.00 ..13.00 ) 16.00 24,00 25.00
1.00 |Administrative and General 0 g 0 39,261 al 1.00
2.00 |skilled Nursing Care 0 9 0 315,866 0 2.00
3.00 |[physical Therapy 0 4] 0 0 G 3.00
4,00 |oOccupational Therapy 0 Q 0 0 Gl 4.00
5.00 |speech pathology 0 0 0 0 0| 5.00
6.00 Medical Social Services 0 0 0 0 8| 6.00
7.00 iHome Health Aide 0 ¥ 0 115,115 af 7.00
8.00 [supplies (see instructions) 0 [ 0 911 0| 8.00
9.00 [Drugs 0 0 0 G o 9.00
10.00 |DME O 0 G 0 0] 10.00
11.00 |Home Dialysis Aide Services 0 0 0 0 0{ 11.00
12.00 |Respiratory Therapy 0 0 0] 0 o 12.00
13.00 {Private DUty Nursing 0 0 0 0 0] 13.00
14.00 |Clinic 0 0 0 0 0| 14.00
15.00 |Health Promotion Activities [4] 0 0 1] 0| 15.00
16.00 |pay Care Program 0 1] 0 0 0| 16.00
17.00 |Home pelivered Meals Program 0 0 4] 0 0| 17.00
18.00 jHomemaker Service 0 0 0 0 0] 18.00
19.00 jAll others (specify) 0 0 0 0 0 19.00
20.00 | Total (sum of Tines 1-19) (2) 0 0 0 471,153 0f 20.00
21.00 [unit cost multiplier: column 26, line 1 21.00

divided by the sum of column 26, line 20

minus column 26, line 1, rounded to G

decimal places.

(1) column O, line 20 must agree with wkst. A, column 7, line 101.
(2) columns 0 through 26, Jline 20 must agree with the corresponding columns of wkst. B, Part I, line 101.

MCRIF3Z - 2.14.128.0
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Health Financial Systems N In Lieu of Form (M5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS provider CCN: 131319 Peried: worksheet H-2
From 10/31/2010 | Parc I
HRA CCN: 157445 |To  08/30/2011 | Date/Time Prepared:
_ = 2/9/2012 10:27 am
Rome Health PPS
- _ _ - Agqency X |
subtotal Allocated HHA| Total HHA
A&G (see Part Costs
SO £ i
e e | _26.00 1 27.00 28,00 | o
1.00 |Aadministrative and General 39,261 1.00
2.00 (skilled Nursing Care 315,866 28,713 344,579 2.00
3.00 {rhysical Therapy Q 0 0 3.00
4,00 joccupational Therapy 0 0 ¢! 4.00
5.00 [Speech Pathology 0 0 0 5.00
6.00 [Medical Social Services 0 0 0 6.00
7.00 |Home Health Aide 115,115 10,465 125,580 7.00
B.00 |{supplies (see instructions) 911 83 994 8.00
9.00 |Drugs 0 0 0 9.00
10.00 |DME ¢ 0 ) 106.00
11.00 |Home pialysis Aide Services 0 0 0 11.00
12.00 |Respiratory Therapy 0 0 0 12.00
13.00 {Private buty Nursing 4] 0 0 13.00
14.00 |Clinmic 0 o) 0 14,00
15.00 [Health promotion Activities ¢! 0 0 15.00
16.00 |pay Care Progranm ¢ 0 i) 16.00
17.90 |Home Delivered Meals Program 0 0 0 17.00
18.00 {Homemaker Service iy 0 0 18.00
19.00 1A11 others (specify) O ¢ 0 19.90
20.00 |Totat (sum of Tines 1-19) (2) 471,153 19,261 471,153 20,00
21.00 lunit cost Multiplier: cotumn 26, line 1 (. 090905 21.00
divided by the sum of column 26, line 20
minus column 26, l1ine 1, rounded to 6
decimal places.

(1) Column 0, Tine 20 must agree with wkst. A, column 7, Tine 101.
(2) columns O through 26, line 20 must agree with the corresponding columns of wkst. 8, Part I, tine 101.

MCRIF32 - 2.14.128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems

In tisu of Form CM$-2552-10

ALLOCATION OF GENERAL SERVICE COQSTS TO HHA COST CENTERS STATISTICAL Provider CCN: 151319 Pericd: worksheet H-2
BASTS From 10/31/2010 | Part II
HHA CCN: 157445 |To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am
Home Health PPS
Agency T -
CAPITAL RELATED COSTS
NEW BLDG & NEW MVBLE EMPLOYEE  [Reconciliation]ADMINISTRATIVE
FIXT EQUIP BENEFITS & GENERAL
(SQUARE (SQUARE (GROSS (ACCUH.
FEET) FEET) SALARIESY | =~ COST)
1.00 2.00 2,00 SA . 5.00
1.00 |administrative and General 433 433 258,253 0 21,645 1.00
2.00 |skilled Nursing Care 0 0 0 276,067 2.00
3.00 ;rhysical Therapy [t 0 0] 0 0| 3.00
4.00 ioccupational Therapy G 0 0 0 0| 4.00
5.00 |speech Pathology 0] 0 0 0, 0! 5.00
6.00 |mMedical Social Services 0 0 0 0, 0f 6.00
7.00 {Home Health Aide 0 Q 0 0 100,610| 7.00
8.00 |supplies (see instructions) 0 0 G 4] 796) 8.00
9.00 |porugs 0 0 G 0 0| 9.00
10.00 {oME 6] O 0, 0 0 10,00
11.00 jHome Dialysis Aide Services 0 0 0 0 0; 11.00
12.00 jrespiratory Therapy 0 0 0 0 0f 12.00
13.00 |Private Duty Nursing ¢ 0 0 0 0] 13.00
14.00 |cHinic 0 0 Q 0 0| 14.00
15.00 |Health Promotion Activities 0 0 0 0 ¢f 15.00
16.00 |{pay Care Program 0 G 0 0 0| 16.00
17.00 |Home pDelivered Meals Program Q 0 0 0 01 17.00
18.00 |Homemaker Service 0 0] 0] 0 0} 18.00
19.00 [Al1l others (specify) [¢] 0 0 0 0| 19.00
20.00 {votal (sum of lines 3-19) 433 433 258,253 399,118 20.00
21.00 |Total cost to be allocated 4,728 7,893 9,024 57,540| 21,00
22.00 |unit cost muitiplier 10.919169 18.228637 0.034942 0.144168| 22.00

MCRIF3Z - 2.14.128.0
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in tieu of Form CMs-2552-19

Health Financial Systems o . e
ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL Provider CCN: 151319 | Period: worksheet H-2
BASTS From 10/31/2010 | part II
HHA CCN: 157445 [To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am
Home Health PPS
_ _ _ Y SR Agency 1 .
GPERATION QF LAUNDRY & HOUSEKEEPING DIETARY CAFETERIA
PLANT LINEN SERVICE (SQUARE (MEALS (FTE'S)
(SQUARE (POUNDS OF FEET) SERVED)
FEET) LAUNDRY)
B 7.00 8,00 9.00 10.00 11.00 -
1.00 jAdministrative and General 433 ¢ 433 0 0| 1.00
2.00 [skilled Nursing Care 0 0 0 0 0 2.00
3.00 [Physical Therapy 0 0 0 Q 0; 3.00
4.00 joccupational Therapy 0 0 0 0 o 4.00
5.00 {speech pPathology 0 0 0 0 0| 5.00
6.00 [Medical social Services 0 0 0 ) 0 6.00
7.00 |Home Health Aide 0 0 G iy 0| 7.00
8.00 |[sSupplies (see instructions) 0 0 0 0 O; 8.00
49,00 lorugs 4] G 0 0 o[ 9.00
10.00 |DME 0 0 Q 0 0] 10.00
11.00 [Home Dialysis Aide Services 0 O 0 0 a} 11.00
12.00 |Respiratory Therapy 0 0 0 0, 0| 12.00
13.00 |Private Duty Nursing Q g G 0 0: 13.00
14.00 Clinic 3] [¢] 0 0 O] 14.00
15.00 [Health Promotion Activities 0 0 0 0 G| 15.00
16.00 |Day Care Praogram 0 0, 0 0 0} 16.00
17.00 |Home Delivered Meals Program 0 0 0 0 0| 17,00
18.00 |Homemaker Service 0 0 0 0 0} 18.00
19.00 |A11 others (specify) 0 4] 0, 0 Of 19.00
20.00 Ivotal (sum of Tines 1-19) 433 0 433 0 0| 20.00
21.00 iTotal cost to be allocated 10,694 0 3,801 0 0f 21,00
22.00 |unit cost multiplier 24, 697460, 0.000000 8.778291 0.000000 0,000000| 22.00

MCRIF32 - 2.14,128.0 GIBSON GENERAL HOSPITAL



Health Financial Systems In Lieu of Form CMS-25%2-10

ALLDCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL provider CON: 151319 | Period: worksheet H-2
BASIS From 10/31/20101 part IT
HHA CCH: 157445 iTo  09/30/20111 Date/Time Prepared:
L i 27972012 10:27 am
Home Health PPS
o e e Agency T
NURSING MEDICAL
IADMINISTRATION] RECORDS &
{LIBRARY
(NRSE FTE'S) (TIME
SPENT)
o 13.00 16.00 o
1.00 jadministrative and General 0] 0 1.00
2.00 |skilled Nursing Care ) 0] 2.00
3.00 |[Physical Therapy 0 0 3,00
4.00 loccupational Therapy 0 0 4,00
5.00 jspeech Pathology 0 0 5.00
6.00 [Medical Social Services 0 0 6.00
7.00 [Home Health Aide 0 0 7.00
8.00 |supplies (see instructions) 0 0 8.00
5.00 |brugs 0 0 9,00
1¢.00 {DME 0 0 1¢.00
11.00 |[Home Dialysis Aide Services 0 0 11.00
12.00 |Raspiratory Therapy 0 0 12.00
13.00 |Private Duty Nursing 0 0] 13.00
14.00 !Clinic 0 0 14.00
15.00 iHealth Promotion Activities 0 0 15.00
16.00 [Day Care Program 0 Q 16.00
17.00 |Home Delivered Meals Program 0 0 17.00
18.00 |Homemaker Service 0 G 18.00
19.00 jAll Others (specify) O 0 19.00
20.00 [Total (sum of Tines 1-19) 0 0 20.00
21.00 |Total cost to be allocated 0 0] 21.00
22.00 junit cost multiptier 0.0600000 €.000009 22.00

MCRIF3Z2 - 2.14.128.0 GIBSON GENERAL HOSPITAL



In tieu of Form CMS-2552-10

worksheet H-3
parts I-IT

Health Financial Systems
APPORTIONMENT OF PATIENT SERVICE COSTS

period:

ﬁrovider CCN: 151319
From 10/31/2010

T eae

—

HHA CCM:

157445

Yo o 09/30/2011

Date/Time Prepared:
2/%/2012 10:27 am

Title XVIII

Home Health PP5

Agency I

Cost Center Description From, wkst. [Facility costs Shared Yotal HHA Total visits
H-2, Part I, | (from wkst. ancillary iCosts {cols. 1
col. 28, line| H-2, pPart I) | costs (from + 2)
Part I1I)
B 0 1,00 2.00 31.00 4,00
PART I ~ COMPUTATION OF LESSER OF AGGREGATE PROGRAM COST, AGGREGATE OF THE PROGRAM LIMITATION COST, OR
BENEFXCIARY COST LIMITATION e
Cost Per Visit Computation
1.00 |skilled nursing Care 2.00 344,579 344,579 2,117 1.00
2.00 |Physical Therapy 3.00 0 0 0 1,135] 2.00
3.00 |Occupational Therapy 4.00 0 0 ] 2347 3.00
4.00 [speech pathology 5.00 0 0 0 132] 4.00
5.00 !Medical Social Services 6.00 4] Q) 4| 5.00
6.00 iHome Health Aide 7.00] 125,580 125,580 693 6.00
7.00 |[7Total (sum of lines 1-6) _ 470,159 4] 470,159 4,315| 7.00
Program visits
rart B
Cost Center Description cost Limits | Cf#isa No. (1) Part A Not Subject to} Subject to
peductibles &| Deductibles
o coinsurance
- e 1.00 2.00 3.00 4.00
jLimitation Cost Computation R I
8.00 {skilled Nursing care 15999 0 0 B.00
9.00 |[Physical Therapy 15999 [4) 0 9.00
10.00 |occupational Therapy 15999 0 O 10.00
11.00 {speech Pathology 15999 0 0 11.00
12.00 |Medical social services 15999 0 0 12.00
13.00 [Home Health aide 15999 6 0 13.00
14.00 |Totat (sum of lines 8-13)} = R D 0 5 of_ 14.00
Cost Center pescription From wkst. H-2[Facility Costs shared Total HHA  {Total charges
Part I, col, {from wkst, ancitlary ICosts (cols. 1] {from HHA
28, line H-2, Part I) | Costs {from + 2) Record)
_ Part II}
R 0 1.00 2,00 | 3.00 4.00
supplies and Drugs Cost Computations
15.00 jCost of Medical Supplies 8.00 994 [ 994 6,794} 15.00
16.00 |Cost of Drugs s i 9.90 0 Y 0 0f 16.00
Cost Centetr Description From Wkst. €, Cost to charge| Total HHA HHA Shared
rart 1, col. ratio Charge {from anctllary
9, Tline provider Costs (col. 1
s records) X cot. 2} )
o 0 1.00 2.00 3.Q0
IPART 11 - APPORTIONMENT OF COST OF HHA SERVICES FURNISHED BY SHARED HOSPITAL DEPARTMENTS
1.00 jprhysical Therapy 66.00 0.353840 0 0| 1.00
2.00 |occupational Therapy 67.00 0.291035 0 0l 2.00
3.00 |sSpeech Pathology 68.00 0.328023 0 0j 3.00
4,00 [Cost of Medical supplies 71.00 0.348379 0 G| 4.00
5.00 icCost of Drugs 73.09 0.437490 i+ 0] 5.00

MCRIF32 - 2.14,128.0¢
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In tieu of Form CM5-2552-10

Health Financial Systems 5
APPORTIONMENT OF PATIENT SERVICE COSTS provider CcN: 151319 |Period: wWorksheet H-3
From 10/31/2010 | Parts I-II
HHA CCN: 157445 |To  09/30/2011 | pate/Time Prepared:
- _ 2/9/2012 10:27 am
TitTe XvIIT Home Health PPS
R o ) ) i} I S Agency T
~Program visits
Part 8
Cost Center Description Average Cost Part A Not subject to; subject to
per visit peductibies &|bDeductibles &
{col. 3 + col. Coinsurance | Coinsurance
4) _
B 5.00 i 6.00 7.00 8.00 o
PART I - COMPUTATION OF LESSER OF AGGREGATE PROGRAM COST, AGGREGATE OF THE PROGRAM LIMITATION COST, OR
BENEFICIARY COST LIMITATION - " ]
Cost _Pesr Visit Computation
1.00 iskilled Nursing Care 162.77 813 695 1.00
2.00 !Physical Therapy 0.00 424 302 2.00
3.00 |Occupational Therapy 0.00 105 77 3.00
4.0¢ |[speech pathology 0.00 104 16! 4,00
5.00 [Medicail social Services 0.00 2 3 5.00
6.00 |Home Health aide 181.21 240 218 6.00
7.00 |Total {sum of 1ines 1-6) e 1,688 1,311 _ 7.00
Cost Center Description -
e 5.00 G.00 7.00 N
Limitation Cost Computation S ) _
8.00 Iskilled Nursing Care 8.00
9.00 |pPhysical Therapy 9.00
190,00 |occupational Therapy 10.00
11.00 [speech Pathology 11.00
12.00 {Medical Secial Services 12.00
13.00 |Home Health Aide 13.00
14.00 |Total (sum of tipes 8-13) = 14.00
program Covered Charges
o Part B
Cost Conter Description ratio (col. 3 rart A Mot subject to| subject to
+ col. 4) peductibles &|peductibles &
Coinsurance | Coinsurance
] o _5.00 6.00 7.00 8.00 o
supplies_and Drugs Cost Computations R
15.00 (Cost of Medical Supplies 0.146306, 0 2,934 ¢ 15.00
16.00 jCost of Drugs - 9.000000 o ... 0 Y 16.00
Cost Center Description Transfer to Part I as
mndicatod
3 4.0
PART 11 - APPORTIONMENT OF COST OF HHA SERVICES FURNISHED BY SHARED HOSPITAL DEPARTMENTS ——
1.00 |Physical Therapy col. 2, Tline 2.00 1.00
2.00 |occupational Therapy col, 2, line 3,00 2.00
3.00 |[speech pathology col. 2, line 4.00 3.00
4,00 icost of Medical Supplies col. 2, 1ine 15.00 4.00
5.00 {cost of Drugs col. 2, 1ine 16.00 5.00

MCRIF32 - 2,14.128.0
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Health Financial Systems in Lieu of Form CMS-2552-10

APPORTIQNMENT OF PATIENT SERVICE COSTS Provider CCN: 151319 | Period: worksheet H-3
From 10/31/2010 | Parts I-II
HHA CCN: 157445 (To  09/30/2011 | pate/Time Prepared:
B 2/9/2012 10:27 am
Title XvIIX Home Health PPS
| - . Agency T
: cost of services
part 8
Cost Center Description part A Not subject to] subject to [Total Program
peductibles &|peductibles &| cost (sum of
Coinsurance | Coinsurance | cols. 9-10)
9.00 10.00 11,00 12.90
PART T - COMPUTATION OF LESSER OF AGGREGATE PROGRAM COST, AGGREGATE OF THE PROGRAM LIMITATION COST, Oft
BENEFICIARY COST LIMITATION
Cost_Per visit computation N -
1.00 ([skilled Nursing Care 137,332 113,125 245,457 1.00
2.00 iphysical vherapy 0 0 0 2.00
3.00 joccupationat Therapy 0 0 0 3.00
4.00 |speech pathology 0 0 0 4.00
5.00 {Medical social Services 0 0 0 5.00
6.00 |Home Health adde 43, 490 19,504 82,994 6.00
7.00 Total (sum of limes 1-6} e 175,822 132,629 328,451 7.60
Cost center Description
- 10,00 11.00 12,00
timitation Cost Computation =~ . A o
8.00 |skilled Nursing Care 8.00
9.00 |Physical Therapy 9.00
10.00 joccupational Therapy 10.00
11.00 jspeech pathology 11.00
12.00 |Medical social services 12.00
13.00 jHome Health Aide 13.00
14,00 7otal (sum of Tines 8-13) S IR Ao - . 14,00
cost of Services
rPart B
Cost Center Description pParc A Not subject to] subject to
peductibles &|peductibles &
Coinsurance | Coinsurance
. o 9.00 10.00 11,00
supplies and prugs Cost Computations R o ]
‘} 15.00 |Cost of Medical supplies 0 429 0 15.00
'/ 16.00 {Cost of Drugs 0 0 0 16.00

MCRIF3Z2 - 2.14.128.0 GIBSON GENERAL HOSPITAL
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Health Financial Systems

In Lieu of Form CMS-2552-10

CALCULATYON OF HHA REIMBURSEMENT SETTLEMENT provider CCN: 151319 | Period: Worksheat H-4
From 10/31/2010 | Part I-II
HHA CCN: 157445 (To  09/30/2011 | pate/Time Prepared:
2/9/2012 10:27 am
Title XVIII Home Health PPS
e " Agency ¥}
Part 8 B
Part A Not Subject to] Subject to
peductibles &[peductibles &
Coinsurance | Coinsurance |
- 1.00 2.00 3.00 o
|PART I - COMPUTATION OF THE LESSER OF REASONASLE COST OR _CUSTOMARY CHARGES o
Reasonable Cost of part A & Part B Services _ B _
1.00 |Reasonable cost of services (see instructions) 0 0 0 1.00
2.00 !Total charges ) 0 9 G| 2.00
[Customary Charges .
3.00 |amount actually collected from patients liable for payment for services 0 0, 6| 3.00
on a charge basis (from your records)
4.00 lamount that would have been realized from patients 1iable for payment 0 0 0| 4.00
for services on a charge basis had such payment been made in accordance
with 42 CFR 413.13(b)
5.00 jRatio of line 3 to line 4 (not to exceed 1.000000) 0.000008 ¢.0606000 0.00000G| 5.00
6.00 |Total customary charges (see instructions) 0 0 0 6.00
7.00 (Excess of total customary charges over total reasonable cost {complete G 0 0| 7.00
only if line 6 exceeds tine 1)
8.00 |Excess of reasonable cost over customary charges (complete only if line 0 1) 0| &.00
1 exceeds iine 6)
9.00 |primary payer amounts _ - B 0 0 Q| 58.00
Part A parc B
services services
) ) 1.00 2.00 -
PART _TI - COMPUTATION OF HHA REIMBURSEMENT SETTLEMENT B
10.00 |Total reasonable cost (see instructions) Q 0| 10.00
11.00 ;Tota} PPs Reimbursement - rull Episodes without outiiers 197,394 160,267 11.00
12,00 |votal pPs rReimbursement - fFull Episodes with outliers 9,215 0| 12.00
13.00 {Total PPS Reimbursement - LUPA Episodes 2,288 2,044 13,00
14.00 |Tetal PPS Reimbursement - PEP Episodes 733 0| 14.00
15.00 [Total PPS outiier Reimbursement - Full Episodes with Outliers 0 0 15.00
16,00 iTotal pPs outlier Reimbursement - PEP Episodes 0 0| 16.00
17.00 |Total other pPayments 0] 3j{ 17.00
18.00 {DME Payments 0 0l 18.00
19.00 |oxygen Payments 0 0f 19.00
20.00 {Prosthetic and Orthotic Payments 0 0] 20.00
21.00 |Part B deductibles billed to Medicare patients (exclude coinsurance) 0f 21.00
22.00 }subtotal (sum of lines 10 thru 20 minus line 21) 209,630 162,31%] 22.00
23.00 |Excess reasonable cost (from line 8) 0 0 23.00
24.00 jsubtotal (Tine 22 minus line 23) 209,630 162,311 24.00
25.00 jCoinsurance billed to program patients (from your records) 0} 25.00
26.00 |Net cost (Tine 24 minus Tine 25) 209,639 162,31%| 26.00
27.00 [reimbursable bad debts (from your records) 0 0§ 27.00
28.00 |Reimbursable bad debts for dual eligible beneficiaries (see instructions) 0 0| 28.90
29.00 (total costs - current cost reporting period (tine 26 plus line 27) 209,630 162,311 29.00
30.00 |OTHER ADIUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 0| 30.00
31.00 |subtotal ¢line 29 plus/minus Tine 30) 209,630 162,311! 31.00
32.00 jInterim payments ¢see instructions) 209,630 162,311} 32.00
33.00 |Tentative settlement (for contractor use only) 0 0| 33.00
34.00 {Balance due provider/program (iine 31 minus Tines 32 and 33) 0 0f 34.00
35.00 jprotested amounts (nonallowable cost report items) in accordance with cMs Pub. 15-11, 0 0| 35.00
section 115.2
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Health rFinancial Systeas

Iin tieu of Form CMS-2552-10

ANALYSIS OF PAYMENTS TO PROVIDER-BASED HHAS FOR SERVICES RENDERED TO | Provider cow: 151319 Perio%/sl/zom worksheet -5
From
PROGRAM BENEFICIARIES HHA CON: 157445 | To  09/30/2011 | pate/Time Prepared:
_ o 2/9/2012 10:27 am
Home Health PPS
) Agency T —
Inpatient Part A Part B
__mm/dd/yyyy Amgunt nm/dd/yyyy Amount e
N S 3} 2.00 3.00 .00 |~
1.00 }7Total interim payments paid to provider 209,630 162,311 1.00
2.00 jInterim payments payable on individual bills, either 0 0] 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 {rist separately each retroactive lump sum adjustment 3,00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" or enter a zero. (1)
Program to Provider
3.01 0 0; 3.01
3.02 0 of 3.02
3.03 1] 0} 3.03
3.04 0 0| 3.04
3.05 . 0 0! 3.05
Provider to Program e . ; B . o
3.50 G 0] 3.50
3.51 0 O 3,51
3.52 0 0] 3.52
3.53 0 0 3.53
3.54 0 0] 3.54
3.99 |subtotal (sum of lines 3.01-3.49 minus sum of lines 0 0 3.99
3.50-3.98)
4.00 [Total interim payments {sum of lines 1, 2, and 3.99) 209,830 162,311f 4.00
{transfer to Wkst. H-4, Part II, column as appropriate,
Tine 32)
TO BE COMPLETED RBY CONTRACTOR o B
5.00 JList separately each tentative settlement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE" or enter a_zerg. (1) i S -
Program to provider . i - B} —
5.01 0 0} 5.01
5.02 0 0] 5.02
5.03 e e 0 0] s.03
_to Program ~ .
5.50 0 0] 5.50
5.51 0 0f 5.51
5.52 0 0| 5.52
5.99 [subtotal (sum of tines 5.01-5.49 minus sum of tines G 0f 5.99
5.50-5.98)
6.00 ioetermined net settlement amount (balance due) bLased an 6.00
the cost report. (1)
6.0l |[SETTLEMENT TG PROVIDER 0 0! 6.01
6.02 [SETTLEMENT TG PROGRAM L O 6.02
7.00  |7otal Medicare program liability (see instryctions) 209,630 162,313] 7.00
Contractor Date B
Number* (Mo/Day/Yr} o
o 0 1.00 2.00 o
8.00 [Name of cContractor 8.00
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