This report is required by law (42 USC 1395g; 42 CFR 413.20(b)). Falure to report can result in all Jnterim FORM APPROVED
payments made since the beginning of the cost reporting pericd being deemed overpayments (42 usC 13959). _OMB NO. 0938-0050

Health Financial Systems HARRISON COUNTY HOSPITAL ~__iIn tieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 151331 period: wWorksheet &
AND SETTLEMENT SUMMARY Erom 01/01/2011 ' parts I-I1I
Yo  12/31/2011 Date/Time Prepared:
5/22/2012 4:25 pm _

[PART 1 - COST REPORT STAWUS . L . o ]
Provider 1.{ Jelectronically filed cost report pate: 5/22/2012 Time: 4:25 pm

use only 2.{ JIwmanually submitted cost report
3.0 0 JIf this is an amended report enter the number of times the provider resubmitted this cost report
L 4. [  1Medicare utilization. enter "r” for full or "L" for low. i
contractor S. [ 0 Jcost Report Status 6. Date Received: 110, NPR Date:
use only (1) As submitted 7. Comtractor No. 11l.Contractor's vendor Code: 04
¢2) settled without aedit 8.1 N ]Initial Report for this rrovider Cen[12.[ O JIf line 5, column 1 is 4: enter
(3) settled with Audit 9.1 N JFinal Report for this Provider Ccn number of times reopened = 0-9.
(4) pregpened
(5) Amended
[PART 11 - CERTIFICATION o ' o o

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

CERTIFICATION BY OFEICER OR ADMINISTRATOR OF PROVIDER(S)

1 HEREBY CERTIFY that I have read the above statemeat 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
HARRISON COUNTY HOSPITAL for the cost reporting period beginning 01/01/2011 and ending 12/31/2011 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 1
am Familfar with the laws and regulations regarding the provision of health care services identified in this
cost report were provided in compliance with such laws and regulatiens.

Encryption_knformatien {signed) - . M) . o

ECR: Date: 5/22/2012 Time: 4:25 pm jcerforsadminisfrator of provider(s)

sadvariMIWBFXIvv. XbjxmITIF8d40

EWBgh01 70pqp0aepl9mvy8uImG: . o. S c;F:OH

zie.0D.pevOKPwvz e Title

PI; pate: 5/22/2012 Time: 4:25 pm

UT41wbh22djazxzskucwaxif: 1qil12z0 e (7/_1L/_IL

Rfwg.0dNI7gFoCrStZ: RWCKBUDTECE Date

___151nS8xG3I0TI05A _ .
e e Xit1e XVITI
Title v _hart A o Part B g H1Y Title XIX
e BN 200 | 300 | a00 | 500
PART 111 - SETFLEMENT SUMMARY I e

1.00 |Hospital 0 -82,470 114,944 0‘ ¢ 1.00
2.00 |subprovider - IPF 0 0} 0 ¢ 2.00
3.00 subprovider - IRF 0 o 0 0 3.00
4.00 [SUBPROVIDER I G 0l o 0 4.00
5.00 |[Swing hed - SNF o) 5,101 of 0 5.00
6.00 |swing bed - NF O : ! 0 6.00
7.00 [SKILLED NURSING FACILITY 0 ol 0] 6 700
8.00 |NURSING FACTLITY 0 ‘ I 0 800
9,00 [HOME HFALTH AGENCY I 0 13 o 0 900
10.00 |RURAL HEALTH CLINIC I 0, 0. 0 106.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER I 8} o 0 11.00
$2.00 |CMHC I o g . 0 12.00
200.00| Total ' 0 -77,375 114,944 N 0! 0i200.00

The above amounts represent "due to" or “due from" the applicable program for the efement of the above complex indicated.
According to the paperwork keduction Act of 1995, no persons are required to respond to a collection of infarmation unless it
displays a valid OMB control number. The valid OMB control number for this information coliection 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 informatien collection. IF you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: (M5,
7500 security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

MCRIF32 - 2.25.130.0



Health Financial Systems

HARRISON COUNTY HOSPITAL

In tieu of Ferm CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE EOMPLEX IDENTIFICATION DATA

provider CCN:

151331 | Period:
From 01/01/2011 pPart I

''worksheet 5-2

X To 12/31/2011 pate/Time Prepared:
e I e 1 5/22/2012 4:24 pm
) ’ T 1.00 2.00 300 I 4.00 R
Hospital and “Hospital Healtl) care complox Add:ess o _ _ﬁ _
1.00 [street: 245 ATWOOD S7T. PO BOX: * 1.00
2,00 iCity: <CORYDON state: IN Z2ip Code: 47112-  County: HARRISON = 2.00
Component Hanle I ccn | cesA  [provider Date payment System (P,
number | Number Type certified| T, 0, or N) i
Lo o v 1xv111} XIX
e 100 |"2.00_"_3.00 400 | 500 |6.00]7.00][8.00
Hos) 1 and Hospiltal-Based Component Identificavion: _ . o .
3.00 (Hospital HARRISON COUNTY 153331 | 15999 i ‘12/15/2005! N O ] 3.00
HOSPITAL i ‘
4,00 |subprovider - IPF i ! 4.00
5.00 |subprovider - IRF l 1 ' 5.00
6.00 |subprovider - (Other) l : | 6.00
7.00 |[swing Beds - SNF HARRISON COUNTY SWING 157331 | 15993 ‘08/14/2011 N Q a 7.00
BEDS : '
8.00 |swing Beds - NF N N 8.00
9.00 |dospital-Based SNF 9.00
10.00 |Hospitai-Based NF I | ! - 10.00
11.00 [Hospital-gased OLTC | ! i ' 11.00
12.00 |Hospital-Based HHA HARRISON COUNTY HHA 157242 | 15899 12/23/1992, N P n 12.00
13.00 [separately certified ASC \ - 13.00
14.00 Hospital-gased Hospice ) , 14 .00
15.00 Hospital-Based Health Clinic - RHC : } i 15.00
16.00 Hospital-sased Health Clinic - FOHC f | 16.00
17.00 ldospital-Rased (CMHC) 1 | j | ‘ 17.00
18.00 {Renal pialysis | | J 1 18.600
19.00_|other Lo I 1 19.00
From: i Fo:
_ . o . 1.00 2.00
20.00 |cost Reporting pPeriod (mm/dd/yyyy) L D1/01/2011 12/31/2011  20.00
21 00 IType of control (see iastructions) o i L9 21.00
inpatTent pes Information L o
22.00 [poes this facility qualify for and is it currently receiving payments for N N 22.00
disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 1In
column 1, enter "¥" for yes or "N" for no. Is this Tacility subject to 42 CFR Section
§412.06(c) (2)(pickle amendment hospitai?} In column 2, enter "¥" for yes or "n"' Tor ao.
23.00 {Indicate in column 1 the method used to capture Medicaid (title XIX) days reported on 2 N 23.00
1ines 24 and/or 25 of this worksheet during the cost reporting period by entering a "1’
if days are based on the date of admission, “2" if days are based on census days {also ! i
referred to as the day count), or "3" if the days are based on the date of discharge. | ,
Is the wmethod 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 "y" for yes
; or "N for no. e _ b e
In-state | In-State | out-of out-of | Medicaid | oOther ’
Medicaid | Medicaid State State HMO days | Medicaid
patd days | eligible | Medicaid | Medicaid days
days paid days | eligible |
o days |
o o e 1.00 70 3.0 | 460 | s.00 | 600 |
24,00 {If tine 22 and/or lime 45 is “yes", and this 0 0 o 0 Gi 0 24.00
provider is an IPPS hospital enter the in-state
sedicaid paid days in col. 1, in-state Medicaid i i
eligible days in col. 2, out-of-state Medicaid paid '
days in col. 3, out-of-state Medicaid eligible days . :
in col. 4, Medicaid HMO days in col. 5, and other I ! '
Medicaid days in col. 6. ! : ;
25.00 [1f this provider is an IRF, enter the in-State 0 0 ol o 0. 0 25.00
Medicaid paid days in column 1, the in State ; | f
Medicaid eligible days in column 2, the out of State i I !
Medicaid paid days in column 3, the out of State ' i
Medicaid eligible days in column 4, Medicaid #HMO i ! '
days ia column 5, and other Medicaid days in column ; | j
6. For all columns include in these days the labor | i i ;
and delivery days. o l L ;

26.00

27.00

35.00

Enter your standard geographic classification (not wage)} status at the beginning of the
cost reporting period. Enter (1) fer urban or (2) for rural.

For the Standard Geographic classification (not wage), what is your status at the end
of the cost reporting period. Enter (1} for urban or (2) for rural. If applicable,
enter the effective date of the geographic reclassification (in column 2).

If this is a sele community hospital {(SCH}, enter the number of periods $CH status in
effect in the cost reporting period.

MCRIF3? - 2.25.130.0

urban/Rural S!Date of Geogrj

T 1.00 200 |
2 26.00
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Health Financial Systems

HARRTSON COUNTY HOSPITAL } ___ In Lieu of form C5-2552-10

HOSPITAL AND HOSPITAL HEAL"ILH CARE COMPLEX IDENTIFICATION DATA

36.
37.

38.

45,
46.

47.
48.

56.

57,

58.

59.
60,

61.

62.

62Z.

63

64.

00

06
00

00

00

0o

00

01

.00

0o

[Provider ccn: 151331 period: worksheet S-2

i From 01/01/2011 pParc 1

To 12/31/2011  Date/Time Prepared.
f . . 5/22/2012 4:24 pm

T | _Beginning: Ending:

S 1.00 z.e0 1
Enter applicable beginning and ending dates of SCH status. Subscript line 36 for number 36.00
of periods in excess of one and enter subsequent dates.
If this is a Medicare dependent hospital (MDH), enter the number of periods MDR status 0 37.00
in effect irn the cost reporting period.
enter applicable beginning and ending dates of MDH status. Subscript line 38 for number : 18.00
Jof periods in excess of one and enter subsequent dates, — ‘ _

[ v Ixvier| six |
_ i [ 1.00 | 2.00 | 3.00 |
‘rospective Payment System (Pps)-Capital : e N
poes this facility qualify and receive Capital payment for disproportionate share in accordance | N | N | N 45,00
with 42 CFR Section §412.3207 (see instructions} l
s this facility eligible for the special exceptions payment pursuant to 42 CFR Section N } NN 46.00
§412.348(g)? 1If yes, complete Worksheet L, pPart ¥II and t-1, Parts I through III { ‘ |
1s this a new hospital under 42 CFR §412.300 ppPs capital? Enter Y for yes or "N" for no. | N N N 47 .00
Is the facility electing full federal capital payment? Enter "¥Y" for yes or "N" forno. 1 N '~ N _ N 48.00
Teaching Hospitals e _ o
1s this a hospital involved in training residents in approved GME programs? E£nter "v" for yes N 56.00
or "N" for no. i )
if 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 colummn 1. If column 1
s "¥" did residents start training in the first month of this cost reporting period? Enter "v”
for yes or "N" for no in column 2. If column 2 is "¥", complete worksheer e-4. IFf column 2 is
"N", complete Worksheet D, Part ¥II & IV and D-2, Part II, if applicable.
If line 56 is yes, did this facility elect cost reimbursement for physicians' services as N : 58.00
defined in CMs pub. 15-1, section 21487 1f yes, complete wWorksheet D-5. i [
are costs claimed on Tine 100 of worksheet A7 1T ves, compiete worksheet -2, partg 1, ;N 59,60
Are you claiming nursing school and/or allied health costs for a program that meets the ‘ N 60.00
provider-operated criteria under §413.857 Enter "Y" for yes or "N” for no. (see instructions)
Y/N IME Average | Direct GME |
|  average !

e ) ) i {00 | 200 3.00 L
pid your facility receive additional FTE stois under ACA section 55037 N G.00 0.00 81.00
Enter “Y" for yes or "N* for no in cefumn 1. If "v", effective for ;
portiens of cost reporting perieods beginning on or after July 1, 2011 !
enter the average number of primary care FTE residents for IME in column
2 and direct GME in column 3, from the hospital’'s three most recent cost | ;
reports eanding and submitted before March 23, 2010. (see imnstructigns) }

ACA Provisions Affecting the Health Resources and services Administration (HRSA) e
Enter the number of FTE residents that your hospital trained in this 0.00 62.00
cost reporting period for which your hospital received HRSA PCRE funding | | :

(see instructions) ; i
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 progran. (see instructions) } | 1
Teaching Hospitals that Claim Residents in Non-Provider settings - |
Has your facility trained residents in non-provider settings during this | N | ‘ 63.00
cost reporting period? Enter "¥" for ves or "N for no. If ves, i

lcompiete lines 64-67. (see instructions) o , e

| unweighted unweighted |Ratic (cal, 1/]
FTEs FTES in (col. 1 + col.
Nonprovider Hospital 2))
site

S o o 1.00 2.00 - .
isSection 5504 of the ACA Base vear FTE Residents in Nonprovider settings--This base year is your cost regorting
period that begins on or after July 1, 2009 and before June 30, 2010, _

If line 63 is yes or your facility trained residents in the base year ¢.00, 0.00, 0.000000 64.00
period, enter in columa 1, from your cost reporting period that begins | ;
on or after July 1, 2009, and before June 30, 2010 the number of J
unweighted nonprimary care FTE residents attributable to rotations that ! H
occurred in all nonprovider settings. Enter in column 2 the number of i :
unweighted nonprimary care FTE residents that trained in your hospital.
Include wnweighted 0B/GYN, dental and podiatry FTEs on this line. Enter
in column 3, the ratio of column i divided by the sum of columns 1 and !
2. !
Program Name F Program Code uUnweighted unweighted Ratio (col. 3/
FTES FTES in (col. 3 + col.
Nonprovider Hospital 4)) }
. site | — | j
oo | 2.00 3.00 [ 400 500 |

MCRIF3Z2 - 2.25.130.0



tealth

Financial Systems

HARRISON COUNTY HOSPITAL

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFiCATION DATA

65.00

if line 63 is yes or your
facitity trained residents in
the base year period, enter
from your cost reporting period
that begins on or after July 1,
2009 and before June 30, 2010,
the nomber of unweighted
primary care FTE residents for
each primary care specialty
program in which you train
residents. Use subscripted
Tines 65.01 through 65,50 for
each additional primary care
program. Enter ir column 1, the
program name. Enter in column
2, the program code., E£nter in
colume 3, the number of
unweighted primary <are FTE
residents attributable to
rotations that occurred in
nonprovider settings for each
applicable program. Enter in
column 4, the number of
unweighted primary care FTE
residents in your hospital for
cach applicable program. Enter
in column 5 the ratioc of column
3 divided by the sum of columns

3 and 4.

~ program Name

T

lProvi

|
Program Code

151331 “period:

der CCN:
From 01/0172011

_In Lieu of Form M5-2552-10

worksheet S-2
s Part T

To  12/331/2011 Date/Time Prepared:
. i L 5/22/2012 4:24 pm
unweighted unweighted [Ratio (col. 3/
? FTEs FTEs in {col. 3 + col.
| Nonprovider Hospital 433
i site |
| 3.00 4,00 5.00 o
' 0.00, 0.00, 0.09000¢ 65.00
i !
| |
! 1
]
]
I
|
I
| ;
i : H
! | i
|
]
i
. |
! unweighted unweighted [Ratio (col. 1/
FFES FTEs in {col. 1 + col.
Nonprovider Hospital 23)
Site
i 1.00 2.00 3.00

“lsection 5504 of the ACA Current Year FTE Residents in Nonprovider settings--Effective for cost reporting periods |
heginning on or after July 1, 2010 |

66.00 [Enter in column 1 the number of unweighted non-primary care resident

67.00

FTEs attributable to rotatiomns occurring in all non-provider settings.
Enter in cotumn 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratic of

(column 1 divided by {columr 1 + colump 2)). {see instructions)

Enter in column I the program
name, Enter in column 2 the
program code. Enter in column
3 the number of unweighted
primary care FTE residents
attributable to rotations
occurring in all non-provider
settings. Enter in columa 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 + column

_4}}. (see instructions)

'Eh¥niricrré

Is this Facility an Inpatient Psychiatric Facility (IPF), or does it contain an IPF subprovider?

Enter "¥" for yes or "N

Program Nanie

i.00

for no.

Program Cote

200

! 0.06/  0.000  0.0000C0 66.00
Unweighted | unweighted [Ratio (col. 3/
FTEs FTES in {col. 3 + col.
Nenprovider Hospital 1)) !
. site = !
300  |___4.00 5
0.00 G.00,

If line 70 yes: Coltumn 1: Did the facility have a teaching program in the most recent cost

repert fited on or before November 15, 20047

enter "Y' for yes or "N" for no. Column 2: pid

this facitity train residents in a new teaching program in accordance with 42 CfFr §412.424
(@I (P)7 Enter "Y" for yes or "N" for no. Column 3: If column 2 is v, enter 1, 2 or 3
respectively in column 3. (see instructions) If this cost reperting pericd 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)

MCRIF32 - 2.25.130.0

0 71.00



Health

Financial Systems HARRISON COUNTY HOSPITAL o

HOSPITAL AND HOSPITAL HEALTH CARE CO\H’LEX IDENTIFICATION DATA

PProvider ccn: 151331 period:

In tiew of Form CMS-2552-10

worksheet 5-2

From 0170172011 pPart I

i To 12/31/2011 pate/Time Prepared:
_ [ t 5/22/2%12 4:2;{ pm_
|
] N o [t.o0j2.003.000
TInpatient rehabilitation Facility phs J
75.00 {1s this facility an Inpat1ent Rehab111tat1on Facitity {IrfF), or does it contain an IRF . N 75.C0
subprovider? Enter "v" for yes and "N" for no. i
76.00 [1f line 75 yes: Column 1: Did the facility have a teaching program in the most recest cost [ 76.00
reporting period ending on or before November 15, 20047 enter "Y" for yes or “N" for no. Column !
2: pid this faciiity train residents in a new teaching program in accordance with 42 CFR
§412.424 (D (G107 Enter "Y" for yes or "N for no. Column 3: If column 2 is Y, eater 1, 2 ; i
or 3 respectively in column 3. {see instructions) If this cest reporting pericd covers the ‘ i ;
beginning of the fourth year, enter 4 in column 3, or if the subseguent academic years of the | I
new teaching program _in existence, enter 5. (see instructions) o I N
ILong Term Care Hospital PPs o o
80.00 1s this a tong Term Care Hospital (LTCH)? Enter "y" for yes or "N for no. o 80.00
TEFRA Providers e e
85.00 iIs this a new hospital under 42 ¢FR Section §413.40(f)(1)(i) TEFRA? Enter "Y' for yes or "N for no. ; N 85.00
86.00 joid this facility establish a new other subprovider (excluded unit) under 42 CFR Section i N 86.00
1§413.40(FY (1) (i1)? Enter "vY" Tor yes and "N" for no. _
I v XIX
o [ 1.00 2.060
Title v or XIX Inpatient services e
90.00 [poes this facility have title v and/or XIX tnpatient hospital services? Enter "Y' for T N | ¥ 90.00
yes or "N" for no in the applicable column.
91,00 iIs this hospital reimbursed for title v and/or XIX through the cost report either in i N ! N 91.00
full or in part? Enter "¥" for yes or "N" for no in the applicable columsa. i
92.00 Jare title XIX NF patients occupying title XVIII 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 facility for purposes of title v and XIX? Enter N N 93.00
“¥" for yes or "N" for no in the applicable coluin.
94.00 |poes title vV or XIX reduce capital cost? Enter "y" for yes, and "N" for no in the N N 94.00
applicable column. ;
95.00 {If 1ine 94 is "¥", enter the reduction percentage in the applicable columa. 0.00 6.00 95.00
96.00 |poes title v or XIX reduce operating cost? Enter "Y" for yes or "N" fer so in the N N 95 QG
applicable column.
97.00 IIf line 96 is "¥", enter the reduction percentage in the applicable coleon. ., _bes, .06 97 00
rRural providers e
105, 00/poes this hospital qua11fy as a Critical Access Hosp1tal {CAH)? 7 Y ! 165.00
106.00j1T this facility qualifies as a €A, has it elected the all-inclusive method of paymentl N 106.00
for outpatient services? {(see instructions)
107.00cotumn k2 If this facility qualifies as a caH, is it eligible for cost reimbursemest | N N i07.00
for ¥ &R training programs? Enter "v" for yes or "N” for no in column 1. (see i
instructions) If yes, the GME eliminartion would not be on worksheet 8, Part I, column |
25 and the pregram would be cost reimbursed. If yes complete Worksheet D-2, Part IT.
column 2: If this facility is a CaH, do I&Rs in an approved medical education program
train in the CAH's excluded 1IPf and/or IRF unit? Enter "¥Y" for yes or "N for no in
column 2. (see instructions)
108.00/Fs this a rural hospital gqualifying for an exception to the CRNA fee schedule? See 42 N 108.00
CFR Section §412.113(c). Enter "v" for yes or "N" for no. I N
physical Occupational | speech _Resﬂiratori_T
e ] o _1.00 2.00 3,00 U 400 o
1069.00/1f this hospital qualifies as a CAH or a cost provider, are Y i Y , Y N 109.00
therapy services provided by ovtside supplier? Enter "v" | ;
far yes or "N" for no for each therapy, o _ -
i L i 1.00 2.00
Miscellaneous Cost Reporting Information . ;
115.00/Is this an all-inclusive rate provider? Enter “¥" for yes or "N" for no in column I, If] N 115.00
yes, enter the method used (A, 8, or E oniy) in column 2. !

116.900]1s this facility classified as a referral center? Enter "Y' for ves or "N" fer no. ' N 116.00

117.00)1s this facility legally-required to carry malpractice insurance? Enter "Y" for yes or N 117.00
"N for no. ' .

118.00/ts the maipractice insurance a claims-made or occurrence policy? Emter 1 if the policy ! o 118.00
is claim-made. Enter 2 if the policy is occurrence.

119.00what is the Tiability Vimit for the malpractice insurance policy? Enter in column 1 o 0119 a0
the monetary Timit per lawsupit. Enter in column 2 the monetary Timit per policy year.

120.00{1s this a SCH or EACH that qualifies for the Cutpatient Hold Harmless provision in ACA N N 120.00
§3121 as amended by the Medicaid Extender Act (MMEA) §1087 enter in column 1 "¥" for
ves or "N” for no. Is this a reral hospital with <= 100 heds that qualifies for the
outpatient Hold Harmless provision in ACA §31217 Enter in column 2 “¥" for yes or "N ‘
for no.

121.0C0loid this facility incur and report costs for implantable devices charged to patients? | Y : 121.00
[Enter 'Y for yes or "N _for no. _ _ i e
[Transplant center Information _

125.00[poes this facility operate a transplant center? £mter “y" for yes and "N" for no. If : N 125.00

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

MCRIF32 - 2.25.130.0



Health Financial systems . HARRESON COUNTY HOSPTITAL _ __En Ligu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 151331 iPeriod: ' worksheet s-2

from 01/01/2011, rPart 1

To 12/31/2011 pate/Time Prepared:
5/22/2012 4:2ﬁ_ggL

o B 1001200 ] __

126.001f this is a Medicare certified kidney transplant center, enter the certification date | 126.00
in column 1 and termination date, if applicable, in column 2. '

127.00/5f this is a Medicare certified heart transplant center, enter the certification date 127.G0

in column 1 and termination date, if applicable, in column 2.
128.001f this is a Medicare certified Fiver transplant center, enter the certification date | 128.00

in column 1 and termiration date, if applicable, in column 2. i

129.00|If this is a Mmedicare certified lung transplant center, enter the certification date in| ! 129.00
column 1 and termination date, if applicable, in column 2. ‘
130.00[1f this is a Medicare certified pancreas traasplant center, enter the certification 130.00
date in column 1 and termination date, if applicable, in column 2. )
131.00{If this is a Medicare certified intestinal transplant center, enter the certification , 1331.00
date in column 1 and termination date, if applicable, in column 2. ; i
132.00|If this is a Medicare certifiad islet transplant center, enter the certification date | | 132 00
in column 1 and termination date, if applicable, in column 2. ;
133.0001f this is a Medicare certified other transplant center, enter the certification date ; 133.00
in cotumn 1 and termination date, if applicable, in column 2. i
134.00/1F this is an organ procurement organization {OPO), enter the OPG aumber in celumn 1 ‘ 134.00
and termination_date, if applicable, in column 2. e _
A1l providers o R =
140.00Are there any related organization or home office costs as defined in CMS pub, 15-1, i N ' 140.00
chapter 107 enter "¥" for ves or "N for no in column 1. ¥f yes, and heme office costs -
~_lare claimed, enter in column 2 the home office chain number. (see instructions) .  __ __ __ . _
o 00 _ 2.60 3.00 [
If this faciltity is part of a chain organizavion, enter on lines 14% through 143 the mame and address of the
home office and enter the home office contractor name and contracter number, o
141, 00Name: Contractor's Name: Contractos's Number: 141.00
142,005t treet: PO BoOX: ] 142.00
143.00/City: . .. .pStater . lzip code:
144.00lare provider based physicians' costs included in Worksheet A7 Y 144.00
N 145.00

145 .00{IF costs for remal services are claimed on Worksheet A, are they costs for inpatient services only? i
Enter "y" for yes or "N" for no. . - .

146 00

146.00Has the cost allocation methedology changed from the previcusly filed cost report? N

encer "v" for yves or "N for no in column I, (See CMS Peb. 15-2, section 40203 If yes,

enter the appreval date {(mm/dd/yyyy) in column 2. ; |
147.0ans thera a change in the statistical basis? £nter "Y" for yes or "N" for no. i Y I 147.00
148.00was there a change in the order of allocation? Enter “¥" for yes or "N" for no. ! N . 148.00
149.00was there a change to the simplified cost finding method? Enter "¥" for yes er "N" for | N | 149.060

na,

PAFE A Part 8
o B o ) o _ 1.00 2.00 o

{ﬂoes this facility contain a provider that gwalifies for an exemption from the application of the lower of costs

;or,charggs?,En;prﬁﬂYf,fgr,yg§,orijﬁf,fpr no_for each component For part A and part B. (see 42 CFR §413.13) |
155.00Hospital | Y | ¥ 155.00
156.00isubprovider - TPF i N N 156.00
157.00|subprovider - IRF | N N 157.00
158.00|SUBPROVIDER ‘ N N 158.C0
159.00[5NF | N N 15%.00
160, 00HOME HEALTH AGENCY 1 N i N 160.00
161 . 60{CMHC ] o 1 Z N
o o . 1.00 _

Multicampus T o e
165.00{1s this hospital part of a Multicampus hospital that has cone or more campuses in different CBSAs? : N 165.00

Enter "Y" for yes or "N" for ro. } e R N

__ Name j County _ | state  zip Code CBSA F1E/Campus

S ISR | i 1.00  2.00 4,,,,,3,-,00, AL 0 500 f
166.00[1f }ine 165 is yes, for each I | 0.00166.00

campus enter the name in column \ | i

(O, county in columa 1, state in ,

coltumn 2, zip code in column 3, ‘ !

casA in column 4, FTE/Campus in i :

leotumn 5 ; b | L

e L 1.00

Health Information Technology (MIT) incentive in the american recovery and Reinvestment Act )
167.00/1s this provider a meaningful user under Section §1886(n)? Enter "Y" for yes or "N" for no. : N '167.00
168.00(1f this provider is a CaH (1ine 105 is "¥")} and is a meaningful user (line 167 is "Y"), enter the 0168.00

reasonable cost incurred for the HIT assets {(see instructions) '
169.00kf this provider is a meaningful uwser (line 167 is "¥") and is not a cad {}ine 165 is “N"), enter the | 0.00169.00

transition factor. (see ipstructions) :

MCRIF3Z - 2.25.130.0



nealth Financial Systems HARRISON COUNTY HOSPITAL In tieu of form (Ms-2552-10
worksheet 5-7

HOSPITAL AND HOSPTTAL HEALTH CARE REIMBURSEMENT QUESTIONNATRE Provider ccN: 151331 period:
| From 01/01/201F , part IT

ITo 12/31/2011 pate/Time Prepared:
. 5/22/2012 4:24 pm

i ¥ /N I Date
( _ e e _ _ - I 1.00 ' 2.90 !
General Instruction: Enter v for all YES responses. Enter M for all MO responses. Enter all dates in the
mm/dd/yyyy format. e e e
COMPLETED EBY ALL HOSPITALS e e e i e e e

ation and Operation e

1.00 |Has the prov1der changed ownership immediately prior to the beg1nn1ng of the cost N 1.00
_lreporting period? IT yes, enter the date of the change in colymn 2. (see instructions) ‘ —
Y/ _Date v/1 |

. e . . e e RGO [ 2.00 3.00 !
2.00 Has the provider terminated participation in the Medicare Program? If N 2.00

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

3.00 [Is the provider involved in business transacticns, including management N 3.060
contracts, with iadividuals or entities (e.g., chain home coffices, drug
or medical supply companies) that are related to the provider ar its
officers, medical staff, management personnel, or members of the board
of directors through ownership, control, er family and other similar |
relatioenships? (see instructions) - ) ) - i

L

[ v Type
} 1.00 2.00

Fipancial pata and Reports _ o
4.00 |[column 1: were the firancial statements prepared by a certified Public |
Accountant? Column 2: 1If yes, eater "A" for aAudited, "C" for Compiled,
or "R"” for Reviewed. Submit complete copy or enter date available in
cotumn 3. (see instructions) If no, see instructions.
5.00 |Are the cost report total expenses and total revenues different from
tthose on the filed financial statements? If yes, submit _reconciliation. T
|

Y ' c 05/15/2012  4.00

Y/N i tegal oOper, L
B o o B 1.00 | 2.00 T
lapproved Educational activities o e
6.00 [Column 1: Are costs claimed for nursing school? Column 2: If yes, is the provider is | N 6.00
the legal operator of the program? ;
00 jare costs claimed for Allied Health Programs? If "Y" see instructions. i N
00 jwere nursing school and/or allied health programs approved and/er renewed during the N

cost reporting period? If yes, see imstructions. .
9,00 |Are costs claimed for Intern-Resident programs claimed on the current cost report? If | N 9.00
yes, see instructions.

|

o~

10.00 [was an Intern-fesident program been initiated or renewed in the current cost reporting N 1G.00

peried? If yes, see instructions.
11.00 jAare GME cost directly assigned to cost centers other than I & & in an Approved N
Teaching Program on wWorksheet A? if yes, see jinstructions. _ e

11.600

gad Debts

12.00 [Is the pr0v1der seeking reimbursement for bad debts? If yes, see instructions. o TN T 12.090
13.06 [If ¥ine 12 is yes, did the provider's bad debt collection policy change during this cost reporting N 13.00
period? If yes, submit copy.

14.00 |1f line 12 is yes, were patient deductibles and/or co-payments waived? If ves, see instructions. o N 14.00
ged Complement 1

15.00 |pid total beds available change from the prior cost reporting period? If yes, see instructions..
| Part A
1

15.00

pescrription : Y/ | pate
0 o 1.00 | 2.00

ips&r pata . -

16.00 |was the cost report prepared using the PS&R l Y [ o4r05/2017

Report only? IF either column 1 or 3 is yes,

enter the paid-through date of the Ps&R ‘

Report used in columns 2 and 4 . (see i

instructions)

17.00 iwas the cost report prepared using the psér

Report 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)

18.00 {If 1ine 16 or 17 is yes, were adjustments

made to PS&R Report data Tor 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. !

i19.60 [If 1ine 16 or 17 is yes, were adjustments N ;
|
I

|

16.00

18.00

19.00

made to PS&R Report data for correctiens of
other PS&R Report information? If yes, ses

instructions.
20.00 1If 1ine 16 or 17 is yes, were adjustments ' N
made to PS&R Report data for Other? sascribe i

the other adjustments: '

20.00

MCRIF3Z - 2.25.130.0



Health Financial Systems L PETAL

_HARRISON COUNTY HOSPETAL

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTLONNAIRE Tprovider con: 151331 Period:

21.

2.
23,

24.
25.

26.

27

28.

29.

30.

31.

32.

33.

34.

35

36.

38.
39.
40.

4]

GG
a0

00

00

6o

.00

ao

00

00
00

00

00

ao

.00

o0

00
00
00

From 01/01/2011 Part 1z

_In iiey of Form €M5-2552-10

worksheet $-2

. To 12/31/2011 pate/tTime pPrepared:

52f22/2012 4:

instructions.

MCRIF32 - 2.25.130.0

B ) i o . :24 pmn
Part A _
pescriprion Y/N | Date !
_ B ] L 100 [ 200
was the cost report prepared only using the N 21.00
provider's records? If yes, see :
ldmsgructions. ol ... . | SO U S
. T o R JF 1,00
COMPLETED BY COST REIMBURSED AND TEFRA HOSPITALS ONLY (EXCEPT CHILDRENS HOSPITALS) _
capital Related Cost . . |
Have assets been relifed for Medicare purposes? If yes, see instructions ' N 22.00
Have changes occurred in the Medicara depreciation expense due to appraisals made during the cost N 23.00
reporting pericd? If yes, see instructions.
were rew leases and/or amendments to existing Teases entered into during this cost reporting period? N 24,00
If yes, see instructions
Have there been new capitalized leases entered into during the cost reportiag pericd? If yes, see N 25.00
instructions.
were assets subject to Sec.2314 of DEFRA acquired during the cost reporting peried? If yes, see ; N 26.00
instructions, ‘
Has the provider's capitalization policy changed during the cost reporting period? 1f yes, submit N 27 G0
copy., R . e
dnterest Expense o ] . e _
were new loans, mortgage agreements or letters of credit entered into during the cost reperting ! N . 28.00
period? If yes, see instructions.
pid the provider have a funded depreciation account and/or bond funds (Pebt Service Reserve Fund) N 29.00
treated as a funded depreciatien account? If yes, see instructions
Has existing debt been replaced prior to its scheduled maturity with new debt? 1If ves, see i N 30.00
instructions. )
Has debt been recalled before scheduled maturity without issvance of new debt? If yes, see N 31.00
instructions. . } . i
purchased services ) ) o e
Have changes or new agreements oceurred in patient care services furnished through contractual i N ©32.00
arrangements with suppliers of services? If yes, see instructions. !
If Tine 32 is yes, were the requirements of sec. 2135.2 applied pertaining to competitive bidding? If N/A 33 00
no, see instructions. B e o o
rrovider-sased rhysicians _ _ e
Are services furnished at the provider facility under an arrangement with provider-based physicians? Y 34.00
If yes, see instructions.
If line 34 is yes, were there new agreements or amended existing agreements with the provider-based | N ©35.00
Aphysicians during the cost reporting pericd? ¥¥ ves, see instructions. e .
I Y/N pate |
L _ { 1.00 2.00
Home Office Costs o B e e e e e e e _
Were home office costs claimed on the cost report? : N ‘ 36.00
if line 36 is yes, has a home office cost statement been prepared by the home office? | N/A 37.900
If ves, see instructions.
if Tine 36 is yes , was the fiscal year end of the heme office different from that of N/A 38 00
the provider? If yes, enter in column 2 the fiscal year end of the home office. :
If 1ine 36 is yes, did the provider render services to other chain components? If yes, N/A 39.00
see instructions. |
if Tine 36 is yes, did the provider render services to the home office? If yes, see NSA 40.00



Health Financial Systems

HARRISON CGUNTY HOSFITAL

HOSPLITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIQNNATRE

16.00

17.00

18.G0

19.00

20.00

21.00

IPS&R Data
wWas the cost report prepared u51ng the PS&R
report only? If either column 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
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 Tnstructions)

f Tine 16 or 17 s yes, were agjustments
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 repert? If yes, see instructions.
if line 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 line 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? 1f yes, see
instructions.

7
3.00

Y

F—-- -kAHJ

Provider CCN:

T 151331 | period: lWOrksheet 5-2

|from

G1/81/2011 ] Part 11

In tiew of Form (MS-2552-10

12/31/2011 ! pate/Time Prepared:
. 5/22/2012 4: 24 pm

Part 8
Date
. 4.00
04/05/2012

MCRIF3Z - 7.25.130.0

16.00

17 .00

i18.00

19.090

20.00

21 Q0




Health Financial Systems

HARRISOMN COUNTY HOSPITAL

In tieu of Form CM5-2552-10

KOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Cost Center Description worksheet A
I o R 4,00 |
Hospital Adults & peds. (columns 5, 6, 7 and 30.00
8 exclude swing Bed, Observation Bed and
Hospice days)

HMO

HMO IPF

HMO EIRF

Hospital adults & peds. Swing Bed SNF
Hospital Adults & pPeds. Swing sed NF

TotaT adults and peds, (exclude ebservation

|_Line Numbep |

beds) (see instructions)
INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
NURSERY

Total {see instructions}

CAH visits

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKILLED NURSING FACILITY

NURSING FACILITY

OTHER $ONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER {(B.P.)
HOSPICE

CHMHC - CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
Total {sum of lines 14-26)
oObservation Bed bays

Ambulance Trips

employee discount days (see instruction)}
Employee discount days - IRF
Labor & detivery days (see instructions)

31.00

43.00

101.606

LTCH non-covered days

Fprovider ccn: 151331 period:
From 01,/01/2011 Part I
12/31/2011 pate/Time Prepared:

No. of geds |

;-5:b6____

21

21

4

25!

"~ Bed Days

To

worksheet 5-3

Available

CAH Hours

4.60

L 5/22/2012 4.24 pm

7,665

7,665

1.460]

9,125l

|

118,824.G0C

[
118,824.00;

12,648.60]

131,472.00]

MCRIF3Z2 - 2.25.130.90



HARRISON COUNTY HOSPITAL In Lieu of Form CMs-2552-10

Health rinancial Systems

HOSPITAL AND HOSPTTAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CON: 151331 pericd: worksheet 5-3
'From 01/01/2011 Part I

IFfo  12/31/2011i Date/Time Prepared:
‘ . 15/22/2012 4:24 pn

1/ bays / O/P visits / ¥rips
Cost Center Description Title v fitle XWIII Title XIX Total All
o patients |

e 5.00 6.00 7.00 ..8:00 L
1.00 |Hospital adults & Peds. (columns 5, 6, 7 and 4] 2,605 80S 4,951 1.00

8 exclude Swing Bed, Observation Bed and ’

Hospice days)
2.00 (HMO 192j 0 2.00
3.00 |[HMO IPF o 0 1 3.00
4.00 {HMO IRF G 0 i 4.00
5.00 (Hospital adults & Peds. Swing Bed SNF 0 3 0! 3 5.00
6.00 |Hospital aduits & Peds. Swing Bed NF 0 ; 30 30, 6.00
7.00 |Total Adults and Peds. (exclude observation [ 2,6(}8{‘ 835 4,984 7.00

beds) {(see instrections) ; ! )
8.00 |INTENSIVE CARE UNIT 0 355 64! 527! 8.00
9.00 |CORONARY CARE UNIT 9.00
10.00 [BURN INTENSIVE CARE UNIT | 10.00
11.00 [SURGICAL INTENSIVE CARE UNIT : i 11 00
12.00 |OFTHER SPECIAL CARE {SPECIFY) | 12.¢c0
13.00 {NURSERY 0 454, 834 13.00
14.00 |Total (see instructions) 0 2,963 1,353 6,345 14,00
15.00 |caH visits 0 0 o ol 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF : 17 .60
18.00 |SUBPROVIDER ; ' 18.00
19.00 |SKILLED NURSING FACILITY | ‘ : 19.00
20.00 [NURSING FACILITY ’ | 20.00
21.00 [OTHER LONG TERM CARE : i : 21.00
22.00 [HOME HEALTH AGENCY 0 3,698! 456) 5,351 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) I ; i 23.00
24.00 |HOSPICE ' ! ‘ 24.00
25.00 [CMHC - CMHC ! 25.900
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER ! 26.25
27.00 |Total (sum of lines 14-26) 27.00
28.00 (observation Bed Days O 121 604 28.00
29.00 jambulance Trips 0i 29.00
30.00 {Emplovee discount days (see instruction) : 0 30.00
31.C0 [Employee discount days - IRF | G 31.00
32.00 |Labor & delivery days {see instructions} o 0 32.00
33.00 |LTCH non-covered days 0 | 33.00

MCREF3Z - 2.25.130.0



Health Financial Systems

HARRISON COUNTY HOSPTTAL

HOSPITAL AND HOSPITA:X HEALTH CARE COMPLEX STATISTECAE DATA

13.00
14,00
15.00
i6.00
17.00
18.00
19.00
26.00
21.00
22.00
23.00
24.00
25,00
26.00
26.25
27.00
28.00
26.00
30.00
31.00
32.00
33.00

Cost Center Description

Hospital Aadults & peds. (columns 5, 6, 7 and
8 exclude Swing Bed, Observation Bed and
Hospice days)

HMO

HMO IPF

HMO IRE

Hospital Aadults & Peds. Swing Bed SNF
Hospital Adults & Peds. Swing Bed NF
Total Adults and Peds. {exclude observation
beds) (see instructions)

INTENSIVE CARE UNXIT

CORCNARY CARE UNET

BURN INTENSIVE CARE UNIT

SURGECAL INTENSEIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

NURSERY

Total (see instructions)

CAH visits

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKILLED MURSING FACIEITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

CMHC - CHHC

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

Total (sum of Tines 14-26)

Observation Bed Days

Ambulance Trips

employee discount days {see instruction)
employee discount days - IRF

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

T Fell Time Equivalents

Total Interns)
| & Residents |

9.00

G.00

G.00

Tprovider ccn:

151331 pPeriod:

Feom 01/01/2011 Part 1

12/31/2011 Date/Time Prepared:
_.5/22/2012 4:24 pm

Fo

1 Discharges

“payroll
10.00

339.21

MCRIF32 - 2.25.130.0

'Emb1o}éé5 OTJ

|
|

Nonpaid

__ Workers

Title v |

Title XVIII

_In tieu of Form CMS-2552-18
worksheet 5-3

11.00

12.90 1~
0

. 13.00 -
758 1.

45

758

Rt ey W Vo I SR WA )



Health Financial Systems HARRISON COUNTY HOSPITAL o . Iptiey of rorm ¢M5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA [provider con: 151331 "period: worksheet $-3
i From 01/01/2011 prart 1
' To  12/31/2011 pate/Time Prepared:
..2/22/2012 4:24 pm
R

__Discharges N

Cost Center Description Title XIX Total A1t |
... Patients
e o 1400 17 1500 _ T S
1.00 {Hospital Adults & Peds. {columns 5, &, 7 and 278 1,539 1.00
8 exclude swing Bed, Observation Bed 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 i 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF | 6.00
7.00 iTotal Adults and peds. (exclude observation 7.00

beds) (see instructions) i

8.00 [INTENSIVE CARE UNIT ! 8.00
5.00 |CORONARY CARE UNIT : 9
10.00 |BURN INTENSIVE CARE UNIT I 10.
11.00 [SURGICAL INTENSIVE CARE UNIT 11.60
12.00 |OTHER SPECTIAL CARE (SPECIFY) ! i 12
13.00 |HURSERY . i 13

14.00 {Total (see instructions) 278 1,539
15.00 [CAH visits . 15,00
16.00 {SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 1 17 .00
18.00 |SUBPROVIDER i 18.00
19.00 |SKILLED NURSING FACTLITY i 19.00
20.00 |NURSING FACILITY : 20.0C
21.00 |OTHER LONG TERM CARE . 21.60
22.00 |HOME HEALTH AGENCY ! 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 QUALIFIED HEALTH CENTER | 26.25
27.00 |Total (sem of Tines 14-26) i 27.00
28.00 |observation Bed Days i 28.00
29.00 |ambutance Trips i 28 00
30.00 |Employee discount days (see instruction) 30.00
31.00 jemployee discount days - IRF 31.00
32.00 {Labor & delivery days (see instructions) 32.00
33.00

33.00 |[LTCH non-covered days

MCRIF3Z - 2.25.130.0



Health_Financial Systems e HARRISON COUNTY HOSPITAL i 1 r
HOSPITAL WAGE RELATED COSTS Provider ¢CN: 151331, period: i wo
"From 01/01/2011 Part IV

To 12/31/2011 Dpate/Time Prepared:
‘ 5/22/2012 4:24 pm

Amount
Reported
_ R e e . S A ]
PART IV - WAGE RELATED COSTS R e o
part A - core List P |
[RETIREMENT COST . . o _ I j
1,00 [401K Employer Contributions ' 765,008, 1.06C
2.60 |Tax sheltered annuity (TSA) Employer Contribution 6 2.00
3.00 J|qualified and Non-Qualified Pension Plan Cost ¢ 3.00
4.00 |prior Year Pension Service Cost - 0 4.00
PLAN ADMINISTRATIVE COSTS (Paid to extersal Organization) _ o
5.00 |401K/TSA Plan Administration fees 0 5.00
6.00 [Legal/Accounting/Management Fees-Pension Plan 0 6.00
7.00 |Employee Managed Care Program Administration Fees = e __ 0 7.00

MEALTH AND INSURANCE COST o R
2.00 |Health Imsurance (Purchased or Self Funded)
9.00 |Prescription Drug plan

i

1,937,363 8.00
0

10.900 |Dental, Hearing and vision Plan _1o.co0
11.00 |Life Insurance (If employee is owner or beneficiary) 28,212 11.00
12.00 |Accident Insurance (If employee is owner or beneficiary) 0 12.00
13.00 |pisability Insurance (IT employee is owner or beneficiary) 130,189 13.00
14.00 (Long-Term Care Insurance (If employee is owner or bemeficiary) 0 14.00
15.60 {"wWorkers' Compensation Insurance 109,305 15.00
16.00 {Retirement Health Care Cost {Only current year, not the extraordinary accrual reguired by rass 196. 0 16.00

Nor cumultative portion) . ol S

TARES . O
1,308,413 17 cC

18.00 {Medicare Taxes - Employers Portion anly 6 18.00

19.00 |unemployment Insurance 56,322 19.00

20.00 |state or Federal umemployment Taxes ) R . e _._.B 20.00
OTHER . e e e

23,00 [Executive Deferred Compensation ' 0 21.00

22.00 {Day care Cost and Allowances ) 0 22.00

| 35,409 23.00

23.00 |Fuition Reimbursement
24.00 |Total wage Related cost_ (sum of Tines 1 -23) } o . j
Part B - other than Core kelated Cost e

25.00 {OTHER WAGE RELATED COSTS (SPECIFY)

4,371,12}, 24,00

0 25.00

MCRIF32 - 2.25.130.0



Health Financial Systems

HARRISON COUNTY HOSPITAL

in Lieu of Form (MS-2552-10

HOME HEALTH AGENCY STATISTICAL DATA

!Provider CCN:

fCDmponent CON: 157242 ' 1o

151331 Period: "worksheet 5-4

: From 01/01/2011:

~|county . .

12/31/2011 bpate/Time Prepared:
15/22/2012 4:24 pm

" HOME HEALTM AGENCY STATISTICAL DATA

Home Health Aide Hours

Unduplicated Census Count (see instructions)|

leentains the first code).

Administrater and Assistant Administrator(s)
Director{s) and Assistant Director(s)

other Administrative Personnel

Direct Nursing Service

Nursing supearvisor

Physical Therapy Service

pPhysical Therapy Supervisor

Occupational Therapy Service

Qccupational Therapy Supervisor

speech pathology Service

speech Pathology Supervisor

Medical social Service

Medical Social Service Supervisor

Home Health Aide

Home Health Aide Supervisor

other {specify}

HOME_HEALTH AGENCY CBSA CODES

Enter in column 1 the number of CBSAs where
you provided services during the cost
reporting period.

List those CBSA code{s) in column 1 serviced
during this cost reporting period (line 20

lpPs ACTIVITY DATA

skilled nursing visits

skilled Nursing visit Charges
pPhysical Therapy visits

physical Therapy visit Charges
Occupational Therapy visits
occupational Therapy visit charges
speech pathology visits

speech Pathology visit charges
Medical Social Service visits
Medical Social Service visit Charges
Home Health Aide visits

Home Health Aide visit Charges

Jotal visits (sum of lines 21, 23, 25, 27,
29, and 31)

other Charges

Total Charges {swvm of lines 22, 24, 26, 28,
36, 32, and 343

Tetal Number of Episodes {standard/non
cutlier)

Total Number of outlier Episodes
Total Nen-Routine Medical Supply Charges

HOME MEALTIE AGENCY - NUMBER OF EMPLOYEES

! Home Health PPS
o Agency I
HARRISON 0.00
777"’77W‘47I Title xvIII | Title Xix other ! Total
200 1 300 4.00 : 5.00
1 0 0f 0 1L.00
) 0.00) 111.00 6.00] 0.00| 0.00. 2.00
Nunber of Employees (Full Fime Eguivalent)
Enter the number of hours in staff Contract | Total
your normal work week
0 _1.00 2.00 3.00 -
0.00f 0.00) .00/ 0.00 3.00
0.00 0.00 0.00 4.00
Q.00 g.00 0.00 5.00
0.06 0.00 0.00 6.G0
0.G0 0.00: 6.00 7.C0
0.00 0.0q 0.00 8.00
0.00 0.00 0.00: 9.00
i G.00] 0.00: 0.00° 10.00
: .00l G.00 0.00 11.00
0.00! 0.00 0.00 12.00
0.00; 0.00; 0.00; 13.00
i Q.00 0.00: 6.00 14,00
i 0,60, .00 0.00 15.00
0.00 0.00 0.00 16.00
. G.00 0.00 Q.00 17.00
o 0.00_____ 0.00 0.00_ 18,00
r il ! 19.00
15998 20.00
~ Full Episodes - i
Wi thout wWith outliers |LuPA Episodes PEP Only | Total (cols.
outHers Episodes J 1-4)
1,00 2.00 T _3.00 400 1 5.00 ,
1,435 125 79 18 1,657 21.00
196,323 19,856 12,514 2,250 230,943 22.00
785 8 6| 23! 822 23.00
119,842 1,059 792 3,636 124,726 24.00
438 o] 0 16 448 25.00
66,992 G 4] 1,3353 68,327 26.G0
0 0 0 Oi 0 27 00
0 0 ol o, 0 28.00
30 2 0 ol 32 29.00
5,250 350 0 Oi 5,600, 30.00
6497 30 0 | 739 31.00
41,697 1, 650 Q) 660. 44,007 32.00
3,385 162 85 63 3,698 33.00
19,522 7.259 214 0l 26,995 34 .00
449, 626 30,171 13, 520| 7,281‘ 500,598 35.00
170. ) 35 5 21} 36.00
3 Q 3 37.00
11,552 1,909 1,749 75 15,285 38.00

MCRIF3Z - 2.25.130.0



Health Financial Systems . . HARRYSON COUNTY HOSPITAL in Lieu of Form CM5-2552-10

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA {provider con: 151331 Period: Tworksheet $-10
From 01/01/2011

: To 12/31/2011 Dpate/Time Prepared:
- N _ . B : L5/22/2012 4:24 pm_
| I f .

] .00

‘uncompensated and indigent care cost computation e
1.00 |cost to charge ratio (Worksheet ¢, Part T line 200 column 3 dw1ded by line 200 column 8) .. 8.332367 1.00

Medicaid (see instructions for each Tine) ) ]

2.00 iNet revenue from Medicaid 3,032,268 2.00
3.00 {pid you receive DSH or suppliemental payments from Medicaid? ; Y 1.00
4.00 [Xf line 3 is "yes", does line 2 include all psH or supplemental payments from Medicaid? N 4.00
5.00 |If line 4 is "no", then enter DSH or supplemertal payments from Medicaid 1,180,266 5.00
6.00 |Medicaid charges 16,805,079  6.00
7.00 |[Medicaid cost (line 1 times }ine 6) 5,584,445  7.00
8.00 |pifference between net revenue and costs for Medicaid program (line 7 minus sum of Tines 2 and 5; if 1,371,911 8.90
< zero then enter zero) |
state Children's Health Insurance Program (SCHIP) (see instructions for each line) B
9.00 INet revenue from stand-alone SCHIP i 0 9.00
10.00 |[stand-alona SCHIFP charges . 0. 10.00
11.00 [stand-alone SCHEP cost (line 1 times Tine 10) ! 0 11.00
12.00 |pifference between net reveaue and costs for stand-alone SCHIP (line 11 minus Hine 9; if < zero then 0 12.¢60
enter zero) o e
Othta state or local goverament 1ndigent care program (sce lnstruct ous for each line) :
13.00 iNet revenue from state or local indigent care program (Not included on 1ines 2, 5 or 9) J ¢ 13.00
14.00 [charges for patients covered under state or local indigent care program (Not 1nc}uded in 1ines 6 or 0 14.00
103
15.00 [state or Jocal iadigent care pregram cost (Jine 1 times lTine 14) 0 15.00
16.00 (Difference between net revenue and costs for state or Jocal indigent care program (Yine 15 minus line 0 156.00
13; if < zero then enter zero)
Uncompensated care (see instructions for each line) |
17.00 |Private grants, donations, or endowment income restricted to fund'mg charity care ' 0 17.00
18.00 [Government grants, appropriations or transfers for suppert of hospital operations ‘ 6 18.90D
19.06 {Total unreimbursed cost for Medicaid , SCHIP and state and tocal indigent care programs (sum of Tines' 1,371,911 19.00
Uninsured nsured ! votal (col. 1]
yttients patients |+ col. 2y |
e o _ - . 1.00 2.00 177300
2G.00 |Total initial obligation of patients approved for charity care (at full - 2,377,867 386,579 7,764,446 20,00
charges excluding non-reimbursable cost certers) for the entire facility :
21,00 [Cost of initial obligation of patients approved for charity care (line 1, 790,182, 128,463 918,645 21.00
times line 20}

22,00 [Partial payment by patients approved for charity care | 23.308[ 28,13@ 51,444 22.00
23.60 [Cost of charity care {line 21 minus Tine 22) o i 766,874 160, 327 867,201 23.00
. U L e b p00 L
24.00 |poes the amount in line 20 column 2 include charges for patient days beyond a ength of stay limit N 24.GO

imposed on patients covered by Medicaid or other indigent care program? )
25.00 {1t lire 24 is "yes," charges for patient days beyond an indigent care program's length of stay Timic 0 25.00
26.00 {Total bad debt expense for the entire hospital complex (see instructians) \ 6,306,359 26.00
27.00 |Medicare bad debts for the entire hospital complex (see instructions) ‘ 927,774 27.00
28.00 |Non-Medicare and Non-Reimbursable bad debt expense {line 26 minus line 27) . 5,378,585 28.00
29.00 {Cost of non-Medicare bad debt expense {1ine 1 times Fine 28) ! 1,787,341 29.00
30.00 |Cost of non-Medicare uwncompensated care (ine 23 column 3 plus Yine 29) 2,654,542 30.00
31.00 ;Total unreimbursed and uncompensated care cost (Tine 19 plus Tine 30) 4,026,453 31.00

MCRIF3Z - 2.25.130.0



Health Financial Systems

HARRISON COUNTY HOSPITAL

RECLASSTFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Cost Center pescription

\GENERAL SERVICE COST CENTERS

00 |NEW CAP REL COSTS-BLDG & FIXT
01 |[MoB
02 [AMB DEPR
00 |NEwW CAP REL COSTS-MVBLE EQUIP
01 |AaMB EQUIP
00 |EMPLOYEE BENEFITS
OTHER A&G

(02 |ADMITTING

.03 |PATIENT ACCOUNTING

.00 |[OPERATEGN OF PLANT

,01 [AMB PLANT OPS

.00 [LAUNDRY & LINEN SERVICE

.00 |HOUSEKEEPING
10.00 |DIETARY
11.900 |CAFETERIA
13.00 |NURSING ADMINISTRATION
14.00 |CENTRAL SERVICES & SUPPLY
16,00 [MEDICAL RECORDS & LIBRARY
17,00 [sQCIAat SERVICE

WO N N AT U N A R RN e e e
=1
=

30.00 |ADULTS & PEDIATRICS
31.00 |INTENSIVE CARE UNIT
43.00 [NURSERY.

50,00 |GPERATTING ROOM
52.00 IDELIVERY ROOM & LABOR ROOM
53.00 |ANESTHESTOLOGY

5400 |RADIGLOGY-DTAGNOSTIC

60.00 |LABORATORY

65.00 JRESPTRATORY THERAPY

66.(0 |PHYSICAL THERAPY

67.00 |OCCUPATIONAL THERAPY
68.00 [SPEECH PATHOLOGY

69.00 ;| ELECTROCARDIOLOGY

71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS

72.00 [IMPL. DEV. CHARGED TO PATIENT
73.00 |DRUGS CHARGED TO PATTENTS

90.90 |CLINIC
90.01 |SENIOR CARE
91.00 | EMERGENCY

$2.00 |O8SERVATION BEDS (NON-DISTINCT PART)

95.00 |AMBULANCE SERVICES
101.00{HOME HEALTH AGENCY
SPECIAL PURPOSE COST CENTERS
113.00{INTEREST EXPENSE

118.00; SUBTOTALS {SuM OF LINES 1-117)
NONREIMBURSABLE COST CENTERS

190.00]GIFY, FLOWER, COFFEE SHOP & CANTEEN

192.00] PHYSICFANS' PRIVATE OFFICES
194, 00| MARKETING

194.01| PHYSICTAN BILLING

194.02| M08

200,00 vOoTAL (SUM OF LINES 118-199)

INPATIENT ROUTINE SERVICE COST CENTERS

ANCILLARY SERVICE COST CENTERS

OUTPATIENT SEAVICE COST CENTERS

OTHER RETMBURSABLE COST CENTERS

srovider con: 151331 'period:

_In Liey of form CMs-2552-10

 From 01/01/2011 |

(wWorksheet A

‘To 1273172011 pate/time Prepared:
L 5/22/2012 4:24 pm_

sataries other Total €col. 1 Reclassificatil Reclassified

+ col, 2) ons {See A-6) [Trial Ralance

(col, 3 +-
e o . 8 col. 43

1.00 2.00 3.00 4,00 5.00 i
! 2,303,145/ 2,303,145 1,265,496] 3,568,641 1.00
904,965, 904,965 o 904,965, 1.01
i 0 o 77,845 77,845 1.02
2,247,724 2,247, 724! -120, 635! 2,127,089 2.00
o 0 171,477 171,477  2.01
161,296 4,476.416£ 4,637,712 al 4,637,712 4.00
1,258,479 1,485,057 2,743,536 o 2,743,536 5.01
361,064 39,227, 400,291 o 400,291 5.02
334,857 513,403 848,260 ] 848,260 5.03
212,051 1,281,918 1,493,969 0, 1,493,969 7.00
0 44,281 44,281 o 44,281 7.01
20,629 192,936 213,565 ol 213,565' 8§.00
386,470 109,183 495,653 ol 495,653  9.00
345,438 315,715 -414,785i 246,368 10.00
0 o 414,785, 414,785 11.00
654,551 150,477 o 505,028 13.00
220,749 19,998 1,037 241,784 14.00
500,025 146,031 0; 646,056. 16.00
154,554 B.347 0 162,801 17.00
2,585,054 441,1800 3,026,234, -421,35% 2,604,882 30.00
382,614 73,561 456,175, -42,375 413,800 31.00
0 294] 294) 263,443 263,737, 43.00
929,154 1,208,065 2.137. 21 -858, 366! 1,278,853 50.00
0 v 0; 0. 6 52.00
470, 240 437,154 907, 394; -22,805 884,589 5$3.00
1,025,560 924,743 1,950,303 -159,280, 1,791,023 54.00
701,794 1,271,346 1,973,140 -200,240| 1,772,900 60.00
0 529,165 528, 165! -93, 410 435,755 65.00
245,689 9,823 255,512 -1, 384 254,128 66.00
0 13,048 13,046 0 13,046 67.00
0 10,182 10,1821 o 10,182 68.00
186,787 133,130 319,917, 46,5971 366,514 69.00
0 o ol 1,502,638 1,502,638 71.00
0 ) hl 205,782, 205,782 72.00
304,047 1.545,72& 1,849,771 o 1,849,771 73.00
o 80,607, 80,607 -40 80,567 90.00
158,255 132,798 291,053 -72 290,981 90.01
1.08?.045‘ 236,644 1,323,689 -169, 334 1,154,355 91.00
i | ; . 92.00

‘ ]
’ 1,628,178 487,423] 2,115,601 -61, 340! 2,054,261 95.00
530,114 123,977 654,091 -16,685° £37,406 101.00
J I 1,366,997  1,366,9971 -1,366,997 0113.00
14,844,694 23,264,6821 38,109,376] O/ 38,109,376 118.00
0] ol y i 0 190.00
4,471, 687! 1,867, 164 5,338,851 o 6,338,851 192 00
36,724 276,914 313,638 o 313,638 194.00
155,968 50, 185! 206,153 ] 206,153 194 01
oJ 0| ) o 0194.02
19,509,0731 25,458,945 44,968,018 0l 44,968,018 200. 00

MCRIF3Z - 2.25.130.0



Health Financial Systems HARRISON COUNTY HOSPIFAL o .__ _ _1In tieu of Form CM5-2552-10
worksheet A

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES [Provider coN: 151331 period:
. from 01/01/2011

; To 12/31/2011 Dpate/Time Prepared.
! e ; 572212012 4:24 pm |

Cost Center pescription Adjustments INL{ Expenses
{see A-8) LjEer Allocation

EEN,EBQL,,S,E!E\{IC!T, COST CENTERS T, - I
1.00 |[NEW CAP REL COSTS-BLDG & FIXT -1,060,129 2,508,512 1.00
1.01 [MoB G 904, 965 1.01
1.02 |AMB DEPR 0 77,845 1.02
2.00 [NEW CAP REL COSTS-MVBLE EQUIP -110,994 2,016,095 2.00
2.01 |AMB EQUEIP 0 171,477 2.0
4.00 [EMPLOYEE BENEFITS -111,786 4,525,926 4.00
5.01 {OTHER A&G 0 2,743,536 5.01
5.02 |ADMITTING 0 400,291 5.02
5.03 |PATIENT ACCOUNTING ~-25,889 822,371 5.03
7.00 |OPERATION OF PLANT -3,646 1,490,323 7.00
7.01 |AMB PLANT OPS 0 44 281 7.01
8.00 [LAUNDRY & LINEN SERVICE il 213,565, 8.00
3.00 |[HOUSEKEEPING 0 495,653 3.00
10.00 [DIETARY -8,541 237,827 10.00
11.00 [CAFETERIA -123,932 290,853 11.00
13.00 |NHRSING ADMINISTRATION -107,752 697,276 13.00
14,00 |€ENTRAL SFRVICES & SUPPLY 0 241,784 14.00G
16.00 |MEBTICAL RECORDS & LEBRARY -17,559 628,500 16.00
17.00 |SOCTAL SERVICE . 162,901 U, 17.00

INPATIENT ROUTINE SERVICE COST CENFERS ) ) o o . |
30.00 |ADULTS & PEDIATRICS G 2,604,882 30.00
31.00 [INTENSIVE CARE UNIT [ 413, 800 ' 31.00
43.00 [NURSERY ] 0 263,737 o . 43.00

ANCILLARY smvrcc COST CENTERS . -~ il
50.00 |OPERATING ROOM 0 1,278,853 50.00
52.00 [DELIVERY ROOM & LABGR ROOM 0 0 52.00
53.00 |ANESTHESTOLOGY -818, 322! 66,267 53.00
54.00 |RADIOLOGY-DIAGNOSTIC ol 1,791,023 54.00
60.00 [LABORATORY 75,749| 1,767,151 a0 00
65.00 |RESPIRATORY THERAPY -5,505 430,250 65 00
66.00 | PHYSICAL THERAPY 1] 254,128 66.00
67 .00 |OCCUPATIONAL THERAPY 0 13,048 67.00
68.00 |SPEECH PATHOLOGY 0 16,182 68.00
69.00 |ELECTROCARDIOLOGY -86,900 279,614' 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 1,502,638 71.60
72.00 |IMPL. DEV. CHARGED TO PAFIENT 0 205,782 72.00
73.00 [DRUGS CHARGED TO PATIENTS . 0 1,849,771 o 73.00

OUTPATIENT SERVICE COST CENTERS ) o i
90.00 |CLINIC 0 80,567 90.00
90.01 |SENIOR CARE G 290.981' 93 01
91.00 |EMERGENCY 0 1,154, 355! 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART)} ) L e 42.00

07 REIMBURSABLE COST CENTERS ) ‘ - e e
95.00 |AMBULANCE SERVICES -23,730 2,030,53% 95.00
101. 00 HOME HEALTH AGENCY o l o 637,406 101.00

[SPECIAL PURPBSE_COST CENTERS o e
113.00] ENTEREST EXPENSE ] 0 0 T113.00
118.00|SUBTOTALS (SUM OF LINES 1-117) -2,510,4311 35,598,945 118.400

NONREIMBURSABLE COST CEN*fE!ts o ) o o )
190.00{GIFT, FLOWER, COFFEE SHOP & CANTEEN G G 190.00
192.00| PHYSICIANS' PRIVATE QOFFICES ¢ 6,338,851 192.00
194. 00| MARKETING 0 313,638 194 .0C
194.01 PHYSICIAN SILLING 0 206,153 194 .01
194.02:M0B 0 0, 194.02
200.00,7oTAl (SUM OF LTNES 118-199) -2,510,431 42,457,58?! 200.00

MCRIF32 - 2.25.130.0



Health Financial Systems HARRISON COUNTY HOSPLITAL e In _L‘i_g_Lr}__of Form €M5-2552-10
RECLASSIFICATIONS 1 provider CCN: 151331 ' Period: . worksheet A-6
i . From 01/01/2011 )
i ' To 12/31/2011 pate/Time Prepared:
: _.5/22/2012 4:24 pm

—__Increases
- st center | vine 4 | . | other |
200 300 ( A 5.00 S W
A~ EKG . . . - R e s
1.00 [ELECTRGCARDIOLOGY 69.00 2,512 44,200 1.00
2.00 .08 0 ; 2.00
3.00 0.00 0 0| t3.00
4,00 o N 0.00 o 4,00
TOTALS . 2,512 44, ?GOI o L
B - MED SUPPLIES o ) . o .
1.00 IMEDICAL SUPPLIES CHARGED TO 71.00 0 1,502,63§[ 1.00
PATIENTS
2.00 |IMPL. DEV. CHARGED TO 72.00 0 205,782 | 2.00
PATIENT i
3,00 [CENTRAL SERVICES & SUPPLY 14,00, 0 1,037] 3.00
4.00 0.00 0 or | 4.00
5.00 0.00 0 0 5.00
6.00 0.00 i3 ol 6.00
7.00 0.00 af o 7.00
8.00 .00 4] 0 8.00
9.00 0.00 0 o 9.00
16.00 0.00 4] 1) 10.00
12.00 0.00 0 0, 12 .00
13.00 0.00 0 4] 13 o0
14,00 0.00 Q o] 14,00
15.00 0.00 0 ol 3500
6.00 | . 0.60 I | I | 16.00
TOTALS B ) 0 1,709,457 e
C_- INTEREST - - O =
1.00 |[NEw CAP REL COSTS-BLDG & 1.00 0 1,366,997 1.00
FIXT q4 e ]
TOTALS o 0 1.366,997| e .
D - CAFETERIA ‘ B o o
1.00 [CAFETERIA 47,7\ ___11.00 216, E@; ) 198, 059! 1.00
TOTALS _ ! _ 216,716 188,068 e i
E - NURSERY _ _ e . e e, !
1.00  |NURSERY o 263, ?38 T o 1.00
TOTALS 263, 738 g N ;
F o~ OTHER CAPLTAL €OSTS _ o ;
1.00 |NEW CAP REL COSTS-MVBLE 2.00 0| 23,656 1.00
EQUIP R 4
TOTALS e e 0 23,656 SR
G - DEPRECTATION AND UTILITIES oo o .
1.400 .90 0 0 C1.00
2.00 |NEW CAP REL COSTS-MVBLE 2.00 0 27,186 2,00
EQUIP
300 | o N 0.00 0 ) 3.00
TOTALS ! 0 _ 27,186 e -
H - AMBULANCE DEPRECIATION . o e
1.00 |aMB DEPR 77,845 Co1.00
2.00 laMB EQUIP | | 171,477 Co2.00
TOTALS 249,322, ‘
500.00 |[Grand Total: Increases ‘3,518, 887! 500.00

MCRIF32 - 2.25.130.0



Health Financia)_ Systems

HARRISON COUNTY HOSPITAL

In tiew of Form QMS-2552-10

RECLASSTFICATIONS

151331 ' period: worksheet A-6
From 01/01/20311
To 12/31/2011 pate/Time Prepared:

! : 5/22/2012 4:24 pm_

provider CCN:

_becreases
Line # [ salary ] other  wkst. A-7 Rel.
700 1 8.4 9.00 19,00 i

1.00 |AMBULANCE SERVICES 95.00 141 0 ol I 1.00

2.00  [EMERGENCY 91.00 1,383 0 0 2.00

3.00 INTENSIVE CARE UNIT 31.00 988 0 o i 3.00

4.00 |RESPIRATORY THERAPY | 65.00 9 44,2900 o 4.00
TOTALS _ 2,512 44,200 e
B - MED SUPPLIES : . . |

1.00 0.00 ] 0 o 1,00

2.00 |ADULTS & PEBIATRICS 30.00 o] 157,614 ¢ 2.00

3.00 [INTENSIVE CARE UNTT 31.00 ol 41, 387! 0 3.00

4.00  NURSERY 43.00 G 295 0 4.00

5.00 |[OPERATING ROOM 50.00 G 858,366 Q 5.00

6.00  |ANESTHESIOLOGY 53.00 0 22,805 0 | 6.00

7.00 IRADIOLOGY-DIAGNDSTIC 54.00 0 159,280 q I 7.00

8.00 [LABORATORY 60.00 0 200,240 i 8.00

9.00 [RESPIRATORY THERAPY 65.00 0 49,210 ol 9.90

10.00 |[PHYSICAL THERAPY 66.00 9 1,384 ol . 18,00

12.00 |ELECTROCARDIOLOGY 69.00 0 115 o ' 12.00

12.00 |CLINIC 90.00] 0 40 o , 13,00

14.00 [SENIOR CARE 96.01 ] 72 Y 14.00

15.00 |EMERGENCY 91.00 0 157,450 0 15.00

16.00 [AMBULANCE SERVECES I 95.00 _ o 61,139 o 16.00
TOTALS - 0: i 7_0_9_,_457* o - )

C . INTEREST . -

1.00 [INTEREST EXPENSE _ 7;13.-,@;‘, e _ 0 1,366,997 R ; 1.00
TOTALS | o__ 1, ﬁgg_?l__ o - ‘

D - CAFETERIA L o o o

1.06 |DIEYARY o _19.08] 216,716 198, 069'%7 B Qi 1.00
TOTALS 216,716 198,069 . B
E - NURSERY _ o ] ) |

1.00 |ADULTS & PEDIATRICS { ,_‘_____,ﬁ‘,30.00$ 263,738 of of 1 1.00
TOTALS i 263,718 ol L o
F - OTHER CAPITAL COSTS ~ o - !

1.00 [NEW CAP REL COSTS-BLDG & 1.00 0 23,656 9 | 1.00
FEXYT i U I . ‘
TOTALS o o 23,656 ' e
6 - DEPRECIATION AND UTILITIES ] o e

1.00  [EMERGENCY 91.00 0 10,501} 0, ©1.00

2.00 0.00 0 ol 10 C2.00

3.00  [HOME HEALTH AGENCY |  101.00f e 16,685 1] 3.00
TOTALS o, 2,86 . . _

H - AMBULANCE DEPRECIATION _ ) ) -

1.00 |NEW CAP REt COSTS-BLDG & 1.60 0 ?7.845% 9 1.00
FIXT ‘ !

2.00 NEW CAP REL COSTS-MVBLE 2.00 G 171,477 1o 2.00
EQUEP__ 4 e e ] e
TOTALS - o 0 249,322 - 1 |

500.00 i{Grand Total: Decreases 482,966 3,618,887 | - 500.00

MCRIF3Z - 2.25-130.0



Health Financial Systems

HARRISON COUNTY_HOSPETAL

RECONCILIATION OF CAPITAL COSTS CENTERS

[ R VI NN
[}
=3

=0 Qo
<
(=]

WOR N e
[l
i)

.00
.01
.02
.00
01
.00

[VIE NI U

I

tand

rand Improvements

Buildings and Fixtures
Building Improvements

Fixed Equipment

Movable Equipment

HIT designated Assets

subtotal {sum of Tines 1-7)
Reconciling Items

Total {line 8 minus line 9)

Cost Center Description

NEW CAP REL COSTS-BLDG & FIXT
MOB

AMB DEPR

NEW CAP REL COSTS-MVBLE EQUIP
AMB EGQUIP

{Total {sum of Jines 1-2}

Cost Center Description

'SART 111 - RECONCILIATION OF CAPITAL COSTS CENTERS

NEW CAP REL COSTS-BLDG & FIXT
MOB

AMB DEPR

NEW CAP REL COSTS-MVBLE EQUIP
AMB EQUIP

Total (sum of lines 1-2)

PART I - ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES

Tprovider ccn: 151331 peried:

,To

worksheet A-7
From 01/01/20%1 pParts I-III

_In Lieu of Form CM5-2552-10

12/31/2011 | pate/Time Prepared:

_acguisitions

| 5/22/2012 4:2|€l pnt

RT 1T - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, LINES.

Beginning purchases Donatien Total lpisposals and
Balances e | retirements o
100 | _z.00 ~3.00 4.00 ] 5.06 |
3,202,420 I 0 & 22,475 1.00
3,547,740 0 0 0l 1 2.00
36,978,785 771,340 0 771, 340l 0 1.00
0 [4] O 0 0 4.0
0 0 9 0 0 5.00
19,453,368 559,344 o 554, 344 ¢ 6.00
0 a 0 &1 6 7.00
63,182,313 1,330,684 o i,330,684 22,476 8.00
Q 0 o G G 9.00
63,182,311 1,330, 684! 0 1,330,684 22,476 10.60
SUMMARY OF CAPITAL I
popreciation Lease I'" Interest [Insurance {see! Taxes (see
o . | __|instructions) {instructions)
C9.00 10.00 [ 1100 12.00 i 13.00
1 and 2 . e
2,303,145 o 0 ol 0 1.00
904,965 0 0 0 0 1.01
0 0 4] 0 0 1.02
2,247,724 4 o 0 0 2.00
9 ) ) ol 0 2.01
5,455, 834| o 0 .0 0. _3.00
COMPUTATION OF RATIOS ALLOCATION OF l
o OTHER CAPITAL
G055 Assets | Capitralized | Gross Assets Ratio (see Insurance
Leases for Ratio instructions) !
{eel. 1 - col.
. - 2} - . .[‘. e
~1.00 2.00 3.00 _ . .4.00 5.00 e
¢ 0! ] 1.6000000, 0 1.00
0 0 ol 0.000600: 0 101
0 4] 4] 0.000000] o 1.9z
0 Q 0 0.006000! G 2.00
0 0 ol 0.000080 ¢ 2.01
O 4] 4] 1.000000 0 3.00

MCRIF32 - 2.25.130.0




Heatth Financial Systems o o HARRISON COUNTY HOSPITAL _ _ _  _ _ 1In tieu of Form (M5-2552-10
RECONCELTATION OF CAPITAL COSTS CENTERS EPravider CCN: 151331 pericd: | Worksheet A-7
! | From 01/01/201} , Parts I-IEI
i i To 12/31/2011 'pate/Time Prepared:
~ . j I (572272012 4:24 pm_ _
ending Balance Fully
pepreciated
e Assels
IPART I - ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES i . :
1.00 |rand 3,179,945 0 1.00
2.00 [Land Improvements 3,547,739 0 2.00
3.00 [Buildings and Fixtures 37,750,125 0 3.00
4.00 lsuilding Improvements [y 0 4.00
5.00 [Fixed Equipment 0 OI 5.00
6.00 iMovable gquipment 20,012,712 a9 6.00
7.60 [HET designated Assets 0 0 7.00
8.00 |subtotal (sum of lines 1-7) 64,490,521 O 8.00
9.00 |Reconciting Ttems 0 0 9.00
30.00 |Total (Fine 8 minus Yine 9) ... 54,490,521 0 ———e____1p.00
SUMMARY OF CAPLITAL
cost Center pescription other Total {13} (sum
capital-pelate] of cols. 9
d Costs (sce | through 14} |
Jinstructions} . ___]
e I 14,00 1500 i [
ER 1T 11 - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, LINES 1 and 2 o o
1.00 [NEW CAP REE COSTS-BLDG & FIXY 0 2,303,145 1.00
1.01 |MoB 0 904, 965 1.0t
1.02 {aM8 DEPR 0 G 1.02
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 0, 2,247,724 2.00
2.01 |avMB EQUIP 0 o 2.01
3.00 |Total (sum of Tires 1-2) ) oo 5,455,834 30
ALECCATION OF OTHER CAPIIAL SUMMARY OF
o o CAPTTAL _ |
Cost Center Description Taxes other "Total (sum of | bepreciation Lease
lcapital-relate’  cols. 5
) d Costs | through 73
. I _ 6.00 7.00 f 8.00 3.00 16.00
[PART I1I1 - RECONCILIATION OF CAP1TAL COSTS CENTERS ] B o i
1.00 {NEW CAP REL CDSTS-BLDG & FIXT 0 o] ol 2,508,512 0 1.00
1.01 [MOB 0 Oi 63 904,965 0 1.0t
1.02 {AMB DEPR 0 0 ] 77,845 0 1.02
2,00 {NEW CAP REL COSTS-MVBLE EQUIP 0 0 ) 2,271,380 -255,285 2.00
2.01 |amB EQUIP 0 0 0, ol 171,477 2.01
3.00 |Total (sum of lines 1-2) 0 ] o 5,762,702 -82,808 3.00

MCRIF32 -~ 2.25.130.0



HARRISON COUNTY HOSPIFAL _ In tieu of fForm CM5-2552-10
FPro\rider CCN: 151331 Period: “worksheet A-7
! From 01/01/2011 Parts I-1II
To 12/31/2011  pate/Time Prepared:
_.5/22/2012 4: ,2{*4 pm_

Health Financial Systems o
RECONCILIATION OF CAPITAL COSTS CENTERS

- SUMMARY OF CAPITAL

cost Center pescription mterest tnsurance (see; Taxes (sce ] other Total (2} (sum
instructions) | tnstructions) Capital-Relate] of cols. 9
d Costs (see | throwgh 14)
R —_- - Linstructions)
e RTINS [ X T3l 1 d4m0 1 500 |
RECONCILIATION OF CAPITAL COSTS CENTERS

1.00 [NEW CAP REL COSTS-BLDG & FIXT 0 o] o ! 2,508,512' 1.00
1.01 |08 0 9 al 0 904,965 1.01
1.02 [AMB DEPR 0 0 0 al 77,845 1.02
2.00 [NEW CAP REL COSTS-MVBLE EQUIP 0 ol o o 2,016,085 2.00
2.01 {AmMB EQUIP 0! ol o 0 171,477 2.01

0 o 0 o 5,678,894  3.00

3.00 |{Total (sum of lines 1-2)

MCRIF32 - 2,25.130.0



Health Financial Systems

HARRISON COUNTY HOSPITAL

ADJUSTMENTS TO EXPENSES

.01
.00
2.01
3.00
4.00

5.00
6.00

£3.00

24.00

25.00

Cost Center Description
Investment income - NEW CAP REL COSTS-BLDG &
FIXT (chapter 2)
Investment income -
Investment income -
Investment income -
EQUEP {(chapter 2)
Investment income - AMB EQUIP (chapter 2)
Investment income - other {chapter 2}

Trade, quantity, and time discounts (chapter
8)

Refunds and rebates of expenses {chapter 8)
rental of provider space by suppliers
{chapter 8}

Telephone services (pay stations excluded)
(chapter 21)

Television and radio service {chapter 21)
parking 1ot {chapter 21)

provider-based physician adjustment

sale of scrap, waste, etc., (chapter 23)
related organization transactions {chapter
10}

Laundry and linen service
cafeteria-emplioyees and guests

rental of guarters to employee and others
sale of medical and surgical swvpplies to
other than patients

sale of drugs to other than patients

sate of medical records and abstracts
Nursing schoel (tuition, fees, books, etc.)
vending machines

Income from impesition of interest, finance
or penalty charges {chapter 21)

Interest expense on Medicare overpayments
and borrowings to repay Medicare
overpayments

adjustment Tor respiratory therapy costs in
excess of limitation (chapter 14)
Adjustment for physical therapy costs in
excess of Timitation {chapter 14)
utilization review - physicians’
compensation (chapter 21)

MOB {chapter 2)
AMB DEPR (chapter 2)
NEW CAP REL COSTS-MVBLE

Depreciation - NFEWw CAP REL COSTS-BLDG & FIXF
Depreciation - MO8
pepreciation - AMB DEPR

Depreciation - NEW CAP REL COSTS-MVBLE EQUIP
pepreciation - AMB FQUTP

Non-physician Anesthetist

physicians' assistant

adjustment for eccupational therapy costs in
excess of Hmitation (chapter 14)

adjustment for speech patholegy costs in
excess of limitation (chapter 14)

CAH HIT Adjustment for bepreciaticn and
Interest

LAB MISC REV

CPR&EMS REV

MISC REV

MED STAFF FEES

DIETARY SALES TAX

PATIENT PHONE SALARIES
PATIENT PHONE DEPRECIATICN

CANA CONTRACTED SERVICES
UNNECESSARY BORROWING

PLANT MAINTENANCE

L.oo
B

A-8-3

A-8-3

> ww

¥ P

Basis/Code (23]

TProvider coH: 151331 period:

To

tFrom 01/01/2011
12/31/2011 bate/Time Prepared:

worksheet A-§

_ _In Lieu of Form CM5-2552-10

5/22/2012 4:24 pm __

i

" Expense Classification on worksheet A
To/From wWhich the Amount is to be Adjusted

Amornt Cost Center Line # o
2.00 3.00 4.00 e
-220,553NEW CAP REL COSTS-BLDG & 1.00" 1.00
FIXT
0MOSB 1.01 1.
OAMB DEPR 1.02 1.02
~107,576NEW CAP REL COSTS-MVBLE 2.00 2.00
EQUIP
0'AMB EQUIP 2,01 z ol
0 0.00 3.00
-225[PATIENT ACCOUNTING 5.03 409
0 0.00 5.00
0 : 6.00  6.00
-2, 908lPATTENT ACCOUNTING 5.03  7.00
0 0.00 8.00
0 ] 0.00 %.00
-687,197 i 10.00
0 ' 0.00 11.900
0 12.00
0| 0.00 13.00
-123,932/CAFETERTA [ 11.00 14.00
o ‘ G.00 15.00
O 6.00 16.00
o 0.06. 17.00
-17,556MEDICAL RECORDS & LIBRARY 16.006 18 00
0, 0.00 19.00
ol Q.00 20.00
0} ‘ 0.00 21.00
0 G.00! 22.00
QRESPIRATORY THERAPY 65.00 23.00
|
GIPHYSICAL THERAPY 66.00 24.00
t
Of** Cost Center Deleted *** 114.00 25.00
ONEW CAP REL COSTS-BLDG & 1.00 26.00
FIXT
0MOR 1.01 26.01
0|1s DEPR 1.02 26.02
ONEW CAP REL COSTS-MVBLE I 2.0 27 00
FQuip |
CAMB EQUIP ‘ 2.61 27.01
0#=* Cost Center Deleted *=¥% | 12.00 28.00
0 ‘ 0.00] 29.0C0
OPCCUPATIONAL THERAPY [ 67.00' 30.00
1
OEPEECH PATHOLOGY ’ 68.00 31.00
|
oi 0.00 32.00
~949LABORATORY 60,00 33.00
13 0.00 34.00
o 0.00 35.00
~5,952'PATIENT ACCOUNTING 5.03 36,00
-3, 612 PATIENT ACCOUNTING 5.03 37 00
-5, 625|PATIENT ACCOUNTING 5.03 38.00
-8, 54LDIETARY 10.00 39.00
~3,610FATIENT ACCOUNTING 5.03 40.00
-3,418NEW CAP REL COSTS-MVBLE 2.00 41.00
lequzp :
—343.082&NESTH£SIOLO&Y ! 53.00 42 .00
~409NEW CAP REL COSTS-BLDG & | 1.60 43.00
FIXT
~3,646'0PERATION OF PLANT 7.06 44

MCRIF3Z - 2.25.130.0



Health Financial Systems HARRTSON COUNTY HOSPITAL . Intiey of Form CM5-2552-10
ADIUSTMENTS TO EXPENSES [Provider CCN: 151331 Period: ‘worksheet A-8

; From 031/01/2011
To 12/31/2011 bpate/Time pPrepared:
.. .5f22/2012 4:24 pm

- a i " ] Expense Classification on Worksheet A
in:n/rrom which the Amount is to be Adjusted
Cost Center pescription Basis/Code (23] ~ Amount Cost center ; Line #
[ N 91 B 2.00 3.00 T a.00
45.00 |MISC AMB REV B ~11,730AMBULANCE SERVICES ‘ 95.00 45.00
45,01 |UNNECESSARY BORROWING A ~13,903NEW CAP REL COSTS-BLDG & : 1.00 45.01
|
FIXT
45.(02 |INTEREST RATE SWAP A —823.286!NEW CAP REL COSTS-BLDG & 1.00 45.02
FIXT
45.03 |ANESTHESIA EMP BEN A -111,786/FMPLOYEE BENEFITS l 4.00 45.03
45.04 [LOBBYING EXPENSE A -3,957|PATEENT ACCOUNTING : 5.03° 45.04
45.05 [ 2005 BOND ISSUANCE NON-ALLOW COST A -1,B78NEW CAP REL COSTS-BLDG & 1.00° 45.05
FIXT
50.00 [TOTAL {sum of lines 1 thru 49) (Transfer to —2,510,431J 50.00
Worksheet A, coluwmn &, line 200.) !

MCRIF3Z2 - 2.25.130.0



In Liey of Form CMS-2552-10

Health Financial Systems HARRISON COUNYY HWOSPEYAL
ADJUSTMENTS TO EXPENSES Verovider €cn: 151331 period: worksheet A-8
l From 01/01/2011
‘ To  12/31/2011 pate/Time Prepared:
R . . o ) _ _ S/22/2012 4:24 pm
Cost Center bescription Wkst. A-7 Ref, f
R e 5.00 - B D
1.00 |Investment income - NEw CAP REL COSTS-BLDG & 9 1.60
FIXT {chapter 2}
1.0} |Investment fincome - MOB (chapter 2) ¢ 1.01
1.02 |[Investment income - AMB DEPR (chapter 2) 0 1.02
2.00 |Investment income - NEW CAP REL COSTS-MVBLE 10 2.00
EQUIP {chapter 2)
2.01 Investment income - AME EQUIP {chapter 2) 0 2.0L
3.00 |Investment income - other (chapter 2) 0 3.00
0 4.00

4.00 |Trade, guantity, and time discounts {chapter
8)
5.00

5.00 {Refunds and rebates of expenses (chapter 8) 0
6.00 jrental of provider space by suppliers 0 6.00
{chapter 8)
7.00 |Telephone services {pay stations excluded) 0 7.00
{chapter 21)
8.00 |Television and radic service (chapter 21) 0 8.00
9.00 |parking lot (chapter 21) 0 9.00
16.00 [provider-based physician adjustment Q 10.00
11.00 (sate of scrap, waste, etc. {chapter 231) 0 1i.00
Oi 12 00

12.00 irelated organization transactions (chapter
103
13.00

13.00 j{Laundry and linen service 0

14.00 [cafeteria-employees and guests ¢ 14.00
15.00 [Rental of quarters to employee and others 0 15.00
16.00 |sale of medical and surgical supplies to 0 16.00

other than patients
17.00

17.00 |sale of drugs to other than patients 0

18.00 1sale 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}
22.00 |Interest expense on Medicare overpayments 22.00
and borrewings to repay Medicare

[=])

overpayments H
23.00 |Aadjustment for respiratory therapy costs in ! 23.00
axcess of limitation (chapter 14)
24.00 [adjustment for physical therapy costs in 24.00
excess of Timitation (chapter 14)
25,00 [utilization raview - physicians’ 25.00
compensation (chapter 21)
26.00 [pepreciation - NEW CAP REL COSTS-BLDG & FIXT 0 26.00
26.0% |Depreciation - MOB 0 26.01
26.02 |Depreciation - AMB DEPR 0 26.02
27.00 |pepreciation - NEW CAP REL COSTS-MVBLE EQUIP ¢ 27.00
27.01 [pepreciation - AMB EQUIP G 27.01
28.00 |Non-physician Anesthetist i 28.00
29.00 {physicians' assistant 0 - 29.00
30.00 [adjustment for occupational therapy costs in 30.00
excess of Timitation (chapter 14)
31.00 [adjustment for speech pathology costs in . 31.00
excess of limitation (chapter 14)
32.00 {can HIT Adjustment for Bepreciation and Q 32.00
Interest
33.00 |LAB MISC REV 0 " 33.00
34.00 G 34.00
35.00 G 35.00
36.00 |CPR&EMS REV 0 36.00
37.00 [MISC REV 0] 37.0G
38.00 |MED STAFf FEES ) 38.00
39.00 {DIETARY SALES TAX g 39.00
40.00 |PATIENT PHONE SALARIES 0 40.00
41.00 |PATIENT PHONE DEPRECIATION 10 41.00
42.00 [CRNA CONTRACTED SERVICES 0 42 00
43.00 [UNNECESSARY RORROWING 9 43.00
44 .00 | PLANT MAINTENANCE 0 44.00
45.00 |MISC AMB REV G 45.00
45.01 |UNNECESSARY BORROWING 9 45.01
45.02 |INTEREST RATE SWAP 9 45.02
45.03 |ANESTHESIA EMP BEN 0 45.03
45.04 |LOBBYING EXPENSE 0 45.04
45.05 | 2005 BOND ISSUANCE NON-ALLOW COST 9 45.05
5G.00

50.00 [TotAaL (sum of Tines 1 thru 49) {(Transfer to
worksheet A, column 6, Tine 200.)

MCRIF32 - 2.25.130.0



Health Financial Systems

HARRISON COUNTY HOSPITAL

In tieu of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

W00 S U o N
<
)

IProvider CON: 151331 “period:

- Erom 0170172011

worksheetr A-8-2

T0 12/31/2011 pate/Time Prepared:
5/22/2012 4:24 pm __

Wksi. A Line # Cd%thféhter/Physicfhn

1

.00~

Identifier

“Jotal professional

Remuperation

Component [

2.00

LODNURSING ADMINEISTRATION
.OOFNESTHESIOLOGY
.UOFABORATORY
LODIRESPIRATORY THERAPY

. O0[ELECTROCARDTIDLOGY

. OO[EMERGENCY

 QOIAMBULANCE SERVICES

.00

.00

.00

MCRIF3Z - 2.25.130.0

. 3.00 i

107,752

470,240
48, 000!
5,505
86, 500
5
12,000
0
0
0.
730,397

107,752
470,240
4,800]
5,505
86,900
0
12,000
0
0

0 10.
687,197 200.

4-067_"_4:j_f

1
2
3
4
5.
6
7
8
9



Health Financial Systems

HARRISON COUNTY HOSPITAL

PROVIDER BASED PHYSICIAN ADJUSTMENT

0N W Ay e
= i
=

MCRIF32 - 2.25.130.0

Uprovider CCN: 151331 period:
From 01/01/2011

worksheet A-8-2

_In Lieu of Form (Ms-2552-10

To 12/31/2011 pate/Time Prepared:
L5/22/2012 4:24 pm

| ) .
RCE Amount [Physician/Provunadjusted RCE

pirovider 5 percent of
component ider Comporent Limit Unadjusted RCE
. o _ Hotirs Limit ;
5.00 6.00 _7.00 §.00 9.00 o
0 1) o] 0 0 L.00
0 0 0 [¢] 6 2.00
43,200 0 0 G} ¢ 3.00
0 0 ol 1 0 4.00
0 0 o Y] ¢ 5.00
3] ] O o 0 600
0 0 G 0 0 7.00
0 0 0 0! 0 8.0
0 0 0 0] 9, 9.60
4] 0 0 0! 0 10.00
43,200 i 0 o 0:200.00




Health Financial Syskems HARRISON COUNTY HOSPITAE o __.__Inlieu of Form (M5-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT [ provider cCN: 151331 Period: worksheet A-8-2
T From 01/01/2011 _
[ To 12/31/2011 pate/Time Prepared:
| . 5/22/2012 4:24 pm

Cost of Provider :Physicinn Cost] Provider adjusted RCE
pemberships &| Component of Malpractice} Component Limit
Continuing |share of col. | Ensurance share of col.
Education 2 . _ 1
12,00 13.90 | 14.00 15.00 16.00
1.00 0 ¢ 0! ol 6 1.00
2.00 0 [H i} 43 ¢ 200
3.00 0 ¢ o 0 ¢ 3.00
4.00 Q 0 o ol 0 4.00
5.00 [¢] 01 0 1] 0 5.00
6.00 o o o o 0 6.00
7.00 ol 9 0 0 0 7.00
8.00 Gl 0 ] ] 0 8.00
9.00 0 4] 0, [+ 0 9.00
10.00 0 i 0of [ 0 10.00
2G0.00 Q 0 Gl 0 01200.00

MCRIF32 - 2.25.130.0



PROVIDER BASED PHYSICEAN ADIUSTMENT ‘ Provider CCN: 151331 Period: | worksheet A-8-2
From 91/01/201%

Yo 12/31/2011 pate/Time Prepared:
52272047 4 24 pm

Health Financial Systems HARRISOM COUNTY HOSPITAL o .. _ 1Intieu of Form (M5-2552-10

R . [ S e -
RCE U adjustment

| Bisallowance ]
o ) B 170 [ 1800 ]
1.00 o 107,752 1.00
2.00 0 470,240 2.00
3.00 0 4,800 3.00
4,00 0 5,505 4,00
5.00 0 86,960 5.00
6.00 0 0] 6.00
7.00 0 12,600 7.00
8.00 0 0 §.00
9,00 0 il g.00
10.00 0 o 10,00
200.00 ol 687,197 200 60

MCRIF32 - 2.25.130.0



Healtth Financial Systems

HARRISON COUNTY HOSPITAL . . _1In Lieu of Form (M5-2552-10

REASONABLE COST DETERMINATION FOR THERAPY SERVECES FURNISHED BY I Provider coM: 151331 Eerio({i}ilﬁl/ZOll worksheet A-8-3 Par

rom

OUTSIDE SUPPLIERS i To 12/31/2011 pate/Time Prepared:

- L . 5/22/2012 4:24 pm

o - L _ T T . .physical Therapy __gtost .

. . i 1.00 N
PART 1 - GENERAL IN , . J ?

1.60 |Total number of weeks worked (excluding aides) (see instructions) 52° 1.00

2.00 |Line 1 multiplied by 15 hours per week 780 2.00

3.00 (Number of wnduplicated days in which supervisor or therapist was on provider site {(see instructions) ¢ 3.00

4.00 Inumber of unduplicated days in which therapy assistant was on provider site but neither supervisor G 4.00
nor therapist was on provider site (see imstructions} 1 ,

5.00 [Number of unduplicated offsite visits - supervisors or therapists (see instructions} I 0 5.00

6.00 |Nomber of undupticated offsite visits - therapy assistants (include omnly visits made by therapy f 0. 6.00
assistant and on which supervisor andfor therapist was not present during the visiz(s)) (see :
instructions) | i

7.00 |standard travel expense rate 0.00° 7.00

8.00 |[optional travel expense rate per mile o . _ R 0.00  8.00

supervisors therapists | Assistants Aides T Trainees
o 1.00 | 2,00 |77 300 ) 400 |  5.00 i )

9.00 |Total hours worked 0.00] 9.99| 0.00: 0.00! 6.00  9.00

10.00 |AHSEA (see instructions) 0.00 67.24 0.00 0.00 0.00 10.00

11.00 istandard travel allowance (columns 1 and 2, 33.62, 13.62 0.00 11.00
one-half of column 2, Tine 10; column 3, ;
one-half of column 3, line 10) .

12.00 |Number of travel hours (provider site) ¢ Oi 1) i ©12.00

12.01 [Number of travel hours (offsite) ¢ 0 0} | o 12.01

13.00 |Number of miles driven (provider site) 6 D[ oi 13.00

13.01 |number of miles driven (offsite) o 6 9 - B 7T7;3 .01

. o . oo [0
Part 11 - SALARY EQUIVALENCY COMPUTATION __ o o o

14.00 |supervisors {celumn 1, line 9 times column 1, line 10) 0 14.00

15.00 {Therapists (column 2, Jine 9 times column 2, Tine 10} 672 15.00

16.00 |Assistants {column 3, Tine 9 times column 3, VTinell) 0 16.00

17.00 isubtotal allowance amount (sum of lines 14 and 15 for respiratory therapy or lines 14-16 for all 672 17.00
others)

18.00 {aides (column 4, line 9 times column 4, line 10) 0 18.00

19.00 |Trainees {coltumn 5, line 9 times column 5, line 10) 0 31%.00

20.00 {Total allowance amount (sum_of lines 17-19 for respiratory therapy or limes 17 and 18 for all others): . ..._B72 2000
If the sum of columns 1 and 2 for respiratory therapy or columns 1-3 far phyﬁ!cﬂ therapy, speech pathology or
occupational therapy, line 9, is greater than Tine 2, wmake no entries on lines 21 and 22 and enter on line 23

ount from line 20, _O_ghetmsg complete lines 21-23. e :

21.00 verage rate excludang aides and trainees €line 17 divided by sum of cotumns 1 and 2, line 9! 67.27 21.00
for respiratory therapy or columns 1 thru 3, Tine 9 for all others)

22.00 |weighted allowance excluding aides and trainees (Yine 2 times line 21} | 52,471 22.00
23.00 |Total salary equivalency (see instructions | 52,471, 23.00
’PART 111 - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION ~ PROVlDﬁR SITE o i

standard Travel allowance _ : I . i

24.00 |Therapists €line 3 times column 2, line 11} 0 24.00

25.00 |assistants (line 4 times column 3, line 11) 0 2500

26.00 |subtotal €line 24 for respiratory therapy or sum of lines 24 and 25 for all others) 0 26.00

27.00 |standard travel expense (lime 7 times Tine 3 for respiratory therapy or sum of lines 3 and 4 for all Q' 27.00
others)

28.00 [Total standard travel allowance and standard travel expense at the provider site {sum of lines 26 and 0 28.00
) _ o e
optional travel Allowance and Optional Trave)l Expense L e .

29.00 Therap'lsts (column 2, line 18 times the sum of columns 1 and 2, Tine 12 ) : G- 29.00

30.00 |Assistants (column 3, lire 10 times column 3, line 12} | 0 30.00

31.00 [Subtotal (line 29 for respiratory therapy or sum of lines 29 and 30 for all others) ' 0! 31.00

32.00 foptional travel expense (line 8 times coluwns 1 and 2, line 13 for respiratory therapy or sum of . 0 32.00
colemns 1-3, tine 13 for all others)

33,00 |standard travel allowance and standard travel expense (iire 28) 0 33.00

34.00 |optional travel allowance and standard travel expense (sum of lines 27 and 31) 0 34,00

35.00 |optichal travel allowance and optional travel expense (sum of Tines 31 and 32) o 0 35.00
Part IV - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE C()Iil’UFATION - SERVICES OUTSIDE PROVIDER SITE
standard Travel Expense _ _ [ U e

36.00 [Therapists (line 5 times column 2, lipne 11) 0 1600

37.00 [assistants (line & times column 3, line 11) 0 317.00

38.00 {subtotal (sum of Tines 36 and 37) 0 38.00

39.00 |standard travel expense (line 7 times the sum of lines 5 and 63 B 0 39.00
loptional Travel Allewance and Optional Travel Expense o R e

44G.00 Theraplsts (sum of columns 1 and 2, Hne 12.01 times column 2, Tine 16) T o 40,00

41.00 iAssistants {column 3, 1ine 12.01 times column 3, line 1) ) G 41.00

42.00 !subtotal (sum of Tines 40 and 41) i 0 42.00

43.00 {optional travel expense (line § times the sum of columns -3, line 13.01) i 0 43.00
Total Travel allowance and Travel Expense - Offsite Services; complete one of the following three tipes a4, 45,
or 46, as appropriate. B

44.00 {standard travel allowance and standard travel expense (sum of Tines 38 and 39 - see instructions) I 0 44.00

45.00 |optional travel allpwance and standard travel expense {(sum of Tines 39 and 42 - see instructions) 0 45.00

MCRIF32 - 2.25.130.0



HARRISON COUNTY HOSPITAL

Health Financial Systems -
! provider CCN:
{

REASONABLE COS57T DETﬁRMINATIdﬁ.FOR THERAPY SERVICES FURNISHED BY
OUTSIDE SUPPLIERS

151331 Period
' From 01/01/2011
To

worksheet A-8-31 par

_.Tn Liey of Form CM5-2552-10

12/31/2011 1 bate/Time prepared;
L 5/22/2017 4:24 pm

1
| _
!

- j - ‘Physical Therapy! Cost
e U _ - —— 1,06 _
46.00 ]ppt]‘pnal travel atlowance and optional travel expense (sem of Tines 42 and 43 - see instructions) o G! 46.00
_Therapists Assistants :};___m‘ deshgr Trainees total
I o _1.00 _2.00 3.00 406 | s00 |
PART V - OVERTIME COMPUTATIQN —_ e, _ _
47.00 |overtime hours worked during reperting .00 0,00l 0.001: 0.00: 0.00 47.00
period (if column 5, Tine 47, is zero or ' ' i
equal to or greater than 2,080, do not I
comptete lines 48-55 and enter zero in each !
cotumn of Tine 56) :

48.00 {overtime rate {see instructions) 0.00 0.00 0.00 G.00 48.00
49.00 |Total overtime (including base and overtime 0.00 0.00] 0.00; 0.00; 49.00
|atlowance) (multiply line 47 times line 48 | . B ! e .
CALCULATION OF LIMIT :

50.00 |Percentage of overtime hours by category Q.00 0.00] 0.00 0.00° D.00 5D0.00

(divide the hours in each column on line 47 i
by the total overtime worked - column 5, ; }‘ |
Tina 47) :
51.00 (Allecation of provider's standard work year 0.00 0.00[ 0.00| g.o0l 0.00' 51.00
for one full-time employee times the ‘ '
percentages on line 50) {see instructions) B i - e
DETERMINATION OF OVERTIME ALLOWANCE ) _ e . L o
52.00 |adiusted hourly salary eqguivalency amourt 67.24 0.00 0.00' 0.0 52.00
{see instructions) , : ;
53.00 |overtime cost Timitation (Tine 51 times line 0 {)i 0! o 53.900
52) ! ‘
54.00 |Maximum overtime cost (enter the lesser of 0j o o 0 5400
Tine 4% or line 53) !
55.00 |Portion of overtime already included in 0 Ol 0: Q, 55.00
hourly computation at the AHSEA (multiply : [ |
line 47 times line 52} i i X
56.00 {overtime allowance (Tine 54 minus 1ine 55 - a O Oj 0! 0 56.00
if negative enter zero) { £nter in column S } ! !
the sum of columns 1, 3, and 4 for ! I !
respiratory therapy and columns 1 through 3 f :
for all others.) L i R S N
| e ——
Fart Vi - COMPUTATION OF THERAPY LIMITATION AND EXCESS COST ADJUSIMENY = ;
57.00 (Salary equivalency amount {(from line 23) ' 52,471 57.00
58,00 [rravel allowance and expense - provider site (from Vines 33, 34, cor 35)) 0 58.00
59,00 iTravel allowance and expense - Cffsite services (from lines 44, 45, or 46) 0 59.00
69,00 {overtime allowance (from column 5, tine 563 0 60.00
61.00 |Equipment cost {see instructions)} 0 61.00
62.00 {supplies (see instructions) 0 62.99
63.00 |Total altlowance (sum of lines 57-62) 52,471 63.00
64.00 {Total cost of outside supplier services (from your records) 599 64.00
65.00 {Excess over limitation (line 64 minus 1ine 63 - if regative, enter zero) - - 4 65.00
LINE 33 CALCULATION D e
100.00|Line 26 = line 24 for respiratory therapy or sum of lines 24 and 25 for all others 0 100.00
100.01iLine 27 = Jine 7 times line 3 for respiratory therapy or sum of lines 3 and 4 for all others | 0 100.01
108.02iLine 33 = line 28 = sum of Tines 26 and 27 _ e . : 0:100.02
LINE 34 CALCULATION ) - B
101.C0lLine 27 = line 7 times lime 3 for respiratory therapy or sum of lines 3 and 4 for all others 0 101.900
i01.01lLine 31 = Yine 29 for respiratory therapy or sum of lines 2% and 30 for all others 03101.01
101.02|Line 34 = sum of Yines 27 and 3% _ 0.101.02
WLINE 35 CALCULATION o - o |
102.00{Line 31 = line 29 for respiratory thevapy or sum of lines 29 and 30 for all others 0 102.00
102.0Line 32 = Tine 8 times columas 1 and 2, line 13 for respiratory therapy or sum of coiumns :-3, line 0102.01
13 for all others i
102.02|tine 35 = sum of lines 31 and 32 ' 0102.02
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Health Fipancial Systems HARRISON COUNTY HOSPITAL

REASONABLE COST DETERMINATEON FOR THERAPY SERVICES FURNESHED BY Cprovider con: 151331 Period:
QUTSIDE SUPPLIERS

| From 01/01/201:
|

In Ueu of Form €M5-2552-10
"worksheet A-8-3 par

To 12/31/2011 | pate/Time Prepared:
5/22/2012 4:24 pm_

MCRIF3Z - 2.25.130.0

T __ T o B P " pccupational Cost
L . : e therapy : _
B - ) - J 1.00
PART 1 - GENERAL INFORMATION o ]
Total number of weeks worked (excluding aides) (see imstructions) : 52 1.00
Line 1 multiplied by 15 hours per week i 780  2.00
Number of undupticated days in which supervisor or therapist was on provider site (see instructions) ' G 3.00
Number of unduplicated days in which therapy assistant was on provider site but neither supervisor 0 4.00
nor therapist was on provider site (see instructions)}
Number of unduplicated offsite visits - supervisors or therapists (see instructions) 0 5.00
Number of unduplicated offsite visits - therapy assistants (include only visits made by therapy 0 6.00
assistant and on which supervisor and/er therapist was not present during the visit{s)) {see
instructions)
standard travel expense rate 5.5 7.00
_|optional travel expense rate per mile L . o S 0.00  8.00
| supervisors | Therapists | Assistams | Ades | __Trainees
B 1,00 2.00_ 3.00 i 4.00 : 5.00
Total hours woerked .00 219, 49' 0.00 0.00‘ G.06 9.00
AHSEA {see instructions) 0.00 63.74! 0.00: 0.00: ¢.00- 16.00
standard travel allowance (columns 1 and 2, 31.87 31.87| 0.00 11.40
one-half of column 2, ¥ine 10; column 3, I |
one-half of cofumn 3, Fine 10) i
Number of travel hours (provider site) 0 O O : iz.00
Number of travel hours {offsite) 4] G‘ 0 i 12.01
Number of miles driven {(provider site) 0 0 o | 13.00
INumber of miles driven {(offsite) . 0 ol a' 13.01
|
o o L o 1.00 B
PAart II - SALARY EQUIVALENCY COMPUTATION o e
supervisers (column 1, line 9 times column 1, line 10) 0 14.00
Therapists (column 2, line 9 times column 2, line 1Q) 13,417 15.00
Assistants (column 3, line 9 times coelumn 3, lineld) 0 16.00
subtotal allowance amount (sum of Tines 14 and 15 for respiratory therapy or lines 14-16 for all 13,47 17 00
others)
Aides {column 4, Tine 9 times column 4, line 10) ; 0 18.00
Trainees (co1unm 5, line 9 times column 5, line 10) ' G 19.00
Total allowance amount (sum of lines 17-1% for respiratory therapy or lines 17 and 18 for all others} 13,417 20.00
If the s of columns 1 and 2 for respiratory therapy or cofunns 1-3 for physical therapy, speech pathology oF |
occupational therapy, line 9, is greater than line 2, make no entries on lines 21 and 22 and enter on line 23 |
lthe amount from line 20. otherwise complete lines 21-23. ey
weighted average rate excluding aides and trainees (line 17 divided by sum of “columas 1 and 2, line O 1.74, 21.6G0
for respiratory therapy or colemns 1 thre 3, Tine 9 for all others)
weighted altlowance excluding aides and trainees (1ine 2 times liae 21} 49,717 22.00
Total salary equivalency (see instructions) el AGLTI7 2300
PART TI11 - STANDARD AND OPTIONAL FRAVEL ALLOWANCE AND TRAVEL UNPINSE COMPUTATION - PROVEDER SITE S
standard Travel allowance . _ . L
Therapists (line 3 times column 2, line 11} g 24,00
Assistants (1ine 4 times column 3, Tine 11) 0 25.00
Subtotal (line 24 for respiratory therapy or sum of lines 24 and 25 for all others) 0 26.00
standard travel expense (line 7 times line 3 for respiratory therapy or sum of lines 3 and 4 for all | 0 27.00
others)
Total standard travel allowance and standard travel expense at the provider site (sum of lines 26 andE 0 28.00
127 _ i
optional vel Allowance and optional Travel Expense i
Therapists (column 2, Tine 10 times the sum of columns 1 and 2, line 12 ) I 0 29.00
Assistants (column 3, Tine 10 times column 3, line 12) ; 0 30.00
subtotal {1ine 29 for respiratory therapy or sum of lines 29 and 30 for all others) : 0 31.00
optional travel expense (line 8§ times columns 1 and 2, Tine 13 for respiratory thecapy or sum of : 0 32.00
columns 1-3, line 13 for all others)
standard travel allowance and standard travel expense {line 28) ¢ 33.00
Optional travel allowance and standard travel expense (sum of linres 27 and 31) 0 34.00
opticnal travel allowance and optional travel expense (sum of lines 31 and 32) . 0 35.00
Part IV - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND} TRAVEL EXPENSE COMPUTATION - SERVICES OUTSIDE PROVIDER SITE
standard Travel xpense e _ _ _ _ R
Therapists {Yine S times column 2, line 11) 0 36.00
Assistants (Vine & times colemn 3, line 11) : G6: 37.00
subtotal (sum of tines 36 and 37) ¢l 38.00
standard travel expense (Yine 7 times the sum of lines 5 and 6) b 0, 39.00
optional travel allowance and optional Travel Expense L _ :
Therapists (sum of columns 1 and 2, line 22.01 times column 2, Fine 10) 0 40,00
Assistants (column 3, Tline 12.0% times column 3, Tine 10) 0 41,00
Subtotal (sum of Tines 40 and 41) 0 42.00
Optional travel expense (line 8 times the sum of columns 1-3, line 13.01) 0 43.00
Total travel Allowance and Travel Expense - Offsite services; Complete one of the Foﬂowmg “three Tines 44, 45, !
or 46, as_appropriate. R
Standard travel allowance and standard travel expense (sum of lines 38 and 30 - see instructions) 0 44 00



In tieu of Form €MS-2552-10

flealth Financial Systems HARRISON COUNTY HOSPITAL R
REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY Ferovider CCn: 151331 rperiog:lﬂ)llzon {uorksheet A-8-3 par
From
OUTSIDE SUPPLIERS r To 12/31/2011  pate/Time Prepared:
_ - e o . e +54L221£0,12,,452‘3 pm
r Occupational cost
e I . 1 Therapy L
e o e : _ ] _._1.co
45.00 [optional travel allowance and standard travel expense {sum of Tines 39 and 42 - see instructions} & 45.00
46.00_|optional travel allowance and optianal travel expense (sum of Tines 42 and 43 - see instructions) 0 _46.00
__Therapists | Assistants [ Aules o Trainces | Total
, 1,00 700 L 3.00 4.00 5.00 -
PART V - OVERTIME COMPUTATION o ] o o
47.00 |overtime hours worked during reportmg (.00 0.00l 0.00 0.00 G.00 4709
period (if column 5, Yine 47, is zero or ‘ |
equal to or greater than 2,080, do not l i i
complete lines 48-55 and enter zero in each ! ,
cotumn of 1ine 56) i !
48.00 lovertime rate (see instructions) 0.60 0.00I 0.60 0. 00 48.00
49.00 |Total overtime (including base and overtime 0.00 0.0 0.00 0. 60| 49.00
allowancey (multiply line 47 times line 48) i o |
CALCULATION OF LIMIT o i o :
50.00 |percentage of overtime hours by category 0.00] 0.00] 0.00! 0.00f 0.00 50.00
(divide the hours in each column on lTine 47 i '
by the total overtime worked - column 5, I
line 47} '
51,00 [Aliocation of provider's standard work year 0.00 .00 0.00: 0.00 6.00 51.00
for ona full-time employee times the i
percentages on line 50) (see instructions) 1 R e ; R o
DETERMINATION OF OVERTIME ALLOWANCE _ o .
52.00 |Adjusted hourly salary equivalency amount 63.74) 0.00] 0.0Gi 0.00; 52.00
(see instructions) )
53.00 |overtime cost Timitation (line 51 times line G 0 G o 53.00
52) : ‘ ‘
54,00 {Maximum overtime cost (enter the lesser of 0 Oi Q o 54.00
Tine 49 er Tine 53) X
55.00 [portion of overtime already included in 0 0l 0! O 55.00
hourty computation at the AHSEA (multiply :
Tine 47 times line 52)
56.00 |overtime allowance (Tine 54 minus Tine §5 - 0 4] 0 O 0 56.00
if negative enter zerc) ( Enter in column § ‘
the sum of columns 1, 3, and 4 for ) _
respiratory therapy and columns 1 through 3 ‘ I I
8 for all others.} I R i ]7
|
part VI - COMPUTATION OF THERAPY LIMITATION AND EXCESS COST ADJUSTMENT . i
57.60 {satary equivalency amount {from line 23) X 49,717 57.00
58.00 {vravel allowance and expense - provider site (from lines 33, 34, or 35)) } 0 S58.00
59,00 [Travel allowance and experse - Offsite services {from Tines 44, 45, or 46) 0 59.00
60,00 jovertime allowance {from column 5, Tine 56) 0 60.00
61.00 [Equipment cost {see instructions) 0 61.00
62.00 {supplies (see instructions) 0 62.00
63.00 [Total atltowance (sum of lines 57-62) , 49,717 63.00
64.00 |Total cost of outside supplier services (from your records) ' 26,093 64.00
65.00 [Excess over limitation (line 64 minus Tine 63 - if negative, enter zero) e G 65.00
LINE 33 CALCULATION  _ e _ |
100.00]Line 26 = line 24 for respiratory therapy or sum of lines 24 and 25 for all others 0 160,00
100.01jLine 27 = line 7 times line 3 for respiratery therapy or sum of lines 3 and 4 for all others 0 100.01
100.02tine 33 = Tine 28 = sum of Tines 26 and 77 o o S o 0100 02
LINE 34 CALCULATION - ‘
101.00/t3ne 27 = Tipe 7 times line 3 for respiratory therapy or sum of lines 3 and 4 for all others | 0101 .00
101.01)Line 31 = line 29 for respiratory therapy or sum of lines 29 and 30 for all others 1 0101.01
101.02|tine 34 = sum of lines 27 and 31 L N _ ; _..b101.02
LINE 35 CALCULATION = o L - .
102.00iLine 31 = line 29 for respiratory therapy or sum of lines 29 and 30 for all others 0 102.00
1072.01iLine 32 = Tine 8 times columns 1 and 2, line 13 for respiratory therapy or sum of columns -3, line 6 102.01
13 for all others
0:1102.02

102.02[Line 35 = sum of lines 31 and 32
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Health Fipancial Systems HARRISON COUNTY HOSPITAL In Lieu of Form CM5-2552-10

REASONABLE COST DETERMENATION FOR THERAPY SERVICES FURNISHED BY [ provider con: iiiésl‘Perio%i/OIIZOIJ "worksheet A-8-3 Par
QUTSIDE SUPPLIERS ! From ,
| T0 12/31/2011 . Date/Time Prepared:
_ -~ . — ; e - . o __...5/f22[2012 4:24 pm
R ! . } ' ;Speech pathology, Cost . .._

: o ! 1.00 T,_h ":

1.00 |Total number of weeks worked (excluding aides) (see instructions) o 1.00
2.00 |tine 1 multiplied by 15 hours per week G 200
3.00 |number of unduplicated days in which supervisor or therapist was on provider site (see instructions) G 3.00
4.00 |number of unduplicated days in which therapy assistant was on provider site but neither supervisor ! G 4.00
nor therapist was on provider site (see instructions) !
5.00 !Number of unduplicated offsite visits - supervisors or therapists (see instructions) ' 0 5.00
6.00 [Number of wnduplicated offsite visits - therapy assistants (include only visits made by therapy 0 6.00
assistant and on which supervisor and/or therapist was not present during the visit(s)} (see
instructions}
7.00 lstandard travel expense rate 5.50 7.00
8,00 loptional travel expense rate per mile = . i . e .00 8.0C
Supervisors Therapists Assistants Aides T _Trainees
S _ le¢ | 200 3.00 __4.00 Jo...5.00 ]
9,00 |Total hours worked 0.00 163.27 .00 .00 0.00 9.60
10.00 |AHSEA {see ipstructions) .00 75.26 .00 D.GO; 0.00 10.00
11.00 |standard travel allowance (columns 1 and 2, 37.63 37.63 0.00I i ' 11.00
one-half of column 2, line 10; column 3, i '
one-half of column 3, Tine 10) : : ;
12.00 [Number of travel hours (provider site) o o ol i2.00
12.01 |{Number of travel hours (offsite) G 0 0 12 0%
13.60 [Number of miles driven {(provider site) G 0 0] i 13.09
13.01 |number of miles driven (offsite) - 0 _ 0 | | e A3.02
i T - SALARY EQUIVALENCY COMPUTATION . — e .
14,00 |supervisors {column 1, line 3 times column I, line 10) 0 14.00
15,00 iTherapists (column 2, tine 9 vimes column 2, tine 10) 12,288 15.60
16.00 iAssistants ¢(column 3, line 8 times cotumn 3, 1inel() ¢ 16.00
17.00 [subtotal allowance amount {sum of lines 14 and 15 for respiratory therapy or lines 14-16 for atl ! 12,288 17.00
others)
18,00 iaides (column 4, ine 9 times column 4, Tine 10) : 0 18.00
19.00 iTrainees {column 5, line 9 times colwmn 5, Hine 103 0 19.00
20.00 |Toral allowance amount {sum of lines 17-19 for respiratory therapy or lines 17 and 18 for all others). 12,288 20 .00
if the sum of columns 1 and 2 fer respiratery therapy er colunns 1-3 for physical therapy, speech pathology or
accupational therapy, line 9, is greater than Tine 2, make no entries on lines 21 and 22 and enter on line 23 ‘
the amount from line 20. Otherwise complete lines 21-23, o e J
of columns 1 and 2, line 9; 0.00 21.00

21.00 |weighted average rate excluding aides and trainees (line 17 divided by sum
for respiratory therapy or columns 1 thru 3, line 9 for all others)

22.00 |weighted allowance excluding aides and trainees (line 2 times Yine 21}
23.00 |Total salary equivalency (see instructions) o _ L
IIT - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - PROVIDER STTE

0
12,288 23.00

standard Travel Allowance ) _ L B = o
24.00 |Therapists (line 3 times column 2, line 11) ‘ 0 24.00
25.00 |Aassistants (line 4 times column 3, Tine 11) 0 25.00
76.00 (subtotal (1ine 24 for respiratory therapy or sum of lines 24 and 25 for ail others) 0 26.00
27.00 [standard travel expense (line 7 times line 3 for respiratory therapy or sum of lines 3 and 4 for all ¢ 27.00
others) i
78.00 {Totat standard travel allowance and standard travel expense at the provider site (sum of lines 26 and| 0 28.00
optional Travel Allowance and optional Travel Expense . _ . !
29.00 |Therapists (column 2, line 10 times the sum of colummns 1 and 2, line 12 ) ' 0 29.00
30.00 iassistants (ecolumn 3, line 10 times column 3, }ine 12) | 0 30.00
31.00 |Subtotal (line 29 for respiratory therapy or sum of Tines 29 and 30 for all others) ; 0 31L.00
32.00 |optional travel expense (}ine § times columns 1 and 2, line 13 for respiratory therapy or sum of 0 32.00
cotumns 1-3, line 13 for all others)
33.00 |standard travel allowance and standard travel expense (1ine 28) ! 07 33.00
34.00 |optional travel allowance and standard travel expense {sum of lines 27 and 31) ; 0 34.00
35.00 |optional travel allowance and optional travel expense {(sum of_lines 31 and 32) . : O 315.00
Part IV - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - SERVICES OUTSIDE PROVIDER SITE |
standard Travel Expense e ) I
36.00 |{Therapists (line 5 times column 2, line 11) ’ 0 36.00
37.00 [Assistants (line 6 times colvwwn 3, line 11) 0 37.00
38.00 |subtotal {sum of lines 36 and 37) 0 38 00
39.00 |standard travel expense (Jine 7 times the sum of lines 5 and 6) . B . 0 39.00
optional Travel allewance and optional Travel Expense _ o o .
40,00 iTherapists {sum of columns 1 and 2, Vine 12.01 times column 2, Tine 10} i G 40.00
41.00 lAssistants (column 3, Tine 12.01 times column 3, line 10) ; G 41.00
42,00 [Subtotal ¢sum of lines 40 and 41 G 42.00
43.00 {optional trave] expense (line 8 times_the sum of columns 1-3, line 13.01) ) ; 0 43.00
Total Travel Allowance and Travel Expense - OFfsite Services; complete one of the following three Tines 44, 45,
or 46, as _appropriate. __ I . e et e
44 .00 |standard travel allowance and standard travel expense (sum of Fines 38 and 39 - see instructions) T 0 44.00
0 45.00

45.00 |aptional travel allowance and standard travel expense (sum of lines 3% and 42 - see instvuctions)
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_HARRISON COUNTY HOSPITAL ~ In L1eu of Form €M5-2552-10

Health Financial Systems
REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY |Provider coM: 151331 !Peﬁog;/m/z{)ll I'worksheet A-8-3 par
From
OUTSIDE SUPPLIERS ; .To 12/31/2011 pate/Time Prepared:
_ i . 1 , L 1.5/22/2012 4:24_pm
i B b ] speech pathology! __ Cost
N T S
46.00 foptional travel allowance and optignal travel expense (sum of Tines_42 and 43 - see instructions) 0, 46.00
~Therapists Assistants ~ Aides_ | Trainees | Total o
e _1.00 2.00 3.00 | 4,00 | s T
[PART v - OVERTIME COMPUTATION } o o
47.00 [overtime hours worked during reportmg 0.00 0.00! 0.00| D.OD] 0.00 47.00
period (if column 5, line 47, is zero or i
egual to or greater than 2,080, do not '
complete lines 48-55 and enter zero in each ' '
column of line 56) ! i
48.00 |overtime rate (see instructions) 0.00 0.090 0.00| 0. 00 48 00
49.00 |Total overtime {including base and overtime 0.00 G.00 0.00| 0.00 49,00
allowance) {multiply lipe 47 times line 48) B o . = :
CALCULATION OF LIMIT . o o . ;
50.00 jpercentage of overtime hours by category 0. 00 G.%{ 0.0G! 0. 00! 0.0 50.00
(divide the hours in each celumn on Tine 47 : i | .
by the total overtime worked - column 5, ! !
Tine 47) ' ‘
51,00 {AlJocation of provider's standard work year .00 0.00] 0.G0 0.60 0.00 51.00
for one full-time employee times the :
percentages on line 50) (see instructions) 1 b o . ) B .
'DETERMINATION OF OVERTIME ALLOWANCE ‘ I o B L !
52.00 |adjusted hourly saltary eguivalency amount 75.26 0.00 0.00 0.00 52.00
(see instructions)
53.00 |overtime cost limitation (Yine 51 times line 0 0‘ [ 0; 53.00
52) | ;
54.00 |Maximum overtime cost (enter the lesser of 0 H ) ol ©54.00
Tine 4% or line 53) ! :
55.00 |rPortion of overtime already included in 0 1] 0 0 55 ¢6
hourlty computation at the AHSEA (multiply
Tine 47 times line 52) ‘ | )
56.00 iovertime allowance (line 54 minus line 55 - 0 0; 0. 0 0 56.00
if negative enter zero) ( Enter in column 5 1 : !
the sum of columas 1, 3, and 4 for : '
respiratory therapy and columns 1 through 3 F
_ifor_all others.) o b e ol
. e o ——_—_ . i__ 100 .
rI’:’H‘I. VI - COMPUTATION OF THERAPY LIMITATION AND EXCESS COST ADJUSTMENT .
57.00 |salary equivalency amount {(from line 23) 12,288 57.00
58.00 |Travel allowance and expense - provider site (from lines 33, 34, or 35)) ¢ 58.00
59.00 [Travel allowance and expense - Offsite services {frem lines 44, 45, or 46) 0 59.00
60.00 |overtime allowance (from column 5, tine 56) ; 0 60.00
61.00 |Equipment cost (see instructions) 0 61.00
62.00 isupplies {see instructions} 0 62.00
63.00 iTotal allowance (sum of lines 57-62) 12,288 £3.00
64.00 {Total cost of outside supplier services {from your records) 10,182 (64.00
§5.00 {Fxcess over limitation (line 64 minus_Jine 63 - if negative, enter_zero} o . i 8. 65.00
LINE 33 CALCULATION . ]
100.00/Line 26 = tine 24 for respiratory therapy or sum of lines 24 and 25 for all others 0 100.00
100.01tine 27 = Ytine 7 times line 3 for respiratory therapy or sum of Tines 3 and 4 for ail others : 0:100.01
100.02{Line 33 = line 28 = sum of lines 26 and 27 . - o 0:100.02
LINE 34 CALCULATION ST A
101.00/Line 27 = line 7 times lina 3 for respiratory therapy or sum “of 1ines 3 and 4 for all others 0101 00
101.01jLine 3t = line 29 for respiratory therapy or sum of Tines 29 and 30 for all others . 0101.01
101.02[eine 34 = sum of lines 27 and 31 ) o o L o B8101.02
LINE 35 CALCULATION . i
102.00Line 31 = line 29 for respiratory therapy or sum of Yines 29 and 30 for all others 0 102.00
1602.01lLine 32 = line 8 times columns 1 and 2, line 13 feor respiratory therapy or sum of columns 1-3, line 0G:102.01
13 for all others
102.02iLine 35 = sum of lines 31 and 32 0'102 02

MCRIF32 - 2.25.130.0



In Ltieu of Form CM5-2552-10C

151331 Period: l'worksheet B
From 01/01/2011 Part X

HARRISON COUNTY HOSPITAL

Health Finaacial Systems _
provider CCN:

COST ALLOCATION - GENERAL SERVICE COSTS

! To 12/31/2011 pate/Time Prepared:
- ' _ . _ 5/22/2012 4:24 pm
CAPITAL RELATED COSTS
Cost Canter Description Net Expenses | NEW BLDG & | MOB AMB DEPR NEW MVBLE
for Cost FIXT i EQUIP
Allocation !
{from wWKkst A :
I >3 Y ) N e e _
0 N IS [ 1,01 1.02 2.00
IGENERAL SERVICE COST CENTERS ) o A . 1
1.00 |NEW CAP REL COSTS-BLDG & ETXT 2,508,512 2,508,512 1.00
1.0 (moB 904,965 0 904,965 : 1.01
1.02 AMB DEPR 77,845 4] 0 77,845 1.02
2.00 [NEW CAP REL COSTS-MVBLE EQUIP 2,016,095 ! ' ' 2,016,095 2.6C
2.01 [AMB FQUIP 171,477 0 2.0t
4.00 |EMPLOYEE BENEFITS 4,525, 926‘ 1,865 0 0 3,106 4.00
5,01 {GTHFR A&G 2,743,536, 381, 387 5,176, 0: 306,521 5.0
5.02 |ADMITTING 400,291 0 oi 0j 0 5.02
5.03 |PATIENT ACCOUNTING 822,371 0 o 0 0 5.03
7.00 |OPERATION OF PLANT 1,490,323 303, 146 o! ol 243,639 7.00
7.01 |AMB PLANT OPS 44,281 ¢ e} o 0 7.01
8.00 |LAUNDRY & LINEN SERVICE 213,565 17,700 D} 4] 14,226 8.60
9.00 |HOUSEKEEPING 495,653 37,913 ol ol 30,470 9.00
14.00 |DIETARY 237,827 110, 318 ol 0, 83,662 10.00
11.00 |CAFETERIA 290,853 55,110 ol o 44,292 11.00
13.00 [NURSING ACMINISTRATION 697,276 9,275, 0 o 7,455 13.00
14.00 [ CENTRAL SERVICES & SUPPLY 241,784 0. 0 o o 14.00
16,00 [MEDICAL RECORDS & LIBRARY 628,500 61, 545! 0 1] 49,464 16.00
17.00 |SOCIAL SERVICE 167,901 3,710; 0 ) ] 2,982 17.00
INPATIENT ROUTINE SERVICE COST CEN' TERS o ‘ -~ ) |
30.00 |ADULTS & PEDIATRICS 2,604,882 444,303[ [0} 0 357,090 30.0C
31.00 |INTENSIVE CARE UNIT 413,800 55,980 o. o 44,9931 31.G0
43.00 |NURSERY ) 263,737 11,594 o o 9,318 43.00
ANCILLARY SERVICE COST CENTERS . .
50.00 | OPERATING ROOM 1,278,853 342,450 0 O 275,228 50.00
52.00 |OELIVERY ROOM & LABOR ROOM 0 0’ 0 0! 0, 52.00
53.00 |ANESTHESTOLOGY 66,267 0 0 0 0 53.00
54,00 {RADIGLOGY-DIAGNOSTIC 1,791,023 179,418 0 0| 144,199 54.00
60,00 |LABORATORY 1,767,153 94, 298 0 0; 75,788 60.00
65,00 [RESPIRATORY THERAPY 430,250 20,522 o 0! 16,493 65.00
66,00 | PHYSTCAL THERAPY 254,128l 66,647 o o 53,564 66.00
67.00 |OCCUPATIONAL THERAPY 13,0486 ] H 0 0 67.00
68.00 | SPEECH PATHOLOGY 10,182 ol o o 0" 68.00
69,00 | ELECTROCARDIOLOGY 279,614 35, 246l 0 o 28,327 69.00
71.00 |MEDICAL SUPPLIES CHARGED TGO PATIENTS 1,502,638 84,173 1) 4] 67,650 71.00
72.00 [IMPL. DEV. CHARGED TO PAYIENT 205,782] 0 0 13 0 72.00
73.00 |DRUGS CHARGED TO PATIENYS 1,849,771} 23,691 o 0; 19,640 73 .00
OUTPATEIENT SERVICE COSY CENTERS L :
90.00 |CLINIC 80,567 2,783 ; o 2,236 90.00
90,01 |SENIOR CARE 290,981 3,092 30, 896l 0 2,485 90.01
91.00 |EMERGENCY 1,154,355 130.80{)| 14, 418' O 105,124 91.00
92,00 |OBSERVATTON BEDS (NON-DISTINCT PART) 0 [ o . 92.00
OTHER REIMBURSABLE COST CENTERS . . _— T ;

95,00 |AMBULANCE SERVICES 2,030,531 ‘TI 0. 77,845 0 95.00
101.00{HOME HEALTH_ AGENCY 637,406 o 15,765, 0, 0 101.00
SPECIAL PURPOSE COST CENTERS B B B
113.00] INTEREST EXPENSE i i : 113.00
118.00] SUBTOTALS (SUM OF LINES 1-117) 35,598,045 2,478,966 66,255 77,845 1,992,350 138.00

NONREIMBURSABLE COST CENTERS - o R
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 15,749 0 0 12,657 190.00
192.00{ PHYSICTANS' PRIVATE OFFICES 6,338,851 ] o ol 0192 00
194 . 00| MARKETENG 313,638 4,135 0 i3 3,323'194 .00
194 .01 PHYSICIAN BILLING 206,153 9,662 o 0l 7,765 194.01
194.02|MoB 0 0 838, 710* o, 0194.02
200.00|Cross Foot adjustments ; 200.090
201.00|Negative Cost Centers ol ol 0.261.00
202.00]TOTAL (sum lines 118-201) 42,457,587 2,508.5121 904,QGSi 77,8451 2,016,095 202.00

MCRIF32 - 2.25.130.0




Health

Financial Systems

HARRISON COUNTY HOSPTITAL

COST ALLOCATION - GENERAL SERVICE COSTS

196.
192.
194,
194,
194.
200.
201.
202.

00
a0
Q0
01
02
0¢
00
0o

Cost Center Description

GENERAL SERVICE COST CENTERS .
NEW CAP REL COSTS-BLDG & FIXT

MOB

AMB DEPR

NEW CAP REL COSTS-MVBLE EQUIP

AMB EQUIP

EMPLOYEE BENEFITS

OTHER A&G

ADMITTING

PATIENT ACCOUNTENG

OPERATICGN OF PLANT

AMB PLANT OPS

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIFTARY

CAFETERTA

NURSING ADPMINISTRATION

CENTRAL SERVICES & SUPPLY

MEDICAL RECORDS & LIBRARY

SOCTAL SERVICE

INPATIENT ROBDTINE SLRVICF COST C[NTERS
ADULTS & PEDIAYRICS

INTENSIVE CARE UNIT

NURSERY B
ANCILLARY SERVICE COST CENTERS
OPERATIENG ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESTOLOGY
RABYIOLOGY-DTAGNOSTIC

LABORATORY

RESPIRATORY THERAPY

PHYSTICAL THERAPY

QCCUPATIONAL THERAPY

SPEECH PATHOLOGY
ELECTROCARDIOLOGY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. BEV. CHARGED TO PATIENT
PRUGS CHARGED TO PATIENTS
OGTPA1I£NT SERVICE_COST . CCNTERS
CEINIC

SENIOR CARE

EMERGENCY

OBSERVATION BEDS {NON-DISTINCT PART)
OTHER REIMBURSABLE COST CENTERS
AMBULANCE SERVICES

HOME HEALTH_AGENCY N
SPECIAL PURPOSE COsT CFNTERS
INTEREST EXPENSE
SUBTOTALS (SUM OF ETNES 1-117)
NONRE IMBURSABLE COST CENTERS

GIFT, FLOWER, COFFEE SHOP & CANTEEN
PHYSTCTANS' PRIVATE OFFICES
MARKETING

PHYSTCTAN BILLING

MOB

Cross Foot Adjustments

Negative Cost Centers

TOTAL (sum lines 118-201)

[RELATED €OSTS

CAPITAL
AMB EQUIP

201

171,477

SO0 oD OOOO0C o0

]

=]
i

cooCoOCcoODOOOD

oo

171,477]
o

171,4_?7!

coooo

f=]

171,477

MCRIF32 - 2.25.130.0

Pruv1der CoN

15133t

period:

_In tieu of Form CM5-2552-10

Worksheet B

fFrom 0170172011 Part 1

. To 12/31/2011 Date/Time Prepared:
: — 1 5/22/20)2 4;24 pm
|
MPLOYEE subtotal OTHER ASG APMITTING
BENEFITS | . | - -
4,00 1 'Y 5.01 | 5.02
i ' 1.00
i 1.01
i 1.02
| ‘ 2.00
2.01
4,532,897' i ‘ 4.00
302,187 3,738,807 3,738,807 5.01
86, 699! 486,990, 47,025 $34,015 5.02
80, 406; 902,777 87,175, 0 503
50, 913' 2,088,026 201,626 ¢ 7 0C
44,281, 4,276 0, 7.01
4, asaf 250, 444! 24,184 o' 8.00
92, 800; 656, 836 63,426 0 9.0p
30,509 467,716 45,154 0 10.00
52,038| 442,293 42,709 0 11.90
157,171 871,177 84,123 0 13.90
53,006 294, 790| 23,468/ g 14.00
120,067 859, 576/ 83,003 0 16.00
37,1120 206,705 19,960 0 17.00
557,397 3,963,672 382,744 47,558 30.00
91,636, 606, 407" 58,556 6,138 11.00
63,3290 347,978 _ 33,6020 5,790 43 .00
223,109  2,11%,640! 204,679 52,758' 50.00
o' of o 0 52.00
0 66,267 6,399 3,368 53.00
246,258 7,360,898 227,975, 152,640 54.00
168,515 2,105,752 203,338 79,799 60.00
o 467,265, 45,123 8,112 65.00
58,995 433,334 41, 844! 8,868 66.00
0, 13,046 1,260 334 67.00
0 10,182, 983’ 202 65.00
45 ,455] 388,642, 37,528, 15,209 69.00
0 1,654,461 159,760 29,331 71.00
0| 205,782 19,871 2,589 72.00
73,008 1,965,510, 189,796,
of 85,586 8,264 1,079 90.00
18,0001 365,454 35,280 7,651 90.0%
266, 690! 1,665,387 160, 815, 55,536 91.00
L. 0; } ‘ %92.00
390,926’ 2,670,77% 257,898 26,418 95.00
127,292 780,463, 75,364 0 101.00
i 113.00
3,412,876 733‘585.923Lg 2,882,223 534,015:118.00
ol 28,406 2,743] 0 190.00
1,073,752 7,412,603 715,790l 0.192.00
8,818 329, 914 31,857 4 194.00
37,451 261,031 25,206 0194.01
0} 838,710 80,988 0.194.02
. o ‘ 200.00
0 oi 0] 0:201.00
4,532,8971 42,457,587 3,738,807 $34,015 202.00



_In tieu of rorm (M5-2552-10
worksheet 8
part ¥

HARRISON COUNTY HOSPITAL

Provider CCN: 151331 | Period:

wealth Financial Systems
Erom 01/01/2011 |

COST ALLOCATION - GENERAL SERVECE COSTS

! ‘To 12/31/7011 pate/Time Prepared:
| o 52242012 4:24 pm
Cost Center Description PATIENT OPERATION OF 'AMB PLANT OPS| LAUNDRY & | HOUSEKEEPTNG E
 ACCOUNTING PLANT LINEN SERVICE

_.5.03 S X R B V) B.00 9.00 |

|GENERAL SERVICE COST CENTERS . _ R - ‘1
1.00 |[NEW CAP REL COSTS-BLDG & FIXT i 1.00
1.0t moB 1.01
1.02 AMB DEPR 1.02
2.00 [NEW CAP REL COSTS-MVBLE EQUIP . 2.00
2.01 [AMB EQUIP i z2.01
4,00 [EMPLOYEE BENEFITS ) ! 4.00
5,01 |OTHER A&G ; 5.01
S5.02 JADMITTING : ! 5.02
5.03 |PATIENT ACCOUNTING 989,952 | 5.03
7.00 |OPERATION OF PLANT 0 2,288,652 i : 7.00
7.01 [AMB PLANT OPS 0 0 48,557, ; 7.01
8.00 |LAUNDRY & LINEN SERVICE o 22,266 o 296,894} 8.00
9.00 {HOUSEKEEPING 0 47,693 ! 25,617 793,572 9.00
10.00 |DIETARY 0 138,776 0 3,51{}‘ 449,615 10.00
11.00 |CAFETERIA 0 69,327 0l ol 24,786 11.00
13.00 [NURSING ADMINISTRATION 0 11, 668; o 0 4,171 13.00
14.00 |CENTRAL SERVICES & SUPPLY Q! 0 0 0 0 14.00
16.00 |MEDICAL RECORDS & LIBRARY 4} 77,422 ! 1) 27,680 16.00
17.00 |SOCTAL SERVICE ) o ol 4,667 o 0y 1,669 17.00

INPATIENT ROUTINE SERVICE COST CENTERS i L B -
30.00 JADULTS & PEOIATRICS 88,161 558,926 o 132,057 199,821 30,00
31.00 | INTENSIVE CARE UNIT 11,379 70,421 i3 O 25,177 31.00
43.00 }NURSERY o 10,734 14,585 0 o 5,214 43.00

ANCILLARY SERVICE COST CENTERS B - i
580,00 {OPERATING ROOM 97,802 430,793 0 23,498t 154,015 54.00
52.00 [DELIVERY ROOM & LABOR ROOM 0 0 o v 0 52.00
53.00 [ANESTHESIOLOGY 6,243 4 0. G 0 53.00
54.00 |RADTCLOGY-DTAGNOSTIC 282,958 225,703 0 31,801 80,692 54.00
60.00 |LABORATORY 147,931 118,625 1] 01 42,410 60.00
65.00 |RESPIRATORY THERAPY 15,038 25,815 0] 478 9,229 65.00
66.00 |PHYSTCAE THERAPY 16,440 83,8319 0 4,600 29,974 66.00
67 00 [DCCUPATTIONAL THERAPY 619 O 0 11 0 67.00
68.00 |SPEECH PATHOLOGY 375 0 G 0: ¢ 68.00
69.00 | ELECTROCARDIOLOGY 28,195 44, 338! G 10,616 15,852 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 54,374 105,887 i Qi 37,856 71.00
72.00 [IMPL. DEV. CHARGED TO PATTENT 4,800 0 0. 0 0 72.00
73.00 |DRUGS CHARGED TQ PATIENTS 66,060 29,802] 0! 6 10,655 73.00

OUTPATIENT SERVICE COST CENTERS L S :
90.00 |CLINIC 2,000 3,500 ol 426 1,25% 90.00
90.01 |SENTOR CARE 4,914 3,889 Ol 14 1,390 99.01
91.00 |EMERGENCY 102,953 164,543 0 45,574] 58,827 91.00
92.00 jOBSERVATION BEDS (NON-DISTINCT PART) ! . N | 1 92.00

OTHER RETMBURSABLE COST CENTERS o ]

95.00 ] AMBULANCE SERVICES 43.9?4L o 48,557 11,963 0 95.00
101.00/HOME HEALTH AGENCY. 0 ol o e ¢ 101.00
SPECIAL PURPOSE COST CENTERS R i
113.00[ INTEREST EXPENSE ‘ ‘ ! . 113.00
118.00/SUBTCTALS (SUM OF LINES 1-117) _ 989,952 2,252,485 48,357 290,154 780,284 118.00
NONREIMBURSABLE COST CENTERS ) . I e )
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 19,811] 0; 65 7,083.190.00
192.00{ PHYSICIANS® PRIVATE OFFICES 0 Q o 6,740 0192.00
194, B0, MARKETING o 5,202 0 0. 1,860 194.00
194,01} PHYSTCTAN B8TLLING G 12,154 0. C. 4,345 194 .01
194, 02)M08 0 4] o, 0 0:194.02
200.00|Cross Footr Adjustments | 200,00
201,00/ Negative Cost Centars 0 0 0 0 0:201.00
202.001TOTAL (sum lines 118-201) 989,952 2,289,652 48,557 296, 894 793,572 202.060

MCRIF3Z2 - 2.25,130.0



Health Financial Systems

HARRISON COUNTY HOSPITAL

COST ALLOCATION - GENERAL SERVICE COSTS

Cost Cenler bescription

GENERAL SERVICE COST_CENTERS

NEW CAP REL COSTS-BLDG & FIXT
MOB

AMB DEPR

NEW CAP REL COSTS-MVBLE EQUIP
01 1AMB EQUIP

EMPLOYEE BENEFITS

OTHER A&G

.02 [ADMITTIRG

.03 |PATIENT ACCOUNTING

OPERATION OF PLANY

AMB PLANT OPS

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION

CENTRAL SERVICES & SUPPLY
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE e
INPATIENT ROUTINE SERVICE COSY CENTERS
ADULTS & PERIATRICS

INTENSIVE CARE UNIT

NURSERY

IANCILLARY SERVICE COST CENTERS
QPERATING ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY
ELECTROCARDTOLOGY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV, CHARGED TO PATIENT

W00 N N W WL D B R e e e
(=]
Pt

QUTPATIENT SERVICE COST CENYERS
CLINIC

SENTOR CARE

EMERGENCY

O8SERVATION BEDS (NON-DISTINCT PART)
OTHER REIMBURSABLE €0OST CENTERS
AMBULANCE SERVICES

Q0| HOME HEALTH AGENCY o
SPECIAL PURPOSE COST CENTERS
INTEREST EXPENSE

SUBTOTALS (SUM OF LINES 1-117)
NONREIMBURSABLE COST CENTERS

QU GIFT, FLOWER, COFFEE SHOP & CANTEEN
Q0 PHYSTICTANS' PRIVATE OFFICES

194, 00] MARKETING

194.01| PHYSICIAN BILLING

194.02| M08

200.00/Cross Foot Adjustments
201.00{Negative Cost Centers

202.00|T0TAL (sum lines 118-201)

00
00,

113.
i18.

190.
192.

DIETARY
10,00
I
i
i
|
i
i
704,781
0
0
0
0
_0
634, 789]
69,992
B
0]
0
0
0
0
0
0
0
0
0
a
0
q
0
0
0
704,781
0
0
0
0
0
0
704,781

MCRIF3Z2 - 2.25.130.0

i

tProviderJEEN: 151331 pericd:

worksheet 8

_In Ltiey of Form cM5-2552-10

From 01/01/2011 pPart 1
! To 12/31/2011 Date/Time Prepared:
f . : . 5/22/2012 4:24 pm
CAFETERIA i NURSING CENTRAL MEDICAL
AOMINISTRATION] SERVICES & RECORDS &
; o SUPPLY LIBRARY
11,00 | 1300 | 1a.00_ 16.00
1.00
1.0t
: . 1.02
U200
z.01
4,00
5.01
5.02
5.03
7.00
7.01
800
; ‘ 909
{ : | 16.00
579,135 ; 1 11.00
20,168 991, 307, 1 13.00
17,015 0! 340,271 14.00
11, 790| o 0l 1,079,471 16.00
6,384, 0o 140 g 17 .00
76, 666] 297,011, §,568 96,141 30.00
49, 708! 208,921, 1,04% 12,408 31.00
2,770 83,6700 0 11,706 43 00
38,669 162,527 13,5286 106,652 50.00
0 ol o 0 52.00
9,043l o 623 6,808 53.00
51,411 0. 3,843, 308,488 54.00
37,445 0j 2,005 161,318 60.0D
16,208 al 204, 16,399 65.00
10,240 0| 688 17.928 66.00
of 0| o 675 67 00
o 0i ol 409 68.00
9,666 0; 755 30,747 69.00
0 o 250,904 59,295 71.00
0 o 39,813; 5,234 72.00
8,338 [V £ L. 72,038 73.00
0} 0 2,185 2,181 96.00
7,974 ol 190 5,359 90.01
43,224 181,672 4,807 112,269 91.00
R - 92,00
gl 0 10,145, 53,406 95.00
ol 87,506 0 _.0101.00
1
; P * T113.00
440,719 991, 307: 346,271, 1,079,471 115.00
Gl of 0! 0 180.00
123,934 o i) 0'192.00
2,085 o o 0 194.00
12,377 0l o 0 194.01
0 o 0 0 194.02
, 260.00
0j 9 0 0 201.00
579,115| 991, 307! 340,271 1,079,471 202.00



Health Financial Systems : HARRISON COUNTY HOSPITAL . In tieu of Form CM5-2552-10
COST ALLQCATION - GENERAL SERVICE COSTS provider CcnN: 151331 peried: viorksheet B
CFrom 01/01/2011 part I

! iTo 12/31/2011 pate/Time Prepared:
e ] . . i . P ____.5/22/2012 4:24 pm
Cost Center Pescription SOCIAL SERVICE subtotal | Intera & Total !
iResidents cost ! i
& Post ;
stepdown E
o . | Adjustments _ﬁﬁf{
17.00 | 200 | 25,00 | _ 26.00

'GENERAL SERVICE COST CENTERS ' o L ) e

1.00 [NEW CAP REL COSTS-BLDG & FIXT 1.00
1.01 {MOB . i 101
1.02 {AMB DEPR { "o1.02
2.00 [MEW CAP REE COSTS-MVBLE EQUIP 2.00
2.01 |[AM8 EQUIP 2.01
4.00 |EMPLOYEE BENEFITS 4.00
5.01 |OTHER A8G | 5.01
5.02 |ADMITTING i 5.02
5.03 |PATIENT ACCOUNTING ! 5.03
7.00 |OPERATION OF PLANT ! ' 7 .00
7.01 |AMB PLANT ©PS ! 7 01
8.00 [LAUNDRY & LINEN SERVICE : 8.00
9,00 [HOUSEKEEPING I g 00
10.00 !DIETARY i | | 10.00
11.00 [CAFETERIA ! , 11.00
13.00 {NURSING ADMINISTRATION ! : 13.0C
14.00 {CENTRAL SERVICES & SUPPLY . ' 14 00
16.00 [MEDICAL RECORDS & LIBRARY : 16 40
17.00 |SOCTAL SERVICE 239,525 i . i - i e Y700
INPATIENT ROUTINE SERVICE COST CENTERS . e I |
30.00 [ADULTS & PEDIATRICS 215,738 6,695,854 OE 6,695, 854] " 30.900
31.00 [INTENSIVE CARE UNIT 23,787 1,143,935 O 1,143,933 31.00
43.00 |NURSERY S ol 496,049, 0. 496,049 43.00
ANCILEARY SERVICE COST CENTERS - - . o T .
50.00 |OPERATING RQOM 4] 3,404.5597‘ 0 1,404,559 50 00
52.00 [DELIVERY ROOM & LABOR ROOM 0 0 0 0i 57 00
53.00 ANESTHESIOLOGY i 98,751 o 98,751 53.00
54.00 | RADIOLOGY-DIAGNOSTIC 0; 3,726,419, 0 3,726,419 54.00
60.00 | LABORATORY ol 2,898,623 o 2 89%,623 60 00
65.00 [RESPIRATORY THERAPY 0. 603,959 G 603,959 65.00
66.00 {PHYSICAL THERAPY O 647,755 [\ 647,755 6600
67.00 |OCCUPATIONAL THERAPY o' 15,934 o 15,934 67.00
68.00 |SPEECH PATHOLOGY 0 12,151 0! 12,15} 68.00
69.00 |ELECTROCARDIOLOGY 0 581,548 0 581,548 , 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS G 2,351,868 0 2,351,868 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENT ¢ 278,089 o 278,089 72.900
73.00 |DRUGS CHARGED TO PATTENTS o 72.3?8,_’5?8! L0 2,378,578 73.00
OUTPATIENT SERVICE COST CENTERS } ~ . o
90,00 |CLINIC 0 106,472 o 106,472 90.00
90,01 |SENFOR CARE 0 427,124 oi 427,124 90.03%
91.00 [EMERGENCY Q0 2,595,607 o 4,595,607 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) _ o T e R 92.00
OTHER REIMBURSABLE COST CENTERS ) o L i
95.00 |AMBULANCE SERVICES ol 3.123,1401 3,128,140 95.00
101.00/HOME HEALTH AGENCY L ) o Q 943,333 _ _ o 943,333 101.00
SPECIAL PURPODSE COST CENTERS ) _
113.00{ INTEREST EXPENSE J * ' 113.00
118.00|SUBTOTALS (SuM OF LINES 1-117) . 239.525‘ 32,534,748 O 32,534,748 118.60
NONREIMBURSABLE COS5T CENTERS . . - —— 1 o
190.00{GIFT, FLOWER, COFFEE SHOP & CANTEEN 0| 58,043 0 58,043 196.00
192. 00} PHYSICIANS® PRIVATE OFFICES 0 §,259.,067 Ol 8,259,067 192.00
194 . 00| MARKETING G‘ 370,918 0 370,918 194.00
194 . 01| PHYSICIAN BILLING G 315,113 0 315,113 194.01
194.02(M08B 0’ 919,098 0l 919.698‘ 194 .02
200.00[Cross Foot Adjustments ! 0| 0! 0 200.00
201.00{Negative Cost Centers ¢ 0! 0 0 201.00
202.00{ToTAaL (sum Yines 118-201} 239,525 42,457,587 o 42,457,587 202 .00

MCRIF32 - 2.25.130.0



Health rimancial Systems e HARRTSON COUNTY HOSPITAL L . ... In tieu of Form (M5-2552-10
ALLOCATEON OF CAPYTAL REEATED COSTS provider CCN: 151331 period: worksheet B
From 01/01/2011 pPart 11

To 12/31/2011 Dpate/Time prepared:
5/22/2012 4.24 pm.

CAPITAL RELATED COSTS |
Cost Center bescription Directly i MOB AME DEPR | NEW MVBLE
Assigned New FIXT ' LQuip
Capital }
Related Costs| o
e e L 1.0 J 1.0l 1.02 ‘ 2.00

TGENERAL SERVICE COST CENTERS . ] o i o
1.00 [NEW CAP REL COSTS-BLDG & FIXT t : 1.60
1.01 |MOB 1.01
1.02 |AMB DEPR 1.02
2.00 |NEW CAP REL COSTS-MVBLE EQUEP 200
2.01 |[AMB EQUIP 2.01
4,00 IEMPLOYEE BENEFITS 0 3,865 o o 3,106° 4.00
5.01 |OTHER A%G ) 381,387 5,176 0 106,521 5.01
5.02 |ADMITTING 0 o 0 6} 0 5.02
5.03 |PATIENT ACCOUNTING 0 0 0 0 0 5.03
7.00 |OPERATION OF PLANT 0 303,146 H 0] 243,639 7.00
7.01 |[AMB PLANT OPS 0 0 O{ 01 0. 7.01
§.00 |LAUNDRY & LINEN SERVICE 0 17,700 0| O; 14,2261 8.060
9.00 JHOUSEKEEPING ¢ 37,913 0 o 30,470, 9.00
10.00 [DIETARY 6 110,318 0| g 88,662 10.00
11.00 {CAFETERIA G 55,110 4] O 44,792 11 .00
13.00 |NURSING ADMINISTRATION 0 9,275 Q 0] 7,455 13.00
14.00 [CENTRAL SERVICES & SUPPLY 0 o! G 0 0 14.00
16.00 |MEDICAL RECORDS & LIBRARY 0 61.545! o ¢ 49,464 16.00
17.00 |SOCIAL SERVICE ! ol 37a00 o ¢ _..._2,982 17 00

INPATIENT ROUTINE SERVICE COST CENTERS ) SO
30.00 |ADULTS & PEDIATRICS 8 444,303 0 0 357,090 30 00
31.00 |INTENSIVE CARE UNIT o 55,980 0 0 44,991 31 00
43.00 iNURSERY | 0 Cr.see 0 0 9,318 43 00

IANCTLLARY SERVICE COST CENTERS e L -
50.00 |OPERATING ROOM 0 342,450 0 0l 275,228 50.00
52.00 [DELIVERY ROOM & LABOR ROOM 0 0 0l 0 0 52.00
53.00 |ANESTHESTIOLOGY v 0 o} 0! 0 53.00
54.00 |{RADIOLOGY-DIAGNOSTIC 0 179,418 0 0. 144,199 54.00
60.00 |LABORATORY 0 94,298, B o 75,788 &0.00
65.00 [RESPIRATORY THERAPY Y 20,522 ol ") 16,493 65.00
66.00 | PHYSICAL THERAPY 0 66,647 o 0l 53,564 66.00
67.00 {OCCUPATIONAL THERAPY 0 0 0 o 0 67.00
68.00 | SPEECH PATHOLOGY 0 0 0 Qi 0 68.00
69.00 |ELECTROCARDIOLOGY 0 35, 246} 0 0 28,327 6%.00
71.00 [MEDICAL SUPPLIES CRARGED TO PATIENTS ¢ 84,173 o o 67,650 71.00
72.00 |IMPL. DEV. CHARGED TO PATEENT G 0 03 4] G 72 .00
73.00 |DRUGS CHARGED TO PAFTENTS e _ 23,891 O 0 i19,04C 73.00

OUTPATIENT SERVICE COST CENTERS . o o
90.00 [CLINIC _o( 72,783 0 . 2,236 90.00
90.01 |SENIOR CARE 0, 1. 092| 30,896 0 2,485 90.0%
91.00 | EMERGENCY 0} 130, sao] 14,418l G 105,124 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) | I | L _ o 92.00

OTHER REIMBURSABLE COST CENTERS L . B e i
95.00 |AMBULANCE SERVICES I 0} o of 77,845 0 95.00
101, 00| HOME HEALTH AGENCY | ol ol 15,765 0] Q101,00

SPECIAL PURPOSE COST CENTERS ‘ ] i e -
113.00i INTEREST EXPENSE ‘ ! ! ' i 113.00
118.00;SUBTOTALS (SUM OF LINES 1-117) G 2,478,966, 4____6__6_,_;55' 77,845 1,992,35C.118.00

NONREIMBURSABLE COST CENTERS L e o
190.00|GEFT, FLOWER, COFFEE SHOP & CANTEEN 0 15,749, Tl ol 12,6571190.00
192.00| PHYSICIANS' PRIVATE OFFICES ) o o G 0i192.00
194. 00| MARRETING 0 4,135 o G 3,323 194.00
194,01 PHYSICIAN BILLING G: 4,662 o3 0 7.765 194.01
194.02{moB ol o 838,710 0 0 194.02
200.00|Crass Foot Adjustments | . ) 200.00
201,00 Negative Cost Centers I GL 0l 0 0:201.00
202,000 TOTAL (sum lines 118-201) [¢] 7,508,512 904,965 77,8450 2,016,095 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems e

HARRISON COUNTY HOSPITAL

ALEDCATION OF CAPITAL REEATED COSTS

e e R IV, - N N Sy Sy ey
©
o

113.
118.

190.
192.
194.
194,
194.
200.
201,
202,

Cost Center Description

Al. SERVICE COST CEMTERS
NEW CAP REL COSTS-BLDG & FIXT
MOB

AMB DEPR

NEW CAP REL COSTS-MVBLE EQUIP
AMB EQUIP

EMPLOYEE BENEFITS

OTHER A&G

ADMITTING

PATIENT ACCOUNTING

OPERATION OF PLANT

AMB PLANT OPS

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERTA

NURSING ADMINISTRATION

CENTRAL SERVICES & SUPPLY
MEDICAL RECORDS & LIBRARY
SOCTAL SERVICE

INP ROUTINE SERVICE COST CENTERS
ADULTS & PEDIATRICS

INTENSIVE CARE UNIT

NURSERY e
ANCILLARY SERVICE COST CENTERS
OPERATING ROOM

DELYVERY ROCM & LABOR ROOM
ANESTHESTOLOGY
RADIOLOGY-DIAGNOSTIC

LARORATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY
ELECTROCARDIQLOGY

MEDICAL SUPPLIES CRARGED TO PATLIENTS
IMPL. DEV. CHARGED TO PATIENT
DRUGS CHARGED TO PATIENTS =~
CGUTPATIENT SERVECE COST CENTERS
CLINIC

SENIOR CARE

EMERGENCY

OBSERVATION BEDS (NON-DESTINCF PART)
OTHER REIMBURSABLE COST CENTEHRS
AMBULANCE SERVICES

.O0|HOME HEALTH AGENCY

SPECTIAL PURPOSE COST CENTERS

00! INTEREST EXPENSE
00| SUBTOTALS (SUM OF LTNES 1-117)

NONTE IMBURSARLE COST CENTERS

00]G1¥T, FLOWER, COFFEE SHOP & CANTEEN
Q0| PHYSFCTIANS®
Q0| MARKETING
01
0Z21MOB

00/ Cross Foot Adjustments
Q0|
OMTOTAL (sum tines 118-201)

PRIVATE QFFICES

PHYSICTAN BILELING

Negative Cost Centers

tProvider CON:
[

151331 'period:

__In tieu of Form CMs-2552-10
worksheet 8

From (01/01/2011 Part 11

T0 12/31/201% pate/Time Prepared:
! - o 5/22/2012 4:24 pm
CAPTTAL ‘
RELATED COSTS
AMB EQUIP subtotal EMPLOYEE OTHER A&G ADMITTING
SR . BENEFITS
L2010 2A 4.00 5.01 _ 582
| 1.00
! 1.01
| 1.02
2.00
t 2.1
i} 6,971 6,971 ! 4.00
0 693,084 464! 693,548 5.01
0 0 133 8,723 8,856 5.02
9 0 124 16,171 01 5.03
0 545, 785 78! 37,401 0 7.00
0 0 o 793 ¢ 7.01
0 31,926 8i 4,486 0 8.00
0 68,383 143] 11,765 0 9.00
o 198, 980| 47 8,378 0 16.060
0[ 99,402 80° 7.922 0 11.00
ol 16,730 242 15,605 0 13.00
o o 81 5,280 0 i4.00
0 111,009 185, 15,397 0 16.00
0 6,602 57, 3,702, 0 17.00
_ _ e 1
of 801,393 857 70,997 784 30,00
0 100,971 141 10,862 101 31.00
g 20,912 97 . 6,233 _.96 43.00
0 617,678 343! 37,967 870 50.00
0 0 o 0 0 52.00
o o 0. 1,187 56 53.00
v 323,617 378 47,288 2.564 54 00
0 170,086 259 37,718 1,316 60.00
0 37,015 o 8,370 134 65 00
0 120,211 a1 7,762 146 66.00
0 0 0 2340 6 67.00
0 0 o 182 3 68.00
0 63,573 70! 6,961 251 69.00
0 151,823 0. 29,635 484 71.00
0 0] o 3, 686] 43 72.00
0 42,731 _11_2{ 35,206] 588 73.00
0 5,019*‘ 0] 1,533 18 90.00
0 36,473 58! 6,546 44 90,01
0 250, 342! 401; 29,830l 316. 91.00
o - | . 92.0C
l 171,477 249,324 60T 47,839 136! 95.00
ol 15,765| 196" 13,980 01;191.00
' : ] ‘ 113.00
j 171,477 4,786,893 5,248 534,639 8,856 118.00
JE— I U A — |
0 28,406 0 509 0:19C.00
) 0 1,653 132,792 0192.00
0 7.458 14 5,909 0194.00
0 17,427 58l 4,676, 0:194,01
o’ 838,710| o; 15,023 0194.02
ol ' 200.00
0‘ of ) 0 0 201.00
171,477 5,678.394‘ 6,971 693,548 8,856 202.00

MCRIF3?2 - 2,25.130.0



Health Financial Systems
ALLOCATTION OF CAPITAL RELATED COSTS

cost Center bescription PATLENT
 ACCOUNTING
- o 5 5.03
IGENERAL SERVICE COST CENTERS i
1.00 |NEW CAP REL COSTS-BLDG & FIXT
1.61 [moB
1.02 |AMB DEPR
2.00 |[NEW CAP REL COSTS-MVBLE £QUIP
2.01  |AMB EQUIP
4.00 [EMPLOYEE BENEFITS
5.01 [OTHER A&G
5.02 [ABMI¥TING
5.3 |PATIENT ACCOUNTING 16,295
7.00 |OPERATION OF PLANT Y
7.01 {AMB PLANT COPS ¢
8.00 tAUNDRY & LINEN SERVICE o
9.00 |HOUSEKEEPING 0
10.00 |PIETARY 0
11.00 |CAFETERIA 0
13.00 [NURSING ADMINISTRATION 0
14.00 |CENTRAL SERVICES & SUPPLY {
16.00 |MEDICAL RECORDS & LIBRARY 0
17.00 |SOCIAE SERVICE o 0
INPATIENT ROUTINL ssnv1cc COST crNrcks
30.00 |ADULTS & PEDIATRICS 1,453
31.00 |INTENSIVE CARE UNIT 188
43.00 INURSERY 177
IANCILLARY SERVICE LOS1 CENTERS
50.00 |OPERATING ROOM 1,612
52.00 |DELIVERY ROOM & LABOR ROOM 0
53.00 |ANESTHESIOLOGY 103
54.00 IRADIOLOGY -DIAGNOSTIC 4,642
60.00 | LABORATORY 2,438
65.00 |RESPIRATORY THERAPY 248
66.00 |PHYSICAL THERAPY 271
67.00 |OCCUPATIONAL THERAPY 10
68.00 |SPEECH PATHOLOGY 6
69.00 |ELECTROCARDIOLOGY 465
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 856,
72.00 |IMPL. DEV. CHARGED TO PATIENT 79
73.00 |DRUGS CHARGED 7O PATIENTS _ 1,088
OUTPATIENT SERVICE COST CENTERS ~
94,00 |CLENIC 33
90.01 |SENTIOR CARE 81
91.90 | EMERGENCY 1,697
92,00 [OBSERVATION BEDS {NON-DISTINCT PART)
OTHER REIMBURSABLE COSF CENTERS i
95.00 |AMBULANCE SERVICES 50?(
101.G0[HOME HEALTH AGENCY o ¢
ISPECIAL PURPOSE COST CENTERS
113.00{ INTEREST EXPENSE
118.00/SUBTOTALS (SUM OF LINES 1-117) 16.2951747A
NONREIMBURSABLE cosT cgulgﬂs
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN ol
192.00 PHYSICIANS' PRIVATE OFFICES 0
194 . 00| MARKETING 0
194.01 PHYSICIAN BILLING ol
194.02{ MO8 0
200.00|Cross Feot adjustments :
201.00|Negative Cost Centers 0
202.00|T0TAL (sum tines 118-201) 16,295

HARRISON COUNTY HOSPITAL

'Prov1der con:

In Lieu of Form CM$-2552-10

151331 reriod:

worksheet 8

CFrom 01/01/20i1 | Part II

! ‘To 12/31/7011’ pate/Time Prepared:
i I . 15/22/2012 4:24 pm
OPERATION OF 1AMS PLANT 0OPs LAUNDRY & H HOUSEKEEPII\G

CPLANT LINEN SERVICE |

_7.00 101 800 _ 9.00 L

A — N —

1 1.00

; 1.01

| 1.02

‘ 2.00

; 2.0

! 4,00

‘ i 5.01

1 : : 5.02

! : ! 5.03

584,264 7.00

0 793 7 01

5,682 1) 42,102 300

12,179} 0 3,633 96,094 9,00

35,412 o, 498 6,008 10.00

17,691 0 0, 3,001 11.00

2,977 ol ) 505 13 00

ol o! o 0 14.00

19,756/ o o 3,352 16.00

1,19y 0 0, 202 17.0C

142,@ ol 18,727 24,197 30.00

17,9701 ot 0 3,049 31 00

372 S R - S _ 631 43 00

109,928 0 3,332, 18,650 50.G0

0 o 0| 0 52.00

0| ) 0 0 53.00

57, 594 o 4,510 9,771 54 €0

36, 270! o o 5,135 60.00

6,587 0! 68; 1,118 65.00

21, 394| ol 652] 3.630. 66.00

o] 0 0i 0. 67.00

0 ] o 68,09

11,314 0l 1,508 1,919 69 00

27,020 0l o 4,584 71.00

0 0 o ¢ 72 00

7,605! 0 i 1,290, 73.00

393 o 60 1527 90.00

992’ 0 2 168 90.01

41,987 0 6,463 7,123 91 .00

e B s

q] 793] 1,696 0, 9500

0] il 0] 0.101.00

J 1 113.00

574,781 793! 41,146] 94,485 118.00

5,055 o] ol 858 190.00

o! 0! 956! 0'192.00

1,327 0 o 225 194.00

3,101 0 o; 526 194.01

o o 0, 0194 02

i ’ 200,00

0 0 o 0-201.00

584,264 793; 42,102 96,094 202.00

MCRIF32 - 2.25.130.0



Health

Financial Systems __

ALLOCATION OF CAPITAL RELATED COSTS

D00 N NN WY U W B RN R e e
o]
o

Cost Center Description

IGENERAL SERVICE COST CENTERS

NEW CAP REL COSTS-BLDG & FIXT
MOB

AMB DEPR

NEW CAP REL COSTS-MVBLE EQUIP
AMB EQUIP

EMPLOYEE BENEFITS

OTHER AZG

ADMETTING

PATIENT ACCOUNTING

OPERATION OF PLANT

AMB PLANT OPS

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERTA

NURSTING ADMINISTRATION
CENTRAL SERVICES & SUPPLY
MEDICAL RECORDS & LIBRARY
SOCTAL SERVICE

INPATTENT ROUTINE SERVICE COST CENTERS

ADULTS & PEDIATRICS

INFENSIVE CARE UNIT

NURSERY

ANCTLLARY GERVICF COST CENTERS
QOPERATING ROOM

DELIVERY ROOM & ELABOR ROOM
ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY
EELECTROCARDIOLOGY

MEDTCAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENT
DRUGS CHARGED TO PATFENTS .
OUTPATIENT SERVICE COST CENTFRS
CLINIC

SENIOR CARE

EMERGENCY

OBSERVATION BEDS (NON-DTSTINCT PART)

OTHER REIMBURSABLE COST CENTERS
AMBULANCE SERVICES
HOME HEALTH AGENCY

SP£CIAL PURPOSE COST C[NTERS

113.90
118.00

190.00
192.06
194.00
194.01
194,02
200.00
201.00

INTEREST EXPENSE
SUBTOTALS {SUM OF LINES 1-117)
NONRETMBURSABLE COST CENTERS

GIFT, FLOWER, COFFEE SHOP & CANTEEN
PHYSICIANS' PRIVATE OFFICES
MARKETING

PHYSICTAN BILLING

MOB

Cross Foot Adjustments
Negative Cost Centers

202.00

TOTAL {sum lines 118-201)

__HARRISON COUNTY HOSPETAL

Provider con

ir Lieu of Form €M5-2552-10

151331 period:

worksheet B

From 01/01/2011 pPary ¥I
To 12/31/2011  pate/Time Prepared:

MCRIF3Z - 2.25.130.0

i , [ S 152242012 4:24 g
DIETARY CAFETERIA | NURSING CENTRAL : MEDICAL [Ap
'ADMINISTRATION] SERVICES & RECORDS &
) ) o SUPPLY LIBRARY ”[
10.00 11.00 13.00 14.00 1 16.00
| 1.00
1.01
‘ 102
‘ 2.00
. Z.01
- 4,00
| | 5.01
| ! 5.02
t 5 03
! ; 7 00
: : . 7t
i 3.00
' 1 ! 9.00
249,323 ! ! 16.00
0 128,096| ‘ ! '11.00
0 4,451’ 40,520] | 13.00
ol 3,764 0! 9,125 14.00
ol 7.032i 0 0 156,731 16.00
¢ d.et2 0 4 0 17.00
224,563 15,631 17,140 230; 13,960 30.00
24,760 16,995 8,540 28 1,802 31.00
0 2,825 2,194 o 1,700 43.00
S - - et )
0 8,553 6,643 363 15,486 50.00
0 0] ol ¢ 0 52.00
i 2,000 0 17l 9891 53.00
0 13,372 0 103! 44,783 54.00
0 8,283 0! 54 23,424 &0.CO
0 3,585 0 8 7,381 65.00
0 2,265 0 18 2,603 66.00
0 * o o 98 67 00
0 ol o o 59 68.00
0 2,138l o 20 4,464 69.00
0 0 0 6,727 8,610 71.00
0 o 0 1,068 760 72.00
o 1,844 0 20 10,460 73.00
ol o 0l sgl” 317 90 00
0 1,764; ol 5 778 00.01
" 9,561; 7,426 129 16,302 91.00
; I 9200
- - ‘ i — — i
l ol o 0 272 7,755 95.00
1 ol ! 1,577 o 0101.00
| ] | 113.00
i 249,323 _9_?.485‘ 40,520] 9,125 156,7311118.00
ol 0] “Tgf hl 0:190. 90
ol 27,412 0] 0l 01192.00
0| a6l 0 0 419400
o 2,738 0 o $194 .01
o 0. o 0 019402
; . 200.00
0| o G o 0 701.00
249,323] 128,096 40,5201 9,125} 156,731.202.00



Health Financial Systems o HARRISON COUNTY HOSPETAL ____In pieu of Form (M$-2552-10
151331 period: worksheet B

ALLOCATION OF CAPITAL RELATED COSTS ' [ Provider con:
! From 01/01/2011 part 11

T0 12/31/2011 Date/Time Prepared:
. . 5f22f2012 4:2]4_ el

— L

Cost Center Description SOCIAL SERVICE subtotal 1 mntern & Total !
Hesidents Cost
& Post
Stepdown
I L Adjustments_|

o R 170 {2400 | 25,00 __26.00

GENERAL SERVICE COST CENTERS o . e
1.00 |NEW CAP REL COSTS-BLDG & FIXT | i 100
1.01 jmoB i 1.01
1.02 [AMB DEPR . 1.02
2.00 |NEW CAP REL COSTS-MVBLE EQUIP | i 2,00
2,01 [AMB EQUIP ! | 2.m
4,00 |EMPLOYEE BENEFITS | i ' 4.00
5.01 |OTHER A&G | i 5.01
5.02 |ADMITFING ‘ ‘ 5.02
5.03 |PATIENT ACCCUNTING | | : 5.03
7.00 |OPERATION OF PLANT i i 7.00
7.01 |AMB PLANT QPS i . 7.01
8.00 [LAUNDRY & LINEN SERVICE H §.00
9.00 |HOUSEKEEPING ; 9.00
10.00 {DIETARY ) . 10.00
11.00 {CAFETERIA | : ' 11.00
13.00 |NURSING ADMINISTRATION : . 13.00
14.00 |CENTRAL SERVICES & SUPPLY ! | 14.0C
16.00 |MEDICAL RECORDS & LIBRARY ! 16.00
17.00 |SOCTAL SERVICE L ! 13,2600 I P 17 co

INPATIENT ROUTINE SERVICE COST CENTERS L -
30.00 [ADULTS & PEDIAFTRICS 131,943 1,339,501l ol 1,339,501 30.00
31,00 |INTENSIVE CARE UNIT 1,317 180,724 o 180,724 31.00
43.00 [NURSERY S _ o 38,580 0 38,582 4300

ANCILLARY SERVICE COST CENTERS B e e . i
50.00 {OPERATING ROOM 0 821,425 o 821,425, 50.00
52.00 |DELIVERY ROOM & LABOR ROOM Q 0 0| I8 52.00
53.00 |ANESTHESIOLOGY 0 4,352 0| 4,352 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 501,622 [+ 501,622 54.00
60.00 |LABORATORY 0 278,983 o 278,983 60 . 06
65.00 |RESPIRATORY THERAPY 0 59,514 G: 59, 514! 65.00
66.00 | PHYSICAE THERAPY G 159,043 Gy 159,043| 66.00
67.00 |OCCUPATIGNAL THERAPY G 348 0 348 , 67.00
68.00 |SPEECH PATHOLOGY G 250 0 250] 68.00
69.00 | ELECTROCARDIOLOGY 0 92,680 9 92,680 69.00
71.00 {MEPICAL SUPPLIES CHARGED TO PATIENTS 0 229,779 o 229.?79‘ 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0 5,636 o 5,636 72.00
73.00 [DRUGS CHARGED TO PATIENTS 0 _ 160,945 0p . 100,945 . 73.00

OUTPATIENT SERVICE COST CENTERS B o o ;
90.900 |CLINIC 0 8,084 0 8,084 490.00
90.91 |SENIOR CARE 0 46,911|‘ 0 46,911 50.01
91.00 |EMERGENCY 0 372,177 ¢} 372,177 31.00
92.00 |OBSERVATION BEDS {(NON-DISTINCT PART) . T .

OTHER REIMBURSABLE COST CENTERS ] o _
95.00 |AMBULANCE SERVICES ' o 309,521
101,00/ HOME HEALTH AGENCY | GE 33,518

SPECIAL PURPOSE COST CEMNTERS ) R - i ]
113.00] INTEREST EXPENSE ‘ ' ; ! i 113.
118.00| suBTOTALS (SUM OF LINES 1-117) 13,260 4,583,600 g 4,583,600, 1i8.00

NONREIMBURSABLE COST CENTERS . e e e i
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 34,828 0 34,828 190.6G0
192.00| PHYSECEANS " PRIVATE OFFICES OI 162,813 ol 162,813 192 .CC
194, 00| MARKETING 0 15,394] vl 15, 304 194.00
194, 01| PHYSECIAN BEILLENG 0 28,526 ol 28,526 194.01
194 02| m0B 0 853,733 o 853,733, 194.02
200.0C{Cross foot Adjustments 43 G o 200.00
201.00iNegative Cost Centers o! 0 ) 32 201.00
202.00iToTAL (sum lines 118-201) 13.250i 5,678,894, o 5,678,894 202.00

MCREF3? - 2.25.130.0



Health Fimancial Systems

HARRISON COUNTY HOSPITAL

COST ALLOCATION - STATISTICAL BASIS

.Go
.01

113.
118.

180.
192.
194.
194.
194.
2060.
201.
202.
203.
204.
205.

DN N L SRR e
=
el

Q0|
Q0|

00
00
00
01
02
Qa0
00
00|
[ty
[ty
8y

Cost Centelr Description

"IGENERAL SERVICE COST CENTERS

NEW CAP REL COSTS-BLDG & FIXT
MOBR

AMB DEPR

NEW CAP REL CDSTS-MVEBLE EQUIP
AMB EQUIP

EMPLOYEE BENEFITS

OTHER A&G

ADMITTING

PATIENT ACCOUNTING

OPERATION OF PLANT

AMB PLANT OPS

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERTA

NURSING ADMINISTRATION

CENTRAL SERVICES & SUPPLY
MERTCAL RECORDS & LIBRARY
SOCTAL SERVICE

INPATIENT ROUTINE SERVICE COST CENTERS
ADULTS & PEDIATRICS

INTENSIVE CARE UNIT

NURSERY

ANCILLARY SERVICE COST CENTERS
OPERATING ROOM

DELIVERY RGOM & LABOR ROOM
ANESTHESTOLOGY
RADIOLOGY-DIAGNOSTIC

EABORATORY

RESPIRATORY THERAPY

PHYSTCAL THERAPY

GCCUPATEONAL THERAPY

SPEECH PATHOLOGY
ELECTRGCARDIOLOGY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENT
DRUGS CHARGED FO PATTENTS
OQUTPATIENT SERVICE COST CENTERS
CLINIC

SENIOR CARE

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART) _
OTHER RETMBURSABEE CO‘,T CENTERS
AMBULANCE SERVICES

HOME HEALTH AGENCY
SPECIAL PUPOSE COST CENTERS
INTEREST EXPENSE

SUBTOTALS (SUM OF LINES 1-117)
NONREIMBURSABLE COST CFNIERS _
GIFT, FLOWER, COFFEE SHOP & CANTEEN
PHYSICIANS" PRIVATE OFFICES
MARKETING

PHYSICIAN BILEING

MOB

Cross Foot Adjustments

Negative Cost Centers
Cost to he allocated (per wkst. B, Part 1}
unit cost multiplier (wkst. B, Part I)

(per wkst. B, Part 11}
(wkst. B, Part IL)

Cost to be allocated
unit cost multiplier

provider CCN:

In Lieu of Form ¢M5-2552-10

151321 period:

From (1/01/2011
To

 Worksheetr B-1

12/31/2011 pate/Time Prepared:

. 5/22/2012 4:24 pn

CAPITAL RELATED COSTS
NEW BIDG &- 310131 f AMB DEPR NEW MVBLE AMB EQUTP
FIXT (SOUVARE (SQUARE EQUEIR (SOQUARE
(SQUARE FEET) FEET) {SQUARE FEET)
EEET) L JEEER) [ B
1.00 1.00 ] 1.02 2.00 2,01
129,817 ; 1.00
0 34,270] 1.01
ol 0 11,032 : 1.02
i 129,837 2.00
0 11,032 2.01
200 0. 0 200 0 4.00
19,737 196, 0 18,737 0 5.01
0 ol o 0 0 5.02
0 6 a o 9 5.03
15,688 o ] 15,688 o 7.00
0 o ! 0 0 7.01
916 0 ) 916! o 8.00
1,962 ¢ 0 1,962 0 9.00
5,709 0 0! 5,709 0 10.00
2,852 0 ) 2,852 0 11.00
480 0 0 480} 0 13.00
0 0of o ¢ 0 14.00
3,185 gl 0 3,185 0 16.00
0. i 192} .0 1700
22,993 af 0 22,993 oJ 30.00
2, 897! o 0: 2,897 0 3100
600 _ o _ 0 6001 0 43.00
17,723 0 o 17,722 ¢ 50.00
ol o o il 0 52.00
¢ 0l o| | 0 5300
9,285 0l ol 9,285 0 54.00
4,880 ol 0 4,880 6 66.00
1,062 of 0| 1,062 o 65.00
3,449 o ol 3,449 ¢ 66.00
0 0 o 0 0 67 00
0 ol ] 0 0 68.00
1,824 0! ] 1,824 0 69.00
4,356 o 0 4,356 o 71.00
0 o 0 0 0 72.00
1,226 o ) o 1,226 _ 0 7300
144 of o 144! 0 90.00
160 i 170; o 160, 0 90.01
6,768 546! ¢ 6,769 0 91.00
o _ . B 97.00
' o of 11, oazi o 11,032 95.00
ol 597] o ol 020100
l ' i i 113.00
| 128,288 ?.@9|‘ 11,032 128,288| 11,032 118.00
315 T G 815! 0 190.60
0 1} o o 0 192.00
214 0 ol 214 0-194.00
500, o o 500: 0:194.01
0l 31,761 0 o 0194 02
200.00
: 201.00
2,508,512 904,965 77,845 2,015,095. 171,477 202 00
19.323448 26.406916} 7.056291] 15.530285; 15. 543600 203.00
| 204.00
| 705.00

MCRIF32 - 2.25.130.0



_In Lieu of Form {MS-2552-10

HARRISON COUNTY HOSPTTAL
worksheet 8-1

Tprovider con:
i

Health Firnancial Systems o
COST ALLOCATION - STATISTICAL BASIS

151331 Pericd:
From 91/01/2011

To 12/31/2011 Dpate/Time Prepared:
} o _5/22/2032 4.24 pm _
Cost Center BDesciiption EMPLOYEE ElecuncﬂiationT OTHER A&G ADMITTING | PATIENT '
BENEFITS (ACCUM COST) (GROSS ACCOUNTING
(GROSS CHARGES) (GROSS
- S DU . | GHARGES) |
e 5A.01 s |7 stz |7 s.03
IGENERAL SERVICE COST CENTERS _ . - .
1.00 INEW CAP RFL COSTS-BLDG & FIXT i : | 1.00
1.01 [mos | ‘ . 1.01
1.02 |AMe oEPR | | C1.02
2.00 |NEW CAP REL COSTS-MVBLE EQUIP \ l 200
2.01 [AMB EQUIP \ 2.03
4.00 |EMPLOYEE BENEFITS 18,877,537 ‘ i 4.00
5.01 |OTHER A&G 1,258,479 -3,738,807 38,?18,780j : 5.01
5.02 |ADMITTING 361,064 4] 486,9900 100,093,735 5.02
5.03 [PATIENT ACCOUNTING 134,857 0 902,777 0 100,093,735 5.03
7.00 (OPERATION OF PLANT 212,051 0 2,088,026 G 0 7.00
7.01 |AMB PLANT OPS ¢} ] 44,281 13 9 7.01
8.00 |LAUNDRY & LINEN SERVICE 20,629 ¢ 250, 444! 0 0 §.00
9,00 |HOUSEKEEPING 386,470 o 656,836 0; 0 9.00
10.00 [DIETARY 128,722 o 467, 716 o 0 10.00
11.00 |CAFETERIA 216,716 0 442,293 4] 0 11.00
13.00 |{NURSING ADMINESTRATION 654,551, 0! 871,177 43 0 13.00
14.00 |CENTRAL SERVICES & SUPPLY 220,749 ) 294, 790; ] 0 14.00
16.00 |MEDICAL RECORDS & LIBRARY 500,025 o 859,576 4] G 16.00
17.00 {SOCIAL SERVICE | ) 154,554 0 206,705 0 ¢ 17.00
INPATIENT ROUTINE SERVICE COST CENTERS R |
30.00 jADULTS & PEDIATRICS 2,321,316 0 3.963,672j &,914,324: 8,914,324" 30.00
31.00 | INTENSEVE CARE UNIT 381,626 o 606,407; 1,150,513 1,150,513 31.00
43.00 |NURSERY _ _ 263,718 0 347,978  1,085,37% 1,085,379, 43.00
ANCILLARY SERVICE COST CENTERS ‘ o o B e o
50.00 |OPERATING ROOM 929,154 ol 2,119,640 9.888,948 9,888,948 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0. 4] 0, 0 52.00
53.00 |ANESTHESIOLOGY 0 0 66,267 631,241 631,241 53 00
54.00 |RADIOLOGY-DIAGNOSTIC 1,025,560 ] 2,360,898 28,607,884 28,607,884 54.00
60.00 |LABORATORY 701,794 0 2,105,752 14,957,658 14,957,658 60.00
65.00 [RESPTRATORY THERAPY 9 O( 467,265/ 1,520,542 1,520,542 65.00
66.00 IPHYSICAL THERAPY 245, 689 o 433,334 1,662,300 1,662,300 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 13,046/ 62,603 62,603 &7 00
68.00 | SPEECH PATHOLOGY 0 4] 10, 182 37,951 317,951 68.00
69.00 |ELECTROCARDIOLGGY 189,299 0 388,642 2,850,881 2,850,881 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 4] 1,654,461 5,497,904 5,497,904 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0 0 205,782 485,321 485,321 72.00
73.00 |DRUGS CHARGER TO PATIENES . 304,047 0] __ 1,965,510! _“__ﬂ_mt_si,ﬁi’E!,SL‘!(}nF 6,679,500 73.00
OUTPATIENT SERVICE COST CENTERS - o o
90.00 | CLINIC 0 0| 85,586/ 202,256 202,256 90.00
90.01 [SENIOR CARE 158,255 o 365,454 486, B63| 496,868 90.01
91.00 § EMERGENCY 1,685,062 ] 1,665,387 10,409,762 10,409,762 91.00
92.00 {ORSERVATION BEDS (NON-DISTINCT PARTY - 1 L e 82 00
IOTHER REIMBURSABLE COST CENTERS ~ R
95,00 |AMBULANCE SERVICES l 1,628,037 o 2,670,779 4,951,900, 4,951,900 $5.00
101.00/ HOME HEALTH AGENCY ! 530,114 o 780,463 0 . _0:161.00
SPECIAL PURPOSE COST CENTERS ) L . el
113.00[INTEREST EXPENSE - H ‘ - 113.00
118.00|SUBTOTALS (SUM OF LTNES 1-117) I 14,213_158[ -3,738,807, 29,848,116 100,093,735 100,093,735:118.00
NONREIMBURSABLE COST CENTERS . _ |
190,00/ GIFT, FLOWER, COFFEE SHOP & CAMTEEN 0 0 28,406] of 01190, 00
192.00! PHYSICIANS " PRIVATE OFFICES 4,471,687 0l 7,412,603 0. 0.192.00
194, 00| MARKETING 36,724 0| 329,014’ 0 0.194.00
194,01 PHYSICIAN BILLING 155,968 oi 261,031 i 0194.01
194,02|M0B O 0 838,710 t] 0 194.02
200.00(Cross Foot adjustments [ i ' 200.00
201.00{Negative Cost Centers ! 201.00
202.00{Cost to be allocated (per Wkst. B, Part I 4,532,857 ; 3,738,807 534,015 989,852 202.00
203.00junit cost multiplier (wkst. B, Part I} 0.240121 | 0.096563 0.005335 0.009850 203 00
2064.00|Cost to be allocated (per wkst. 8, Part ID 6,971 693,548 8,856 16,295 204 .00
205.000unit cost multiplier (wkst. B, Part II) 0.0060369 0.,017912 0. 000088 0.060163 205 00

MCRIF32 - 2.25.130.0




Health Financial Systems

HARREISON COUNTY HOSPITAL

COST ALLOCATION - STATISTICAL BASIS

Cost Center Description

1_(_3_F_i_l\_{E_RAL SERVICE COST CENTERS
.00 |NEW CAP REL COSTS-BEDG & FIXT
.01 IMOB

02 [AMB DEPR

00 [NEW CAP REL COSTS-MVBLE EQUIP
.01 [AMB EQUIP

00 JEMPLOYEE BENEFITS
OTHER A&G

07 [ADMITTENG

03 | PATIENT ACCOUNTING

00 |OPERATION OF PLANT

01 |AMB PLANT OPS

.00 |LAUNDRY & LINEN SERVICE

.00 |HOUSEKEEPING
10.00 |DIETARY
11.00 [CAFETERIA
13.00 |NURSING ADMINISTRATION
14.00 |CENTRAL SERVICES & SUPPLY
16.00 |MEDICAL RECORDS & LIBRARY
17.00 |SOCTAL SERVICE

[T N Y RV N R N S
o
p=t

30.00 |ADULTS & PEDIATRICS
31.00 [INTENSIVE CARE UNIT
43,00 [NURSERY

ANCILLARY SERVICE COST CENTERS
560,00 [OPERATING ROOM

52.00 {DELIVERY ROOM & LABOR ROOM
53.00 [ANESTHESTOLOGY

54,00 |RADIOLOGY-DTAGNOSTIC

60.00 |LABORATORY

65.00 |RESPIRATORY THERAPY

66.00 |PHYSICAL THERAPY

67.00 |OCCUPATIONAL THERAPY
68.00 |SPEECH PATHOLOGY

69.00 | FLECTROCARDICLOGY

71.00 [MEDICAL SUPPLIES CHARGED TG PATIENTS

72,00 [IMPL. DEV. CHARGED TO PATIENT
73.00 |DRUGS CHARGEDR TO PATTENTS

90.00 {CLEINIC
90.01 | SENIOR CARE
91.00 |EMERGENCY

92,00 |OBSERVATION BEDS (NON-DISTINCT PART)
OTHER REIMBURSABLE COST CENTERS

95.00 | AMBULANCE SERVICES
101.00,HOME HEALTH AGENCY_
SPECIAL PURPOSE COST CENTERS
113.00| INTEREST EXPENSE
118.00{SUBTOTALS (SUM OF LINES 1-117)

MBURSABLE COST CENTERS

190.00{GIFT, FLOWER, COFFEE SHOP & CANTEEN

192 .00] PHYSECTANS® PRIVATE OFFICES
194 . 00| MARKETING

194.01| PHYSECIAN BILLING
194.02|M08

200.00|Cross ¥oot Adjustments
201.06|Negative Cost Centers

202,00 cost to be allocated (per wkst.

203.00iunit cost multiplier (wkst. B,

204.00icost to be allocated (per wkst.

205.00{unit cost multiplier (wkst. B,

INPATIEET RDUTINL.S[RVICL COST CENTERS

QUTPATIENT SERVICE COST CENIERS

OPERATION OF
PLANT
{SQUARTE:
FEET)
7.00

94,192
0

916
1,962
5,709
2,852
480

0
3,185
192

22,993
2,897l

600,

17,7230

Ol
o
9,285
4.880!
1,062
3.449
0
0
1 5741
4,356

1, ??el

144}
160/
G, 769[

o

a7, 6_534

815

0
214
500;
o

2,289,652
24.308349
584,264
6.202905

MCRIF3Z - 2.25.130.0

Terovider ccti: 151331 period:

in Lieu of Form CMS-2352:10

From 01/01/2011

worksheet 8-1

To 12/31/2011 pate/Time Prepared:
L  5/22/2012 4:24 pm
AMB PLANT OPSTﬁ { AUNDRY & HOUSEKEEPING ; DIETARY

(SQUARE jLINEN SERVICE {5QUARE (PATIENT
FEET) * {POUNDS OF FEET) : DAYS)
o — LAUNDRY) _ X ! .
7000 T go0 9.00 ! 10.00 _
! 1 00
; 1.01
1.02
! 2 00
: z.01
i 4 00
' 5.01
5 07
5.03
7.00
11,037) 7.01
ol 273, 460 8 00
ol 23,595 91,314, 9.00
ol 1,233 5,709 5,508 10.00
0 0 2,852 0 11.00
0| 0 480; ¢ 13.00
0] 0} 0 ¢ 14.00
0; 0 3,185! 0 16.00
I+ 0, 192| Oi 17.06
- [ [ —— i
ol 121,634 22,993 4,961 30.00
o ] 2,897 547 31.00
I o 609! Q0 43.00
I
o} 21,6430 17,7221 0 50.00
¢ ] o 0 5200
G 0 0 0 53.00
o 29,291 9,285 0 54 00
0] 0 4,880, 0 60.00
0‘ 440 1,062 0 65.00
l 4,237 3, 4401 0 £6.00
0 ") o 0 67 G0
) 0 0. 0 68,00
0 9,778, 1,824 0 69.00
o ¢ 4,356 0 71.00
0 o o 0 72.00
& 0. 1,226 0, 73.00
o-’ 392/ 144’ G 90.00
13 166, 6 90.01
431,977, 6,769, 0 91.00
B L L ; ! ) ] 92.00
11,032] 11,019 0 0 95.00
) o o 0 4 101.00
- . : i
T ! 113.00
11,032 _267,25: 252‘ 89,7850 _ 5,508'118.00
Ol 0l 15| 0190.00
0l 6,208] o 0192.00
o 0 214} 019400
ol ol 500! 01194 .01
ol 0, o 0.194.02
; ! 200.00
i i § 201.00
48,557/ 296, 894 793,572 704,781 202 .00
4.401468, 1.085694! 8. 690584: 127 955882 203.00
793! 42,102 96,094 249,323 204.00
0.071882, 0.153960! 1.052347 45.265614 205 .00



_HARRISON COUNTY HOSPETAL

Health Fipancial Systems
COST ALLOCATION - STATISTICAL BASIS

Cost Center Descriptid1

C fAL SFRVICE CQ§I_§ENTFRS
00 {NEW CAP REL COSTS-BLDG & FIXT
.01 MO8

.02 1AMB DEPR

00 |[nNEW CAP REL COSTS-MVBLE EQUIP
.01 |AaMB EQUIP

.00 | EMPLOYEE BENEFITS

OTHER ARG

.02 |ADMITTING

.03 |PATIENT ACCOUNTING

00 |OPERATION OF PLANT

01 |AMB PLANT OPS

00 |LAUNDRY & LINEN SERVICE

00 [HOUSEXEEPING

= R R o S S e
@
e

DIETARY
11.00 |CAFETERIA
13.00 [NURSING ADMINISTRATION
14.00 |CENTRAL SERVICES & SUPPLY
16.00 |MEDICAL RECORDS & LIBRARY
17.00 }s0CTAL SERVICE

INPATIENT ROUTINE SERVICE COST CENTERS
ADULTS & PERIATRICS

INTENSIVE CARE UNTT

NURSERY
ANCILLARY %LRVICF COST CENTERS
OPERATING R00M

DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY

RAPTOLOGY -DIAGNOSTIC

LABORATORY

RESPTRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

E£LECTROCARDICLOGY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENT
DRUGS CHARGED TO PATTENTS
QUTPATIENT SERVICE COST CENTERS
CLINIC

SENTOR CARE

EMERGENCY

OBSERVATION BEBS {NON-DISTINCT PART)
OTHER RETMBURSABLE COST CENTERS
AMBULANCE SERVICES

HOME HEALTH AGENCY
SPFCIAL PURPOSE: COST CENTERS
113.00) INTEREST EXPENSE
118.00{SUBTOTALS (SUM_OF LINES 1-117)
NONREIMBURSABLE COST, CENTERS
190.00/GIFT, FLOWER, COFFEE SHOP & CANTEEN
192.00] PHYSICIANS' PRIVATE OFFICES
194,00/ MARKETING
194.01] PHYSICIAN BILLING
194.02jM08
200.00,Cross Foot Adjustments
201.00[Negative Cost Centers
202.900;Cost to be allocated
203.00|unit cost multiplier (wkst. B,
204.00|cost to be allocated (per wkst.
205.00lunit cost multiplier (wkst. B,

95.00
101.60,

(per wkst. B,
Part I}

part 11)

part I)

B, Part II)

! Provider o

_In tieu of Form (M5-2552-10

151331 Period: worksheet 8-1
From (01/01/20G11:
To  12/31/2011 ' pate/Time Prepared:
0 6/22/2012 4:24 pm_

CAFETERIA NURSING I CENTRAL MEDICAL  SOCTAL SERVICE
(HOURS OQF DMINISTRATION SERVICES & RECORDS &
S£RVICE) ‘ surPLyY LIBRARY (PATIENT
(DIRECT (COSTED {GHOS5 DAYS)
i o NRSING HRS) i REQUIS.Y | cnnuggs)__|
11,00 13,00 l 14,00 | 16,60 17.00 —
l } 1.00
! ' 1.01
! 1.02
2.00
i , 2.01
i i 4.00
5.01
5.02
5.03
| 7.00
i 7.01
| i 8.00
* i 9.00
, ! . 10.G0
462,266 i 11.00
16,099 188,268 : 13.00
13,582 ) 1,758,775 ; 14.00
25,376 0 ¢ 100,083,735 16.00
5.096) @ 78 9 5,508 17.00
56,408 56, 4081 44,286 §,014,324 4,961 30.00
39,678 39,678 5,382, 1,150,513 547 31.G0
16,193 10,193 0| 1,085, 379 o 0: 43.00
]
30,867 30,867, 69,915 9,888,948 0 50.00
0 oi 0} o 0 5200
7,218 0 3,220 631,241 0 53.00
41,038 0 19,866 28,607,884 0! 54.00
29,890 0 10,361 14,957,658 0. 60.00
12,938 ol 1,519 1,520,542 0 65.00
8,174 0| 3, 5581 1,662,300 0 66.00
0 ol 62,601 0i 57,09
0 ol o 37,951 0l 68.00
7,716 0! 3,900] 2,850,881 ¢ 69.00
0 o 1,296,856 5,497,904 0! 71.00
0 0 205,782 485,321 CI 72.00
6,656/ o 3,844 6,679,500 G 73.00
ol I 11,293 202,256 ¢ 90.00
6,365 0i 984, 496, 868 0 90.01
34,503 34,503i 24,8481 10,409,762 0 91.00
L o . : 92.00
‘ , 1
Gl 0; 52,4350 4,951,900, 0. 95.00
o 16,619) 0| ~ ol 0_101.00
i f “113.00
351.?97[_ 188, 268! 1,758,775 100,093,735 5,508 118.00
0| ) of 0 0 190.00
98,925 0 0 0 0192.00
1,664 o 0i 0 0194 0C
9,880 0! oi 0| 0194.01
0 0o 0 0 0194 02
i | f 200.00
3 i | 201.60
579,115 991, 307! 340.271] 1,079,471 239,525 202.00
1.252774 5.265404 0.193470| 0.010785 43486747 203.00
128,096/ 40,520 9,125‘ 156,731 13,260:204.00
0.277105 0.215225 0.005188| 0.0601566| 2.407407 205.00

MCRIF3Z - 2.25.130.0




Health Financial Systems HARRISON COUNTY HOSPITAL ~in tieu of Form CMS-2552-10
!worksheet C

COMPUTATION OF RATIO OF COSTS TO CHARGES Tprovider ccn: 151331 period:
From 01/01/2011 Part I

CFO 12/31/2011 pate/Time Prepared

T ”, o _ . Title XVIIT " Hospital Cost
li—’ < R
Cost Center Description Total Cost |Therapy Limit! Total Costs RCE - Total Costs
(from Wkst. 8, Adj. i pisallowance :
part 1, col. ‘
) T R _
R o Tee . |0 2000 )0 300 ) a0 [ s00  f
INPATLENT ROUTINE SERVICE COST CENTERS - o _ o o o

30.00 |ADULTS & PEDIATRICS 6,695,854 T 6,695, 854 o] 0 30.00
31.00 |INTENSIVE CARE UNIT 1,143,935 I 1,143,935 il 0, 31.00
43.00 |NURSERY - ) 1. 496,049 i 496,049 o 0l 43.00

IANCILLARY SERVICE COST CENTERS B ‘ o - L :
50.00 {OPERATING ROOM 3,404,559 I 3,404,559 0 0 50.00
52.00 {DELIVERY ROOM & LABOR ROOM G i o o 0 52.00
53.00 |ANESTHESIOLOGY 98,751 : 98,751 4 0 53.00
54.00 | RADIOLOGY-EAGNOSTIC 3,726,419 : 3,726,419 0 0 54.00
60.00 | LABORATORY 2,898,623 | 2,898,623 0. 0 60.00
65.00 |RESPIRATORY THERAPY 603,959 G 603,959 0 0 65.00
66.00 |PHYSICAL THERAPY 647,755 & 647,755 0 0 66.00
67.00 |QCCUPATIONAL THERAPY 15,934 0 15,934 0 0 67.00
68.00 | SPEECH PATHOLOGY 12,151 0 12,151 o 0 68.GC
69.00 |ELECTROCARDIOLOGY 581,548 58%, 548 o ¢ 69.00
71.00 |MEQICAL SUPPLIES CHARGED TO PATIENTS 2,351,868 2,351,868 0 0 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 278,089 278,089 o G 72.00
73.00 |PRUGS CHARGED TO PATIENTS ) 2,378,578 4 ..2.378,578 ] _ 0 73.00

'OUTPATIENT SERVICE COST CENTERS ) } o o i
90,00 [CLINIC 106,472 I 106,472] of 0- 90 00
90,01 {SENTOR CARE 427,124 i 427,124} v 0: 90.01
91.00 | EMERGENCY 2,595,607 | 2,595,607, 0 g+ 91.00
92.00 {OBSERVATICGN BEDS (NON-DISTINCT PART) b 727,119 o 727,119 ‘ _0 92.00

OTHER REIMBURSABLE COST CENTERS e o
95.00 |AMBULANCE SERVICES ' 3,128,140 ' 3,128, 140! o 0 95.00
101.00[HOME HEALTH AGENCY 943.3_3_3[_ N 943,333 o _0101.00

SPECIAL PURPOSE COST CENTERS o e o - B
113.00| INTEREST EXPENSE ; 113.00
200.00|subtotal (see instructions) 33,261,867 G 33,261,867 0 0 200.00
201.00|Less Observation Beds 727, 119| : 727,119t 0 201.00
202.00/Total (see instructions} I 32,534, ?48! 0 32,534, 748 (o] ¢ 202.00

MCRIF32 - 2.25.130.0



Health

Financial Systems B

_ HARRISON COUNTY HOSPITAL

COMPUTATION OF RATIO OF COSTS TO CHARGES

95.400
101.00

113.00
206.00
201.00

Cost Center Bascription

TINPATIENT ROUTINE SERVICE COST CENTERS

ADULTS & PEDIATRICS

INTENSIVE CARE UNIT

NURSERY

ANCILLARY SERVICE COST CENTERS
GPERATING RO0M

DELIVERY S00M & LABOR ROOM
AMESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAE THERAPY

SPEECH PATHOLOGY

EL ECTROCARDIOLOGY

MEDICAL SUPPLEIES CHARGED TO PATIENTS
IMPL. PEV. CHARGED TO PATIENT
DRUGS CHARGFO T0 PATIENTS

'QUTPATIENT SERVICE COST CENTERS

CLINIC

SENIOR CARE

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
OTHER REIMBURSABLE COST CENTERS
AMBULANCE SERVICES

HOME HEALTH AGENCY

SPECIAL PURFOSE €OST CENTERS
INTEREST EXPENSE

subtotal {see instructions)
Less Observation Beds

202.00

Total (see instructions)

MCRIF32 - 2.25.130.0

mnpatient

6.00

8,208,509
1,150,513
1,085,379|

2,607,74 3T
OI

199,196
2,816,594
2,871,728
1,245,887

346,973

23,766
11,018

399,903
2,853,401

zos,ssﬂ
2.871,077

1,138
o
239,110

o

27,135,622

27,135,622

0

in tiey of Form CM$-2552-10

Dprovider con: 151331 period: “worksheet ¢

From 01/01/2011 pPart I

|To 12/31/2011 | pate/Time prepared:

| 5/23/2012 4:24 pnm

T witle wvifr ' hospital  Cost_ .

chalges . o ‘"‘ﬁ T

outpatient |Total (col. 6|Cost or Other TEFRA }

+ col, 7) Ratic Inpatient
o o ] L Ratio B
7.00 8.00 | 9,00 _ 1 10.00 —
8,208,609 ) 30,00
1,150,513 31.00
1,085,379 ) i . 43.00
7,281,205 9,888,948 0.3442791 0.000000 50.00
: 0 0.000000 0.000000 52.00
437,045 631,241 0.156439 0.00000C 53.00
25,791,290 28,607,884 0.130258 0. 000000 54 00
12,085,930 14,957,658 0.193789. 0.000000° 60,00
274,655 1,520,542 0.397200 £.000000 65 00
1,315,327 1,662,300! 0.389674! 0.000080 6600
38,837 62,603 0.254525 6.000000, 67.00
26,933 37,951 0.320176! 0.000060 68,00
2,450,978 2,850,881l 0.203989 0.000060° 69.00
2,644,503 5,497,904} 0.427775| .000060° 71.00
281,734 485,321} 0.573000! 0.000060 72.00
0 0

3,808,423 6,679,500,

356101 .000000 73.00

000000 90.00

201,118 202,256 0.526427] 0
196,868 496, 868 0.859633: 0.000000 90.01
10,170,652 10,409,762 0.249344 ©.000000. 91,00
705,715, 705,715 1.030330.__ _0.000000 92.00
4,951, 9001 4,951,900 0.631709] &.0000001 95.00
] . o) . 1 o 101.00
T T T 113.00
72,958,113 100,093,735, ‘ 200.00
s | ; 261.00
72,958,113 100,093,735 1 202.00



Health Financial Systems e ____HARRTSON COUNTY HOSPITAL In tieu of Form CMS-2552-10
COMPUTATION OF RATIO QF COSTS TO CHARGES | Provider con: 151331 | Period: worksheet C
! 'From 01/01/201F pPart T
i TG 12/31/2011 pate/Time Prepared:
L __5/22/2012 4:24 pnm

) - ) _ L Title xvIIr . _Hospital Cost
Cost Center Description PPS Inpatient
| _Ratio
. - b 4100 — m_J -

INPATIENT ROUTINE SERVICE COST CENTERS o B o
30.00 |ADULTS & PEDIATRICS 30.00
31.00 [ INTENSIVE CARE UNIT 31.00
43.00 |NURSERY e L . __._143.00

ANCILLARY SERVICE COST CENTERS e ~ L .
50.00 |OPERATING ROOM 0.000060 50.06
52.00 |[DELIVERY ROOM & LABOR ROOM 0. 000000 52.00
53,00 |ANESTHESIOLOGY 0. 000000 53.00
54,00 |RADEOLOGY -DIAGNOSTIC (.000000 54.00
60,00 |LABORATORY 0.000000 60.00
65.00 |RESPIRATORY THERAPY 0.006000 65 .00
66.00 |PHYSICAL THERAPY 0.00G00D 66.00
67.00 |OCCUPATIONAL THERAPY 0.000000 67 .00
68.00 |SPEECH PATHOLOGY 0.000000 68.00
69.00 |ELECTROCARDIOLOGY 0. 000009 09,00
71.00 |MEDICAL SUPPLIES CHARGED TO PATEIENTS 0.000009) 71.00
72.00 [IMPL. DEV., CHARGED TO PATIENT 0. 000000 72.00
73.00 [DRUGS CHARGED TO PATIENTS . 0.0060000 . — 73.00

OUTPATIENT SERVICE COST CENTERS e . . . R
9. 00 ICLINIC 0. 600000 90.00
90.01 {SENIOR CARE 0. 600000, ©90.01
91.00 |{EMERGENCY 0.000000 91.00
92.00 |OBSERVATION BEDS {(NON-DISTINCT PART) _06.¢000000 — - . 92.00

OTHER REIMBURSABLE COST CEMTERS . - — - . ]
95.00 |AMBULANCE SERVICES I ©.000000 ©95.00
101.00 HOME HEALTH AGENCY o ! . ! _ o 101.00

SPECIAL PURPOSE COST CENTERS L o o !
113.00| INTEREST EXPENSE i 113.00
200.00|subtotal (see instructions) ‘ | 200.00
201.00|Less Observation Beds i 201.00
207.00|Total (see tastructions} i ] 202 .00

MCRIF32 - 2.25.130.0



Health Financial Systems o

HARRISON COUNTY HOSPITAL

COMPUTATION OF RATIO OF COSTS 7O CHARGES .

Throvider CCN: 151331 period:

In Lieu of Form €M5-2552-10
worksheet C
fFrom 01/01/2011 prart T

To  12/31/2011 pate/Time Prepared:
o | . BT 15/22/2012 4:2¢ pm
7 | Tirle XIX : Hospital {__ cost -
Costs —
Cost Center bescription Tetal Cost [Therapy Limi{‘ jotal Costs RCE Total Costs
(from wkst. B8, Adj. pisallowance
part 1, col. [
26) . 4o

i 4 o 1.00 Z.00 3.00 4.00 5.00 _

INPATIENT ROUTINE SERVICE COST CENTERS ) o . L .
30.00 JADULTS & PEDIATARICS 6,693,854 6,695,854 0 0 30.00
31.00 INTENSIVE CARE UNIT 1,143,935 1,143,935 ¢] 0 31.006
43.00 INURSERY o o 496,049 ) 498,049] 0 D 43.00

ANCILLARY SERVICE COST CENTERS N . o
50,00 |OPERATING ROOM 3,404,559 1 3,404,559 O 0: 50.00
52.00 [DELIVERY ROOM & LABOR ROOM 0 i 0 ¢ 0 52.00
53.00 |ANESTHESIOLOGY 98,751 98,751 O 0 53.00
54.00 [RADTIOLOGY-DIAGNOSTIC 3,726,419 } 3,726,419/ ol 0. 54.00
60.00 |LABORATORY 2,898,623 ' 2,898,623 ¢ 0 60.00
65.00 |RESPIRATORY THERAPY 603,959 0 603,959 0 0! 65 .60
66.00 |PHYSICAL THERAPY 647,755 0 647,755 0 0 66.00
67.00 |OCCUPATICNAL THERAPY 15,934 ol 15,934l o G 67.00
68.00 |SPEECH PATHOLOGY 12,151 o 17,151 0l 6 68.00
69.00 |ELECTROCARDIOLOGY 581,548 : 581, 548 0 ¢ 69.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 2,351,868 2,351,868 0| 0 71.00
72.00 |IMPL. DEV. CHARGED TO PATEENT 278,089 278,089 i 0 72.00
73.00 |DRUGS CHARGED TO PATTENTS 2,378,578 ) 2,378,578, 0 0 73.00

OUTPATIENT SERVICE COST CENTERS o - o o o
40,00 [CLINIC 166,472 106,472 4] 0 90.00
90.01 |SENIOR CARE 427, 124| 427,124, 0 g 90 01
91.00 | EMERGENCY 2,595,607 2,595,607 0. 0 91.00
92.00 |GBSERVATION BEDS (NON-DISTINCT PART) 727,119 o l 727,119 _ i B 0 92.00

OTHER REIMBURSABLE COST CENTERS . o e
95.00 |AMBULANCE SERVICES 3,128,140] ] 3.128,140] oi 0 95.00
161. 00 HOME HEALTH AGENCY 943,333 _ i 943,333 . - 0.101.00

SPECIAL PURPOSE COST CENTERS o ) ~ )
113. 00| INTEREST EXPENSE ! _ 113.00
200.00|subtotal (see instructions) 33,261,867 o4 33,261,867 o 0.200.00
201.00/cess Observation Beds 727,112 ‘ 727 .11% ' 0 201.00
202.00lTotal (see instructions) 32,534,748, o 32,534,748 o 0202 00

MCRIFI2 - 2.25.130.0



HARRISON COUNTY HOSPITAL . ____In Lieu of Form CM5-2552-10

Health Financial Systems B
COMPUTATION OF RATIO OF COSTS TO CHARGES ]Prom der CCn: 151331 | period: | worksheet C
From 01/01/2011 jPart I

i
| To 12/31/2011 ' pate/Time Prepared:
]

| 5/22/2012 4:24 pm__

- ] ] - ] ] ! “Title XIX ': Hospital T cost
......... “charges .
Ccost Center pescription hpatioent owtpatient jTotal {col. 6{Cost or Other TEFRA
+ col. 7) Ratio | Impatient
. o i _ . Ratio
) i o . 6.00 _7.00 I 8.00 | 900 | 10.00 -
JINPATIENT ROUTINE SERVICE COST CENTERS . o - ) B ~
30.00 |ADULTS & PEDIATRICS 8,208,609 i 3,208,600 : 30.00
31.00 [INTENSIVE CARE UNIT 1,150,513 1,150,513 31.00
43.00 INURSERY 1,085,379 1,085,379 o 43,00
ANCILLARY SERVICE COST CENTERS o ) o L ‘ . .
50.00 |OPERATING RODM 2,607,743 7,281,205 9,888,948 0.344279) 0.000000, 30.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0‘ 0 0.0600C0] 0.000000° 52.00
53.00 |ANESTHESIOLOGY 199,196 432,045 631,24Y 0.156439! 0.600000 53.00
54,00 |RADIOLGGY-DIAGNOSTIC 2,816,594 25,791,2%01 28,607,884 0.130258 0.000000 54.00
60.00 |LABORATORY 2,871,728 12,085.930& 14,957,658 0.193789i 0.000000 60.00
65.00 |RESPERATORY THERAPY 1,245,887 274,655 1,520,542 0.397200, 0.0090G0. 65.00
G6.00 | PHYSTICAL THERAPY 346,973 1,315.327‘[ 1,662,300 0.389674 0.0000C0° 66.00
67.00 {OCCUPATIONAL THERAPY 23,766 18,837 62,603 0.254525 0.600000" 67.00
G8.00 jSPEECH PATHOLOGY 11,018 26,933 37,951 0.320176! 0.000000 68.00
£9.00 ELECTROCARDIOLOGY 399,903 2,450,978 2,850,881 0.203989 0.000060 69.00
71.00 !MEDICAL SUPPLIES CHARGED TO PATIENTS 2,853,401 2,644,503 5,497,904 0.427775 0.000000 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 203,587 281,734 485,321, 0.573000 0.000000° 72.00
73.00 |DRUGS CHARGED TO PATIENTS o 2,871,0770 3,808,423 6,679,500 0.356101 0,000000! 73.00
OUTPATIENT SERVICE CO51 CENTERS ) B B i
90.00 [CLINEC 1,138 T 201,118 202,256 0.526422! 0.000000. 96.09
943.01 :SENEQR CARE 0 496, 868i 496, 868 0.859633 0.000000 906.03
91.00 [EMERGENCY 239,110 10,170,652! 10,409,762 0. 249344‘ 0.000006 $1.00
92.00 [OBSERVATION BEDS (NON-DTSTINCT PART) N . Y 705, ?15! 7_05.715} - 1. 030330\ 0.06000G° 92.00
IOTHER REEMBURSABLE COST CENTERS i ‘ . o o i
05,00 [AMBULANCE SERVICES | (}i 4,951, 900' 4,951,900T 0.631705] 0.00000C 95.00
101, COIHOME HEALTH AGENCY i O o 0O ~ i 101,00
SPECIAL PURPOSE COST CENTERS ) o B S _ 1
113.00{ INTEREST EXPENSE \ ; 113.90
200.00{ subtotal (see instructions) l 27,135,622‘ 72,958,113 100,093,735 200 .90
201.00,Less Observation Beds | § . i 201.00
202.00/ Total {see instructions) l 27,135,622/ 72,958,133 100,093,715 202.00

MCRIF3?2 - 2.25.130.0



Health Financial Systems HARRISON COUNTY HOSPITAL _In Lieu of Form C45-2552-10

COMPUTATION OF RATIO OF COSTS 70 CHARGES Cprovider CCN: 151331 Period: worksheet
: From 01/01/2011 part 1

“ TO 12/31/2011 Dbate/Time Prepared:
4 R T 5/22/2012 4:24 pm_
|

- . ] L Title XI% . _Hospital _  __ _ Cost_
Cost Center pescription pPs lnpatientf
. Ralio
R i e oo b -
IINPB,TI,,E,NT ROUTINE SERVICE COST CENTERS . . _ —— . .
30.00 |ADULTS & PEDIATRICS ' 30.00
31.00 [INTEMSIVE CARE UNIT i 31.00
43.00 |NURSERY R ! — . 4300
ANCILEARY SERVEICE COST (E - _ - o - . !
50.00 |OPERATING ROGCM 0.000000 ©50.00
52.00 |DELIVERY ROOM & LABOR ROOM .0600000 52.00
53.00 |ANESTHESTOLOGY . 000000 53.00
54.00 [RADIOLOGY-DIAGNOSTIC {.000000 54,00
60.00 | LABORATORY (. 000900 60.00
65.00 |RESPIRATORY THERAPY (. 0009000 65.00
66.00 [PHYSICAL THERAPY 0.000000 66.00
G67.00 [OCCUPATIONAL TRERAPY 0.000000 67 .00
68.00 | SPEECH PATHOLOGY 0.000000 68.00
69.00 | ELECTROCARDIOLOGY 0.0600000 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 4. 000000 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0.000000 72 60
73.00 {DRUGS CHARGED TO PATIENTS | 0.0006000 o i .. 1300
OUTPATIENT SEAVICE COST CENTERS L N -
90,00 1CLINIC . 000000 90. Q0
90,01 |SENIOR CARE 0. 000000 9. 01
91.00 | EMERGENCY {.000000 91.00
92.00 |OBSERVATION 8EDS (NON-DISTINCT PART) 0.000000| S a » - 92.00
OTHER REIMBURSABLE COST CENTERS oo ) L. o . R I
95.00 |AMBULANCE SERVICES ©.000000| 95.00
101.00 HOME HEALTH AGENCY - . | . . N I . 101,00
SPECIAL PURPOSE COST CENTERS . . . _ I . . !
113.00 INTEREST EXPENSE | 113.00
200,00 subtotal (see instructions) I 200.00
201,09 Less Observation Beds ! 201 .00
202.00| Total (see instructions) ! 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems HARRISON €OUNTY HOSPITAL _ In tieu of form C¥M5-2552-10

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Torovider CoN: 151331 period: worksheet D
From 01/01/2011: Part IX

! To 12/31/2011 ' pate/Time Prepared:
1

_5/22/2012 4:24 pm

______ _ o _ | Title XVIIT __ Hospital Cost
Cost Canter Description Capital Total charges Ratio of Cost Inpatient |Capital Costs
related cost {(from wkst. C,| to Charges Program {cotumn 3 x
(from wkst. B,| Part I, col. l{col. 1 + col. Charges column 4)
part 11, col. 8} 2
26) _ . . - I
] om0 | 2200 3.00 4,00 I 5.00 )
ANCILLARY SERVICE COST CENTERS . P e . ]
50.00 |OPERATING ROOM 821,425 9,888,948 0.083065[ 601,225 49,941 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0.000600 0 0 52.00
53.00 |ANESTHESIOLOGY 4,352 631,241 0.006894 54,180 374 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 501,622 28,607,884 0.0617534 1,421,12% 24,918; 54.00
60.00 |LABORATORY 278,983 14,957,658 0.018652 1,609.0?31 30,012 60.00
65.00 |RESPIRATORY THERAPY 59,514/ 1,520,542 0.03%140 963,574 37,714 65.00
66.00 |PHYSICAL THERAPY 159,043 1,662,360 0.095676 264,860 25,341 66.00
67.00 |OCCUPATIONAL THERAPY 348, 62,603 0.005559 15,931 8% 67.00
68.00 |SPEECH PATHOLOGY 250 37,951 0.006587 7,954 52 68.00
69.00 | ELECTROCARDIOLOGY 92,680 2,850,881 0.032509 184,736 6,006 069.00
71,00 {MEDECAL SUPPLIES CHARGED TO PATIENTS 229,779 5,497,904 0.041794 1,566,792 62,975, 71.00
72.00 [IMPL, DEV. CHARGED TQ PATIENT 5,636 485,321 0.011613 85,072 988 72.00
73.00 [DRUGS CHARGED TO PATTENTS 100,945 6,679,500/ ©0.015113] 1,883,573, 28,466 73.00
OUTPATIENT SERVICE COST CENTERS L - o o
90,00 {CLINIC 8,084 202,259 0.039969| 0i 0 90.00
90,01 | SENIOR CARE 46,911 496,868 0.094413 Q. 0 90.01
97,00 | EMERGENCY 372,177 10,409,762 0.035753 2,746} 98 91.00
92,00 |OBSERVATION 8£DS (NON-DISTINCT PART) : . ?GS.?_}_Si . 9.000000" & __0 %2 00C
DOTHER REIMBURSABLE COST CENTERS L S o
95.00 |AMBULANCE SERVICES T 9500
200.00{votal (lines 50-19%) 2,681,749 84,697,334 8,600,841 266,974.200.00

MCRIF32 - 2.25.130.0



Health Financial Systems HARRESON COUNTY_ HOSPTITAE  _In tiew of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATEIENT ANCILLARY SERVICE OTHER PASS Cprovider CCN: 151331 Period: “worksheet b
TFHROUGH COSTS : - From 03/01/2011 r rart Iv
! Yo 12/31/2011 | pate/Time Prepared:
. - ] e i} Ll ___1.5/22/2012 4:24 pm
. _ ____ Title XvEII ___ _ Hospital Cost
Cost Center Description Non Physician Nursing school{allied Health A1l other ! Total Cost
anesthetist Medical Fesum of col 1
Cost Education cost] through col.
) R - i.00 200 300 [ ae0 | § 800 _ |
ANCILLARY SERVICE COST CENTERS S T . -
50.00 |OPERATING ROOM 0 o of ol 0 50.00
52.00 |DELTVERY ROOM & LABOR ROOM 0 0 | 0 0 52.00
53.00 |ANESTHESICLOGY 0 0 of o 0 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 0 0 o o 0 54.00
60.00 [LABORATORY 0 ol 0, ol 0 60.00
65.00 jRESPIRATORY THERAPY 0 o 0. 0 0 65.00
66.00 PHYSICAL THERAPY 0 ¢ 0. 0 0 66.00
67.00 [QCCUPATIONAL THERAPY 0 o o 4] 0 &7.00
68.00 {SPEECH PATHOLOGY 0 ol 0 O ¢ 68.00
69.00 |ELECTROCARDIOLOGY 0 0] 0 0 0y 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 ol G 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 0, Q o' o o 72.00
73.00 |DRUGS CHARGED TO PATTENTS - . of L 0;_ 6 _ .58 73.00
OUFPATIENT SERVICE COST CERTERS L . . N . e i
90.00 |CLINIC 0 0 0 0| 0 90.00
90.01 | SENIOR CARE 0 0 0 0‘ 0 90.01
91.00 |[EMERGENCY Q 0 o of ¢ 91.00
92.00 |ORSERVATION BEDS {NON-DISTINCT PART) . o 0 0 _ [¢3 0 92.00
OTHER REIMBURSABLE COST CENTERS . o _ !
95.00 |AMBULANCE SERVICES ! f ' - 95.00
200,00 Total (lines 50-199) 0; O o O 0 200.00

MCRIF32 - 2.25.130.0



HARRTSON COUNTY HOSPITAL In Lieu of Form M5-2552-10

Health Fipancial Systems o u
APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS "Provider con: 151331 period: : Wworksheet D
THROUGH COSTS | From 0170172011 : Part 1Iv
"To 12/31/2011 | pate/Time Prepared:
——— S - - P [ ... 3/22/2012 4:24 pm
o _ ! Title XVIII __ Hospital e . Cost . _
Cost Center fescription Total jotal chnrges{natio of Cost| Outpatient Inpatient
atpatient {(From wkst. C,] to Charges [Ratio of Cost Program
cost (sum of i part I, col. Kcoi. 5 + col.l to charges Charges
cot, 2, 3 and 8) [ 7) (col. 6 = col.
) . i D - _
- N . B e . 6.00__ 7.00 1, 8.00 . 9.00 10.00 j -
IANCILLARY SERVICE COST CENTERS — _ . . . R
50.00 |OPERATING ROOM 0 9,888,948 0.000000 0.000000: 601,225 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0.000000! 0.000000 01 52.00
53.00 |ANESTHESIOLOGY 0 631,241 0.0006009] 0. 000000, 54.180153.00
54,00 [RADIOLOGY-DIAGNOSTIC 0 28,607,884 0.000000 0.000000, 1,421,125 54.00
60.00 |LABCRATORY 0 14,957,658 0.000000: 0. 000000 1,609,073 60.00
£5.00 |RESPIRATORY THERAPY 0 1,520,542 0.000000! 0. 000000, 963,574 65.00
66,00 |PHYSICAL THERAPY 0 1,662,300 0.00C000 (. 000000 264,860 66.00
67.00 |OCCUPATIONAL THERAPY 0] 62,603 0.00¢000 0.600000 15,931 67.00
68,00 ;SPEECH PATHOLOGY 0 37,951 0.00GUOOi 0.000000 7,954 68.00
69.00 |ELECTROCARDTIOLOGY 0 2,850,881 0.000000; 0.000000 184,736 65.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 5,497,904 D.ODGU{)O} 0.000000) 1,506,792 71.00
72.00 JXMPL. DEV. CHARGED TO PATIENT 0 485,321 0.000000 {. 000000 85,072 72.00
73.00 [DRUGS CHARGED TO PATTENTS 0l 6,679,500 _ 0.000000 __ 0.000000; 1,883,573 73.00
OUTPATIENT SERVICE COST CENTERS B o _ ) i
90.00 |CLINIC 0 202,256 0.000000! 0. 000000] 0 90.00
90.01 {SENTOR CARE 0 496,868 0. 000000! 0.000600| 0 90.01
91.00 | EMERGENCY 0 10,409,762 €. 000000 0.000000: 2,746 91,00
92.00 |O0BSERVATION BEDS (NON-DTSTTNCT PART) | 0 705,715 ©.000000Q ~0.000600, . _86 9200
DTHER REIMBURSABLE COST CENTERS ) e o e .
95.00 |AMBULANCE SERVICES : B 95.00
200.00Total (lines 50-199) ol 84,697, 334| i §,600,841,200.00

MCRIF32 - 2.25.130.0



In Lieu of Form CM5-2552-10

HARRESON COUNTY HOSPITAL
| Worksheet D

Health Financial Systems ,,7
Frrovider con:

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCIELARY SERVICE OTHER PASS

151331 ' period:

THROUGH COSTS

‘To

 From 01/01/2011 1 partc 1V

12/31/2011 i pate/Time Prepared:
1 5/22/2012 4:24 pm

o ) _ Title XvIII __° _Hospital Cost
Cost Center Description Inpatient cutpatient gutpatient | PSA Adji. Non PSA Ad3.
Program Program Program physician  Nursing School
pass-Through Charges pPass-Through | Anesthetist
Costs (col. 8 costs (cot. 9 Cost
x col, 10} i . x col. 12) o .
o o _ 11,00 12,00 13.00 21.00 ‘ 22.00 :
IANCILLARY SERVICE COST CENTERS L . L
50.00 |OPERATING ROOM 0 0 0 o G 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0 0 0, 52.00
53,00 [ANESTHESIOLOGY O 0 0, a 0 53.00
54,00 |RADTOLOGY-DIAGNOSTIC 0; 0; o o 0 54,00
60,00 |LABORATORY 0 0; o il 0 60.00
65.00 |RFSPTIRATORY THERAPY 0 0 Qi 0 0 65.00
66.00 |PHYSTICAL THERAPY 0 0 o o 0 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 o 0, 0 67.00
68.00 |SPEECH PATHOLOGY 0 ol 0 0 0 68.00
69.00 | ELECTROCARDIOLOGY 0 ol o 0 0 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 o] 0 0 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 0 o 0. 0. 0 72.00
73.00 |DRUGS CHARGED TO PATTENTS ) of 0 o 0 0 73.00
OQUTPATIENT SERVICE COST CENTERS ) _ ~ i ]
90.00 |CLINEC 0 o o 0 0’ 90.00
90.01 |SENIOR CARE 0 o] 0 o 0 9001
91.00 |EMERGENCY 0 0; ] O 0 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 0 I 6. 0 6 92.00
OTHER REIMBURSABLE COST CENTERS . ) o _ L .
95.00 |AMBULANCE SERVICES [ 1 95.00
200.00|Total (Fines 50-199) o! ol ¢ 0l ¢ 200.00

MCRIF32 -~ 2.25.130.0



Health Financial Systems HARRISON COUNTY HOSPITAL _In Lieu of Form (M$-2552-1C

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE QTHER PASS Cprovider €CN: 151331 Periaed: |rworksheet o}
THROUGH COSTS | From 01/01/2011 % Part 1V
To 12/31/2011 pate/Time Prepared:
______________ e R . 5/22/2012 4:24 pm
_ _ o - . JFitle xviil o wospital  __ _ Cest_ .
Cost Center Bescription psa adi. Psa Adj. A1l ] !
Allied nealthjother Medical !
e Frlucation Cost
S 23.00 24.00_ 1 _ , |
ANCILLARY SERVICE COST CE o R . -
50.00 |OPERATING ROOM 0| 0 50.00
52.00 [DELIVERY ROOM & LABOR ROOM 0 o 52.00
53.00 |ANESTHESICLOGY 0 Oi 53.00
54,00 | RADTGLOGY-DIAGNOSTEC 0 0 54.00
60.00 |LABORATORY 0 0 6000
55.00 |RESPIRATCORY THERAPY 0 4] 65.00
66.00 |PHYSICAL THERAPY 0 0 66.00
67.00 |OCCUPATIONAL THERAPY 0 o 67.00
68.00 |SPEECH PATHOLOGY 0 oi 68.00
69.00 | ELECTROCARDIOLDGY 0 o 69. 00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 o 71 Q0
72.00 !IMPL. DEV. CHARGED TO PATIENT 0 0| 72.00
73.00 [DRUGS CHARGED TO PATIENTS L 0 _ o - ... . 73.00
(OUTPATIENT SERVICE COST CENTERS _ e Ll R
90,00 |CLINIC 8 4 90.00
90,01 {SENIOR CARE 0 0 90.01
91.00 |EMERGENCY 0 0| 9t.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) i o 0l . 9z2.00
OTHER REIMBURSABLE COST CENTERS ) ‘ L
95.00 |AMBULANCE SERVICES ; ; 95.00
200.00 Total (lines 50-199) O 0 200.00

MCRIF3Z - 2.25.130.0



In tieg of Form (MS-2552-10

| worksheet D
part v

HARRISON COUNTY HOSPITAL

Health Financial Systems
| provider cCn:

APPORTIONMENT OF MEDICAL, OTHER HEAL?ﬁrsERVICES AND VACCINE COST

151331 . Period:
From 01/01/2011

i To  12/31/20%1 Date/Time Prepared:
_ i} _ ) I o o |5/22/2012 4:24 pm
o B T Titte xvIIr |, _Hospital ) Cost
i e, Charges_
Cost Center Description Cost to ChargePps Reimbursed Cost Cost
rRatio From |Services (see| Reimbursed reimbursed
worksheet €, |instructions) services Services Not
part I, col., 9 subject To subject To
pecd. & Coins. {ped. & Coins.
(sec {sea
e e _linstructions) |instructions)
. . 1.00 o400 3.00. 4.00
ANCILLARY SERVICE COST CENTERS R ] . . I
OPERATING ROOM 0.344279 0 2,254,203 o 50.00
52.00 {DELIVERY ROOM & LABOR ROOM 0.90000090 o 0 Oi 52.00
53.00 | ANESTHESIOLGGY 0.156439 0 62,135 0 53.G60
54.00 | RADIOLOGY-DEAGNGSTIC 0.130258 0 8,272,564 0‘ 54.00
60.00 |LABORATORY 0.193789 O 3,412,750 Q 60.00
65.00 |RESPIRATORY THERAPY 0.397200 Q 76,925 0 65.00
66.00 |PHYSICAL THERAPY €. 389674 g 357,707 0 66.00
67.00 |OCCUPATIONAL THERAPY 0.254525 0| 7, 860 o 67.00
68.00 [ SPEECH PATHOLOGY {.320176 Lk S, 265 o 68.00
£9.00 | ELECTROCARDIOLOGY 0.203989 0 1,240,773 oi 69.00
71.00 IMEDICAL SUPPLIES CHARGED TO PATIENTS 0.427775 0 654,923 0! . 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT {.573000 o 85,269 0l 72.00
73.00 |DRUGS CHARGED TO PATTENTS 0.356101; .0 2223061 _ 0 _73.00
QUTPATIENT SERVICE COST CENTERS _ o o L o
90.00 {CLINIC 0.526422 0 0 0 90.00
20.01 | SENIOR CARE 0.859633 ol 467,150 0i 90.01
91.00 [EMERGENCY 0.249344 Oi 1,916,231 0] 91.00
92.00 {OBSERVATION BEPS (NON-DISTINCT PART} 1.030330 O 289,221 L _ 92.00
OTHER REIMBURSABLE COST CENIERS i _ o o ) i B
95.00 |AMBULANCE SERVICES 0.63170%5 ! a. 95.00
200.00|subtotal (see imstructions) ' OI 21,320,037 13 200.00
201.00/Less pap Clinic tab. Services-Pragram Only , 9; 0. 201.00
charges ' ! ;
202.00|Net charges {line 200 +/- Yine 201) 0‘ 21,320,037 i 202.00

MCREF32 - 2.25.130.0



Health rinancial Systems HARRISON COUNTY HOSPITAL ___In Lieuv of form CM$-2552-1C

APPORTEONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Pprovider con: 151331 period: worksheet D

§ CFrom 0170172011 Part v
I To  12/31/2011 | Date/Time Prepared:
\ L $/22/2012 4:24 pm

N _ . P - .- . P ——
. o o - [ Title XvIIE i sospital _Cost
e .. Costs -
Cost Center bescription PPs Services [Cost services!cost services
(see subject To MNot subject To
instructions) [ped. & Coins. iped. & Coins.
{see } (sce
o instructions) | instructions)
_ 5.00 6,00 | _700 | _
ANCILLARY SERVICE COST CENTERS . _ . .
50,00 [OPERATING ROOM 0 ?FG,OTST of I 50,00
52.00 [DELIVERY ROOM & LABOR ROOM 0 0 g 52,00
53.00 | ANESTHESEOLOGY 0 9,720 ¢ 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 1,077,568 o 54.00
60.00 |LABORATORY 0 661, 353 0 §0.00
65.00 |RESPIRATORY THERAPY 0 28,171 0 65.00
66.00 |PHYSICAL THERAPY 0 139, 389] 0! 66.00
67.00 |OCCUPATIONAL THERAPY 0 2,001 0 67.00
68.00 |SPEECH PATHOLOGY 0! 1,686 0 68.00
69.00 |ELECTROCARDIOLOGY ol 253,104 o 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 4 280,106 OI 71.90
72.00 |1MPL. DEV. CHARGED TO PATIENT v 48,859 & 72.00
73.00 [DRUGS CHARGED TO PATIENTS | o 791,634 o 0! e e 73.00
OUTPATIENT SERVICE COST CENTERS - o '
90.00 |CLINIC 0 U~ 0. 90.00
90.01 |SENIOR CARE 0 401,578 0. 50.01
91.00 jEMERGENCY ] 477,801 Qi 91.00
92.00 |OBSERVATION BEDS (NON-DISTTNCT PART) _ o 297,993 _ 0!‘_"_____ o w2.00
OTHER REIMBURSABLE COST CENTERS L o i
95,00 |AMBULANCE SERVICES 0 95.00
200, 00| subtotal (see instructions) ol 5,247,092 0 200.00
201.00/iLess PeP Clinic Lab. Services-Program onty Ol j ;201.00
charges | ‘
202.00{Net Charges (Yine 200 +/- 3ine 201} 0 5,247,092 13 202 00

MCRIF3Z - 2.25.130.0



Health Firancial Systems __ HARRISON COUNTY HOSPITAL ~ En Liey of Form (M5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider ¢CN: 151331 Period: worksheet D
From 01/01/2011 pPart v
component CCN- 152331 To 12/31/2011 Date/Time Prepared:
o . 5/22/2012 4:24 pm

) ) R _ © - Title XVEIL ___ Swing Beds - SNF| Cost
‘ Charges )
Cost Center Description Cost to ChargePrs Reimbursed Cost cost
Ratio From [services (seei Reimbursed rReimbursed
worksheet €, |instructions) services services Not
part 1, col, 9 subject To subject To
ped. & Coins. |Ded. & Coins. l
(see (see
L B instructions) | instructions) i
R . b 1ee B 2w | 300 400 [ L
IANCFLLARY SERVICE COST CENTERS o o e o
50.00 |OPERATING ROOM 0.344279 0 o o 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 0.000000 0 0 o 52.00
53,00 |ANESTHESTOLOGY 0.156439 0 0 1) 53.00
5400 |RADIOLOGY -DIAGNOSTIC 0.130258 0 0 i) 54,00
60.00 |LABORATORY 0.193789 0 [¢]] 0 60.00
65.00 |RESPIRATORY THERAPY 0.397200 0 0j o 65 00
66.00 |PHYSICAL THERAPY 0.38%674 0 Ol i £6.00
67.00 |OCCUPATIONAL THERAPY 0.254525 0 [ 0 ' 67.00
68.00 |SPEECH PATHCLOGY {.320176 4] [ 0 68.00
69.00 |ELECTROCARDEQLOGY {.203989 [ Y 0 62.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0.427775 0 0 9 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 0.573000 O 0 0 72.00
73.00 [DRUGS CHARGED TO PATIENTS 0.356101 RS o ,__Oll__,________ 73.00
QUIPATIENT SERVICE COST CENTERS ) ) o o o K
90,00 | CLINIC 0.526422] o 0 0. 90.00
90,01 |SENIDR CARE 0.859633 0 0 0 90.01
91.00 |EMERGENCY 0.249344] 0 0 o 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 1.030330] . . D 92.00
OTHER REIMBURSABLE COST CENTERS ) - L .
95.00 |AMBULANCE SERVICES 0.631709] i 0. ‘ 95,00
260.00|subtotal (see instructions) 0 ; 0 200,00
201.00|Less PBP Clinic Lab. Services-Program oOnly ! 0! 0] 201,00
charges ; ; '
202.00/Net Charges (line 200 +/- line 201) ! 4] o 0 202 o0

MCRIF32 - 2.25.130.0



Health

Financtal Systems

HARRISON COUNTY HOSPITAL

PrDV}de; CCNs

7151331 Period:

In Lieu of rForm CM5-2552-10

“Worksheet D

APPORTIONMENT OF MEDTCAE, OTHER HEALTH SERVICES AND VACCINE COST

.Camponent CCN: 152331 ?o

T

From 01/01/2011  pPart v

12/31/2011 1 pate/Time Prepared.
. 5/22/2012 4:24 pm _

495.00
200.00
201.00

202.00)

cost Center pescription

AN RY SERVEICE COST CENTERS
OPERATING ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY

RADIOLOGY-DIAGNOSTIC

LAEBDRATORY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

E£LECTROCARDIOLOGY

MEDTCAL SUPPLIES CHARGED TO PAFIENTS
TMPL. DEV. CHARGED TO PATIENT

DRUGS CHARGED TO PATIENTS
OUTPATIENT SERVICE COST CENTERS
CLINIC

SENIOR CARE

EMERGENCY

GRSERVATION BEDS (NON-DISTINCT PART)
OTHER RETMBURSABLE COST CENTERS
AMBULANCE SERVICES

subtotal (see instructions)

Less PBP Clinic tab. Services-Program Only
charges

Net charges (line 200 +/- Tine 201)

o B [

Fitle XvITT

Cost

‘Sw1ng,Beds B SNFl -

_ costs
PPS SGEVTCCS Cost SEI\HCOS COSt SE{'V1CES

(see subject To Nut Sub}ect To
instructions) {ped, & Coins. {bed. & Coins.
(see (see
_|instructions} |instructions) |
5.00 _ 6.00 7.00

o i 0 50.00

0! 0 0 52.00

o 0 0 53.00

0 0] o 54.00

0 0 0’ | 60.00

0 Q 0 65.00

0 O 0 66.00

0; o 0; 67.00

0 [¢] ] 08.00

0 ol o; 69.00

0 0, ol 71.00

0 ol o 72.00

Iy 0 _ o, . 73.00

0 0 0 90 .00

0 0 J 90.01

0 0 a 91.00

0 o 0 ) _92.00
0 ! 95.00

0 0 0| 200.00
0 1201.00

|
0 0 0 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems HARRISON COUNTY HOSPITAL ~ In tieu of Form CM$-2552-10

APPORTIONMENT OF MEDICAL, OTFHER HEALTH SERVICES AND VACCINE COST Uprovider con: 151331 ' period: Tworksheet o
i From 01/01/20i1 Part v

To  12/31/2011 pate/Time Prepared:
, 1 5/22/2012 4:24 pm

. ] , e e L I Titte xIX _ . Mospital 1 Cost
e e Charges ]
Cost Center Description Cost to Charge[pps Reipbursed  Cost Cost
patio Frem |Services (see! Reimbursed reimbursed
worksheet ¢, {instruckions) services services Hot
part 1, col. 9 ; subject To subject To
ped. & Coins. iped. & Coins.
(sce (see
e . __.instructions}instructions)
o e _ r.en _ 2,00 I 3.00 | 4.00 | ~
TANCILLARY SERVICE COST CENTERS . . S .
50.00 |OPERATENG ROOM 0.344279f 0 975,967 o] 50.00
52.00 IDELIVERY ROOM & LABOR ROOM 0.000000, o o 4] 52.00
53.00 | ANESTHESIOLOGY 0.156439 g 88,371 Gi 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0.130258 0 3,592,657 ] . 54.00
60.00 |LABGRATORY 0.193789 0 1,641,043 ol 60.00
65.00 |RESPIRATORY THERAPY 0.397200 0 61, 807! 0! 65.00
66.00 |PHYSICAL THERAPY 0.389674 0 190, 387! o 66.00
£7.00 |0CCUPATIONAL THERAPY 0.254525 0 5,868 0: 67.00
68.00 |SPEECH PATHOLDGY (.320176 8] 3,738 0] 68.00
69.00 [ELECTROCARDIOLOGY 0.203989 0 201,746 Oi 69.0G0
71.00 [MEDICAL SUPPLIES CHARGED TC PATIENTS 0.427775 G 528,504 o 71.00
72.00 |[IMPL. DEV. CHARGED TC PATIENT 0.573000 o 63 0 72.00
73.00 {DRUGS CHARGED TO PATIENTS T I 0.356101 _ G, 896,775, . o: — 73.00
OUTPATIENT SERVICE COST CENTERS ) o o o
90,00 |CLINIC 0.526422 G 28,582 il 90.00
90.01 [SENICR CARE 0.859633 0 0 0| 90.01
91.00 | EMERGENCY 0.249344 0! 2,059,965 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 1.030330 0 9 . 0 e __, 9200
OTHER REIMBURSABLE COST CENTERS o L . S _
95.00 |AMBULANCE SERVICES 0.63170% 0 776,723 95.00
200.00|subtotal (see instructions) 0 11,112,133 G‘} 1200.00
201.00|Less PBP Clinic Lab. Services-Program Only 0 of 201.00
Charges t
202.00/Net charges (line 200 +/- Time 201) ol 11,112,133 0‘ 202.00

MCRIF32 - 2,25.130.0



Health Financial Systems HARRISON COUNTY HOSPITAL ) L In tieu of Form €MS-2552-10
APPORTIONMENT OF MEDICAL, OTHER BEALTH SERVICES AND VACCINE COST | provider CCh: 351331 Preriod: ‘worksheet b
) ‘From 01/01/201%  Part v
i To 12/31/2011 pate/Time Prepared:
. . S . e e ——_— (5/22/2Q12 4:24 pm
- e . ‘ Title XIX __ . Hospitat . Cost_ _ _ . _
o Costs
Cost Center Dascription PPS Services |Cost Services | Cost Services
{see subject To Not subject Te i
instructions) |ped. & Coins. [Ded. & Coins.
(see {see
o instructions) |instructions) |
TANCILLARY SERVICE COST CENTERS o o L
50.00 |OPERATING RODM 0 336,005 a 50.00
52.00 |DEEIVERY ROOM & LABOR ROOM 0 ol g, 52.60¢
53.00 |ANESTHESIOLOGY 0 13,825 4] 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 0 467,972 0 54.00
60,00 ;LABORATORY [ 318,016 0 60.00
65,00 {RESPIRATORY THERAPY G 24,556 0! 65.00
66,060 | PHYSICAL THERAPY o 74,189 Oi 66.00
67.00 |OCCUPATIONAL THERAPY 0 1,494 ol 67.00
68,00 |SPEECH PATHOLOGY 0 1,197 ! 68.00
69,00 | ELECTROCARDIOLOGY 90 3,393 o 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS Q 226,081, [ 71.00
72.00 |IMPL. DEV. CHARGED TG PATIENT 0 ol o 72.00
73.00 |DRUGS CHARGED TO PATTENTS oo oo 319,342 & . 73.00
OUTPATIENT SERVICE €057 CENIERS o L o L
90.00 ICLINXC 0) 15,046 0 90.00
90.01 | SENFOR CARE Q 0 ) 90.61
91.00 |EMERGENCY 0 513, 640] 0 81.00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 0L _OL o ol e 32,00
OTHER REIMBURSABLE COST CENTERS e . R !
95.00 |AMBULANCE SERVICES 490, 660| r 95.00
200.00|subtotal {see instructions) 0 2,855,410! i 200.00
201.00[Less PBP €iinic Lab. Services-Program Only o . 201.90
charges r
202.00|Net Charges (line 200 +/- Vine 201D 0, 2,855,410 Q 202 00

MCRIF32 - 2.25.130.0



Health Financial Systems . ... HARRISON COUNTY HOSPITAL
COMPUTATION OF INPATIENT OPERATING COST

Uprovider Cen: 151331 Peried:
| From 01/01/2011

worksheet b-1

In tieu of Form CMS-2552-10

TO 12/311/2011 Date/Fime Prepared:

1542272012 4:24 pm

! e ——
- i o . _ 1 Title xviix | sospital Cost
Cost Ceptler Description

PART 1 - ALL PROVIDER COMPOMNENTS o L |
INPATIERT DAYS e e L I . R —

1.00 |rmpatient days (including private room days and swing-bed days, excludieg newborn) 5,588 1.00

2.00 iinpatient days (including private room days, excluding swing-bed and newborn days) 5.5550 2.00

3.00 (Private room days (excluding swing-bed and observatien bed days} 0. 3.00

4,00 |{Semi-private room days (excluding swing-bed and observation bed days) 5,5550 4.00

5.00 |Total swing-bed SNF type inpatient days (including private room days) through pecember 31 of the costj 3 s.00
reporting period :

6.00 |Total swing-bed SNF type inpatient days (including private room days) after pecember 31 of the cost 0 6.00
reporting period (if calendar year, enter O on this 1ine}

7.00 |Total swing-bed NF type inpatient days (including private room days) through pecember 31 of the cost 27: 7.00
reporting period '

§.00 ltatal swing-bed NF type inpatient days (including private room days) after December 31 of the cost 0 8.00
reporting period (if calendar year, enter O on this 1ine)

9.00 [Total inpatient days including private room days applicable to the Program (excluding swing-bed and 2,605 9.00
newborn days)

10.00 |swing-bed SNF type inpatient days appiicable to title XVEIIT only (including private roem days} ! 3 10.00
through pecember 31 of the cost reporting period (see instructiens) :

11.00 |Swing-bed SNF type inpatient days applicable to title XvIIT only (including private room days) after ! 0 11.00
pecember 31 of the cost reporting period (if calendar year, enter O on this Ting) |

12.00 |swing-bed NF type inpatient days applicable to titles v or xix only (including private room days) ! ¢ 12.00
through pecember 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) ¢ 13.00
after December 3} of the cost reporting peried (if calendar year, enter 0 on this line) |

14.00 |Medically necessary private room days appiicable to the Program (excluding swing-bed days) 0 14.00

15.00 [Total nursery days {(title v or XIX only} 0 1s5.00

16.00 [nursery days (title v or XIX only) i L . __9 1600
SWING BED ADIUSTMENT i ] o iy

17.00 |Medicare rate for swing-bed SNF services applicable to services through December 31 of the cost 17.60
reporting period

18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 18.00
reporting period

19.00 [Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost : 181.54 19.00
reporting period .

20.00 {Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost : 181.54, 20.00
reporting period ;
21.00 jTotal general inpatient routine service cost (see tnstructions) ' 6,695,8541 21.00
22.00 iswing-bed cost applicable to SNF type services through pecember 31 of the cost reporting period (Hne] 0: 22.00
5 x line 17) : '
23.00 {swing-bed cost applicable to SNF iype services after December 31 of the cost reporting period (Jine 6l 0 23.00
x line 18) ‘

24.00 |Swing-bed cost applicable to NF type services through pecember 31 of the cost reporting peried (line ! 4,902 24.60
7 X Tine 19) I

25.00 |[swing-bed cost applicable to NF type services after December 31 of the cost reporting period (Iine 8 0 25 00
x Hne 20)

26.00 |Total swing-bed cost (see ianstructions) 8,514 26.00
27.00 |General inpatient routine service cost net of swing-bed cost (line 21 minus line 26) 6,687,340 27.00
PRIVATE HOOM DIFFERENTIAL ADIUSTMENT o . . e
28.00 [Gemeral inpatient routine service charges {excluding swing-bed charges) | 9,990,012 28.00
29.00 |private room charges (excluding swing-bed charges) I ¢ 29.00
30.00 |semi-private room charges (excluding swing-bed charges) ' 9,890,012 30.00
31.00 iGeneral inpatient routine service cost/charge ratio (line 27 <+ Tine 28} 0.669403 31.00
32.00 |average private room per diem charge (Jine 29 = line 3) 0.00 32.00
33.00 |average semi-private room per diem charge (line 30 < line 4) ; 1,798.38 33.00
34.00 |Average per diem private room charge differential (line 32 minus line 33){see instructions} | 0.00 34.00
35.00 jAverage per diem private room cost differential (line 34 x lime 31) I 0.00. 35.00
36.00 [pPrivate room cost differential adjustment (line 3 x line 35) 0 356.00
37.00 |General inpatient routine service cost net of swing-bad cost and private room <ost differential (line; 6,687,340 17.00

27 _minus lineg 36) . ; . - . !

IPART 1T - HOSPITAL AND SUBPROVIDERS ONLY e e e o .

PROGRAM INPATIENT OPERATING COST BEFORE PASS THROUGH COST ADJUSTMENTS ‘ R i
38.00 [Adjusted general inpatient routine service cost per diem {see instructions) 1,203.84 38.00
39.00 [Program general inpatient routine service cost {Jine ¢ x line 38) 3,136,003 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 rouwtine service cost (line 39 + Tine 40} | 3,136,003 41.00

MCRIF32 - 2.25.130.0



Health Fimancial Systems HARRISON COUNTY HOSPITAL ___In tieu of Form CM5-2552-10

COMPUTATTON OF INPATIENT OPERATING COST provider con: 151331 pericd: worksheet b-1
rrom 0:/01/2011

To 12/31/2011 | pate/Time Prepared:
__ - : _ S _5/22/2012 4:24 pm _
: Title XVIII . Hospital _ _Cost__

Cost Center Description Total —I Total ] averiage Per | Program Days I program €ost
Tnpatient Costinpatient paysbiem {col, 1 tcol. 3 x col.
B L . _, _cok. 2y )
o 1.00 j 2,00 T 300 4.00 5.00
42.00 |NuRsERY (title v & XIX only) ,J o 0] 0.00} U 0, 42.00
IIntensive care Type Inpatient Hospital units _ ) )
43.00 |INFENSIVE CARE UNIT 1,143,935 527) 2.170.65 355 770,581 43.00
44,00 [CORONARY CARE UNIT ' ’ : 44 .00
45.00 [BURN INTENSIVE CARE UNIT I ‘ : 45,06
46,00 |SURGICAL INTENSIVE CARE UNIT | ' 46.00
47,00 {QTHER SPECTAL CARE (SPECIFY} o e . i 47.00

Cost Center pescription .
1,00

. 2,607,367 48.00
6,513,951 49.00

48.00 TProgram inpatient ancillary service cost (wkst. 0-3, col. 3, Tine 200)
49.00 |Total program impatient costs (sum of lines 41 through 48} (see instructions} _

PASS THROUGH COST_ADJUSTMENTS - I - L I
50.00 {Pass through costs applicable to Pregram impatient routine services (from wkst. b, sum of Parts 1 andi ¢ 50.00
IXL)
51.00 {Pass through costs applicable to Program impatient ancilltary services (from wkst. b, sum of Parts II i 0. 51.909
and Ev) .
52.00 |Total program excludable cost (sum of Tines 50 and 51) | 4, 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and | 0, 53.00
medical education costs (line 49 minus Tine 52) L e . l_
TARGET AMOUNT AND LIMIT COMPUTATION ~ B - . .
54.00 |program discharges ; 0 54.00
55.00 iTarget amaunt per discharge i 0.00 55.00
56.00 ffarget amount (line 54 x line 535) 0 56.00
57.00 ipifference between adjusted inpatient operating cost and target amount {¥ine 56 minus line 53} 0 57.00
58.00 (gonus payment (see instructions} : 0 58.00
$9.00 |tessar of Vines 53/54 or 55 from the cost reperting period ending 1996, updared 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 | 0.00 60.00
61.00 |1F 1ine 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by | 0 Bl.00
which aperating costs (line 53) are 1ess than expected costs (Tines 54 x 60), or 1% of the target !
amount ¢Vine 56), otherwise enter zero {see instructicns)

62.00 |Relief payment (see instructions) ' 0 62.00
63.00 {Allowable Inpatient cost plus incentive payment (see instructionsy _ i .G 63,00
PROGRAM INPATIENT ROUTINE SWING BED COST o B . L :

64.00 |Medicare swing-bed SNF inpatient routine costs through pDecember 31 of the cost reporting period {(See : 3,612 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)(title XVIIL only)
3,612 66.00

66.00 |Total Medicare swing-bed SNF inpatient routine costs (line 64 plus line 65)(title XVIIX only). For

CAH (see instructions) .
67.00 [Title Vv oF XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period ’ 0 67.00

(lipe 12 x line 19)
68.00 [Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 68.00

(Yine 13 x line 200 i
69.00 {Total titTe v or XIX swing-bed NF inpatient routine costs (line 67 + 1ine 68) B o 69.00

PART III - SKILLED NURSIMG FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY

4]

j—

70.00 |skilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37} \ 70.00
71.00 |Aadjusted general inpatient routine service cost per diem (Vine 70 < line 2) | 71.00
72.00 |Program routine service cost (line 9 x line 71} \ ' 72.00
73.00 {Medically necessary private room cost applicable to Program (tine 14 % Tine 35) | 73.00
74.00 |Total Program general inpatient routine service costs (line 72 + 1ine 73) ! 74.00

75.00

75.00 |capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column '

26, l1ine 45) )
76.00 |pPer diem capital-related costs (line 75 + line 2) ; ¢ 76.00

77.00 |pProgram capital-related costs (line 9 x line 76) 77.00
78.00 |Inpatient routine service cost (Yine 74 minus Tine 77) 78.00
79.00 laggregate charges to beneficiaries for excess costs (from provider records) 79.00
80.00 [Total Program routine service costs for comparison to the cost limitation (line 78 minus line 79) 80.00
81.00 |Inpatient routine service cost per diem fimitation 31.00
82.00 ;Inpatient rowtine service cost limitation (line 9 x line 81} 82.00
83.00 [Reasonable inpatient routine service costs (see instructions) ; 83.00
84.00 {program iapatient 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 lines 83 through 85) 86.00
PART IV - COMPUTATION OF OBSERVATION BED _ . - :
604 87.00

87.00 |Total observation bed days {see instructions)
88.00 |Adjusted general -dnpatient routine cost per diem (line 27 =+ 1ine 2)
89.00 [observation bed cost (line 87 x line 88) (see instructions)

1,203.84 88.00
727,119 89 00

MCREF32 - 2.25.130.0



Health financial Systems HARRISON COUNTY HOSPITAL . - In Liey of Form CM5-2552-10
COMPUFATION OF INPATIENT OPERATING COST [Provider ccN: 151331 period: [worksheet -1
. From 01/01/2011
 To 12/31/2011 ' pate/Time Prepared:
L ..5/22/2012 4:24 pm.

_ . - . - 5 3 ‘
e _— . 1 Title xviIr__ . _dHospital | cost
Cost Center pescription Cost Routine Cost | column 1 2 Total | ohservation
(from tine 27) column 2 observation Bod Pass

ped Cost {from Throtgh Cost !
Tine 89) {col. 3 x col.|
4) (sea I

L ] __iinstructions) i
1.00 ) 2.00 3.00 400 18 5.00 [

ICOMPUTATION OF OBSERVATION BED PASS THROUGH COST . o o

90.00 [Capital-related cost 0 Ot 0.00G000: 0 0 90.90
91.00 [Nursing School cost 0 0 0.00600¢¢ ] 9 91.90
92.00 [A1lied health cost i} 0 {.00C000 o 0 92 90
93.00 [A17 other Medical Education O Q. 0. 000000 o 0 93.00

MCRIF3Z2 - 2.25.130.0



Health

Financial Systems

HARRISON COUNTY HOSPETAL

INPATIENT ANCILLARY SERVICE COST APPOﬁTIONMEN? B

provider CCN:

151331 period:

In tieu of Form CM5-2552-10

rrom (G1/01/2011

worksheet D-3

,To 12/31/2011 , pate/Time Prepared:
. ) i _ _|.5/22/2012_4:24 pm__
_ . L ) _ Title xviIE | Hospital . cas;_ o
Cost Center Description Ratio of Cost| Inpatient Inpatient
To Charges Program Program Costs !
Charges (cot. 1 x col. |
. ) .. - _1.00 2.00 3.00 |
INPATIENT ROUTINE SERVICE COST CENTERS o e o o o
30.00 [ADULTS & PEDIATRICS 2,757,129 30.00
31.00 |INTENSIVE CARE UNIT 698, 640 31.00
43.00 |NURSERY _ : B i i ) ., 4300
IANCILLARY SERVICE €OST CENTERS _ . B ~ ]
50.00 |OPERATING ROOM 0.344279 601, 2250 206,989 50.00
52.00 |DELIVERY ROOM & LABOR ROOM . 0.60000C O 0 52.00
53.00 |ANESTHESIOLOGY ! 0.156439| 54, 180; 8,476 53.00
54.00 |RADEDLOGY-DEAGNOSTIC ' 0.130258 1,421,125 185,113 54.00
60.00 |LABORATORY 0.193789| 1,609,073 311,821 60.00
65.00 [RESPIRATORY THERAPY 0.397200, 963,574 382,732 65.00
66.00 [PHYSICAL THERAPY 0.3896?4‘ 264,860 103,209! 66.00
67.00 |OCCUPATIONAL THERAPY 0.254525] 15,931 4,055, 67.00
6%.00 |SPEECH PATHOLOGY | 0.320176 7,954 2,547 £68.00
69.00 | ELECTROCARDIOLOGY i 0.203989{ 184,736 37,684 £%.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS ' 0.427775] 1,506,792 644,568 71.00
72.00 (IMPL. DEV. CHARGED TO PATIENT { 0.573000: 85,072, 48,746 72.GC
73.00 [DRUGS CHARGED FO PATIENTS B _ _ 1 0.356101] 1,883,573 670,742, 73.00
QUTPATIENT SERVICE COST CENTERS . o o o ] i
90.00 {CLINIC 0.526422 o 0 9¢.00
90.01 {SENTOR CARE 0.859633 0. 0 96.01
91.00 {EMERGENCY ) 0.249344 2,746, 685 91 CO
92.00 {OBSERVATION BEDS (NON- nI%TIN(T PART) o 1.030330: Q . G 92.00
. S, |
95.00 | AMAULANCE SERVICES | I : ' 95.00
200.00| total (sum of ¥ines 50-94 and 96-98) ! 8,600, 841! 2,607,367 200.00
201.00ltess PEP Clinic taboratory Services-Program only charges (line 613 i o 201.00
202.00INet Charges (line 200 minus line 201) I 8,600,841, 202.00

MCREF3Z - 2.25.130.0



Health Financial Systems

HARRISON COUNTY, HOSPITAL

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT ‘

b

| Provider CCN:

| Component CCN: 152331 1

151331 period: |
i From 01/01/2011
To 1273172011 l

Tworksheet D-3

_In Lieu of Form (3-2552-10

pate/Time Prepared:
5/22/2032 4:24 pm _

! : - —
i - - ) _ ! Title XVIIT ‘Swing Beds - SNF! cost
Cost Center bescription Irmtio of Cost Inpatient Inpatient
I 7o charges Program program Costs
| charges j(cot. 1 x col.
L ) L 2 o
e _ [ 100 200 "1 3.00 ]
YINPATIENT ROQUTINE SERVICE COST CENTERS - o ) ) o
30.00 |ADULTS & PEDTATRICS : i 0 ' 30.00
31.00 | INTENSIVE CARE UNIT ‘ o 31.00
43.00 |NURSERY ) L L . 4300
ANCILLARY SERVICE COST LENTERS - [ o
50.00 [OPERATING ROOM , G.344279; & ¢ 50.00
52.00 [DELIVERY ROOM & LABOR ROOM ¢.000000: G 4. 52.00
53.00 |ANESTHESIOLOGY i 0.156439! 4] 0, 53.00
54,00 [RADIOLOGY-DIAGNOSTIC ; 0.130258; 0 0 54.00
60.00 | LABORATORY [ 019378 651 13 60.00
65.00 |RESPIRATORY THERAPY ! 0.397200 335; 133 65.00
£6.00 | PHYSICAL THERAPY ‘ 0.389674! 1,333 519 66.00
67.00 [OCCUPATEONAL THERAPY : 0. 254525 508 129 6£7.00
68.00 | SPEECH PATHOLOGY : ¢.320176' o 0 68.00
69.00 | FLECTROGCARDIOLOGY ' 0.203989 ) 0 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.427775 975 417 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 0.573000 o 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS L 0.356101 ~ 6319 228 73.00
OUTPATIENT SERVICE COST CENTERS ‘ S |
90.00 |CLINIC i 0.5264227 0i 0 90,00
90.01 |SENIOR CARE 0.859633! 0 0 90.01
91.00 [EMERGENCY . 0.249344; o 0 91.00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) _i _ 1.0303301 0. 0 92.00
OTHER REIMBURSABLE COST CENTERS _ _ - o
95,00 |AMBULANCE SERVICES i i ©95.00
200.00{ Total {sum of lines 50-94 and 96-98) ! ; 3,855 1,439:200.00
201.00{Less P8P Clinic Laboratory Services-Program only charges {(¥ine 61} ! | i 201.00
207.00{net charges (1ine 200 minus Yine 201) ! ; 3,855 202.00

MCRIF32 - 2.25.130.0



In Liew of Form CMS-2552-10

Health Financial Systems _ ___ HARRISON CCUNTY HOSPITAL o ~
INPATEENT ANCILLARY SERVICE COST APPORTIONMENT [Brovider CCN: 151331 period: ‘worksheet p-3
From 0170172011
. To  12/31/2011 pate/Time Prepared:
. Ll 5/22/2012 4:24 pm
L i _Title XIX i Hospital _ Cost
Cost Center Description Ratio of Cost Inpatient ] Inpatient
To Charges Program Program Cosis
charges (col. 1 x col.
_ 2 _
] S e , o 1.00 2.00 3.00 Z
INPATIENT ROUTINE SERVICE COS5T CENTERS . L o . ) =
30.00 |ABULTS & PEDIATRICS i ‘ 2,316,821, 30.
31.00 [INTENSIVE CARE UNIT 1 i 134,088| 31
43.00 |NURSERY_ o _ ; i o eg2 241 43
ANCIEEARY SERVICE COST CENTERS . — - _ - . _ :
50.00 |OPERATING RGOM 0. 344279 688,054 236,883 50
52.00 |DELIVERY ROOM & LABOR ROOM i ¢.0040000: 0 ¢ 52
53.00 |ANESTHESIOLOGY | 0.156439] 37,880 5,926 53
54.00 |RADIOLOGY-DIAGNOSTIC i 0.130258 265,801 34,623 54
60.00 [LABORATORY i 0.193789 499,777 96,851, 60
65.00 [RESPIRATORY THERAPY j 0.397200] 264,970 105,246, 65
66.00 |PHYSTCAL THERAPY 0.3896?4‘ 20,099 7,832 60
67.00 |OCCUPATIONAL THERAPY i 0.254525 1,922 489 67
68.00 [SPEECH PATHOLOGY i 0.320176 789 253 68
£9.00 | ELECTROCARDIOLOGY ' 0.203939] 35, 409| 7,223 69
71.00 (MEDICAL SUPPLIES CHARGED TO PATIENTS 0.427775! 413, 340 176,817: 71
72.00 [IMPL. DEV. CHARGED TO PATIENT 0.573000: ; 0 72
73.00 |DRUGS CHARGED TO PATIENTS . .. 0356101 376,553 134.091 73
QUTPATIENT SERVECE COST CENTERS o L ]
906.900 [CLINIC 0.526422 45 0 90
90.01 ;SENIOR CARE 0. 85956331 0 6 90
91.00 |EMERGENCY ‘ 0.249344| 78,271 19,516 91
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) _ I 1.030330 | 6. 92
OTHER REIMBURSABLE €OST CENTERS . . 4
95.00 {AMBULANCE SERVICES ' ! f 95,
200.00] Total (sum of Tines 50-94 and 96-98) 2,682,865 825,750,200,
201.00/Less PEP Climic Laboratory Services-Program only charges (line 61) : o3 201.
; 2,682,865 202,

202.00|net charges {line 200 minus line 201)

MCRIF32 - 2.25.130.0



Health Financial Systems HARRESON COUNTY HOSPITAL _ In Lieu of form CM5-2552-10C
INPATIENT ANCTILLARY SERVICE COST APPORTIONMENT | Provider cen: 151331 Period: "wWorksheet D-3
! From 01/01/2011!
| Componert CCN:152331 To 12/31/2011 Date/Time Prepared:
: . 5/22/20612 4:24_pm

JE . ] _ B T Title xax . _ _ swing Beds - SNFL Cost
f Ccost Center Description ratio of Cost| Inpatient Inpatient
‘ To Charges Program Program CoS€S |
Charges {col. 1 x col.
| o 2)
e e e L ~ 1.00 I Z.00 ‘ 3.00
INPATIENT ROUTINE SERVICE COST CENTERS L L .
30.00 {ADULTS & PEDIATRICS | 0! 30.00
31.00 |INTENSIVE CARE UNIT ! | i 31.00
43.00 [NURSERY B o } P L o | 43.00
IANCTLLARY SERVEICE COST CENTERS o . o
50.00 |OPERATING ROOM ‘ (.344279. 0 50.00
52.00 {DELIVERY ROOM & LABOR ROOM ‘ 0. 000000 D 52.00
53,00 |ANESTHESIOLOGY 0.156439) 0 53.00
54,00 |RADIOLOGY-DIAGNOSTIC {}.130258: 0 54.00
60.00 |LABORATORY 0.19378% 0 60.00
65,00 [RESPIRATORY THERAPY . Q. 397200 g 65.00
66,00 |PHYSICAL THERAPY 1 0.389674! 0 66.00
67.00 JOCCUPATIONAL THERAPY 0.254525| 0' 67.00
68.00C |SPEECH PATHOLOGY 0.32017¢ 0 68.00
69.00 | ELECTROCARDIOLOGY 0.203989 0 69.00
71.00 IMEDICAL SUPPLIES CHARGED TO PATIENTS 0.427775i 6 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0.573000! 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS B o o 0.356101 o B 0 7300
'QUTPATIENT SERVICE COST CENTERS _ o . o - .,
90.00 |CLINEC 0.526422 G 90.00
90.01 |SENIOR CARE 0.859633 0 90.01
91.00 |EMERGENCY ; 0.249344] 0 91.00
92.00 [OBSERVATEION BEDS (NON-DISTINCT PART) - i 1.030330 0! 92.00
OTHER REIMBURSABLE €OST CENTERS - - . o e
95.00 |AMBULANCE SERVICES 1 1 ! 95.00
200.00] Total (sum of lines 50-94 and 96-98) . Q 0 200.00
201.00/Less PBP Clinic Laboratory Services-Program only charges (line 61) ; 0 201.00
202.00/Net charges (Tine 200 minus lipe 201) ' 4] 202.00

MCRIF32 - 2.25.130.0



HOSPITAL . Intieuy of Form C5-2552-10

Health Financial Systems _ HARRISON COUNTY
CALCUELATION OF REIMBURSEMENT SETTLEMENT Uerovider con: 151331 Permd i worksheet €
! 'from 01/01/2011 Parc B
To 12/31/2011 pate/Time Prepared:

- LT 7T 15/73/2012 4:24 pm

o 7 ~ - . 777 ¥itle xvEIT i Hospital ' cost_
e o . _ — | .09

PART B - MEDICAL AND OT HEALTH SERVICES o . B . L
1.00 [Medical and other services (see instructions) i 5,247,092 1.00
2.00 [Medical and other services reimbursed under OPPS {(See jnstructions) | o 2.C0
3.00 |PPS payments : G 3.00
4,00 |outlier payment {see instructions} 0 4.00
5.00 |Enter the hospital specific payment to cost ratio (see instructions) 0.000 5.00
6.00 [Line 2 times Jine 5 0 6.00
7.00 lsum of Yine 3 plus line 4 divided by line 6 0.00 7.00
§.00 |Transitional corridor payment {see instructions) 0 8.00
9.00 lancillary service other pass through costs from worksheet 0, Part Iv, column 13, line 200 g 9.00
10.00 |organ acquisitions 0 10 00
11.00 [Total cost (sum of lines 1 and 10) (see instructions) e L . 5,247,082 131.00

COMPUTATION OF LESSER OF €OST OR CHARGES =~ ) —

Reasonable charges B . . —
12.00 {Ancillary service charges 0 12.00
13.00 {organ acquisition charges (from worksheet D-4, part 111, line 69, col. 4) : 0 13.00

0 14.00

14.00 |Total reasonable charges (sum of lines 12 and 13) i L e ) s

customary charges . .
15.00 [aggregate amount actually collected from ‘patients liable for payment for services on a charge Tasis G 15.00
16.00 {Amounts that would have been realized from patients liable for payment for services on a chargebasis
had such payment been made in accordance with 42 CFR 413.13(e) '
17.00 |Ratio of line 15 to lime 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 reasorable cost (complete only if line 18 exceeds line 11) (see 0 19.00
instructions)
20.00 |Excess of reasonable cost over customary charges (complete only if ¥ine 11 exceeds line 18) {see ' 0 20.00
instructions)
21.00 |Lesser of cost or charges (line 11 minus line 200 (for CAH see instructions} ) 5,299,563 21.00
22.00 {Interns and residents (see instructions) 0 22.00
23.00 |cost of teaching physicians (see instructions, 42 CFR 415.160 and ¢Ms pub. 15-1, section 2148} 0 23.00
24.00 |Total prospective payment (sum of lines 3, 4, 8 and 93 o L 0 24.00
COMPUTATION OF RE TMBURSEMENT SETTLEMENT ) B L o
: 45,768 25.00

25.00 [Deductibles and coinsurance (for CAH, see instructions)
26.00 |peductibles and Coinsurance relating to ameunt on Tine 24 (for CaW, see instructions)
27.00 {subtotal {(lines 21 and 24 - the sum of lines 25 and 26) plus the sum of Yines 22 and 23} (for CaH,

! 3,583,382 26.C0
! 1,670,413 27 .60

see instructions)
28.00 |pirect graduate medical education payments (from worksheet £-4, line 50) 0 28.00
29.00 {ESRp direct medical education costs {from worksheet E-4, line 36) \ 0 29.00
30.00 |subtotal (sum of lines 27 through 29) 1,676,413 3G.00
31.00 |primary payer payments i 1,107 31 00
32.00 lsubtotal (iine 30 _minus_line 31) o _ . 1,669,306 32 00
'ALLOWARLE BAD DEBTS (£XCLUDE BAD DEBTS FOR PROFESSIONAL SERVICES) o o
0 33.00

33.00 (Composite rate ESRD (from worksheet I-5, line 11
34.00 |Allowable bad debts (see instructions)

35.00 jadjusted reimbursable bad debts (see instructions) 787,050 35.00
36,00 |Allowable bad debts for dual eligible heneficiaries {see instructions) 676,924 36.00
17.00 isubtotal (sum of Fines 32, 213, and 34 or 35) {Yine 35 hospital} and subprovider only) ! 2,456,356 37.00
38.00 |MSP-LCC reconcitiation amount from PS&R : ¢ 38.00
39.00 |OTHER ADIUSTMENTS (SEE TNSTRUCTIONS) (SPECIFY) 0 39.00
3%.99 |RECOVERY OF ACCELERATED DEPRECIATION 0 39.99
40.00 |subtotal (line 37 plus or minus Tines 39 minus 38) 2,456,356 40G.00
41,00 |Teterim payments ! 2,341,412 41.60
42.00 |Tentative settlement (for contractors use only) ! 1] 00

787,050 34 00

43.00 {Balance due provider/program (line 40 minus the sum of lines 41, and 42) 114,944 43.00
44.00 |Protested amounts (nonallowable cost report items) in accordance with (s pub. 15-TI1I, section 115.2 0 4400
IO BE COMPLETED BY CONTRACTOR _ o o o
90.00 {original outlier amount (see instructions} ' 0 90.00
91.00 (outlier reconciliation adjustment amount (see imrstructions) 0 91.00
92.00 |The rate used to calculate the Time value of Money Q.00 92.G60
93.00 {Time value of Money {see instructions) ¢ 93.00

0 94 00

94.00 |{Total (sum of Tines 91 and 93)

MCREIF32 - 2.25.130.0



tHealth Financial Systems

HARRISON COUNTY HOSPETAL

CALCULATION OF REIMBURSEMENT SETTLEMENT

lprovider con: 151331 period:

"WORKSHEET OVERRIDE VALUES
112.60override of Anciltlary service charges

(Tine 12)

In Liey of Form Ms-2552-10
 Worksheet €
_From 01/01/2011 rart B
TO 12/31/2011 pate/Time Prepared:
5/22/2012 4:24 pm

MCRIF32 - 2.25.130.0

Title XVIII _. Hospital o cost
_ Overrides .

| 1.6
” [ “0112.00



___ In iieu of Form Qu5-2552-10
153331 Period: ‘Worksheet £-1

i CFrom 01/01/2011 pPart 1

I TO 12/31/2011 pate/Time Prepared:

HARRLSON COUNTY HOSPITAL

Health_Fipancial Systems
[ provider con:

ANALYSTIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

5/22/2012 4:24 pm

_ _ _ ~ . Title xvrry . Hospital ., . Cost
Inpatient Part A Part &
_nm/dd/yyyy . Amou"l74m.[s_id_/_x)fyy_' - Amount
, o ) . Jnoo Bl Wk B ]
1.00 |Total interim payments paid to orovider | 6 509 ), 989! 2,616,754 1.00
2.00 |Interim payments payable on individual bilils, either ‘ 0. G 2.00
submitted or to be submitted to the contractoer for i
services rendered in the cost reporting period. If none, !
write "NONE" or enter a Zero
3.00 iList separately each retroactive tump sum adjustment ! i 3.00
amount based on subsequent revision of the interim rate !
for the cost reporting period. Also show date of each i i
payment. Tf none, write "NONE" orF enter a zero. (1) o : o o
Program to Provider ) o i R
3.01 [ADIUSTMENTS TO PROVIDER ‘r ! al 0 361
3.02 ! | 0 o 3.02
3.03 | i o 0 3.03
3.04 ' 0 0 3.04
3.05 | ) ) L _ o o 0 3.0%
provider to Program  _ . e .
3.50 |ADJUSTMENTS TO PROGRAM 08/30/2011 223,002  08/30/2011 173,685 3.50
3.51 12/06/2011 97,108 12/06/2011 101,657 3.51
3.52 ! 0l | o 3.52
3.53 { o 6 3.53
3.54 ‘ 0 6 3.54
3.9% |subtotal (sum of Yines 3.01-3.4% minus sum of lines I -320,2G0 . -275,342  3.99
3.50-3.98) |
4.00 |Total interim payments (sum of lines 1, 2, and 3.99) 1 6,189,78% 2,341,412 4 00
(transfer to wkst, E or wkst. E-3, line and column as i i
appropriate} _ I R i - _
TO BE COMPLETED BY CONIRACTOR . - L . I
5.00 [L15t 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) ! . P L
Fragram to Provider o o S S
5.01 [TENTATIVE TO PROVIDER i o 0 501
5.02 | ! o 0 502
5.03 ) _ o g 0 503
Provider to Program L ) )
5.50 |TENTATIVE TO PROGRAM i) : 0 5.50
5.51 G : ¢ 5.51
5.52 o . ¢ 5.52
5.99 |[subtotal (sum of Yines 5.01-5.49 minus sem of Tines i ol 0 5.99
5.50-5.98) :
6.00 |Determined net settlement amount (balance due) based on 6.00
the cost report. (1) '
G.01 (SETTLEMENT TO PROVIDER | g 114,944  6.01
6.02 [SETTLEMENT JO PROGRAM 82,476 ' 0 6.02
7.00 [Total Medicare program liahility (see instructions) __ _ } 6,107, 313 e 2,456,356 7,00
contractor | Date
_ Number (io/Day/Yr)
_ .. _ - — _ I I I 1.00 __ 2.00 .
8.00 {Name of Contractor 8.00

MCRIF3Z2 - 2.25.130.0



HARRISON COUNTY HOSPITAL . . .. _I»nﬁl_iegﬂof Form Q1S*2552L10
Uprovider caw: 151331 period: worksheet E-1

| frrom 01/01/2011 part 1

12/31/2011 | pate/Time Prepared:

Health financial systems
ANALYSTS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

i‘ Component CCN: 157331 | To

5/22/2012 4:24 pm

B _ - o ] _ 1 _ Title XvIIp |swing Beds - SNE, Cost _
| Inpatient Part A part 8
1
) n\m/(lc[_/yyyy_l_ Amount mm/dd/yyyy Amount
o L _ ~1.00 | 2.00 3.00 4.00 o
1.00 [Total interim payments paid to provider | ] 0 1.00
2.00 {Interim payments payable on individual bills, either i | O 0 2.00
submitted or to be submitted te the contractor for
services rendered in the cost reporting period. 1If none,
write "NONE" or enter a zero :
3.00 |List separately each retroactive Tump sum adjustment | ! : ) 3.60
amount based on subsequent revision of the interim rate j ! } \
for the cost reporting period. Also show date of each 1 ! {
payment. TIT none, write "NONE" or enter a zero, (1) | I i ‘ 1 _
Program Lo Provider ; L o -
3.0 |ADJUSTMENTS TO PROVIDER i GT‘ o 3.01
3.02 | 0 o 302
3.03 | 0‘ 6 3.03
3.04 | o ; 0 3.04
3.05 | o I 0 3.0
provider to Program _ L ] - o o
3.50 [ADIUSTMENYS TO PROGRAM of 6 350
3.51 0 6 351
3.52 ! 0! 6 3152
3.53 ! ol 0 3.53
3.54 i o G 354
3.99 |subtotal {sum of lines 3.01-3.49 minus sum of lines 1 o ! o 3.99
3.50-3.98) ' '
4.00 |Total interim payments (sum of lines 1, 2, and 3.99) i 0 ! 0 4.90
{transfer to wkst. E or Wkst. £-3, line and column as i
appropriate) , I |
TO #F COMPLETED RY CONTRACTOR . o . B o
5.00 |vList separately each tentative settlement payment after i i 5.00
desk review. aAlso show date of each payment. If none, 1 i
write "NONF" or enter a zero. (1) o - ; B o R )
Program to Provider - N L o o
5.01 |TENTATIVE TO PROVIDER v : Qi ¢ 501
5.02 : o : o 5.02
5.03 o ) 1 _ o o i} 0 5.03
provider Lo Program o o o o B . '
5.50 | TENTATIVE TD PROGRAM o 0 5.50
5.51 ) g 55
5.52 ! o 0 5.52
5.99 isubtotal (sum of lines 5.01-5.49 minus sum of lines o ' 0 5.99
5.50-5.98) |
6.00 |petermined net settlement amount (balance due) hased on | ! 6.00
the cost report. (1)
G6.01 |SETTLEMENT TO PROVIDER ‘ 5,101 0 6.01
G.02 |SETTLEMENT TO PROGRAM | 0! 0 6.02
7.00 |Toral Medicare program Yiability (see instructions} . | 5,101, 0 7.06
Contractor pate i
- Number (Mofpay/yry |
. [ A S A WX S A T« R S
8.00 |name of Contractor 8 G0

MCRIF32 - 2.25.130.0



Health Financial Systems
CALCULATION OF REIMBURSEMENT SETTLEMENT -

SWING BEDS

HARRISON COUNTY HOSPITAL

_ In Lieu of Form CM5-2552-1C

151331 Period: worksheet £-2

From 01/01/2011
Compenent CCN:15Z331 To 12/31/2011 pate/Time Prepared:
/2272012 4:24 pm

provider CCN:

. . - — _ _ S _ Title XvIIT _ Swing Beds - SNF _Cast
Part A Part 8 o
. 71re _ [ _ 200 _} ___
ICOMPUTATION OF NET COST OF COVERED SERVICES N . o o
1.00 {Inpatient routine services - swmg bed-5NF (see instructions) 3,648 0 1.00
2.00 |Inpatient routine services - swing bed-NF {see instructions) 2.00
3.00 {ancillary services (from wkst. p-3, column 3, ¥ine 200 for part A, and sum of wkst. D, 1,453 G 3.00
part v, columns S and 7, line 202 for part 8) (For CAH, see instructions) I }
4.00 iper diem cost for interns and residents not in approved teaching program (see i i 0.0 4,00
instructions} I i
5.00 [program days 3 0 5.00
6.00 |iInterns and residents not ia approved teaching program {see iastructions} 0 600
7.00 |utilization review - physician compensation - SNF optional method only o 7.00
8.00 |subtotal (sum of lines 1 through 3 plus lines 6 and 7) 5,1013 0 8.00
9.00 |Primary payer payments (see instructions) 0] 0 9.00
10.00 |subtotal (Yine 8 minus line 9 5,101 0 10.00
11.00 |peductibles billed to program patients (exclude amounts applicable to physician 1y g 11.00
professional services)
12.00 |subtotal (line 10 minus ¥ine 11) } 10 0 12.00
13.00 |coinsurance billed to program patients (from provider records) (exclude coinsurance | ! 13.00
for physician professional services) |
14.00 [80% of Part 8 costs (line 12 x 80%) i ' 0 14.00
15.00 [subtotal (enter the lesser of I1ine 12 minus line 13, or line 14) ! 5, 101} 0 15.00
16.00 [OTHER ADIUSTMENTS (SEE INSTRUCTIONS) {(SPECIFY) | ol 0 16.00
17.00 {Reimbursable bad debts (see iastructions) ‘ 0 0 17.00
18.00 |Reimbursable bad debts for dual eligible beneficiaries (see instructions) 0; 0 13.00
19.00 | fotal (sum of Tines 15 and 17, plus/minus Tine 16) 5,101 0 19.00
20.00 | Interim payments 0 G 20.00
21.00 {Tentative settlement (for contracter use only) [¢3 G 21.00
22.00 |Ratance due provider/program (line 19 minus the sum of lines 20 and 21) 5,101 G 22.00
23.00 |Protested amounts (nonallowable cost report items) in accordance with (M5 Pub. 15-11, ¢ ¢ 23 00
section 115.2

MCRIF32 ~ 2.25.130.0



Health Financiat Systems

HARRISGN COUNTY HOSPITAL

CALCULATION OF REIMBURSEMEB}T SETTLEMENT - SWING BEDS

}COmponent CCN: 152331 To

- i Title xix _ _ _Swing Beds - SNF, __.Cost_
i Part A ! Part_B I
COMPUTATEGN OF NET COST OF COVERED SERVICES ] o - ,
1.00 |Inpatient routine services - swing bed-SNF (see instructions) 0
2.00 |Inpatient routine services - swing bed-NF (see instructions) 0
3.00 |ancillary services {(from wkst. p-3, column 3, line 200 for pPart a, and sum of Wkst. D, . 0
part v, columns 5 and 7, line 202 for rart B) (For CAH, see instructions) ‘ |
4.00 iper diem cost for interns and residents nmot in approved teaching program (see 0.00,
instructions) |
5.00 lprogram days 1 0
6.00 |Interns and residents not in approved teaching program {see instructions) i 0
7.00 |utiTization review - physician compensation - SnF optional method only i 0
8.00 |subtotal (sum of lines 1 through 3 plus lines 6 and 73 % Ol
9,00 |Primary payer payments {see instructions) 0
10.00 |subtotal (line 8 minus line 9} 0
11.00 |peductibles billed to program patients {(exclude amounts applicable to physician 0
professional services) :
12.00 |subtotal (line 10 minus line 11} 0
13.00 |coinsurance billed te program patients (from provider records) (excliude coinsurance 0
for physician professional services)
14.00 |80% of Part 8 costs (line 12 x 80%) 0
15.00 |subtotal Center the lesser of line 12 minus ¥ine 13, or Tine 14) 0
16.00 |OTHER ADIUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) : 0
17.00 |Reimbursable bad debts {see instructions) L O
18.00 |Reimbursable bad debts for dual eligible beneficiaries (see instructions) | 0
19.00 |rotal (sum of Tines 15 and 17, plus/minus line 16) ]
20.00 jinterim payments [¢]
21.00 [Tentative settlement (for contractor use only) 0
22.00 :galance due provider/program (line 19 minus the sum of lines 20 and 21) [¢]
21.00 |protested amounts (nonaltlowable cost report items) in accordance with CMS Pub. 15-IT, 0

T Provider CCN: 151331 period:
I From 01/01/2011

in_tieu of Form CM5-2552-10
worksheet E-2

12/31/2011 pate/Time Prepared.

_..5f22/2012 4:24 pm

section 115.2

MCRIF32 - 2.25.130.0




Health Financial Systems HARRISON COUNTY HOSPITAL ___ In_tieu of Form {M5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT rder Cc

|Prov1‘der CCn: 151331 period: | worksheet E-3
From 01/01/2011 Part v
\ .To  12/31/2011 ! Date/Time Prepared:
1 5/22/2012 4:24_pm

) - o I Title xviir T _Hospital ! cost
U R o 1.00 _
PART V - CALCULATION OF REIMBURSEMENT SETTLEMENT FOR MEDICARE PART A _SERVICES - COST REIMBURSEMENT (CcAHS)
1.00 |Inpatient services ‘ 6,513,951 1.00
2.00 |nursing and Allied Health Managed Care payment (see instructicn) 0 2.00
3.00 |[organ acquisition 0 3.¢60
4.00 |subtotal (sum of lines 1 thru 3) i 6,513,951 4.00
5.00 |primary payer payments 5,492  5.00
6.00 |total cost (lime 4 Tess Tise 5) . For CAH (see imstyuctions} = ____ . . ®&,573,5%% 6.00
'COMPUTATION OF LESSER OF COST OR CHARGES ) ~ . _7 K . e
‘Reasonable charges ~ ) L L _ !
7.00 |Routine service charges : ¢ 7.00
8.00 [Ancillary service charges i ¢ 8.00
9.00 jorgan acquisition charges, net of revenue f G 900
0. 1008

10.00 {Totat reasenable charges . [ [

Customary charges _— ;
0 11.90
0

11.00 |Aggregate amount actually collected from patients liable for payment for services on a charge hasis
12.00 |amounts that would have been realized from patients liable for payment for services om & charge basis:
had such payment been made im accordance with 42 CFR 413.13(e)

13,00 |ratio of line 11 to Yine 12 {not to exceed 1.000000) 0.0000C0 13.00

14.00 |Total customary charges (see instructions) 0 14.00

15.00 |Excess of customary charges over reasonable cost (complete only if line 14 exceeds 1ine 6) {see 0 15.00
instrucgions)

16.00 |Excess of reasonable cost over customary charges {complete gnly if line 6 exceeds Iine 14) (see , 0 16.00
instructions) I

17.00 |cost of teaching physicians (from Worksheet 9-5, Part 1T, column 3, Tine 20) {see instructions) : 0 17.00
COMPUTATION OF REIMBURSEMENT SETTLEMENT L L

' 0 18 00

18.00 [pirect graduate medical education payments (from Worisheet E-4, Tine 49)
19.00 |Cost of covered services (sum of lines 6, 17 and 18) i
20.00 jpeductibles (exclude professional component) |

6,573,599 19.00
597,388 20.00

21.00 lExcess reasonable cost (from Tine 16) 0 21.00
22.00 isubrotal (Tine 19 minus line 2() : 5,976,211 22.00
i 9,622 231.00

23.00 {Coinsurance i
24.00 {subtotal (line 22 mipus Tine 23) ! 5,966,589 24.00
25.00 iAltowable bad debts (exclude bad debgs for professional services) {see instructions} 146,724 25.00
26.00 |Adjusted reimbursable bad debts (see instructions) 140,724 26,00
27.00 |Allowable bad debts for dual eligible beneficiaries (see instructions) 101,622 27.00
28.00 |sebtotal ¢sum of lines 24 and 25 or 26) 6,107,313 28.00
29.00 |OTHER ADIUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 29.00
29.99 [Recovery of accelerated bepreciation 0 29.99
30.00 {subtotal (line 28, plus or minus Iines 29) 6,107,313 30.00
31.00 {Interim payments 6,189,789 31.00
32.00 |Tentative settlement {for contractor use only) 0 32.00
33.00 |Balance due provider/pregram (Fine 30 minus the sum of lines 31, and 32) -82,476: 33.00
34.00 |Protested amounts (nonallowable cost report items) in accordance with cms Pub. 15-2, section 115.2 ' 697,133 34.00

MCRIF32 - 2.25.130.0



Health Financial Systems

HARRISON COUNTY_HOSPITAL

BALANCE SHEET {If you are nonproprietary and do not maintain

In liey of Form CM5-2%52-10

“provider CCN: 151331 Period:

fund-type accounting records, compiete the General Fund column oniy)

To

From 01/01/2011

worksheet G

T - Goneral Fund | Specific  [Endowment rund] plant Fund
| purpose_Fund
o o 1.00 2.00 3.00 4,00 !
NT A El . . - - B

1.00 [cash on hand in banks | 2,678,804 0 ol 0 1,
2.00 |Temporary jnvestments ! 7,750,111 o o o 2.
3.00 {Notes receivable 0 9| 0; o 3.
4.00 |Accounts receivabie 16,925,449 1} G, 0 4.
5.00 |other receivable 712 0 0! 0 5.
6.00 |allowances for uncollectible notes and accounts receivable -11,553,546 0 o 0 6.
7.00 jInventory 829,741 Q o o 7.
8.00 Iprepaid expenses 772,105 o 0 [+ .
9.00 [other current assets 276,797 4] 0 0 9
10.00 {poue from other funds 363,319 4] 0 0 10,
11.00 |Total current assets (sum of Tines 1-10} 18,043,492) __.9 b 0, 11.

'FIXED ASSETS _ e
12.00 |Land 4] 0l 0. o 1z.
13.00 {rLand improvements 0 o: 0 0 13.
14.00 {Accumulated depraciation 0 0i o 0 4.
15.00 |Buildings 64,490,521‘ ol O 0 15.
16,00 |Accumulated depreciation -24,934, 144 ol 0 0, 16.
17.00 |Leasehold improvements 0 0; 0 0 17
18.00 |Accumulated depreciation 0‘ B[ 4] 0 18
19.00 |Fixed equipment 0 ol 0| 0 19,
20.00 {Accumulated depreciation o Y ol o 20.
21.00 |Automobiles and trucks i 0, o 0 o 21
22.00 |Accumulated depreciation I 0. 0 o o 22
23.00 [major movable equipment ) I4H 0 Q 0 23
24.00 jaccumulated depreciation : 1) 0 0 0 24
25.00 |Miner equipment depreciable 0 0 G a0 25,
26.00 {Accumulated depreciation ) 0 G 0 26
27.00 |HIT designated Assets 4} 0 G o 27
28.00 taccumulated depreciation 0 O 0: 0 28.
79.00 |Minor eguipment-nondepreciable 0 0| o 0 29,
30.00 iTotal fixed assets (sum of lines 12-29) _ 39,556,377 o q] .0, 30,

OTHER ASSETS o o . e o
31.00 [Investments r 1,824,924 o 0 0 31,
32.00 |peposits on leases o 0 o o 32
33.00 [pue from owners/officers t] o "o G 33,
34.00 [other assets 5,176,013 0, o G 34
35.00 | Totat other assets (sum of lines 31-34) 7,000,937 ¢ 0. ¢ 35.
36.00 ITotal assets (sum of 1fnes 11, 30, and 35) 64,600, 806) & 0 0, 36.

ICURRENT LIABILITLIES . . . . - T
37.00 |accounts payable 1,1?6.0524 ¢ 0 0 37
38.00 |salaries, wages, and fees payable 1,750,730 0 0 0 38.
39.00 {payroll taxes payable 840, 385 0 0 0 39.
40.00 |Notes and loans payable {short term) 353,100 o 0 0 40,
41,00 {peferred income i 1] 1] 0, o 41,
42.00 |Accelerated payments 0 . 42
43.00 |pue to other funds 0 & o 0 43
44.00 [Other current liabilities 2,028,439 0 o 0 44
45.00 |Total current liabilities (sum of lines 37 thru 44) 6,148,737 _ o oo 0 45

LONG TERM LIABILITIES . _ R _ e :
46.00 {Mortgage payable 0 0 0} 0 46,
47.00 |Notes payable 13,007,984 0 0 0 47
48.00 unsecured loans 0 0 0l G 48.
49,00 |other long term }iabilities 0! 0 0 ¢ 49.
50.00 |Total long term liabilities {sum of lines 46 thru 49 13,007,984 [¢1 0, 0 50.
51.00 [Total VHabilites (sum of Tines 45 and 50) ) 19,156,696 0, . 9 1

CAPITAL ACCOUNTS . ., _ e,
52.90 |General fund balance . 45,444,110 52
53.00 |specific purpose fund ! ¢ 53
54 .00 |ponor created - endowment fund balance - restricted 0 54,
55.00 |ponor created - epndowment fund balance - uarestricted X 0 55.
56.00 lGoverning body created - endowment fund balance i i ; 0 56.
$7.00 [plant fund batance - invested in plant I i ; : 0 57.
58.00 {plant fund balance - reserve for plant improvement, [ : | 0 S58.

replacement, and expansion | )
59.00 |Total fund balances (sum of lines 52 thru 58) i 45,444,110 0 0 0 59.
60.00 {Total liabilities and fund halances (sem of lines 5% and 64,600, 806 0 ol G 60.

59) i

MCRIF32 - 2.25.130.¢
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Health Financial Systems

HARRISON COUNTY HOSPITAL

STATEMENT OF CHANGES IN FUND BALANCES

00 lrund balances at beginning of period

00 |net income (loss) (From wkst. G-3, line 29)
00 |Total (sum of line 1 and line 2)

00 iadditions (credit adjustments) {specify)

&DOO'\!G\M-&UJNP-‘
- H
f=

10.00 [Total additions (sem of line 4-9)
11.00 [subtotal (line 3 plus line 13D
12.00 [peductions (debit adjustments) {specify)

18.00 |Total deductions (sum of 1ines 12-17})
19.00 |Fund balance at end of peried per balance
sheet ¢line 11 minus line 183

General Fusd

“i:ﬁﬁ

1Providerwézﬁ?“£§i§§iu

in yieu of Form ¢M5-2552-10

Period:

From 01/01/2011
12/31/2011 ' pate/Time Prepared:
5/22/2012 4:2§ pm_

To

I worksheet G-1

i

OO OO DN

Koo o

|

MCRIF32? - 2.25.130.0

special Purpose Fund :
200 1.00 4.00 i

51,925,019 0 1.
-6,480,911 2.
45,444,108 ‘ o 3.
| [t 4,

| G ; 5.

0i : 6.

ol | 7.

0; ) 8.

0; : 9.

2 0 149,
45,444,110 ! 0 11,
: ] ) 1z.

o 13,

0 14

; 0 15.

0 16.

0. 17

0 0 18.

45,444, 110" o 19.

I
i
1
1
1
|



Health Firancial Systems HARRISON COUNTY HOSPTTAL .. .. In tieu of Form (M5-2552-10
STATEMENT OF CHANGES IN FUND BALANCES "provider ¢cn: 151331 period: worksheet G6-1
From (1/0:/2011

i TO 12/31/2011 pate/Time Prepared:
. 5/22/2012 4:24 pm

p— ~endowment Fund 1, __ Plant_Fund 1

L . i ~ S0 6.00 | 7.00 T 800 - _
1.00 |Fund balances at beginmning of period 0 } 0 1.00
2.00 |Net income (loss) (from wkst. G-3, Tine 29) | ‘ i 2.00
3.00 |Total (sum of lire 1 and line 2) i3 0 3.00
4.00 |additions (credit adjustments) (specify) 0 13 4,00
5.00 0 | 0, 5.00
6.00 0 ! i 6.00
7.00 4] ot 7.00
8.00 o ¢ 8.00
9,00 , ol 1) ‘ 9.00
10.00 |Total additions (sum of line 4-9) I : G| o 10.00
11.09 |subtotal (tine 3 plus line 10) i ' o i 11.00
12.00 |peductions (debit adjustments) (specify) i 0 ’ G} i 12.00
13.00 | 0 ol ! 13.00
14.00 0 ¢ 14.00
15.00 0 | 0 15.00
16.00 0' o 16.00
17.00 Ol G 17.00
18.00 jTotal deductions (sum of lines 12-17) ! | 1) G 18.00
19.00 lrFund batance at end of period per balance ! O} 0 19 .00

sheet ¢line 11 minus tine 18) |

MCRIF32 - 2.25.130.0



HARRISON COUNTY HOSPITAL

Health Financial Systems
STATEMENT Of PATIENT REVENUES AND OPERATING EXPENSES

Pro\n der CCN:

In L\eu of Form (M5-2552-10

151331 periad:
From 01/0L/2011

"worksheet G-2 Parts

To 12/31/2611 pate/Time Prepared:
_ . - _ P . 5/22/2012 4:24 pm
Cost Center Description E Inpatient | outpatient | __ Fotal i
1,00 2.00 i 1.00 [
PART I - PATIENT REVENUES ) .
General Inmpatient Routine services B o o - o
1.00 Hosmtal ) 9,990,012, $,990,012 1.00
2.00 |SUBPROVIDER - IPF } ! ! 2.00
3.00 |[SUBPROVIDER - IRF ‘ i i 3.00
4,00 |SUBPROVIDER ‘ i ! 4.00
5.00 lswing bed - SNF ‘ Oi ! o 5.00
6.00 |swing bed - NF | o | ¢ 6.00
7.00 |SKXLLED NURSING FACELITY | ! 7.00
8.00 |NURSING FACILITY I ; 8.00
9.00 |OTHER LONG TERM CARE i g.00
10.00 |Total general inpatient care services (sum of lines I-9)__ 9,990,012 o 9,950,012 1C.C0
intensive Care Type Inpatient Hospival Services — _ B ) I L
11.00 INTENSIVE CARE UNET 1,160,204 1,160,204 11.00
12.00 [CORONARY CARE UNIT 12.Q0
13.00 [BURN INTENSEVE CARE UNIT i i 13.00
14.00 [SURGICAL INTENSIVE CARE UNIT ! i 14.00
15.00 [OFHER SPECTAL CARE (SPECIFY) ; 15.00
16.00 {Total intensive care type inpatient hospital services (sum of Jines ; 1.160,204@ 1,160,204 16.00
11-15) i ;
17.00 [Total inpatient routine care services (sum of tines 10 and 16) ' 11,150,216: i 11,150,216 17.00
18.00 [ancillary services 16,689,984 66,602,512 83,292,496 18.00
19.00 |outpatient services | 1,138 697,986 699,124 19.00
20,00 |RURAL HEALTH CLINIC | 0 G 0. 20.00
21.00 |FEDERALLY QUALIFIED HEALTH CENTER ! ol 0 0, 21.00
22.00 |HOME HEALTH AGENCY ! 563,283 663,283 22.00
23.00 |AMBULANCE SERVICES 0. 4,951,900 4,951,900 23.00
24.00 | CMHC ‘ 24.00
25.00 |AMBULATORY SURGICAL CENTER {D.P.} i 25.00
26.00 [HOSPICE ' ‘ © 26,00
27.00 |PRO FEES 0 9.670, 840° $,G70,840 27.00
28.00 |1otal patient revenues (sum of lines 17-27)(transfer column 3 to wkst. 27,841 338 82,536,521 110,427,859 28.00
16-3, line 1) TR - U __ _
'PART 11 - OPERATING EXPENSES L o o o .
29.00 |operating expenses (per wkst. A, column 3, kine 200) | : 44,968,018 29 00
30.00 |ADD (SPECIFY) ! o ' 30.00
31.00 { 0 , 31.00
32.60 \ Oj | 32.00
33.00 ‘ a 33.00
34.00 ! 0 ! 34.00
35.00 ‘ 0 35.00
36.00 |Total additions (sum of lines 36-35) 1 ! 0! 36.00
37.00 |INTEREST EXPENSE 1,366,997 37.00
38.00 904, 965 38.00
39.00 0 39.00
40.00 0, ‘ 40.00
41.00 i 0 | 41.00
42.00 |Total deductions (sum of lines 37-41) i : 2,271,962 42.00
43.00 |Total operating expenses {sum of lines 29 and 36 minus Tine 42){(transfer 42,696,056 431.00
to wkst. G-3, line 4}

MCRIF32 - 2.25.130.0



Health Financial Systems HARRYSON COUNTY HOSPITAL e _In tieu of Form €M5-2552-10
151331 i Period: i worksheet G-3

STATEMENT OF REVENUES AND EXPENSES Pprovider con:
From $1/01/2011

f to  12/31/2011 pate/Time prepared:
_ . . 5/22/2012 4:24 om

V"'" .00 |
1.00 jTotal pat1ent revenues (from wkst. G-2, Part T, column 3, line 28) 110,427,859 1.00
2.00 iLess contractual allowances and discounts on patients' accounts 63,483,997 2.00
3.00 |wet patient revenues (line 1 minus line 2) 46,943,862 3 .00
4.00 |[Less total operating expenses (from wkst. G-2, Part I, Tine 43) 42,696,056 4.00
5.00 |Net income from service to patients (line 3 minus line 4} o B ! 4,247,806, 5.00

OTHER INCOME e . - oo . ] o

.00 fcontributions, donations, bequests, etc —1_ _0’ 6.00
.00 iZncome from investments ‘ v 7.00

' 8.00

6
7
8.00 iRevenues from telephone and telegraph service
a.00 {Revenue from television and radio service

10.00 |purchase discounts |
11.00 {Rebates and refunds of expenses

12.0C {parking lot receipts |
13.00 {Revenue from laundry and linem service

14.00 {Revenue from meals sold to empToyees and guests

15.00 |Revenue from rental of Fiving quarters

16.00 |Revenue from sate of medical and surgical supplies to other than patients
17.00 |Revenue from sate of drugs to other than patients

18.00 |Revenue from sale of medical recerds and abstracts ‘
19.00 |Tuition (fees, sale of texthooks, uniforms, etc.) |
20.00 |revenue from gifts, flowers, coffee shops, and canteen
21.00 {Rental of vending machines

DO OCOOODOoODTOO
=
w
[=]
(=]

22.00 [Rental of hospital space 22 .00
23.00 |Goveramental appropriations 23.00
24,00 |OTHER REVENUE 1,497,478 24.00
24.01 |MOB k 0. 24.01
25.00 |[Total other income {sum of Yimes G6-24} : 1,497,478 25.00
26.00 [Total (line § plus line 25) 5,745,284 26.00
27.00 |BAD PEBT 6,306,359 27 .00
27.01 [swapP 4,905,351 27.01
27.02 |NON OPERATENG REVENUE 32,679 27 .02
27.03 |NON OP REV 981,806 27.03

12,226,195 28 00

28.00 |{Tetal other expenses (sum of line 27 and subscripts)
29.00 |Net iscome (or less) for the period (Tine 26 minus line 28)

-6,480,91% 29.00

MCRIF32 - 2.25.13G.0



__Ta Lieu of Form CM5-2532-10
worksheet H

HARRISON COUNTY HOSPETAL L
“provider CoN: 151331 Period:
; rrom 01/01/2011
12/31/2011

Health Financial Systems
ANALYSIS OF PROVIDER-BASED HOME HEALTH AGENCY COSTS

Dona cone 157242 To Date/Time Prepared:
: . : 5/22/2012_4:24 pm

Home Health

PPS

. } CAgency X
salaries tmployae '[fransportatiunContracted/Pur Other Cosis
senefits (see chased 1
o o Hnstructions) | services | |
) R o 1.00 2.00 _3.00 4.00 | 5.00 |
GENFRAL SERVICE CQST CENTERS _ o L ]
1.00 icapital Related - Bldg. & Fixtures | 4] 0 1.00
2.00 |capital related - Movable Equipment 1 0 0 2.00
3.00 |plant Operation & Maintenance o 0[ 0 Gf 0 3.00
4,00 ITransportation ¢ G‘ o (}1 0 4.00
5.00 fAdwministrative and General 15,9060 0 45,790, 0. 59,356 5.00
HHA REIMBURSABLE SERVICES - - . . .
6.00 [skilled Nursing Care 206,179 ol 0! o 0. 6.00
7.600 |physical Therapy 176,111 o o] 887 0 7.00
8.00 lOccupationat Therapy [¢] 0 ] 0 a 8.00
9.00 ispeech pathology oS O 0! 0 0 9.00
10.00 [Medical Social Services 3 0l i 0, 0 10.00
11.00 [tHome Health aide 31,918 0 al o 0 11.00
12.00 |supplies (see iastructions) 0i 0 [t 0 17,944 12 .00
13.00 [Drugs o 0 G 0 0 13.00
14.00 [DME_ L ol o oo Q. . _0 1400
HHA NONRE IMBURSABLE SERVICES - o ) ) -
15.00 |Home Dialysis aide Services 0 0 o 0 0 15,00
16.00 [Respiratory Therapy 0 0 ol 0 0 16.00
17.00 |[Private Duty Nursing 0 O} o 0i 0 17.900
18,00 iclinic 0 o G o 0 18.00
19.00 Health promotion Activities 0 o; o 0 0 19.00
70.00 1pay Care Program 0 0 0. o 0 20.00
21.00 [Home Delivered Meals Program 0 0 0: 0. 0 21.00
22.00 |Homemaker Service 0 o 0 ol 0 22.00
23.00 [al1 others (specify) 0 4] 0 4] 0 23.00
24.00 |Total (sum of limes 1-23) 530,114 0 45,790 887 77,300 24 00

Cotumn, € Vine 24 should agree with the worksheet A, column “?, Tine 101, of-;ﬁb;cript as app-i-i}aﬁéi

MCRIF3Z2 - 2.25.130.0



Health Financial Systems HARRISON COUNTY HOSPITAL _ In Lieu of Form CMS-2552-10

ANALYSIS OF PROVIDER-BASED HOME HEALTH AGENCY COSTS  Provider CCN: 151331 Period: worksheet H
) From 01/01/2011
HHA CON: 157242 'To 12/31/2011 pate/Time Prepared:
. . R . e - - L .. .5422/2012 4:24 pm
; yome Health | PPS
. e ot . s Agency T o~ -
Toral {stm of Reclassi ficatil reciassified | Adjustments [ Het Expenses
cols. 1 thyu on |T|‘ii\1 Balance rfnr‘ Altocation
5) I (eol. 6+ i(col. 8 + col.

S R RS < PVp BN N — 9
e | o DD om0 000 T 1000
IGENERAL SERVICE COST CENTERS . . o . o

1.00 |capital rRelated - Bldg. & Fixtures 0 0{ 0| 0; 01 1.00
2.00 [capital related - Movable Equipment 0 0 o o 0 2.00
3.00 |plant Operation & Maintenance 0 0| 0: 0 0 3.00
4.00 |Transportation a2 (¢4 o 0 ¢ 4.00
5.00 |administrative and General ! 221,052 -16,685 204,367 0, 204,367 5.00
HHA REIMBURSABEE SERVICES _ ] L L L
6.00 |skilled nursing Care 206,179 o 206,179 o 206,179 6.00
7.00 |physical Therapy 176, 998! 0 176,998 0 176,998 7.00
8.00 |occupational Therapy 0 0 0 0: ¢ 8.00
9.00 |[speech patholegy 0 0 0 0l 0. 9.00
10.00 |Medical Social services 0 o) 0| 0 0! 10.00
11.00 |Home Health Aide 31,918 0] 31,918l 0 31,918 11.00
12.00 |supplies (see instructions) 17,944 0| 17,844 0 17,944 12.00
13.00 |Drugs ol o ] ¢ 0 1300
14.00 love _ _ of o o 0! 0, 14.00
HHA NONRE IMBURSABLE SERVICES i o .
15.00 |Home Dialysis Aide Services 0 o ol 0 0. 315,00
16.00 |Respiratory Therapy 0 o' 0 0 0 16.00
17.0C {Private Duty Nursing 0 0 0 0 0 17.00
18.00 |Clinic 0 0 0 0 0 318.00
19.00 lsealth promotion Activities 0 O 0 0 0 19.00
20,00 pay Care Program 0 9 0 o 0 20.00
21.00 {Home Delivered Meals Program 0 0 ol 0] 0 2:1.00
22.00 {Homemaker Service 0 Qi 0: 0 0 22.00
23.00 |A1Y others (specify) 0 o, o o 0 2300
24.00 [Total (sum of lines 1-23) 654,091 -16, 685 637, 406! 13 637,406 24.00

column, 6 Ytine 24 should efg;ree with the worksheet A, cotumn _I;,_Hnewliof, or subscript as ap'r'JHcaEﬂe.

MCRIF32 - 2.25.130.0



nealth Financial Systems

HARRISOM COUNTY HOSPITAL

COST ALLOCATION - HHA GENERAL SERVICE COST )

pProvider coN: 151331

HHA CCN: 157242

“period:

_ in Liey of Form (H5-2552-10
'worksheet H-1

IFrom 0L/01/2011 (Part I

|To 12/31/201} pate/¥ime Prepared:

i | 5/22/2012 4:24 pm_

EGENERAL SERVICE COST CENTERS
capita! Related - Bldg. & Fixtures
capital Related - Movable Equi pment
piant Operation & Maintenance
Transportation

Administrative and General
HHA REIMBURSABLE SERVICES
skilled Nursing Care

physical Therapy

accupational Therapy

speech pathology

Medical social Services

tome Health Aide

supplies (see imstructions)
orugs

| DME - .
HHA NONREIMBURSABLE SERVICES
Home bialysis Ajde Services
Rrespiratory Therapy

Private Duty Nursing

Clinic

Health Promotion Activities
Day Care Program

Home belivered Meals Program
Homemaker Service

A1l others (specify)

Total (sum of ¥ines 1-23)

i | Home Health | BpS
. , i mgency T _
capital rRelated Costs
Net Expenses gldys & i Movable Plant [Transportation
for Cost fixtures Equipment operation &
Allocation Maintenance
{from wkst. H,
g0l ey p o .
0 1.00 2.00 3.00 4,00 B
o 0 1.00
o i G 2.00
0 ol 1] 0 3.00
0 oi 0 0 4.00
204,367 . o ol oL 0 5.00
206,179 o 0 ol 0 6.00
176,998 0; 0 0 0 7.00
0 i} o o 0 8.00
0 o] 0, 0 0 9.00
0 o 0! o 0 10.00
31,918, 0 0 0 0 11.00
17,944} 0 o 0 0 12.00
! o 0 0 13.00
- o 0 0 o 0 14.00
r
0 0 0 o o 15 00
0 0, 0 ¢ 0 16.00
0 aof o o 0 17.60
0 0 0 o 0 18.00
0 t o) ol 0. 19.00
a 0! o 0] o 20.60
0 o o 0l o 21.00
0 ol ol ol 0, 22.00
) o ol o' 0 23.00
637,408 o o i 0 24.00

MCRIF32 - 2.25.130.0



Health Financial Systems .

HARRISON_COUNTY HOSPITAL

COST ALLOCATION - HHA GENERAL SERVICE COST

GENERAL SERVICE COST CENTERS
00 |capital related - Bldg. & Fixtures
00 |capital Related - Movable Equipment
plant operation & Maintenance
00 |Transportaticn
00 |Administrative _and General

L B RV S
=]
<

06 [skilled nursing Care

.00 |{physical Therapy
Occupational Therapy

00 |speech pathology

Medical Social Services

Home Health Aide

supplies {see instructions)
Drugs

14.00 |DME o
HHA HONRE IMBURSABLE SERVICES
Home Dialysis Aide services
fespiratory Therapy

private Duty Nursing

Clinic¢

Health Promotion Activities
bay Care Program

Home Delivered Meals Program
Homemaker Service

A1l Others {specify)}

Total (sum of lines 1-23)

_in tien of Form CM5-2552-10

| Provider ccn: 151331 L Period: worksheet H-1
I From 01/01/2011 Part I
HHA CCN: 157242 To  12/31/2011 Date/Time Prepared:
. _ _ _.. 5/22/2012 4:24 pm
i Home Health PPS
o _ b . Agemcy T . —
subtotal  Iadministrative| Total (cols.
{cols. 0-H) & General | 4A + 5) |
4AL00 | 5.00 6.00
0 . 1.00
0 ! 2.00
0 : 3.00
4,00
204,367 204,367 . _5.00
206,179 97,304 303,483 6.00
176,998 83,532 260.530‘ 7.00
o oj ol 8.00
il o ol 9.00
gi o ol 10.00
31,918 15,063 46,981 11.00
17,944, 8,468 26,412, 12.00
0 0 ol 13.00
0 0. 0, B 14,09
i} 0 0 15 90
C o 0 16.90
ol 0 0 17 .90
! 0 i] 18.00
0 0 o 19.00
0 ol o 20.00
ol 0 0 21 00
ol 0 0 22 .00
gl o 0 23 00
433,019 637,406 24 an

MCRIF32 - 2.25.130.0



Health Financial Systems

HARRISON COUNTY HOSPITAL

COST ALLOCATION - HHA STATISTICAL BASIS

provider con: 151331 pe

In Lieu of Form CM5-2552-10
riod worksheet -1

From 01/01/2011 Part Il

G[NFRAL SERVICE COST CENTERS

1.00 |capital Related - mldg. & Fixtures
2.00 |capital Related - Movable Equipment
3.00 [Plant Operation & Maintenance

4.00 |Transportation (see instructions)

5.00 ladministrative and General _

HHA REIMBURSABLE SERVICES

6.00 {skilled nursing Care
7.00 |pPhysical Therapy

8.00 |occupaticnal Therapy
9.00 |speech rathology

10.00 |Medical social Services

Home Health Aide

supplies (see instructiens)
prugs

14.90 |pME

HHA HONRE IMBURSABLE SERVICES
Home Dialysis Aide Services
Respiratory therapy

Private Duty Nursing

Clinic

Health Promotion Activities
Day Care Program

Home Delivered Meals Program
Homemaker Service

23.00 |A11 others (specify)

Total {sum of Yines 1-23)

part I)
unit cost smultiplier

cost To Be Allocated {per wWorksheet H-1,

HHA CCN: 157242 To 12/31/2011 ‘ Date/Fime Prepared:
[ L L L Sf22/20102 4:24 pa
I Home Health PPS
, o R Agency T
Capital related Costs !
3ldgs & movable plant TransportationReconciltiation
Fixtures Equipment operation & (MTLEAGE)
(SOUARE FEET) [{DOLLAR VALUE)}! Maintenance
) B L (SQUARE FEET) B o L
1,60 2,00 3.00 4.00 5,00 i
0 o 0 1.00
o ‘ | 0 2.00
il 0. o ; 0. 3.00
4] 0 G 4] 4.00
_ o _._ O . 6 0 .. -204,367 5.00
0 0 4 a 0 6.00
0 0 ol o 0 7.00
0 0 o 0 0o 3.00
0 0 0 0, 0 9.00
0 0l O 0, 0 10.00
o 0 0, 0 0 11 00
0 0! 0; O 0 12.00
0 0] 0| 1 0 13.00
o o0 0. 01400
i} 0 g o 0 15.00
) 4 o ¢ 0 16.400
0 o O 0 9 17.40
0 o o 0| ¢ 18.00
0 1) 0 ¢ 0 19.00
0 0 0 G O 20.00
0 4] 0 o G 21.00
o 0 ol ¢ 0 22.00
0 0 ol o 0 23.00
0 0 0 6! -204,367 24.00
0 9 0 o 25.09
0.000000 0.000000 0. 000000" 0.000000} 26.00

MCRIF32 - 2.25.130.0



Heatth Financial Systems

HARRISON COUNTY HOSPITAL

COST ALLOCATION - HHA STATISTICAL BASIS

'GENERAL SERVICE COST CENTERS
.00 icapital rRelated - gldg. & Fixtures
00 |[capital Related - Movable Equipment
plant Operation & Maintenance
00 {Transportation (see instructions)
00 iadministrative and Geperal
HHA REIMEURSABLE SERVICES
00 jskilled Nursing Care
00 |physical Fharapy
occupational Therapy
00 | speech Patholegy
Medical social Services
Home Health Aide
supplies (see instructions)
prugs
14.00 |oME .
HHA NONREIMBURSABLE SERVICES
Home bialysis Aide Services
Respiratory Therapy
private Duty Nursing
clinic
Health Promotion Activities
pay Care Program
Home Delivered Meals Program
Homemaker Service
A1l others (specify)
total (sum of lines 1-23)
Cost To Be allocated (per worksheet H-1,
part I)
unit Cost Multiplier

(¥ R -S VU N
[=3
<

{ACCUM. COST}]

Uprovider cCN:

151331 Period:

cworksheet H-1
From 03/01/2011; part I

Ui con 157242 ' To 1273172011 pate/Time Prepared:
B . 8/22/2012 4:24 pm
! Home Realth PPS

Agency 1 ———— [P

Administrative
& Gencral

5.00 _

433,039)

176,998
O
Y
0
31,918
17,544

206,179]

VB N
[~
[}

cCoOooooCcoo o

433,039
204, 367)

0.471937

MCRIF32 - 2.25.130.0

[
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Health Financial Systems HARRISON COUNTY HOSPITAL
ALLOCATION OF GENERAL SERVICE €OSTS TO HHA COST CENTERS provider CCN:

i HHA CCN:

151331 Pe

iFrom 0170172011

157242 To

_In_tieu of Form Cu5-2552-10

riod:

worksheet H-2
fart I

12/31/2011 | pate/Time Prepared:

_'5/22/2012 4:24 pm

T i Home Health PPS
e - s } . _._. _Mgency 1 | .
CAPITAL RELATED COSTS | ?
Hith Trial NEW BLDG & | MOR j,, AME DEPR i NEW MVBLE
salance (1) | FINE__ | o __ooequre L

o _ , i 0 o oneo T L.01 102 1T _2.00
1.00 |Administrative and General 0 Qi 15,765 0; 0 1.00
2.00 [skilled Nursing Care 303,483 Q 0, & o6 2.00
3,00 |Physical Therapy 260,530 0 o Vi 0 3.00
4.00 |occupational Therapy ol 0. o o ¢ 4.00
5.00 |speech Pathology 0! 9. G G: G 5.00
6.00 |Medical Social Services 0| 0 o 81 ¢ 6.00
7.00 |[Home Health Alde 46,984, 0 0 ¢! 6 7.00
8.00 |supplies (see instructions) 26,4121 0, 0 13 ¢ 8.00
9.00 |Drugs il 0 0, [ 6 9.00
10.00 {DME 0 D‘ o o 0 10.00
11.00 {Home pialysis aide Services 0 0l 0l o 0 11.00
12.00 |respiratory Therapy 0 0‘ O! o 0 12.00
13.00 |Private Duty Nursing [ Ol o e ¢ 13.00
14.00 |Clinic o Oi o o 0 14.90
15.00 {Health promotion Activities G O 0. 0 0 15.00
16.00 |pay Care Program GL G‘[ O; 0i 0 16.00
17.00 {Home Delivered Meals Program G o O ol 0 17.00
18.00 |Homemaker Service ol 0 ol 0i 0 1% 00
19.00 |a11 othars (specify) i 0 9 0 0 19.00
20.00 |Total (sum of lines 1-19) (2} 637, 406! [¢] 15,765 0 0 20 00
21.00 {unit Cost multiplier: column 26, Tine 1 21 00

divided by the sum of column 26, line 20 ' ; \

minus column 26, line 1, rounded to 6 ! | i

decimal places. ‘ :

{1} column 0, line 20 must agree with wkst. A, column 7, line 101.

(2} columns O through 26, line 20 must agree with the corresponding cotumns of wkst. 8, part ¥, line 10L.

MCREF32 - 2.25.130.0



Health Firancial systems RARRISON COUNTY HOSPIFAL __in tieu of Form CMS-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS Provider CCN: 151331 period: iworksheet H-2
‘ ,From 01/03/2011 pPart T
i HHA CON: 157242 i To 12/31/20%1 ' Date/Time Prepared:
) U R LT 572242000 4:24 pw
! Home Health PPS
~ o o o . aAgency I \ ~ o
CAPTTAL |
RELATED COSTS i
AMB EQUIP FMPLOYEL subtotal OTHER A&G ADMITTING |
.  BENFFITS . . N
o pof | 400 | a4 [ _ &b i 502 1
1.00 jAdministrative and General O 127,292 143,057 13,814 0 1.00
2.00 |skilled Nursing Care 0 8] 303,483, 29,305 0 2.00
3.00 |physical Therapy ] G 260,530 25,158 0 3.00
4.00 ioccupational therapy ] 0! o 0! 0 4.00
5.0 [speach pathology 4] o o 4] 0 500
6.00 |Medical Social services 0 0 G 0 0 6.00
7.00 |Home Health Aide ol 0 46,981 4,537 o 7.00
8.00 isupplies (see instructions) 0 0 26,412 2,550 0 8.00
9.00 [Drugs 0 O’ 0! i) 0 9.00
10.00 {oME 0 ol o o 0 10.00
11.00 [Home Dialysis Aide Services 0 ol o o 0 1:.00
12.00 |mespiratory Therapy ol o' 0 o o 12.00
13.00 |private Duty Nursing 0, 0l o ol 0 13.00
14.00 {Clinic 0 o 0i 0; 0 14.00
15.00 [Health pPromotion Activities 0 7} 0, & 0 15.00
16.00 |pay Care Program o o 0 0 0 16.00
17.00 |Home Delivered Meals Program o 0 0i 0l 0 17.00
18.00 |Homemaker Service o h) 0! 0l 0 18.00
19.00 |AYY Others (specify) 0! 0 o 0 0 19.00
20.00 |Total (sum of Tines 1-19) (2) G 127,292 780,463, 75,3064 0 20.00
21.00 |luait cost multiplier: column 26, Hine 1 ; 0. 000000 21.00
divided by the sum of column 26, line 20
miaus coltemn 26, line 1, rounded to 6 i :
decimal places. | ! ! !

EES CO]umﬁ'O, Tine 20 must agree with wkst. A, column 7, Tine 101.
(2) colemns O through 26, Tine 20 must agree with the corresponding columns of wkst. 8, Part I, Yine 101.

MCRIF3Z - 2.25.130.0



Health fFipancial Systems HARRISON COUNTY HOSPITAL in Lieu of Form CM5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA €OST CENTERS provider ¢CN: 151331 period: worksheet H-2
; From 01/01/201F Part X
i HHA CCN: 157242 To 12/31/2011 ; pate/Time Prepared:
_ . . - _ } - i - . B 1 5/22/2012 4:24 pm
! Home Healtth - PPS
. . . . .y - - Agency I e e
PATIENT OPFRATION OF 1AMB PLANT OPS| LAUNDRY & HOUSEKXEEPING
ACCOUNTING PLANT | . _  __|ULINEM SERVICE! e
o o .03 7.00 [ d.60 | 800 _ , __9.00___ T
1.00 |administrative and General Q 1] 0 0i ol 1.00
2.00 |skilled nursing care a ¢ 0 ol oi 2.00
3.00 |physical Therapy 0 ] 0 ol o; 3.00
4.00 |Occupational Therapy 0 0l 0 ol Gl 4.00
5.00 [speech patholegy 0 [ O o ¢ 5.00
6.00 [Medical Social Services 0 ol o 0 ¢ 6.00
7.00 iHome Health aide 0 ¢ 0 0 0 7.00
8.00 |[supplies (see instructions) 0. (e} 0 0. ¢ 8.00
9.00 |orugs 0l ¢ o o c 5.00
10.00 |DME Ol 43 o 0 ¢ 10 00
11.00 (Home Dialysis Aide Services 0: G 0 0 ¢ 11.900
12.00 iRespiratory Therapy 0 ] 0: 0 0 12 .00
13.00 |Private puty Nursing 0 ) o ¢] 0 13.00
14.00 {Clinic 9 o 0| 0 ¢' 14.00
15.00 {#Heatth Promotion Activities 0 o 0 o} ¢ 15.00
16.00 |pay care Program 0 ¢ 01 0 ¢ 16.00
17.00 [Home pelivered Meals Program Q il o o 0 17.90
18.00 [Homemaker Service 0 o 0 0: ¢ 18.00
19.00 |ATl others {specify) 0 o o 0. 0 19.00
20.00 |[Ffotal (sum of limes 1-19) (2) 0 ] o' o 0 20.90
21.00 |unit cost Multiplier: cotumn 26, line 1 21.00
divided by the sum of cotumn 26, line 20
minus cotumn 26, Yine i, rounded tc &
decimal places.

Ei} cotumn G, line 20 must agree with wkst. A, coiumﬁ 7, line 101,
(2} columns O through 26, line 20 must agree with the corresponding cotumns of wkst. 8, Part T, line 101.

MCRIF32 - 2.25.130.0



__HARRTSON CQUNTY HOSPITAL In Lieu of Form gM5-2552-10

Health Financial Systems

ALLOCATION OF GENERAL SERVICE COSTS TG HHA COST CENTERS provider CCN: 151333 reriod: worksheet H-?
From 01/01/2011 rart I
HHA CCN: 157242 7o 12/31/2011 pate/Time Prepared:
e — o . ._4i5/22/2012 4:24 pm
f Home Health | PPS
— i . P Agepcy I | [
DIETARY } CAFETERIA fnuasmc CENTRAL { MEDECAL
i IABMINISTRATION; SERVICES & | RECORDS &
N I - SUPPLY LIBRARY _
; 10.00 © o Ateo | 13.00 ‘_AOO_.,i‘ 16,00 | .
1,00 jAdministrative and General 0! i} 87,506 ¢ 0 1.00
2.00 |skilled Nursing care ol o o o o 200
3.00 |[physical Therapy i o [ 0. 0 3.00
4.00 |occupational Therapy o o o 0 0 4.00
5.00 [speech Pathology G 0 0 0 0 5.00
6.00 |Medical Social Services ¢ 0 0 0 0 5.00
7.00 |Home Health aide ¢ o 0! al ¢ 7.00
3.00 |supplies (see instructions) o! 0 0 . 0 8.00
9.00 |bregs 0l [t} 0. O o 900
10.G0 |DME 0 0 13 4 0 106.00
11.00 |Home Dialysis Aide Services 0 0, o o 0 11.00
12.00 [Respiratory vherapy 0 0 0 o 0 12.00
13.00 |Private puty Nursing 0 0 9 o 0 13.00
14.060 [Clinic 4] 0 o 0f 0 14.00
15.00 |Health Promotion Activities 0 0‘ o 0, 0 15.00
16.00 [pay Care Program 9 0 0. 0] 0 16.C0
17.00 |Home petivered Meals Program ol o o 0: 0 17.00
18.00 |Homemaker Service 0 | o o 0 18.00
19.00 {A11 others (specify) 0 o 0 0o 0 19.00
20,00 |Total (sum of Vimes 1-19) (23 0, o 87,506, G 0 20.00
21.00 |lunit cost Multiplier: column 26, Yine 1 i 21.00
divided by the sum of column 26, Yine 20
minus coltumn 26, line 1, rounded to 6
decimal places.

(&8 ] “Cotumn G, Yine 20 must agree with wkst, A, cotumn 7, line 101.
(2) cotumns O through 26, line 20 must agree with the corresponding columns of wkst. 8, Part I, Tine 101.

MCRIF3? - 2.25.130.0



Health Financial sysiems HARRISON COUNTY HOSPITAL _ _In tieu ¢f Form CMs-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO BHA COST CENTERS i provider Con: 151331 peried: worksheet H-2
| From 01/01/2011 rart T
i HHA CCH: 157242 To 12/31/2011 pate/Time Prepared:
I - . - - . L e . 5/22/2012 4:24 pn
Home Health PPS
- o o . . I § Agency I .
SOCTAL SERVICE subtotal | Imtern & subtotal  TATtocated HHA
Residents Cost ARG (see Part
& Post 1)
stepdown !
e : i adjustments ; F
e 1700 24.00 25.00 26.00 ; _27.00
1.00 iadministrative and General 0 244,377 0 244,377 1.00
2.00 iskilled Nursing Care 0 332,788 4] 332.?88! 1i6,3%4, 2.00
3.00 [physical Therapy 0 285,688 0 785,688 99,885' 3.00
4.00 {occupational Therapy 0 ] 3 o 0 4.00
5.00 |speech pathology 0 G o 0 0 5.00
6.00 {Medical social services 0, G Q. i3 0 600
7.00 {dHome Health Aide Q 51,518 43 51,518 18,012 7 00
8.00 |supplies {(see instructions) 0 28,4962 0. 28,962 10,126 8.00
9.00 |prugs o' | O o 0 9.00
10.00 |pME o ¢ o O 0 10.00
11.00 |Home Dialysis aide Services 0. 1} o 0 0 11.00
12.00 |Respiratory Therapy 0 0 0; ¢] 0 12.00
13.00 [private Duty Nursing 0] 0 o o ¢ 13.00
14.00 |[Clinic 0 0! o 4] 0 14.00
15.00 |Health Promotion Activities 0 o 0 0f 0 15.00
16.00 {pay care rogram 0 e o o 0 16.00
17.00 |Home Delivered Meals Program 0 o oi ol 0! 17.00
18.00 |Homemaker Service 0! 0 ol 0, ¢ 18.00
12.00 |ATY others (specify) 0 | 0 0 0 19.00
20.00 |Total (sum of lines 1-193 (&) 0| 943,333? 0 943,333 Z44,377 20.00
21.00 lunit cost Multiplier: colwmn 26, line 1 | 0.349631 71.00
divided by the sum of column 26, Tine 20 E
minus column 26, line 1, rounded to 6 '
decimal places.

(1)} column Q, Tine 20 must agree with wkst. A, column 7, line 107,
(2) celumns O through 26, line 20 must agree with the corresponding columns of wkst. 8, part I, Tige 101.

MCRIF32 - 2.25.130.0



Health Financial Systems HARRISON COUNTY HOSPATAL ___ _In tieu of Form CMS-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS . Provider CCN: 151331 - Peried: worksheet H-2
i From 01/01/2011  Part I
HHA CCN: 157242 ' To 12/31/2011 | pate/Time Prepared:
. .. - ) . _ R S 15/22/2012 4:24 pm
‘ T hiome Health | PPS

[ o i. _gengy 1 | _ o

Total HuA
.. COsts
- _ ] 2800 | o L B )
1.00 [Administrative and General ! 1.00
2.00 |skilled nwrsing Care 449,142 2.00
3.60 |physical Therapy 385,573 3.00
4.00 |occupational Therapy 0 4.00
5.00 |speech pathology 0 5.900
6.00 |Medical social services 0l 6.00
7.00 lHome Health aide 69,530 7.00
8.00 |supplies (see instructions) 392,088 8.00
9.00 |brugs 9 9.00
10.00 |oME 0 " 1000
11.00 |Home Dialysis Aide Services 9 11.00
12.00 |Respiratory Therapy 0 12.900
13.00 [private Duty Nursing 0 13 .00
14.00 |Clinic 0[ 14.90
15.00 |Health Promotion Activities i/ 15.00
16.00 |Dpay Care Program 0! 16.00
17.00 |Home pDelivered Meals Program ol 17 00
18.00 |[Homemaker service ) 18 .00
19.00 |Aa11 others (specify) | 0 19 60
20.00 [Total (sum of limes 1-19) (2} 943,333 20.00
21.00 lunit cost Multiplier: colums 26, line 1 1 21.00
divided by the sum of column 26, line 20
minus column 26, line 1, rounded to & |
decimal places. .

(1 column 0, Tine 20 must agree with wkst. A, column ? 1ine 103,
(2) columns O through 26, line 20 must agree with the corresponding columns of wksy, B, Part I, Tine 0L.

MCRIF32 - 2.25.130.0



_ HARRISON COUNTY HOSPITAL

Health Financial Systems

in Lieu of Form €M$-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATTSTICAL Cprovider €Ch: "151331 Perio “worksheet -2
BASTS From 01/01/2011 part TI
HHA CCN: 157242 To 12/31/2011 Date/Time Prepared:
o L L 572272012 4:23 pm
Home Health PPS
- _ o I o Amency I . . .
CAPLTAL RELATED COSTS
NEW {LDG & MOB |~ AMa DEPR NEW MVBLE | AMB EQUEP
FIXT {SQUARE ‘ {SOUARE EGUIP {SQUARE
(SQUARE FEET) l FEET) (SQUARE FEET)
_FEET) [ IR 5 2 9 SN SN S

______ L | 1.00 v mer | zeo | o |
1,00 ladministrative and General 0 597, 0 0 1.00
2.00 [skilled nursing Care 0 of o; ol o 2.00
1.00 irhysical Therapy 0 0 o 0 0 300
4,00 |occupational Therapy 0 g o ] 0 4.00
5.00 [speech pathology ol o o 0 ¢ 5.00
6.00 |medical social services 0 o G 12 G 6 0C
7.00 |Home Health Aide 0| o) O o 0 7.00
8.00 |supplies (see instructions) o' o ol ¢ 0 8.00
9.00 |orugs G[ o! 0i ol 0 9.00
10.00 |DME 0 o o O 0 10.00
11.00 |Home pialysis Aide Services 0 ol ) 0 0 11.00
12.00 |Respiratory Therapy 0 0 0, ol g 12.00
13.00 |private buty Nursing 0 0l of ol 6’ 13.00
14.00 [clinic 4] Q 0 0 G 14.00
15.00 |Health promotion Activities 0 ol 4] g 6 1500
16.00 {pay Care Program 0 ot o 0| 0 16,060
17.00 iHome belivered Meals Program 0 0 0 o 0 :7.00
18.00 |Homemaker Service ¢ 0. o ¢ 0 18.00
19.00 ia)1 others (specifyl 0‘ o] Qi o 0 19.00
20.00 Total {sum of Yimes 1-19) E 597| 0 0 0 20.00
21.00 iTotal cost to be allocated 15,765 0 Q. 0. 21.00
22.00 |unit cost multiplier 0. 000000] 26407035 Q. 000000 0.000000: 0 00R00o  22.00

MCRIF32 - 2.25.130.0



In tieu of Form C(MS-2552-10

151331 period: worksheet #-2
From Q1/01/2011 Part EL

HARRISON COUNTY HOSPITAL

Health rinapcial Systems__ SON C
Provider CCN:

ALLOCATION OF GENERAL SERVIE_E COSTS TO HHA- COST CENTERS STATISTICAL

BASIS HHA CCN: 157242 7o 12/31/2011 pate/Time Prepared:
_ - e 8/22/2012 4224 pm
i - Home Health PR3
. . 1 ) L _Agency I
EMPLOYEE  teconciliation] OFHER ARG ADMITTING PATIENT
RENEFITS (ACCHM COST) {GROSS ACCQUNTING

(GROSS CHARGES) (GROSS

_ SALARIES}) — CHARGES)
o o B 4.00 54.01 |  s.01 5.02 | 5.03 _u.,,_
1.00 |Aadministrative and General 530,114 O 143,057 0; D 1.00
2.00 |skilled Nursing Care 0 0 303,483 13 0 2.00
3.00 |Physical Fherapy 0 o, 260,530 ¢ 0 3.00
4.00 |occupational Therapy 0 0 0 1] 0 400
5.00 |speech Pathology 0 0. o G‘ 0 5.00
6.00 [Medical secial services 0l ol o 0| ¢ 6.00
7.00 |Home Health Aide 0! ol 46,981 0 0 7.00
8.00 |supplies {see instructions) Ql 0! 26,412 Gi 0 8.00
9.00 |[brugs 0 0l O; 0 0 9.00
10.00 oME 0 oi o 0 6 10.00
11.00 |Home Dialysis Aide Services ¢ o 0! 0; ¢ 11.00
12.00 {Respiratory Therapy 0 0i o 0j 6 12.00
13.00 |[private Duty Nursing C ol 0, 0 0 13.00
14.00 [Clinic 6 o| 0; 0l 6 14.00
15.00 [Health promotion activities 0 o o 0 0 15.00
16.00 |pay Care Program [t} o o 0 0 16 00
17.00 {Home Delivered Meals Program Gr 0 0 o 6o 17.00
18.00 |Homemaker Service | o 0 o 0 18.00
19.00 [all others {specify} o o Qi 0l 0 19.00
20.00 [Total (sum of lines 1-19} 53¢, 114 ‘ 780,463 ol 0 20.00
21.00 |Total cost to be allocated 127,292 75,364 ' 0 21.00
22.00 |unit cost multiplier 0.240122 0 0965063 (. 000000 0 006000 22 .00

MCRIF32 - 2.25.130.0



HARRISON COUNTY HOSPITAL _In iieu of Form CMS-2552-10

Uprovider cCn: 151331 Period: Tworksheet W-2

. From 01/01/2011 ' Part 11

HHA CCN: 157242 To 1273172011 pate/Time Prepared
! o _. 5/22/2012 4:24 pm

Health Financial Systems

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL
BASIS

) B - T ) “Home Health PPS
) _ ) _ _ - _ agency 1
OPERATION OF |AMB PLANT OPS| LAUNDRY & | HOUSEKEEPING DIETARY

PLANT (SQUARE LINEN SERVICE (SQUARE (PATIENT

(SQUARE FEET) (PGUNDS OF FEET) DAYS)

FEET) o LAUNDRY) B

o _ 700 | _C7.1 | 800 | 960 1000 ,

1.00 |Administrative and Genecal 0 o 0 0 0 1.0G
2.00 [skilled Nursing Care 0 0] o 0; 0, 2.0
3.00 |physical Therapy 0 0 o o 0 3.00
4,00 loccupational Therapy ¢ 0 o 0. 0 4,00
5.00 |sSpeech Pathology ¢ o Q 43 0 500
6.00 [Medical social Services ¢ 0l 0| o 0 6.00
7.00 |Home Health aide 0 0 ol 0 0 7.00
8.00 |supplies (see instructions} 4] 0 0 0l 0 R.00
9.00 |Drugs 0 0 0 ol 0 940
10.00 |DME o ol ol ol 0 10.00
11.00 |[Bome Dialysis Aide Services 0 0 0 0 0 11.00
12.00 [Respiratory Therapy o o: o! ol 0 12 .00
13.00 |private Duty Nursing 0 o o 0 0 13.00
14.00 |Clinic i} o 0 0 0 14.00
15.00 |Health Promotion Activities 0l 0 ] 0, 0 15.00
16.00 jpay Care Program 0 0 0 0 0 i6.00
17.00 {Home Delivered Meals Program i 0l G o 0 17.00
18.00 |[Homemaker Service ]| 0, [ G 0 18.00
19,00 [AYY others (specify) ol 0 0 ¢ 0 1900
20,00 |Total (sum of VHines 1-19) 0 o' ] 8] 6 20.00
21,00 |Total cost to be allocated 0| 0l 1] i] 0 21.00
22.00 junit cost multiplier . 000000 9. 000000 0.000000! 0.000000 0.000000 22,00

MCRIF32 - 2.25.130.0



Health Fimancial Systems HARRISON COUNTY HOSPITAL _In tiey of form Cis-2552-10

ALLOCATION OF GEMERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL Pro\r‘lder‘ con: 151331 ¢ Pericd: iworksheet H-2
BASIS , From 01/01/2011 part II
 HHA CCH: 157242 'To 12/31/2011 Date/Time prepared:
o L o I _ . 5/2272012 4:24 pm
Home Health PPS

_ o . . _ L o hgency T

i CAFETERIA NURSTING CENTRAL [ MEDICAL SOCTIAL SERVICE

CHOURS OF  ADMINISTRATION] SERVICES & RECORDS &
SERVICE) I SUPPLY LTBRARY (PATIENT
1 (DIRECT | (COSTED (GROSS | DAYS) H
L NRSING HRS) | RFQUIS.) CHARGES) | I
L L oo | 1300 +_ 1400 | 1600 1. 17.00 L __

1.00¢ Jadministrative and General 0 16,619, 0. 0 ¢ 1.60
2.00 {skilled nNursing Care 0 0 ol 0; G 2.00
3.00 {physical Therapy 0 G o ol 0 3.00
4.00 ‘loccupational Therapy g G ¢ ) 0 4.00
5.00 ispeech pathology 0 D: 0 Gi 0 5.00
6.00 |Medical social Services 0 o 0 o 0 6.00
7.00 |[Home Health Aide 0 0 0 O 9 7.00
8.00 |supplies (see instructions} 0 0 0 o o 8.00
9.00 |Drugs q 0 ¢ o 0 9.00
10.00 |DME 4] 0 G ¢} 0 1000
11.00 |Home Dialysis aide Services OI 1] 0 0 ¢ 11.60
12.00 |respiratory Therapy 0 ] 0 0 ¢ 12 o0
13.09 [Private Duty Nursing 0 13 0 0 0 13 00
14.00 |cYinic [H &} 0. ol 0 14.00
15.00 {#ealth promotion Activities G 0 0 (i3 0 15.00
16.00 {Day Care Program vl o 0 o 0 16.00
17.00 {Home Delivered mMeals Progiam 0 ol o 0 0 17.00
18.00 {Homemaker Service 0 o o 0 0 18.00
19.00 1A17 others (specify) 0 a [ 0j 0 19.90
20.00 |Total (sum of lines 1-19) 0 16,619 0l 0 0 20.40
21.00 |Total cost to be allocatred 0 87,506 0 0f ¢ 21.00
22.00 |unit cost multiplier 0.000000; 5.265419| 0.000000 0.0000001 0.000000 22.00
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Health Financial Systems _

HARRISOM COUNTY

APPORTTONMENT OF PATIENY SEﬁVICE COSTS

HOSPITAL

pProvider CCN:

151331 Period

In Lieu of Form (M5-2552-10

worksheet H-
From 01/01/2(}11 parts I-IT

3

HHA CCN: 157242 ,Te 12/31/2011 bate/Time Prepared
_ . ) _ i o b _ i5/22/2012 4:24 pn_
i Title XVIIE i Home Health PPS
. [ b Agency T ) ‘ _
Cost Center Description From, wkst. [Facility Costs! shared } Total HHA Total visits
H-2, mart 1, CFrom wkst. | ancillary Costs (cols. 1
col. 28, Fine|u-2, parr 1) | costs (from + D
. i part_ID) _ B} ————
[ SR oo _|T .60 3.00 4.00 ’
[PART 1 - COMPUTATION OF LESSER OF AGGREGATE PROGRAM COST, AGGREGATE OF THE PROGRAM LEMITATION £OST, OR
IRENEFICIARY, COST LIMITATION . o i
Icost per visit Computation o . L L e
1.00 |skilled Nursing care 2.00 449,142! 449,142 2,238 1.00
2.00 [physical Therapy 3.00 385,573 o 385,573 1,136, 2.00
3.00 |Occupational Therapy 4.00i ol ¢ o 6837 3.00C
4.00 |speech pathology 5.00 0 0 0 ¢ 4.0C
5.00 [Medical social Services 6.00 0 Q. 0 5.60
6.00 |Home Health aide 7.00 69,530 69,530 1,340 6.00
7.00 |Total (sum of Tines 1-6) 904,245 N oL a04, 245 5,351 7.00
; Program visits ]
: part'® |
Cost Cenler pescription Cost Limits | €8SA Ho. (1) | part A Mot quh]pct to; Subject to
peductibles & Deductibles
) ] ! coinsurance | .
: e ¢ _ | 1.0 ! 2.00 3.00 [ 4.00
Limitation Cost Computation L R L
8.00 |skilled nursing care Jiz999 547 1,116 8.00
9,00 |{physical Therapy 115999 368 4541 9.00
10.00 |occupational Therapy 15999 228 220 10.00
11.00 |speech pPathology 15999 0 0 11.00
12.00 IMedical social Services 15999 17 15 12 00
13.00 ‘Home iealtth Aide 15999 204 535 13.00
14.00 |Total {(sum of Tines §-13) 1,364 2,»3&‘» ~ 14.00
cost Center Description From wkst. H-2Facility Costs: shared Total HHA | Total Charges
part 1, col. {From whsi. ancitlary osts (cols. 1 (from HHA
28, tine $-2, part I) - costs (from + 2) Record)
i part I¥) :
o L . 0 o0 200 3.00 oo |
supplies and brugs Cost Computations ) . L o .
15.00 |Cost of Medical supplies 8.00 39,088 0, 39,088 17,944 15.00
16.00 |cost of brugs _9.00 . b L k_O_ o _0 D 16.900
Cost Cenler pBescription From wkst. €, Cost to charge] Total HHA | HHA Shared
rart L, col. ratio charge (from i ancillary
g, line provider |Costs {col. 1|
b | records} x cot. 2)_ |
. . R o 1 100 2.00 .00 |
PART 11 - APPORTIONMENT OF COST OF A SERVICES 'FURNISHED BY SHARLD HOSPITAL DEPARTMENTS . _
1.00 |physical Therapy 66.00 G. 389674 G 0 1.0
2.00 |occupational Therapy 67.00 0 254525 ] 0 2.00
3.00 |Speech pathology 68.00)] G.320176; o o 3.00
4,00 |cost of Medical Supplies 71.00] 0.427775¢ o ¢ 4.00
5.00 |cost of Drugs 73.00| 0.356101 ol G 5.00

MCREF32 - 2.25.130.0



Health Financial Systems HARRISON COUNTY HOSPITAL
APPORTIONMENF OF PATIENT SERVICE COSTS CProvider
|
HHA CCN:
- B Titl
, j, [
Average Cost E Part A

cost Center Description

BART T - COMPUTATION OF LESSER OF AGGREGATE
BENEFICIARY COST LIMITATION

r visit Computation

_In tieu of Form CM5-2552- 10

151331 “period:

CoN:
rrom 01/01/2011°
157247 Yo
e XVIIE Home tealth

LAgercy 1

Program V1s1ts

_ pPart B 7__
pot subject to] Subject to
‘neductibles &ipeductibles &

per visit
{col. 3 + cal. | coinsurance i Coinsurance
Ay o
5,00 | 7.00 TTgoo ]

PROGRAM COS'], AGGRE‘('ATI’ OF THE PROGRAM LIMITATION COST, or

—

uorksheet B-3
parts I-II

5/22/2012 4:24 pm
PPS

é
]

12/31/2011 pate/Time Prepared:

1.00 [skilled Narsing care 260. 69} 547! 1,110 ) r 1.00
2.00 |physical Therapy 339.41 368/ 454’ ‘ 2.00
3.00 |occupational Therapy ¢.00) 228 220 3.00
4.00 sSpeech Pathology .00 ) ¢} 4.00
5.00 Imedical soccial Services 0.09] 17. 15; 5.00
6.00 |IHome Health Aide 51.89% 204 i 6.00
7.00 |Total (sum of lines 1-0) . _ 1,364 o 7.00
cost Center bDescription ) .
- _ 500 T6.00 —‘;__ b {
iimitation Cost Computation _ L i e
8,00 jskilled Nursing Care | 8.00
9.00 |physical Therapy I 9.00
10.00 joccupational Therapy | . 1G.00
11.00 {speech Patholegy ! l ' 11 00
12.00 {Medical social services ; | 12.00
13.00 {Home Health Aide ' 13.00
14.00 |Total (sum of lines 8-13) _ \ L ~14.00
i’rm_jram covered Charges ! '
r - i :
Part B !
Cast Cepter Pescription Ratio {col. 3 Part A Nat subject te; Subject to
+ col, 4) [DthC{Tb]I‘S & |Deductibles & I
i . o ! coinsurance | Coinsurance !
o ) ) 5,00 6,00 | 7.00_ 8.00 I P
1supphes and brugs cost Computations S i e
15.00 {cost of Medical supplies 2.178333 1,880 13,405 G 15 00
16,00 {cost of frugs o 0. 000000 ol o _ ¢ 16.00
cost Center pescription Transfer Lo Part 1 as i
indicated |
e 4.00 o ~ I
PART IT - APPORTIONMENT OF COST OF HHA SERVICES rURNISHH) fY SHARED HOSPITAL DEPARTMENTS ]
1.00 |physical Therapy ‘C(ﬂ. 2, line 2.90 1.00
2.00 |occupational Therapy col. 2, Tine 3.00 2.00
3.00 [Speech pathology col. 2, Tine 4.00 " 3.00
4.00 |cost of Medical suppliies ‘col. 2, line 15.00 4.00
5.00 [Cost of brugs 'eo1. 2, Tine 16.00 .00

MCRIF32 - 2.25.130.0



Health Financial Systems

HARRESON COUNTY HOSPETAL

APPORTIONMENT OF PATIENT SERVICE COSTS

Provider CON: 351331 period:

In tieu of Form CMS-2552-10
worksheet R-2

From 01/01/2011 parts I-11

Cost Center pescription

__9.00 10.00 11.00

Title xvITE

I el Ageacy T

cost of services

- Ceartsl

part A ot subject tel Subject 1o
peductilles & |Deductibles &
Coinsurance | Coinsurance

PART T - COMPUTATION OF LESSER OF AGGREGATE PROGRAM COST,

BENEFICIARY COST LIMITATION
‘Cost Per visit Computation

00 |skilled Nursing Care

00 |physical Therapy

00 |Occupational Therapy

speech pathology

00 |Medical social Services

00 |Home Health Aide

.60 |Total {sum of lines 1-6)

Cost Center Description

RV V. I NPV N gy
o
fo]

I[Cimitation cest computation
8.00 |skilled Nursing Care

9.00 |physical Therapy

10.00 |occupational Therapy

11.00 |speech pathology

12.00 |Medical social services
13.00 |Home Health Aide

14.00 [Total (sum of lines 8-13)

cost Center Description

" Teupplies and prugs Cost Computations

15.00 [Cost of Medical Supplies
16.00 [Cost of brugs

HHA CCN: 157242 To 12/31/2011 pate/Time Prepared:

. .5/22/2012 4:24 pm
Home Health PPS

—_— -

TJotal Program
cost {sum of !
_coks. 9-10)
00

s
LY

=t PR :

AGGREGATE OF THE PROGRAM LIMITATION COsT, on

MCRIF32 - 2.25.130.0

109,777 2227660 ) 332,543 1.00
124,903 154,092 278,995 2.00
o 0 0 3.00
o 0 0 4.00
0; 0 o 5 00
10,586 27,761 38, 347 6.00
245,266 _ 404,619] 549, 885! : 7.00
10.Q0 1,00 12.00 i
: ? £.00
! 900
: 10.00
11.00
12.00
13.00
e A e — : 14.00
cost of services —[
_pPart B . |
part A Not Subject to] Subject to i
peductililes &peductibles & l
) Coinsurance | _Coinsurance
- 9.00 10.00 i 11.00_ _ J o
4,095 29,20t o 15 .00
0| o ¢l 16.00



Health Financial Systems N HARRISON COUNTY HOSPITAL

In Lies of Form CM5-2552-10

CALCULATION OF HHA REIMBURSEMENT SETTLEMENT provider cCh: 151331 period:

rrom 01/0G1/201%

worksheet H-4
Part I-1X

HHA CCH: 157247 To 12/31/7011 Date/Time Prepared:
o o . N _ 5/22/2012 4:24 pm_
| Title XVIIT . Home Health | PPS
L _ Agency I ;
17 part_8
Part A sot Subject teo| Subject to
| peductibles &|Deductibles &
! . coinsurance | Cojnsurance | o
L e _ , _o 1.00 2,00 3.00 ..
'PART 1 - COMPUTATION OF THE LESSER OF REASONABLE COST DR, CUSTOMARY. CHARGES _ :
peasoniable Cost of Part A & Part 8 services B i L i
1.00 |reasonable cost of services (see instructions} ‘ 1] 0 G 1400
2.00 |Total charges . . 178,969 336,813 6 200
custonary Charges . - _ . »
3.00 |amount actually coliected from patients liable for payment for services \ o 0; ¢ 3.00
on a charge basis (from your records)
4.00 |amount that would have been realized from patients liable for payment : o 1] 0 4.00
for services on a charge basis had such payment been made in accordance i ;
with 42 CFR 413.13(b) ‘
5.00 |matio of line 3 to line 4 (not to exceed 1.000000) 0.000000' 0.000000 06.000000  5.00
6.00 |Total customary charges (see instructions) 178,969] 136,913 0 6.00
7.00 |Excess of total customary charges over total reasonable cost {(cemplete . 178,969 336,913 o 7.60
only if lne 6 exceads line 1) | :
2.00 |Excess of reasonable tost over customary charges (complete only if FHine ! 0 Gt 0 8.00
1 exceeds line 6}
9.00 terimary payer amounts B . T USL - R . . 0 9,00
L part A part B
services | _ serviges_ [
- o o L . 1.00 2.60 o
[PART IT - COMPUTATION OF HHA REIMBURSEMEMNT SETTLEMENT _ B ~ B . ] -
10.00 |Total reasonable cost (see instructions) 0, g 10.00
11.00 |Total pPS Reimbursement - Full Episodes without Outliers 198,948 281,122 11.00
12.00 |Total PPS Reimbursement - Full Episodes with outliers 0 8,337 12.00
13.00 |Total PPS Reimbursement - LUPA Episodes 3,234 6,163 13.00
14.00 |Total PPS Reimbursement - PEP Episodes } 3.?98’ 1,351} 14.00
15.00 {Total PPS Outlier Reimbursement - Full Episodes with cutliers ! 0 2.,3720 15.00
16.00 |Total PPs outlier Reimbursement - PEP Episodes : ol 0 16.00
17.00 |Total other Payments : o 0 17 00
18.00 |pME Payments 0 0 18.00
19.00 [Oxygen Payments 0 0 19.00
20.00 |prosthetic and orthotic Payments 0. 0 20.00
21.00 |Part B deductibies billed to Medicare patients (exclude coinsurance) 0 21.00
22.00 |subtotal (sum of lines 10 thru 20 miauws line 21) 205,930 299,345 22 .00
23.00 |fFxcess reasonable cost (from Tine 8) o 0 2300
24.00 |subtotal (1ine 22 minus Jine 23) 205,980 F9%,345 24 .00
25.00 |Coinsurance billed to program patients (from your records} G 25.00
26.00 [Net cost (line 24 minus line 25} 205,980 299,345 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) o G 28.00
29.00 |Total costs - current cost reporting period (line 26 plus Tine 27) | 205,980 299,345 ?29.00
30.00 |OTHER ADIUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) ! ol G 30.00
31.00 |subtotal (Fine 29 plus/minus line 30) X 205.980% 299,345 31.00
32.00 |1nterim payments (see imstructions) | 205,980 299,345' 32.00
33.00 |Tentative settlement {for contractor use only) I ] 0 33.00
34.00 |salance due provider/program (line 31 minus Tines 32 and 33) Q. 01 34,00
35.00 |Protested amounts (nonallowable cost report items) in accordance with CMS pub, 15-II, 0 0 35.00

section 115.2

MCRIF32 - 2.25.130.0



_In Lieu of Form CM5-2552-10

Health Financial Systems _HARRISOM COUNTY HOSPITAL  __ _  _ _ _ . _ “orm (M
ANALYSIS OF PAYMENTS TG PROVIDER-BASED HHMAS FOR SERVICES RENDERED TO | Provider CCN: 15133% Periog: | worksheet B-5
PROGRAM BENEFICIARIES i From 01/01/2011° )
HHA CON: 157242 To 12/31/2011 pate/Time Prepared-
- R ) e T 3/22/2012 4:24 pn
Home Health PPS
— . e T I e N JAgency 1 e -
mpatient Part A Part B {
ma/dd/yyyy | Amount mm/dd/yyyy | Amount {

e e . _ 1.00 | __ 2.00 3.00 _ p.. 400 5
1.00 |Total interim payments paid to provider 205,980 \ 299,345 1.09
2.00 |{Interim payments payable on individual bills, either ‘ 0 6. 2.00

submitted or to be submitted to the contractor for :
services rendered in the cost reporting period. I none, | |
write “"NONE" or enter a zero ' ;
3.00 |tist separately each retroactive Tump sum adjustment ) i ' 3.00
amount based on subsequent revision of the interim rate
for the cost reperting period. Also show date of each !
payment. If aone, write “NOME™ or emter azero. () __ | . _ L R .
Program to Provider. - o . o ) R i
3.01 ' [¢] 0 301
3.02 0 0 3.02
3.03 H 0 303
3.04 G g 304
3.05 | . . T T | A 0 305
Provider to Program B B o i
3.50 : 0| | 0! 3.50
3.51 ; 0 i 0 3.51
3.52 1 m‘ o 3.52
3.53 i & 0 3.53
3.54 ! Y 0 3.54
3.99 |subtotal (sum of lines 3.01-3.439 mianus sum of lines s} 6 399
3.50-3.98) ; '
4.00 |Total interim payments {sum of lines 1, 2, and 3.9%) 205,980 299,345  4.00
(transfer to wkst. H-4, Part IT1, column as appropriate,
Tine 32} S -
TO BE COMPLETED BY CONTRACTOR - B o o - S
5.00 |[List separately each tentative settlement payment after X i 5 06
desk review. Also show date of each payment. If none,
write "NONE" or enter a zero. (1) I L e _
program to Provider ) ) S
5.01 ; 0 ! 0 50
5.02 ; o a 5.4z
5.0 | . ] o . . 0 5.03
Provider Lo Program o = o
5.50 1 o | 0! 5.50
5.51 \ 0 0 5.51
5.52 ‘ ‘ 0 i 0 5.52
5.99 |subtotal (sum of iines 5.01-5.42 minus sum of Tines ' i 0! ! 0 5.9%
5.50-5.98) :
6.00 |petermined net settlement amcunt (balance due) based on | : 6.00
the cost report. (1) 1 . ‘
6.01 |SETTLEMENT TO PROVIDER i ; o 0 5.01
6.02 |SETTLEMENT TO PROGRAM 0 ¢ 6.02
7.00 !Total medicare pregram liability (see dnstructions) . _ _ _ _ 205,980 299,345 _7.00
[ Contractor T‘ Date I
o | Number | (Mo/Day/¥r) |
] o a0 T 2,00
' ' 8.00

8.00 |name of Contractor

MCRIF32 - 2.25.130.0



