Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMs-2552-10 i
This report is required by law (42 uscC 1395g; 42 CFR 413.20(b)). Falure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayments (42 usc 1395g), OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider cCN: 150154 | Period: worksheet s
AND SETTLEMENT SUMMARY From 01/01/2011 | Parts I-IIX

To  12/31/2011 | cate/Time Preparad:
5/29/2012 8: 42 g

{PART I “ COST REPORT STALD
Provider 1.E X ]E'lectromcaﬂy fﬂed cost repor

Date: 5/29/2012 ERETTTER YT g

use only 2.[  Tmanually submitted cost report
3.[ 0 ]JIf this is an amended repcrt enter the number of times the provider resubmitted this cost report
4. [ F ]Medicare Utilization. Enter "F" for full or "L" for low.
Contractor 5. [ 0 ]Cost Repert Status 6. Date Recaived: 10.NPR Date:
use only (1) As Submitted 7. Contractor No. 11. Contractor's Vendor Coda: 04
(2) settled without audit 8. [ M ]Initial Report for this Provider CoN|12.[ 0 JIf Tine 5, column 1 is 4: Enter
(3) settled with Audit 3. [ M ]Final Report for this Provider CCN number of times reopened = 0-9.

(4) Reopened
(5) Amended

PART, X1 = CERTIETCATION . T . T T T T e
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL CIVIL AND
ADMIMISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE

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

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying electronically
filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and Expenses prepared by
INDIANA HEART 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 I am familiar
with the laws and regulations regarding the provision of health care services identified in this cost repert
were provided in compliance with such Tlaws and regulaticns.

Encryption Information (signed) :
ECR: Date: 5/29/2012 Time: 8:42 am ﬁ" Adpinistrator of Provider(s)
P58 .GSMgGNIJKHEDQ7Vr3cwdZPOzZND \
Dbnui 02whyNUZKXOHY c9awHBNNOXCn
ivojliBjg90gx5eq Title

PI: Date: 5/29/2012 Time: 8:42 am
br.mTy4keX rimwHfagiRWNT awalIlB0 R 5 / 2.9 // 2

Tckr90n1GnznlzemeTERNSUNYZIMA] Date
XlsnuvI:RfO5at8;j

o I‘li:T'Ef:’
1.00 |Hospital 0 7,867 8,105 1,677,691 2,429,172 1.00
2.00 |[subprovider - IPF 0 1] 0 0l 2.00
3.00 subprovider - IRF 0 0 0 0! 3.00
4.00 |SUBPROVIDER T 0 0 1; 0| 4.00
5.00 |swing bed - SNF 0 0] 0 ol 5.00
6.00 |swing bed - NF 0 0| 6.00
7.00 |SKILLED NURSING FACILITY 0 0 0 0f 7.00
8.00 |NURSING FACILITY 0 0| 8.00
9.00 |HOME HEALTH AGENCY I 0 0 0 o 9.00
10.00 |RURAL HEALTH CLINIC I 0 0 0| 10.00
11.00 | FEDERAELY QUALIFIED HEALTH CENTER T 0 0 0| 11.00
12.00 |CMHC I 0 0 0f 12.00
200.00| Total ¢ 7.867 8,105 1,677,691 2,429,172200.00

The above amounts represent "due 10" or "due f the app11cab1e program for the element of the ahove complex 1nd1cated
According te the Paperwork Reduction Act of 1985, no persons are required to respond te a collection of information unless it
displays a valid oMB control number. The valid cM2 control number for this information collection is 0938-0050. The time
required to complete and review the information collecticn is estimated 673 hours per response, including the time to raviaw
instructions, search existing resources, gather the data needed, and complete and review the informaticn collecticen. IF you
have any comments concerning the accuracy of the time estimate{s) or suggestions for improving the form, please write to: CMs,
7500 security Boulevard, Attn: PRA Report Clearance officer, mail Stop €4-26-05, Baltimore, Maryland 21244-1850.

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Liew of Form CM$-2552-10
This report is required by law (42 usC 1395g; 42 CFR 413.20(h)>. Falure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayiments (42 USC 1395g). OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 150154 |Period: worksheet S
AND SETTLEMENT SUMMARY From 01/01/2011 | Parts I-III

To 12/31/2011 | pate/Time Prepared:
_5/29/2012 8: 42_am

[BART i~ COST REPORT. STATUS: ST T e T e T "
pProvider 1.[ X 1Electronically 'F1'Ied cost r'eport Date 5/29/2012 T1me 8 42 am

use only 2.[ IManually submitted cost raport
3.[ 0 JIf this is an amended report enter the number of times the provider resubmitted this cost report
4. [ F JMedicare utilization. Enter “F' for full or "L" for Tow.
Contractor 5. E 0 ]cCost Report Status G. Date Received: 10.NPR Date:
use only 1) As submitted 7. Contractor No, 11.contractor's Vendor Code: 04
(2) settled without Audit 8. [ N ]Initial Report for this Provider ccNj12.[ O Jzf Tine 5, column 1 is 4: Enter
¢3) settled with Audit 9, [ N ]Final Report for this Provider CCN number of times recpened = 0-9,

(4) Reopened
(5) amended

[PART TT & CERTIFICATION. TR T T R o T
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISCNMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKRACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying electronically
filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and Expenses prepared by
INDIANA HEART 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 ds a true, correct and complete statement prepared from the books and records of
the provider +in accordance with applicable instructions, except as noted. I further certify that I am familiar
with the Taws and regulaticns regarding the provision of health care services identified in this cost report
were provided in compTiance with such laws and regulations.

Encryption Information (Signed)
ECR: Date: 5/29/2012 Time: 8:42 am officer or Administrator of Providar(s)
Ps8. GSMUGNIIKHEDQ7V 3 cwdZPOZND
Dhnui02whvNuzkxOHy c9awHBNNOXCn
1voj1iB{g90gx5eq Title
PI: Date: 5/29/2012 Time: 8:42 am
br.mTy4kGXrmwH faqiRwN] awalTTRG

TckI?0nTGnznlzcmeTERNSUNYVZIMAD Date
X1shUVI:Rf05at8]

1.00 Hosp‘ltaﬂ 0 7,867 8,105 1,677,691 2,429,1721 1.00
2.00 |Subprovider - IPF 0 0 0 0| 2.00
3.00 |Subprovider - IRF 0 0 0 0| 3.00
4.00 |SUBPROVIDER I 0 0 0 6| 4.00
5.00 |Swing bed - SNF 0 0 0 0| 5.00
6.00 {Swing bhed - NF 0 0| 6.00
7.00 |SKILLED NURSING FACILITY 0 0 0 0| 7.00
8.00 |NURSING FACILITY 0 0l 8.00
9.00 |HOME HEALTH AGENCY I 0 0 0 0l 9.00
10.00 |RURAL HEALTH CLINIC I 0 0 0| 10.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER T 0 0 0| 11.00
12.00 |CMRC I 0 0 0] 12.00
200.00| Total 0 7,867 8,105 1,677,691  2,429,172:200.00

the above amounts represent "due to" or "due frem" the applicable program for the element of the above comp1ex 1nd1cated
according to the Paperwork Reduction Act of 1995, ne persons are raquired to respond to a collection of information unfess it
displays a valid oMB control number. The valid oMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing rescurces, gather the data needed, and complete and review the information collecticn. I you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMS,
7500 security Boulevard, Attn: PRA Report Clsarance officer, Mail Stop ¢4-26-05, Baltimore, Maryland 21244-1850.

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL

In Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTLFICATION DATA Provider CCN: 150154 |Period:

To

worksheet 5-2

From 01/01/2011| Part I

12/31/2011 | Date/Time Prepared:

5/29/2012 8:32 am

Street: 8075 NORTH SHADELAND AVENUE [P

City:

INDIANAPOLTS Count

MARION

Subprovider - IPF

subprovider - IRF

subprovider - (Other)

Swing Becds - SNF

Swing Beds - NF

Hospital-Based SNF

Hospital-Based NF

Hospital-Rased OLTC

Hospital-Based HHA

separately Certified AsC
Hospital-Based Hospice
Hospital-Based Health Clinic - RHC
Hospital-Based Health Clinic - FQHC
Hospital-Based {CMHC) 1
Hospital-Based (CORF) 1

Renal Dialysis
other

Hospital ‘ iNDitKriA HEART HOSPITAL | 150154 | 26900 | 1 02/25/2003 N P 0

23.00

Cost Reporting period (mm/dd/yyyy)
Type of Control (see 1nstruct1ons)

[Thpatient PPS Anformation.

Doas this facility qualify for and is it currant1y receiving payments for
disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 1In
column 1, enter "Y" for yes or "N for no. Is this facility subject to 42 CFR Section
§412.06(c) (2 (Pickle amendment hospital?) Tn column 2, enter "¥" for yes or "N" for no.
Indicate in column 1 the method used to capture Medicaid (title XIX) days reported on
Tines 24 and/or 25 of this worksheet during the cost reperting period by entering a "1"
if days are based on the date of admission, "2" if days are hased on census days (also
referred to as the day count), or "3" if the days are based on the date of discharge.

Is the method of identifying the days in the current cost report1ng period different
from the method used in the prior cost reporting period? Enter in column 2 "v" for yes
or "N" for no,

3 N 23.00

24.00

25.00

If line iiméhd/or Tine 45 -is

yes", and this o ¢] 0
provider is an IPPS hospital enter the in-state
Medicaid paid days in col. 1, in-state Medicaid
eligible days in col. 2, out-of-state Medicaid paid
days in col. 3, out-of-state Medicaid eligible days
in cel. 4, Medicaid HMO days in col. 5, and cther
Medicaid days in col. 6.

1f this provider is an IRF, enter the in-State 0 0 0
Medicaid paid days in column 1, the in $tate
Medicaid eligible days in column 2, the out of State
Medicaid paid days in column 3, the out of State
Medicaid eligible days in column 4, Medicaid HMO
days in column 5, and other Medicaid days in column
6. For all columns include in these days the labor

ol 0 2400

0 0 25.00

and delivery days.,

26.00
27.00

35.00

cost reporting period. Entar (1) for 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 sole commun1ty hosp1ta1 (scH), enter the number of periods SCH status in
ffect 1n th d

Enter your standard geographic classification (not wage)wété us at the beginning of the

1" T 26. 00

1 27.00
0 35.00

36.00

36 for number

Enter applicable beginning and ending dates of SCH status. Subscript 1
of periods ih excess of one and enter subsequent dates.

36.00

MCRIF32 - 2.25.130.0



Health

Financial Systems INDIANA HEART HOSPITAL

In Lie

) of Form (ms-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 150154 | Period:

From 01/01/2011
To  12/31/2011

worksheet 3-2
Part I

pate/Time Prepared:

nning} :

dﬁnd

R

100

3/29/2012 8:32 am

é?:doﬂ

38.00

If this is a Medicare'dependent hospital (MDH), enter the number of periods MDH status
in effect in the cost reporting period.

Enter applicable beginning and ending dates of MDH status. Subscript 1ine 38 for number

37.00

38.00

of periods in excess of one and enter subsequent dates,

45.00
46,00

47.00
48.00

56.00

57.00

58.00

59.00
60.00

”'$rospect1vezpaymunt Syﬁtém.CPPS}‘

capita

Does this facility qualify and receive Capital payment for d1sproport1onate share in accordance
with 42 CFR Section §412,3207 (see instructions)

1s this facility eligible for the special exceptions payment pursuant to 42 CFR Section
§412.348(g)? If yes, complete worksheet L, Part III and L-1, Parts I through III

1s this a new hospital under 42 CFR §412.300 PPS capital? Enter "v for yes or "N" for no.

¥s the facility electing fu?T federa1 capital payment? Enter "Y" For yes or "N“ for ne.

N N
N N

Teaching Hospitals’

Is this a hospital 1nvo1ved in tra7n1ng res1dents 1n approved GME program57 Enter Y" for yes
or "N" for no.

If Tine 56 is yes, is this the first cost reporting period during which residents in approved
GME programs trained at this fac111ty? Enter "Y" for yes ar "N" for no in column 1. If column 1
is "Y" did residents start training in the first month of this cost reporting period? Enter "y"
for yes or "N" for no in column 2. If column 2 4s "v", complete Worksheet E-4. If column 2 is
"N", complete worksheet D, Part III & Iv and D-2, Part II, if applicable.

If line 56 is yes, did this facility elect cost reimbursement for physicians' services as
defined in cMs Pub. 15-1, section 21487 If yes, complete Worksheet D-5.

Are costs claimed on Tine 100 of worksheet A? IF yes, complete worksheet D-2, Part I.

Are you claiming nurs1ng school and/or allied health costs for a program that meets the
e

45.00

46.00

47.00

| 48.00

1 56.00

57.00

58.00

59.00
60.00

prov1der perated criter under §41 857 Ente 85 or "N" for no. (see 1nstruct10

61.00

62.00

62.01

63.00

D1d your fac111ty recewve add1t1ona7 FTE slots under ACA sect1on 5503? N
Enter "Y" for yas or "N" for no in column 1. If "v", effective for
pertions of cost reporting periods beginning on or after july 1, 2011
enter the average number of primary care FTE residents for IME 1n column
2 and direct GME in column 3, from the hospital’s three most recent cost

reports ending and submitted before March 23, 2010. (see instructions)
ACA Provistons Affecting the HeaTth Resources and Services AdMIniSEFation. CHRSAY..

Enter the number of FTE residents that your hcsp1ta1 trained in this 0.00

cost reporting period for which your hospital received HRSA PCRE funding
(see instructions)
Enter the humber of FTE residents that rctated from a Teaching Health 0.00

center (THC) into your hospital during in this cost reperting period of
HRSA THC gram. (see instructions)

Teaching itals that €Taim Resi ‘Noti-Provider Settings

Has your fac111ty trained residents in non- -provider settings dur1ng th1s N
cost reporting period? Enter “y" For yes or "N" for no. If yes,

6L.00

62,00

62.01

| 63.00

complete 11nes 64

64.00

pariod ! gt ; ) [t ; |
1f T1ne 63 is yes or your Facility tralned res1dents in the base year
period, enter in column 1, from your cost raporting period that begins
on or after July 1, 2009, and before June 30, 2010 the numbar of
unweighted nonprimary care FTE rasidents attributable to rotations that
occurred in all nonprevider settings. Enter +in column 2 the number of
unweighted nonprimary care FTE residents that trained in your hospital.
Include unweighted OB/GYN, dental and pediatry FTEs on this line. Enter

in column 3, the ratio of celumn 1 divided by the sum of columns 1 and
2.

0.00

~0.000000)

64.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPLITAL In Lieu of Form CM5-2552-10
HOSPTTAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 150154 | Period: Worksheet -2

From 01/01/2011 | Part I

To  12/31/2011| pate/Time Prepared:
5/29/2012 8:32 am

- UtweTghted “Ratio (ol 3)

.FTEs 1h (ool 3

”::PF¢§PEW_'”L"' T

Program Code

R
0.000000

65.00 |If Tline 63 +is yes or your 65.00
facility trained residents 1in
the base year period, enter
from your cost reporting period
that begins on or after July 1,
2009 and before June 30, 2010,
‘the number of unweighted
primary care FTE residents for
each primary care specialty
program in which you train
residents. Use subscripted
1ines 65.01 through 65.50 for
each additional primary care
program. Enter in column 1, the
program name. Enter in column
2, the program coede. Enter 1in
column 3, the number of
unhweighted primary care FTE
residants attributable to
rotations that occurred in
nonprovider settings for each
applicable program. Enter tin
column 4, the number of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in column 5 the ratio of column
3 divided by the sum of columns
3 and 4.

unweighted

or aftee: s o e R
Enter in coltumn 1 the number of unwe1ghted non primary care res1dent . . 0.000000] 66.00
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care residant
FTEs that trained in your hospital. Enter in coTumn 3 the ratio of
{column 1 d1v1ded by (column 1 + ca?umn 2)) (saeg 1n=truct1ons)

N T I [ R R ) S S GO0 s G e K
67.00 |[Enter in column 1 the program 0.00 0.00 0.000000 67.00
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 column 4 the
number of unweighted primary
care resident FTEs that trained
in your hospital. Enter in
column 5 the ratice of (column 3
divided by (co'lumn 3 + column
4)). (see instructions)

70.00 |Is th15 fac111ty aﬁNInpat1ent Psych1atr1c Fac111ty (IPF), or does it contain an IPF subprevider? N 70.00
Enter "y" for yes or "N" for no.
71.00 |If T1ine 70 yes: Column 1: Did the facility have a teaching program in the most recent cost 0 71.00

report filed on or before November 15, 20047 Enter "Y" for yes or "N for no. Column 2: Did
this facility train residents in a new teaching program in accordance with 42 CFR §412.424

(D LI(ET1X(D)? Enter "Y" Tor yes or "N" for ne. Column 3: If column 2 is v, enter 1, 2 or 3
respectively in column 3. (see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in column 3, or if the subsequent academic years of the new teaching
program in existence, enter 5. (see 1nstruct10ns)

MCRTF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS5-2552-10

HOSPITAL AMD HOSPITAL HEALTH CARE COMPLEX IDENTIFTCATICN DATA

Provider CCN: 150154

To

period:
From 01/01/2011

1273172011

13729720

worksheet §-2
Part I
pate/Time Pre

pared:

12 :3

2_am

75.

76.

00

00

. I“tafjent Re ab111tat1 N Faci LTty PP§ . .

Is this facility an Inpatient Rehab111tat1on Fac111ty (IRF), or does it conta1n an TRF
subprovider? Enter "Y" for yes and "N" for no.
If line 75 yes:

2: Did this facility train residents in a new teaching program in accordance with 42 CFR

L

ti ns)

x'st nce. enter 5

Column 1: Did the facility have a teaching program +in the most recent cost
reporting period ending on or hefore Movember 15, 20047 Enter "Y" for yes or "N" for no. column

§412.424 (L) (D)? Enter "Y" for yes or "N" for no. Column 3: If column 2 +s ¥, enter 1, 2

or 3 respectively in column 3. (see instructions) If this cost reporting period covers the

beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the
new teach1nq prograin

75.00

76,00

“N” for no.
TEFRA Praviders:: s

Is this a new hosp1ta1.under 42 CFR Sect1on §413. 40(f)(1)(1) TEFRA7

Enter "v" for yes or "N" for no.

85.00 N 85.00

86.00 |pid this facility establish a new Other subprovider (excluded unit) under 42 €FR Saection N 86.00
§413.40(f)(1)(i1)? _Enter "Y" for yes and "N" for ne.
T%tﬂe ¥ of xIX Inpat1ent,kerv1te : R i

90.00 [poes this faciTity have title v and/or XIX 1npat1ent hosp1ta1 serv1ces7 Enter "Y" for N Y 90.00
yes or "N" for no in the applicable celumn.

91.00 {Is this hospital reimbursed for title Vv and/or XIX through the cost report either in N N 91.00
full or in part? Enter "Y" for yes or "N" for nec in the applicable column.

92.00 |are title XIX NF patients occupying title XVIIT SNF beds (dual certification)? (see N 92.00
instructicns) Enter "Y' for yes or “N" for no in the applicable column.

93.00 Ipoes this Facility operate an ICF\MR facility for purpeses of title v and XIX? Enter N N 93.00
*y" for yes or "N" for nc in the applicable column.

94.00 |poes title v or XIX reduce capital cest? Enter "y" for yes, and "N" for no in the N N 94.00
applicable column,

95.00 |zf Tine 94 is "¥", enter the reduction percentage in the applicable column. 0.00 0.00; 95.00

96.00 [poes title v or XIX reduce operating cost? Enter "Y" for ves or “N" for no in the M N 96.00
applicable column.

97.00 [1f Tine 96 is "¥", enter the reduct10n percentage in the app11cab1e column, 0.00 0.00! 97.00
Rur al:Providers is e e T - B

105 .00{Does this hosp1ta1 qua11fy as a Cr1t1ca1 Access Hosp1ta1 (CAH)7 N 105.00

IOG.OOIf this facility qualifies as a CAH, has it elected the all-inclusive method of payment N 106.00
for outpatient servicas? {see instructions)

107.00coTumn 1: I this facility qualifies as a CAH, 1is it eligible for cost reimbursement N 107.00
for I &R training programs? Enter "Y" for yes or '"N" for no in coluimn 1. (see
instructions) If yes, the GME elimination would not be on worksheet B, Part I, column
25 and the program would be cost reimbursed. If yes complete Worksheet D-2, Part II.
column 2: If this facility is a €AH, do I&Rs +in an approved medical education program
train in the CAH's excluded IPF and/or IRF unit? Enter "Y" for yes or "N" for no in
column 2, (see instructions)

108.00{Is this a rura® hospital qua?1fy1ng for an except1on to the CRNA fee schedule? See 42 N 108.00

CFR Sect1on §412 113(c) N' for no

for yes or "

If this hospital qualifies &s a CAH or a cost provider, are
‘therapy services provided by cutside supplier? Enter “v"

N" for no fo

116.
117.

118.
119,

120.

121.

125,

00
00

00
00
00

0o

N" for no in column L. If

Is this an all- 1nc1us1ve rate prov1der7 Enter "Y" for yes or "
yes, enter the method used (A, B, or E only) in column 2.

Is this facility classified as a referral center? Enter "¥" for yes or "N" for no.

Is this facility Tegally-required to carry malpractice insurance? Enter "Y' for yes or
"N" for no.

Is the malpractice insurance a claims-made or occurrasnce policy? eEnter 1 if the policy
is claim-made. Enter 2 if the pelicy is occurrence,

what is the Tiability Timit for the malpractice insurance policy? Enter in column 1
the monetary 1imit per Tawsuit. Enter fn column 2 the monetary limit per policy year.
Is this a SCH or EACH that qualities for the outpatient Hold Harmless provision in ACA
§3121 as amended by the Medicaid Extender Act (MMEA) §1087 Enter +in column 1 "Y' for
yas or "N" for no. Is this a rural hospital with <= 100 beds that gualifies for the
outpatient Hold Harmless provision in ACA §3121? Enter in column 2 “y" for ves or "N"
for no.

Did this facility incur and report costs for +implantable devices charged to patients?
Enter "vy" f "N" for_no.

N
N

1
250, 000,
N
Y

750,000

N

00

Trahsplant ce Torfation. -

116
117

.00
.00
118.00
115.00

120,00

121.

Does this facility oparate a transp1ant center? Enter "Y" for yes and "N" for no. If

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

1125,

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CM$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 150154

Period:
From 01/01/2011

12/31/2011

worksheet $-2
Part I

Date/Time Prepared:

5/%9[2012_8

132 am

126,

If this is a Medicare certified kidney transplant center, enter the certification date

00

00 126.

in column 1 and termination data, 1f applicable, in column 2.

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

128.0Mxf this is a medicare certified 1iver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.

129.00/rf this is a Medicare certified Tung transplant center, enter the certification date in 125.00
column 1 and termination date, if applicable, ih column 2.

130.00xf this is a Medicare certified pancreas transplant center, enter the certification 130.00
date ih column 1 and termination date, if applicable, in column 2.

131.00]IF this is a Medicare certified intestinal transplant center, enter the certification 131,00
date in column 1 and termination date, if applicable, in coTumn 2.

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

133.00|cf this is a Medicare certified other transplant center, enter the certification date 133.00
in column 1 and termination date, if applicable, in column 2.

134.00(xf this s an organ procurement organization (OP0O), enter the OPO number in column 1 134.00
and termination date 1f applicable 1n co1umn 2
ATT Providers o 0o mn s R R e T T T T :

140.00lare there any re1ated organ1zat10n or home oFFtce costs as defined in CMS bub. 15 1, HBO0A40 140.00
chapter 107 Enter "Y" for yas or "N" for no in column 1, If yes, and home office costs
are c1a1med, enter in column 2 the home off1ce chain number (seexinstructions)
Iﬁgth' facilit ; gan: [ 0 bt
home GEFT ¢ aRd - oFfics Cotracto name and FontF < o

141.00/Name:  COMMUNITY HEALTH NETWORK INC contractor 5 Name: NGS contractor's Number: 00130 141,00

142.00[street: 1500 NORTH RITTER AVENUE 142,00

143,00|City: INDIANAPOLIS Zip Code 46219 143.00

144.

145,

00[are prnvidekmbased physicians' costs included in worksheet A?
0o

Enter "y" for ves or "N" for no

If costs for renal services are claimed on Worksheet A, are they costs for inpatient services

only?

Yo 144
¥ 145.

146

147,
148
149,

.00

Has the cost allecation methodology changed from the previously filed cost report?
Enter "Y" for yes or "N" for no in column 1. (See M5 Pub. 15-2, section 4020) If vyes,
enter the approval date (wmm/dd/yyyy) in column 2.

00was there a change in the statistical basis? Enter "Y" for yes or "N" for no.

.00was there a change in the order of allocation? Enter "¥" for yes or "N for no.

00jwas there a change to the simplified cost finding method? Enter ¥ for yes or "N" for

146.

147.
148.
149,

T155.

(Sae £2.CER Y
155.00H05p1ta1 N N 00
156.00/subprovider - IPF N N 156,00
157.00|subprovider - IRF N N 157.00
158.00[SUBPROVIDER N N 158.00
159.00(sNF N N 159.00
160.00|HOME HEALTH AGENCY ] N 160.00
161. OO{CMHC N 161.00
161, 10ICORF N 161.10

.00

Enter "¥" for yes or "n" for no

Is this hospital part of a Multicampus hospital that has one or more campuses ih d1fferent CBSAS?

N 1865,

00

.00

If Tine 165 is yes, for each
campus enter the name in column
0, county in column 1, state in

column 2, zip code in column 3,
CBSA in column 4, FTE/Campus in
column 5

0. 00[166.

00

168.

169.

Enter

Is this prOV1der a mean1ngfuT user under 5ect1on §1886(n)?

00|zf this provider is a CaH (line 105 is "¥") and is a meaningful user (line 167 is "¥"), enter the
reasonable cost incurred for the HIT assets (see instructions)
00zf this provider is a meaningful user (line 167 is "¥"} and is not a CAH (line 105 is "N"), enter the

tiransition factor. (see instructicns)

1.00169.

MCRIF3Z2 - 2,25.130.0
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Health Financial Systems INDIANA HEART HOSPLTAL In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL MEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 150154 |Period:
From 01/01/2011
To  12/31/2011

worksheet S-2

Part II

Date/Time Prepared:
5/29/2012 8: 32 an

XN

100

ef a11 dates 1R

'Lnd Gperation

1.00 Has the provwder changad ownership immediately prior to the beg1nn1ng of the cost N

1.00
reporting period? if yes enter the date of the change in co1umn 2 (see 1nstruct1on5)
SR P ; B : L YN - i
i o s S : 0 i i i Canaag L
2,00 |Has the provider terminated participation in the Medicare Program? If N 2.00
yes, enter in column 2 the date of terminaticn and in column 3, "v" for
voluntary or "I" for involuntary.
3.00 |1s the provider involved in business transactions, inciuding management Y 3.00

contracts, with individuals or entities (e.g., chain home offices, drug
or medical supply companies) that are related to the provider or its
officers, medical staff, management personnel, or members of the board
of directors through ownership, contrel, or family and other similar
relationships? (see finstructions)

”Fxganciaﬁ'ﬁafa_an Ré

4,00 |Column 1: were the fwnanc1a1 statements prepared by a Cert1f1ed Pub11c
Accountant? Column 2: If yes, enter "A" for Audited, "¢" for Compiled,
or "R" for Reviewed. Submit complete copy or enter date available in
column 3. (see instructions) If no, see instructions.

5.00 |Aare the cost report total expehses and total revenues different from N 5.00
those on the filed financial statements? If vy ubimit_reconciliation
pproved Educational f . : G RN

6.00 [Column 1: are costs claimed for nurs1ng sch001? Co?umn 2 If yes, is the provider is N 6.00
the legal operator of the program?

7.00 |Are costs claimed for Allied Health Programs? If "v" see instructions. Y 7.00

8.00 |were nursing school and/or allied health programs approved and/or renewed during the N 8.00
cost reporting period? If yes, see {nstructions,.

9.00 |[Are costs claimed for Intern-resident programs claimed on the current cost report? If N 9.00
yes, see instructions.

10.00 (was an Intern-Resident pregram been initiated or renewed in the current cost reporting N 16.00
period? If yes, see instructions,

11.00 |are GME cost directly assigned te cost centers cother than T & R in an Approved N 11.00

Teaching Program on Worksheet A7 If ves, see instructions.

12.00 |1Is the prov1der seek1ng reimbursement for bad debts? If yes, see Tnstructions.
13.00 [Lf Tine 12 is yes, did the provider's bad debt collection policy change during this cost reporting
period? If yas, submit copy.

Y 12.00
N 13.00

14.00 [1f Tine 12 is yes, were patient deductibles and/or co-payments wa1ved7 IF yes _see instructions. _
Bed. .Conpienent EeiEdE = T T

K | 14.00

D1d totaT beds avail b1

ta : ey
16.00 |was the cest report prepared uszng the PS&R N
Report only? If either column 1 or 3 dis vyes,
enter the paid-through date of the PS&R
Report used in columns 2 and 4 .(see
instructiens)

17.00 |Was the cost report prepared using the PS&R Y 05/01/2012
Report for totals and the provider's records
for allocation? If eithar column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)

18.00 |IF Tine 16 or 17 is yes, were adjustments M
made to PS&R Report data for additionai
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
19.00 [xf Tine 16 or 17 is yes, were adjustments N
made to P3&R Report data for corrections of
othar PS&R Report information? If ves, sea
instructions.

20,00 |If Tine 16 or 17 s yes, were adjustments N
made to PS&R Report data for Othar? Describe
the other adjustments:

1 16.00

17.00

18.00

15.00

20.00

MCRTF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMS-2552-10
HOSPI'TAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTICNNAIRE Provider CCN: 150154 |pPeriod: worksheet $-2

From 01/01/2011 | Part IT

To  12/31/2011 | pate/Time Prepared;
|5/29/2012. 8:32 an

S PRPE A

21.00 |Was the cost report prepared only using the 21.00
provider's records? If yes, see
instructiuns.

22.00 |Have assets been re11fed for Med1care purposes7 IF yes, see 1nstruct1ons Y 22.00

23.00 |Have changes occurred in the Medicare depreciaticn expense due to appraisals made during the cost Y 23.00
reporting period? If yes, see instructions.

2400 |Were new leases and/or amandments to existing leases entered into during this cost reporting period? Y 24,00
If yes, see instructions

25.00 |Have there been new capitalized leases entered +into during the cost reporting period? If yes, see N 25.0C
instructions.

26.00 |were assets subject to Sec.2314 of DEFRA acquired during the cost reporting period? If yes, see N 26.00
instructions.

27.00 Has the provider's capitalization policy changed during the cost reporting period? If ves, submit N 27.00
Interesu EXpense o i : : : i e .

28.00 |were naw loans, mortgage agreements or 1etters of cred1t entered 1nto dur1ng the cost report1ng ] 28.00
period? If yes, see instructions.

29.00 {pid the provider have a funded depreciation account and/or bond funds (Debt Service Reserve Fund) N 29.00
treated as a funded depreciation account? If yes, see instructions

30.00 |Has existing debt been replacad pricr to its scheduled maturity with new debt? If yes, see N 30.00
instructions.

31.00 |Has debt been recalled before scheduled maturity without issuance of new debt? If yes, sae N 31.00
instructions.
Pllchdsed Sebvices. . i o SR : - : _

32.00 |Have changes or new agreements occurrad in pat1en1 care saervices furn1shed through ContractuaT Y 32.00
arrangements with suppliers of services? If yes, see instructions.

33.00 [If Tine 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? 1f Y 33.00
no, see instructions,
Provider-Based Bhysicians i L e o

34,00 |Are services furnished at the provider fac111ty under an arrangement with prOV1der “based phys1c1ans7 Y 34.00
if yes, see instructions.

35.00 [xf Tine 34 is yes, were there new agreements or amendad existing agreements with the provider-based Y 35.00
physicians during the cost reporting peried? If ves, see instructions.

36. were home office costs c1a1med on the cost raport?

37.00 [1f Tine 36 is yes, has a home office cost statement been prepared by the home office? Y 37.00
If yes, see instructions.

38,00 [If Tine 36 is yes , was the fiscal year end of the home office different from that of N 38.00
the provider? IT yes, enter in column 2 the fiscal year end of the home office.

39.00 [xf Tline 36 is yes, did the preovider render services to other chain components? If yes, N 39.00
see instructions.

40.00 |If Tine 36 is yes, did the provider render services to the home office? If ves, see N 40,00
instructions.

MCRIF32 - 2.25.130.0



Heatth Financial Systems INDIANA HEART HOSPETAL In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONMAIRE Provider CCN: 150154 { Period: worksheet 3-2

From 01/01/2011 | part IX

To  12/31/2011 | bate/Time Prepared:
5/29/2012 8:32 am

PS&R. Data B = oo o T T T NOEA
16.00 |was the cost report prepared using the ps&r N 16.00
Report only? If either column 1 or 3 is yes,
enter the paid-through date cf the PS&R
Report used in columns 2 and 4 .(see
instructions)

17.00 |was the cost report prepared using the PS&R Y 05/01/2012 17.00
rReport for totals and the provider's records
for aliocation? If either column 1 or 3 s
yes, enter the paid-through date in columns
2 and 4. (see instructions)

18.00 [Ef 1ine 16 or 17 is yes, were adjustments N 18.00
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Repert used to file
this cost report? If yes, seae instructions.
19.00 |IF 1ine 16 or 17 is yes, were adjustments N 19,00
made to PS&R Report data for corrections of
other PS&R Report information? IT vas, see
instructions.

20.00 |If line 16 or 17 ‘s yes, were adjustments N 20.00
made to PS&R Report data for other? Describe
the other adjustments:

21.00 |was the cost report prepared only using the N 21.00
provider's records? If yes, see
instructions.

MCRTIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lie

) of Form CMS-2552-10

HOSPITAL AMD HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 150154

period:
From 0170172011

workshaet S-3
Part I

To  12/31/2011 | pate/Time Preparad:
_ 5/29/2012 8:32 am _
TWorGHaRT A R e L
'4wLiﬂ%fo o

1.00 |Hospital adults & peds. ,

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 5.00
6.00 |Hospital Adults & Peds. swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 40 14,600 0. 00 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNET 8.00
9.00 |CORONARY CARE UNIT 32.00 16| 5,840 0.00 9.00
10,00 |BURN INTENSIVE CARE UNIT 10.00
11,00 [SURGICAL INTENSIVE CARE UNTIT 11.00
12,00 |[OTHER SPECIAL CARE (SPECLFY) 12.00
13,00 [NURSERY 13.00
14,00 |Total (see +instructions) 56 20,440 0.00 14.00
15.00 [CaH visits 15.00
16.00 | SUBPROVIDER - IPF 16.00
17.00 | SUBPROVIDER - IRF 41.00 0 0 17.00
18.00 {SUBPROVIDER 42.00 0 0 18.00
19.00 |SKTIELLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 24.00
25.00 |CMHC - CMHC 25.00
25.10 [CMHC - CORF 99.10 25.10
26.00 |RURAL HEALTH CLINIC 88.00 26.00
26,25 |FEDERALLY QUALIFIED HEALTH CENTER 89.00 26.25
27.00 [Total (sum of lines 14-26) 56 27.00
28.00 |ohservation Bed Days 28.00
28.02 [SUBPROVIDER - IRF 41.00 28.02
28.03 [SUBPROVIDER 42.00 28.03
29.00 |AmbuTance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 |Ewmployee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-coverad days 33.00

MCRIF32 - 2.25.130.0




Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CM$-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 150154 [Period: worksheet 5-3

From 01/01/2011| Part I

To  12/31/2011 | pata/Time Prepared:

5/29/2012 8:32 am
-CHYE Center pe

1.00 |Hospital Adults & pPeds. (columns 5, 6, 7 and 0 1.00

8 exclude swing Bed, Observation Bad and

Hospice days)
2.00 |HMO 1,845 296 2.00
3.00 |HMO IPF 0 0 3.00
4.00 |HMO IRF 1) 0 4,00
5.00 |Hospital Adults & Peds. Swing Bed SNF 0 0 0 0 5.00
6.00 [Hospital Adults & Peds. Swing Bed NF 0 0 0 6.00
7.00 |[Tetal AduTts and Peds. (exclude observation 0 5,279 540 9,728 7.00

beds) (see Tnstructions)
8.00 INTENSIVE CARE UNIT 8.00
9.00 CORONARY CARE UNIT 0 1,810 0 3,570 59.00
10.00 [BURN INTENSIVE CARE UNIT 10.00
11.00 [SURGICAL INTENSIVE CARE UNIT 11.00
12.00 [OTHER SPECIAL CARE (SPECLFY) 12.00
13.00 [NURSERY 13.00
14.00 |[Total (see instructions) 0 7,089 540 13,298 14.00
15.00 |caH visits 0 0 0 0 15.00
16.00 [SUBPROVIDER - EPF 16.00
17.00 [SUBPROVIDER - IRF 0 0 0 0 17.00
18.00 |SUBPROVIDER 0 0 0 0 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |{AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 24.00
25.00 |CMHC - CMHC 25.00
25.10 |CMHC - CORF 0 0 ] Q 25.10
26.00 |RURAL HEALTH CLINIC 0 0 g 0 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 1] 0 26.25
27.00 |Total (sum of Tines 14-28) 27.00
28.00 {observation Bed Days 0 79 998 28.00
28.02 [SUBPROVIDER - IRF 0 28.02
28.03 |SUBPROVIDER 0 28.03
29.00 |AmbuTance Trips 0 29.00
30.00 |Employee discount days (sea instruction} 122 30.00
31.00 |Employee discount days - IRF 0 31.00
32.00 |Labor & delivery days (see instructions) 0 0 32.00
33.00 |LTCH non-covered days 0 33.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CM5-2552-1¢
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 150154 | Period: worksheet S-3

. From 01/01/2011 | Part I
To 12/31/2011 | bate/Time Prepared:
5/29/2012 8:32 am

CRuTl rime - BqeivaTents - T  Discharges
“Interns ] - Notbaid - ,
& Residents. CoMorkers, o b S

BRI e e N T T gt cTAR00 e L A 00 R PR
1.00 |Hospital adults & Peds. {columns 5, 6, 7 and 0 1,902 1.00

8 exclude Swing Bed, Observaticn Bed and

Hospice days)
2.00 |HMO 3971 2.00
3.00 |HMO IPF 3.00
4.00 |HMO IRF 4.00
5.00 [Hospital Adults & pPeds. swing Bed SNF 5.00
6.00 |Hospital AduTts & Peds. Swing Bed NF 6.00
7.00 |Total Adults and pPeds. {exclude observation 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9.00 |CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12,00
13.00 |NURSERY 13.00
14.00 [Total (see instructions) C. 00| 596, 00 0. 00 0 1,902| 14.G0
15.00 {CAH visits 15,00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 0.00 0.00 0.00 0 G| 17.00
18.00 | SUBPROVIDER 0.00 0.00 0.00 0 0| 18.00
19.00 | SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22,00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER {D,P.) 23.00
24.00 |HOSPICE 24.00
25.00 [CMHC - CMHC 25.00
25.10 {CMHC - CORF 0. 00 0.00 0. 00 25.10
26.00 [RURAL HEALTH CLINIC C. 00 0.00 0.00 26,00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 0.00 0.00 0.00 26.25
27.00 |Total (sum of Tlines 14-262 0.00 596.00 0.00 27.00
28.00 |observation Bed Days 28.00
28.02 |SUBPROVIDER - IRF 28.02
28.03 | SUBPROVIDER 28.03
29.00 |ambulance Trips 29.00
30.00 |Employee discount days (see <instructicn) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see +instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCRIF32 - 2,25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Ljeu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN:

150154

Period:
From 01/01/2011
To 12/31/2011

worksheet S-3
Part I

Date/Time Preparead:

5/29/2012 8:32 an

P L Yol : Je¢hapgeg o0 i
B togt Center Deseri 3 = Foral Al =
s i : Patients - o
T L LSS LD

1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 3,496 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 lHospital Adults & peds. Swing Bed SNF 5.00
6.00 [Hospital adults & Peds. Swing Bed NF 5.00
7.00 |Total adults and Peds. (exclude observatich 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9,00 |CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE {SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total (see +instructions) 160 3,496 14.00
15.00 |CAH visits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 0 0 17.00
18.00 |SUBPROVIDER 0 0 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 |MURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 [HOSPICE 24.00
25.00 |CMHC - CMHC 25.00
25.10 |CMHC ~ CORF 25.10
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 iTotal (sum of Tines 14-26) 27.00
28.00 |Observation Bed Days 28.00
28.02 |SUBPROVIDER - IRF 28.02
28.03 [SUBPROVIDER 28,03
29.00 [ambulance Trips 2%.00
30.00 |Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructicns) 32.00
33.00 |LTCH non-covered days 33.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Ljeu of Form cMs-2552-10

HOSPITAL WAGE INDEX INFORMATION Provider CCN: 150154 |Pertod: werksheet s-3
From 01/01/2011| Part IL
To  12/31/2011 | pate/Time Prepared:
5/23/2012 8:32 am
Ad] s‘r:éd i PATA HOUFS 5
ChRelatad Eo
SaTaries it
EE ) :
iQO :

CoReelagsificatiy
on csf ‘samm a5’

EALARIES . .c L T
.00 Total salaries (see instructions)

1L 2 WAGE DRTA.

BB L. 608 30,174 68,782,451 1,232,313.00

1 1.00
2.00 [WNon-physician anesthetist Part A 0 0 0 0.00f 2.00
3.00 [Non-physician anesthetist Part B 0 0 0 0.00f 3.00
4,00 [physician-Part A 0 0 o} 0.00] 4.00
4,01 |physicians - part A - direct teaching 0 0 0 0.00| 4.01
5.00 |physician-~Part B 0 0 0 0.00| 5.00
6.00 [Non-physician-Part B 0 0 0 0.00| 6.00
7.00 |[Interns & residents (in an approved program) 21.00 0 0 0| 0.0c| 7.00
7.01 jcontracted interns and residents (in 0 0 0 0.00| 7.01
approved programs}
8.00 |Home office personnel 0 0 0| 0.0C| 8.00
9.00 ISNF 44,00 0 0 0 0.00| 9.00
10.00 {Excluded area salaries (see 1nstr‘uc11ons) 47,642,156 —693 111 46,949,045 521 891.00 10.00
OTHER WABES & RELATED: COSTS. : T T T T T T T T B
1.1.00 lcontract labor (see instructions) 800,795 0 800,795 5 010.00 11..00
12.00 [Management and administrative services 0 0 0 0.00| 12.00
13.00 !Contract labor: physician-Part A 2,208,672 0 2,208,672 12,561.00| 13.00
14.00 iHome office salaries & wage-related costs 7,482,320 0 7,482,320 193,426.00( 14.00
15.00 Home office: physician Part A 0 0 0 0.00| 15.00
16.00 [Teaching physician salaries (see 0 0 0 0.00| 15.00
instructions)
WAGE*RELATER:COSTS e e R Lk PRI R ooy s L
17.00 |wage-related costs {core)} Wkst s-3, Part v 5,863,409 0 5,863,409 17.00
Tine 24
18.00 |wage-related costs {cther)wkst 5-3, Part IV o] 0 o, 18.00
Tine 25
19.00 [Excluded areas 6,458,395 0 6,458,395 12.00
20.00 |Non-physician anesthetist part A 0 0 0| 20.00
21.00 |Non-physician ahesthetist Part B 0 0 0 21.00
22.00 |Physician Part A 0 0 0 22.00
23.00 |Physician Part B 0 0 1] 23.00
24.00 |wage-related costs (RHC/FQHC) 0 i} 0 24.00
0 o; 0 25.00

25.00 |Interns & residents (in an approved pmgram)
IOVERHEAD “€OSTS. % BIRECT SALARIES )
26.00 |Employee Benafits

27.00 |administrative & General

a5 219.00] 26.00
307,508 1,040, 853 9,167.00| 27.00

28.00 |Administrative & General under contract (sea 0 1,820,092 10,644.00f 28.00
inst.)
29.00 [Maintenance & Repairs 65.00 0 0 o 0.00¢ 29.00
30.00 |operation of Plant 7.00 305,114 0f 305,114 12,594.00} 30.00
31.00 |Laundry & Linan Service 8.00 0 0 0] 0.00; 31.00
32.00 |Housekeeping 9.00 446,758 Of 446,758 35,791.00} 32.00
33.00 |Housekeeping under contract (see 114,844 0 114, 844 3,540.00¢ 33.00
instructions)
34.00 |pietary 10.00 585,671 -484, 408 101,263 7,197.00 34,00
35.00 |pietary under contract (see instructions} 383,531 0f 383,531 12,456.00¢ 35.00
36.00 |Cafeteria 11.00 0 484,408 484,408 34,534.00; 36.00
37.00 |Maintenance of Personnal 12.00 0 0 0 0.00; 37.00
38.00 [Nursing Administration 13.00 1,788,431 ~45,680 1,742,751 47,497.00[ 38.00
39.00 |Central Services and Supply 14.00 0 0 0 0.00} 39.00
40.00 | Pharmacy 15.00 0 1] 0 0.00 40.00
41.00 |Medical Records & Medical Racords Library 16.00 470,151 -71,820 3938, 331 11,405.00| 41.00
42.00 |social sService 17.00 392,711 0 392,711 10,990.00| 42,00
43.00 |other General Service 18.00 0 0 0 0.00] 43.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL WAGE INDEX INFORMATION provider CCN: 150154 | Period: worksheat 5-3

From 01/01/2011 | Part II

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

5/29/2012 8:32 am
1.00 [Total sa1ar1es (see 1nstruct1ons) 55.82 1.00
2.00 |Non-physician anesthetist Part A 0.00 2.00
3.00 |Mon-physician anesthetist Part B 0.00 3.00
4,00 |Physician-Part A 0.00 4.00
4,01 |physicians - Part A - direct teaching 0.00 4.01
5.00 |physician-Part B 0.00 5.00
6.00 |Non-physician-Part B 0.00 6.00
7.00 |Interns & residents (in an approved program) 0.00 7.00
7.01 |contracted interns and residents (in 0.00 7.0
approved programs)
8.00 |Home office personnel 0.00 8.00
9.00 |SNF 0.00 $.00
10,00 [Excluded area salaries (see 1n5truct1ons) 89.96 10.00
OTHER WAGES & RELATED EOSTS . R R R ek T N s T A NN SR 0 A
11.00 |Contract labor (see 1nstruct1ons) 159.84 11.00
12.00 [Management and admimistrative services 0.00 12.00
13.00 [Contract labor: physician-Part A 175.84 13.00
14.00 [Home office salaries & wage-related costs 38.68 14.00
15.00 [Home office: physician Part A 0.00 15.00
16,00 [Teaching physician salaries (see 0.00 16.00
instructions)
WAGE=RELATED CosTs S T o Gl e T o T
17.00 |wage-related costs (core) wkst s-3, Part IV 17.00
Tine 24 :
18.00 |wage-related costs (other)wkst $-3, Part IV 18.00
Tine 25
19.00 |excluded areas 19.00
20.00 INon-physician anesthetist Part A 20.00
21.00 INon-physician anaesthetist Part B 21.00
22.00 [physician Part A 22.00
23.00 [Physician part B 23.00
24.00 |wage-related costs (RHC/FQHC) 24.00
25.00 Interns & res1dents (1n an approved program) 25.00
26.00 Emp10yee Benef1ts 26.00
27.00 |Administrative & General 27.00
28.00 |Administrative & General under contract (see 171.00 28.00
inst.)
29.00 |Maintenance & Repairs .00 29.00
30.00 |operation of Plant 24.23 30.00
31.00 |Laundry & Linen Service (.00 31.00
32.00 |Housekeeping 12.48 32.00
33.00 |Housekeeping under contract (see 3244 33.00
instructions)
34.00 |Dietary 14.07 34.00
35.00 |pietary under contract (see instructions) 30.79 35.00
36.00 |cafeteria 14.03 36.00
37.00 |Maintenance of Personnel 0.00 37.00
38.00 [Nursing Administration 36.69 38.00
39.00 |central services and Supply 0.00 32.00
40.00 |Pharmacy 0.00 40.00
41.00 |Medical Records & Medical Records Library 34,93 41.00
42.00 |social service 35.73 42.00
43.00 |other General Service 0.00 43.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form ¢M5-2552-10

HOSPITAL WAGE INDEX INFORMATION

Provider

CCN: 150154 | Perio
To

From 01/01/2011

12/31/2011

worksheet 5-3

Part IXII

pate/Time Prapared:
5/2952012 §:32 an_

;;Rec1ass1$ﬁcat1-

.$ERT*IIIT+FH6$P$TA£:WAGE;INDExdﬁUMMARY

.00 [Net salaries (see instructions)

excluded area salaries (see instructions)
.00 |subtotal salaries (line 1 minus line 23
.00 |subtotal other wages & related costs (see
inst.)

.00 |subtotal wage-related costs (see inst.)
Total (sum of Tlines 3 thru 5)

.00 |Total overhead cost (ses instructions)

da GF B
(=]
]

-t
o
(=]

71,131,092
47,642,156
23,488,936
10,491,787

5,863,409
39,844,132
7,044,700

—30,174
-693,111

662,937
0

0
662,937
190,008

46,949,045
24,151,873
10,491,787

5,863,409
40,507,069
7,234,708

71,100,918

1,258,953.001 1.00
521,891.00| 2.00
737,062.00| 3.00
210,997.00| 4.00

0.00| 5.00
948,059.00| 6.00
196,034.00| 7.00

MCRIF3Z2 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form ¢MS-2552-10
HOSPITAL WAGE INDEX INFORMATION Provider CCN: 150154 |period: worksheet $-3

From 01/01/2011 | Part IXT

To  12/31/2011 | pate/Time Prepared:
5/29/2012 8:32 am

PART. AL > HOSPITAL WAGE :INDEX SUMMARY
1.00 |Net salaries (see instructicns) . 1.
2.00 |Excluded area salaries (see instructions) 89.96 2.00
3.00 |subtotal salaries (lina 1 minus Tine 2} 32.77 3.00
4.00 |subtotal other wages & related costs (see 49.72 4.00
inst.)
5.00 |subtotal wage-related costs {see inst.) 24.28 5.00
6.00 |Total (sum of Tines 3 thru 3) 42.73 6.00
7.00 |Total overhead cost (see instructions) 36.91 7.00

MCRIF32 - 2.25.130.0



Health Fimancial Systems INDIANA HEART HOSPITAL In Lie

of Form CMS-2552-10

HOSPITAL WAGE RELATED COSTS Provider CCN: 150154 |Period

From 0170172011
To 1273172011

worksheet 5-3
Part Iv
Date/Tima Prepared:

5/29/2012 8:32 an

ot

~lI g u

AR VL wAGE 'R

PArt. A - Care. L1--

RETTREMENT  COST

2,368,548

Noh cumu]at1ve port1on)

401K Employer Contributions 1.00
Tax Sheltered Annuity (TSA) Employer Contribution cl 2.0C
qualified and Non-Qualified pension Plan Cost 512,689] 3.00
Prior vear Pension Service Cost 0| 4.00
PLAN ADWINLSTRATIVE: COSTS (Pald. to External -Organizationd. . .o . oo, oo o oo oo F e ol T s B

401K/TSA Plan Administration fees ol 5.00
Legal/Accounting/Management Fees-Pension Plan 6,3C5| 6.00
Employee Managed Care Program Adm1n1strat1on Faes 9| 7.00
HEALTH AND INSURANCE  COST: S Bl

Health Insurance (Purchased or Se]f Funded) 5,923,109| 8.00
Prescripticon Drug Plan 0] %.00
pDental, Hearing and vision Plan 65,181 10.0¢
Life Insurance (If empleyee is owner or beneficiary) 25C,803] 11..00
Accident Insurance (If employee is owner or beneficiary) Q] 12.00
Disability Insurance {If employee +is owner or benheficiary) 01 13.00
Long-Term Care Insurance {If employee is owner or beneficiary) Q1 14.00
'wWorkers' Compensation Insurance 92,7731 15,00
Retirement Health Care Cost {only current year, not the extraordinary accrual required by FASBE 106. 0| 16.00

TAXES T T T

FICA—Emp1oyers Port1on 0n1y
Medicare Taxes - Employers Portion only
Unemployment Insurance

State Federal u

1 T T

“37040,937 17.00
0| 18.00
0| 19.00

OTHER:

16,681 20.00

Executive Deferred Compensation
pDay Care Cost and Allowances
Tuitien Reimbursement

Total wage Related cost (sum of lines 1 23) N

Part B < otherithan Core:Related Cost -

|OTHER WAGE RELATED COSTS (SPECIFY) |

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL

Ih Lieu of Form €MS-2552-10

HOSPITAL CONTRACT LABOR AND BENEFIT COST

Provider CCN:

150154

perio workshaet 5-3
From 01/01/2011 Part v
To  12/31/2011 | Date/Time Prepared:

Chst céﬁter‘@éSC?ipt

" Gontract Labay]

5/29/2012 8132 am
tenef it Costl ...

Hbsp1taT and HoSpital-Basad. colporent 1dentitscs

.00 |Total faciTity's contract labor and benefit cost
.00 |Hospital
.00 |subprovider - IPF
.00 [Subprovider - IRF
subprovider - (Other)
.00 |swing Beds -~ SNF
.00 |[swing Beds - NF
.00 [Hospital-Based SNF
.00 |Hospital-Based NF
10.00 [Hospital-Based OLTC
11.00 [Hospital-Based HHA
12.00 [Separately Certified ASC
13.00 [Hospital-Based Hospice
14.00 [Hospital-Based Health Clinic RHC
15.00 [Hospital-Based Health Clinic FQHC
16.00 [Hospital-Based-CMHC
16.10 [Hospital-Based-CMHC 10
17.00 [renal Dialysis

WUl wn
[ar]
(=}

800, 795]
800, 795

=]

oo Cooo
=] [=E=k=R~

e e e e

I = WNRE O WSV R Wh =

FOO0D00000 =

DCDOO0O000000 (=)

o oo
=E=R=]
==
o~
oo
oo

MCRIF32 - 2.25.130.0



Health Financial Systems INDTANA HEART HOSPITAL In Lieu of Form CMS5-2552-10
HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA Provider CCN: 150154 | Period: workshaet 5-10

From 01/01/2011
To 12/31/2011 | pate/Time Prepared:
| 5/29/2012 8:32 am_

“lincon nhe gsated and 1ndzgehﬁiﬁare COST FOMPULALION. ' T 4
1.00 |cost to charge ratio CWOrksheet C, Part I 11ne 200 co1umn E d1V1ded by 11ne 200 co1umn 8) _ . I_ _ 0 238585 1.00

Madicaid. (386 Tnstruttions -For each 1ine) - ; . T Lo
2.00 |Net revenue from Medicaid 2,487,835 2.00
3.00 |pid you receive DSH or supplemental payments from Medicaid? N 3.00
4.00 |If line 3 is “yes", does Tine 2 include a1l DSH or suppiemental payments from medicaid? 4,00
5.00 [If line 4 is "no", then enter DSH or supplemental payments From Medicaid 0| 5.00
6.00 |Medicaid charges 18,813,466| 6.00
7.00 |Medicaid cost (line 1 times Tine &) 4,488,611 7.00
8.00 |pifference between net revenue and costs for Medicaid program (1ine 7 minus sum of Tines 2 and 5; if 2,000,776 8.00
< zero then enter zero)
State Children' s Health dnsurance Brogram. (SCHEPY  (S6d insLructions for each 1ine).. B
9.00 [Met revenue from stand-alone SCHIP 0 9.00
10.00 |stand-alone SCHIP charges 0| 10.00
11.00 |stand-alone SCHIP cost (line 1 times line 10) 0 11.00
12.00 |pifference between net revenue and costs for stand-alone SCHIP (line 11 minus line 9; if < zero then 0| 12.00
enter zero)
[GEhef_state or. local. government Tndigent card. program. (see 1hstructions for each 1ifie) S e
13.00 |[Net revenue from state or local indigent care program (Net included on Tines 2, 5 or 9) 0| 13.00
14.00 |charges for patients covered under state or local indigent care program {Not included in lines 6 or 0| 14.00
10)
15.00 |state or Tocal indigent care program cost (1ine 1 times line 14) 0| 15.00
16.00 |pifference between net revenue and costs for state or local indigent care program (line 15 minus Tine 0| 16.00
13; if < zero then enter zaro)
mhcnmpensated care (ded Tnstiiietions For each Tined 0 A" o . R L EICAL TR .
17.00 |private grants, donations, or endowment income restr1cted to fund1ng charwty care 0| 27.00
18.00 |Government grants, appropriations or transfers for support of hospital operations 0| 18.00
19.00 |Total unreimbursed cost for Medicaid , SCHIP and state and local +indigent care programs (sum of lines 2,000,776| 18.00

8, 12 and 16)

RPN T S [ SR e e e 200 SR, s
Total +initial obligation of p ts approved Tor charity care (at full 2,935,528 4,067,727| 20.00
charges excluding non-reimbursable cost centers)} for the entire facility
21.00 |Cost of dinitial obligation of patients approved for charity care (line 1 700,373 970,499 21.00
times Tine 20)
22.00 |rPartial payment by patients approved for charity care 0 0 0| 22.00

23.00 gqst_of{charity care (line 21 mi que 22) _ _ _ 1 _700,373 270,126 i 9?0!499__23799

34,00 |Does the amount in line 20 column 2 include charges for patient days beyond a length of stay 1imit |
imposed on patients covered by Medicaid or cther indigent care program?

25.00 |If 1ine 24 is "yes," charges for patient days beyond an indigent care pregram's length of stay Timit 0| 25,00
26.00 [|Total bad debt expense for the entire hospital complex (see instructions) 5,559,449| 26.00
27.00 {Medicare bad debts for the entire hospital complex (see instructions) 359,923| 27.00
28.00 {Non-Medicare and Non-Reimbursable bad debt expense (line 26 minus line 27) 5,199,526| 28.00
29.00 |Cost of non-Medicare bad debt expense {line 1 times line 28) 1,240,529| 29.00
30,00 |cost of non-Medicare uncompensated care (Tine 23 column 3 plus Tine 29) 2,211,028 30.00
31.00 |Total unreimbursed and uncompensated care cost (line 19 plus 1ine 30 4,211,804} 31.00

MCRIF32 - 2.25.130.0



Health

Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Provider CCN: 150154 |Period:
From 01/01/2011
To 12/31/2014

workshaet A

pDate/Time Prepared:

w'ﬂ  éHtéF;QE5¢ﬂi:"

Gthel " [Totd] Ceol, L

RecTassiTicati

i jf:n.h"z.)‘; . |ohs (Soe A-6)

5/29[2012_8 32 am

109. 00
110. 00
111.00
118.00

180.00
191.00
192.00
194.00
194.01
194.02
194.03
194.04

LTSLET ACQUISTITION

NEW CAP REL COSTS- BLDG & FIXT

0 5667 .53

2,667,953

OBSERVATION BEDS {(NON-DISTINCT PART}

NEW CAP REL COSTS-MVBLE EQUIP 0 0 6,995,752 6,995,752
EMPLOYEE BENEFITS 4,052 6,493,486 6,497,538 865,263 7,362,801
ADMINISTRATIVE & GENERAL 733,345 33,451,941 34,185,286 -11,287,666 22,897,620
OPERATION OF PLANT 305,114 2,166,410 2,471,524 139,278 2,610, 802(
LAUNDRY & LINEN SERVICE 0 1,340 1,340 184,512 185,852
HOUSEKEEPING 446,758 346,186 792,944, -5,030 787,914
DIETARY 585,671 1,120,323 1,705,994 -1,420,321 285,673
CAFETERIA 0 0 0 1,424,480, 1,424,480
NURSING ADMINISTRATION 1,788,431 1,302,590 3,091,021 -42,087 3,048,934
MEDICAL RECORDS & LIBRARY 470,151 780,189 1,250,340 -67,434 1,182,906
SOCTAL SERVICE 392,711 383,938 776,649 =231 776,418
TRANSPORTATION 0 0 0 0
NONPHYSICIAN ANESTHETISTS 0 0 0 0
EMS SCHOOL 0 0 0 0
RADIOLOGY SCHOOL. 37 581 10,098 10,679
PHARMACY RESIDENCY 0 0 16,868 16 868
INPAJIENT - ROUTINE  SERVICE (COST, CENTERS, - = T R T ]
ADULTS & PEDIATRICS ,374,618 1,142,168 6,516,786 -115,560 6, 401 226
CORONARY CARE UNIT 2,544,181 384,981 2,929,162 -45,738 2,883,424
SUBPROVIDER - IRF 0 0 0 0 0
SUBPROVIDER 0 0 0 0 0
NCELLARY. SERVICE €OST, CENTERS . L e e S e e e Gl s
OPERATING ROOM 1,063,355 7,568,048 8,631,403 ~5,964,590 2,666,813
RECOVERY ROOM 0 105 105 0 105
RADIOLOGY-DIAGNOSTIC 791,464 655,924 1,447,388 -932,441 514,947
RADIOLOGY - THERAPEUTIC 0 0 0 0 0
CT SCAN 150 8,368 8,518 659,266 667,784
MAGNETIC RESONANCE IMAGING (MRID 0 4,111 4,111 0 4,111
CARDIAC CATHETERIZATION 1,587,986 18,631,441 20,219,427) -18,040,195 2,179,232
LABORATORY 0 2,475,549 2,475,549 -36 2,475,513
BLOOD LABORATORY 0 0 0 0 0
INTRAVENOUS THERAPY 0 0 0 0 0
RESPIRATORY THERAPY 769,198 259,233 1,028,431 -168,404 860,027
PHYSICAL THERAPY 0 123,945 123,945 -49,551 74,394
OCCUPATIONAL THERAPY 0 0 0 44,596 44,596
SPEECH PATHOLOGY 0 0 0 4,955 4,955
ELECTROCARDIOLOGY 1,238,982 412,888 1,651,870 ~174,957 1,476,913
CARDIAC TESTING 810, 809 -821,838 ~11,029 -246,030 ~257,059
ELECTROENCEPHALOGRAPHY 0 3,379 3,379 0 3,379
MEDICAL SUPPLEES CHARGED TO PATIENTS 0 408,763 408,763 9,739,277 10,148,040
IMPL. DEV. CHARGED TO PATIENT 204,420 204,420 14,041,671 14,246,001
DRUGS CHARGED TO PATIENTS 4,649,927 4,649,927 309,907 4,959,834
RENAL DIALYSIS 196,178 196,178 -3,893 192,285
ENDOSCOPY 22,003 22,003 -8,478 13,525
OTHER ANCILLARY SERVICE COST CENTERS 0 0
OTHER ANCILLARY SERVICE COST CENTERS 1] 0
OTHER ANCILLARY SERVICE COST CENTERS 0 0
CARDIAC REHABILITATION 305,578, 343,996
|OUTPATIENT SERVICE COST CENTERS. .. e R
RURAL HEALTH CLINIC 0 0
FEDERALLY QUALIFIED HEALTH CENTER 0 0
CLINIC 561,322 316,542 877,864 -21,718 856,146
EMERGENCY 1,431,924 909,131 2,341,055 ~10, 362 2,330,693

GTHER, REXMBURSARLE COST CENTERS

CORF

SPECTAL 'PURPOSE /COSTCENTERS -

PANCREAS ACQUISITION
INTESTINAL ACQUISITION

SUBTOTALS (SUM OF LINES 1- 117)
REIMBURSABLE: COST -CENTERS

GIFT, FLOWER, COFFEE SHOP, & CANTEEN
RESEARCH

PHYSICIANS' PRIVATE OFFICES

OTHER NONREIMBURSABLE COST CENTERS
OTHER NONREIMBURSABLE COST CENTERS
OTHER NONREIMBURSABLE COST CENTERS
OTHER NONREIMBURSABLE COST CENTERS
OTHER NONREIMBURSABLE COST CENTERS

MCRIF32 - 2.25.130.0

0
263,756
47,377,856

0
o
0
0
0

0

40, 750 304,506 0
2,623,368 50,001,224 1,462,428
0 0 0

0 0 0

Q 0 0

0 0 0

0 0 0




Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

RECLASSTIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Provider CCN:

150154

Period:
From 01/01/2011
To  12/31/2011

worksheet A

Date/Time Prepared:

T Cost Canter PescEipLion,

Lo okher s

Total (ol 4 ket
S gk o B ::2)

5/29/2012 8:3

2 an

o T

ER

SR S g, il e 500 R
19405, POB 0 0 0 0[194.05
200.00{ TOTAL (SUM OF LINES 118-199) 88,812,625 86,301,155 155,113,780 0] 155,113,780{200.00

MCRIF32 - 2.25.130.0




Health Financial Systems

INDIANA HEART HOSPITAL

RECLASSIFICATION AMD ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Providar CCN:

GENERAL SERVICE COST CENTER:

10.00 |DIETARY

3,748,115

57.00 |CT SCAN

1.00 |MEW CAP REL COSTS-BLDG & FIXT
2.00 |NEW CAP REL COSTS5-MVBLE EQUIP 5,250,711
4,00 |EMPLOYEE BENEFITS 8,411,211
5.00 |ADMINISTRATIVE & GENERAL 24,102,144
7.00 [OPERATION OF PLANT 2,590,782
8.00 |[LAUNDRY & LINEN SERVICE 185,852
9.00 [HOUSEKEEPING 787,914
-231,149
11.00 |CAFETERIA 1,424,480
13.00 |NURSING ADMINISTRATION 3,048,726
16.00 |MEDTICAL RECORDS & LIBRARY 1,686,205
17.00 |SOCIAL SERVICE 0 776,418
18.00 | TRANSPORTATION 0 0
19.00 |NONPHYSICIAM ANESTHETISTS 0
23.00 |EMS SCHOOL 0
23.01 |RADIOLOGY SCHOOL 10,679
PHARMACY RESIDENCY 16, 868!
30.00 |ADULTS & PEDIATRICS 6,341,207
32.00 |CORONARY CARE UNIT 2,883,424
41.00 [SUBPROVIDER - IRF 0
42.00 | SUBPROVIDER 0

IANCILLARY SERVICE COST. CENTERS T

50,00 |OPERATING ROOM 2,666,813
51.00 |RECOVERY ROOM 105
54,00 |RADIOLOGY-DIAGNOSTIC 502,836
55.00 |RADIOLOGY - THERAPEUTIC 0
667,784
58.00 |MAGNETIC RESONANCE IMAGING {MRI) 4,111
53,00 [CARDIAC CATHETERIZATION 2,070,986
60.00 [LABORATORY 2,044,405
60,01 |BLOOD LABORATORY 0
64.00 | INTRAVENOUS THERAPY 0
65.00 |RESPIRATORY THERAPY 860,027
66.00 |PHYSICAL THERAPY 74,394
67.00 |OCCUPATIONAL THERAPY 44,595
68.00 |SPEECH PATHOLOGY 4,955
69.00 |ELECTROCARDIOLOGY 211,242
69.0L1 |CARDIAC TESTING 970,354
70.00 |ELECTROENCEPHALOGRAPHY 3,379
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 10,148,040
72.00 |IMPL. DEV. CHARGED TO PATIENT 14,246,091
73.00 |DRUGS CHARGED TO PATIENTS 4,976,702
74.00 |RENAL DIALYSIS 192,285
76.00 | ENDOSCOPY 13,525
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0
76.03 |OTHER ANCILLARY SERVICE €COST CENTERS 0

76,97 | CARDIAC REHABILITATION

OUTPATIENT SERVICE COST CENTER

351,772

88.00 |RURAL HEALTH CLINIC
89.00 |FEDERALLY QUALTFIED HEALTH CENTER
90.00 |CLINIC

91.00 |EMERGENCY

EDS (NON-DISTINCT

0
0
640,034
1,684,013

{SARLE (COST. CENTER

110.00] INTESTINAL ACQUISITICN
111.00|ISLET ACQUISITION
118.00|SUBTOTALS (SUM 0

ES

[o; = el =]

NONREIMBURSABLE (COST -CEN

103,412,03

190.00{GIFT, FLOWER, COFFEE SHOP, & CANTEEN

191.00| RESEARCH

192.00| PHYSICTANS' PRIVATE OFFICES
194.00|OTHER NONREIMBURSABLE COST CENTERS
194.01| OTHER NONREIMBURSABLE COST CENTERS
194.02| OTHER NOMREIMBURSABLE COST CENTERS
194.03| OTHER NONREIMBURSABLE COST CENTERS
194.04| OTHER NONREIMBURSABRLE COST CENTERS
194 . 05| POB

200.00| TOTAL (SUM OF LINES 118-199)

o

11,948
304,506
49,768,957
0

0
0
0
0
ly
7

153,497,44

MCRIF32 - 2.25.130.0

In Lieu of Form CMs-2552-10

pDate/Time Prepared:
5/29/2012 B:32 an




Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

.00
.00

3.00

.00

.00
3.00

.00

2.00
3.00

2.00

.00

.00
.00
.00
.00
.00
.00

[ P R N PR S )

RECLASSTFICATIONS provider ccN: 150154 | Period: worksheet A-6
From 01/01/2011
To 12/31/2011 | pate/Time Prepared:
15/29/2012 8:32 am
Cost Cantat, o
A = Depreciation Expense . ..
MEW CAP REL COSTS-BLDG & 1.00
FIXT
MEW CAP REL COSTS-MVBLE 2.00
EQUIP
0 0 3.00
. o | o 0 0 4,00
TOTALS 0 4,571,443
B = IntmtExbénéé w RHE L A T T T T e
NEW CAP REL COSTS-MVBLE 0 2,964,621 1.00
EQUIP
0 o Z2.00
o _ 0 __ 0 3.00
TOTALS 0 2,964,621
L Tinp] antab e, Device Reclass o T g :
IMPL. DEV. CHARGED TO 1.00
PATIENT
0.00 4] 2.00
. . s 0.00 0 3.00
ITOTALS 0
2.00
B = Laindry and. Einen Recias i s
. | o 184,512 1.00
0 184,512
E = MEDICAL DIREGTOR. RECLASS - e T e -
ADMINISTRATIVE & GENERAL 373,578 0 1.00
ADULTS & PEDIATRICS 74,747 0 2.00
CARDIAC CATHETERIZATICN 129,424 0 3.00
CLINLC 104,862 0 4,00
CARDIAC TESTING 144,210 0 5.00
I R o O __ 0 6.00
TOTALS 826,821 0
F. = Rant Expérge o i e T i o B B s
NEW CAP REL COSTS~-MVBLE 2.00 0 850,042 1.00
EQUIP
0.00 0 0 2.00
0.C0 0 0 3.00
0.00 0 0 4.00
0.00] 0 0 5.00
0.00] 0 0 6.00
0. 00| 0 0 7.00
0. 00 0 0 £.00
0.00 0 0 9.00
0.00 0 0 10.00
0.00 0 1) 11.00
0.00 0 0 12.00
0.00 [ o 13.00
0.00 0 0 14.00
0.00 0 0 15.00
0.00 0 0 16.00
0.00 0 0 17.00
0. 00 0 0 18,00
.00 0 0 19.00
| _ e A1 0000 o 0 20,00
TOTALS 0 850,042
2.00
“icafeteria Salary’ P
| o | _ 484,40 1.00
484,408 0
H - Caféteria; Other. , G i
CAFETERIA 0 940,072 1.00
0 4] 2.00
0 0 3.00
0 0 4.00
0 0 5.00
0 O 6.00
0 0 7.00
0 0 §.00
0 0 9.00
M 4] 10.00
. - o 0 11.00
TOTALS 0 940,072

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lie

J of Form CMS-2552-10

RECLASSIFICATIONS

Provider CCN: 150154

par
From 01/01/2011
To  12/31/2011

worksheet A-6

pate/Time Prepared:

5/29/2012 8:32

am

1.00 |MEDICAIL SUPPLIES CHARGED TO 71.00 0 9,932,307

PATIENTS
2.00 |CLINIC 90.00 0 46|
3.00 0.00 0 0
4,00 0.00 0 0
5.00 0.00 0 0
6.00 0.00 0 D
7.00 0.00 0 0
8.00 0.00 0 0
9.00 0.00 0 0
10.00 0.00 0 0
11.00 0.00 o 0
12,00 0.00 0 0
13.00 0.00 0 0
4.0 . 0.00 - 0 __ 0O

TOTALS G 9,932,353
2.00 68.00 4,955
3.00
1.00 .

K. < Drigs . Ehardes €0 Pat 7k Soin G Bt .
1.00 |DRUGS CHARGED TO PATIENTS 73,00 0 503,082
2.00 0. 0 0
3.00 0. 0 0
4.00 0. 0 0
5.00 0. 0 0

0 B2

1.00 DIETARY 10.00 ] 14,933
2.00 0.00 0 0
3.00 C.00 0 0
4,00 0. 00 0 0
5.00 0. 00 0 0
6.00 0. 00 0 0
7.00 0.00) 0 0
8.00 .00 0 0
9.00 | e 0.00 0 _ 0

TOTALS 0

W = Pharmacy :Residency.:i
1.00 |PHARMACY RESIDENCY
200 | ..

TOTALS ~

.= Pharmacy.Rasitency: G
1.00 |PHARMACY RESIDENCY o]
2.00 | I b

TOTALS 0

0= Space Renta] & Property Tax . o
1.00 |NEW CAP REL COSTS-BLDG & 0 851,463

FIXT
2.00 0.00 0 4]
3.00 0.00 0 0
4,00 0.00 0 0
5.00 0.00 0 0
6.00 o o 0.00 0 .0

TUTALS 0 851,463

P Repairs:and Majnténance. i : i
1.00 OPERATION OF PLANT 7.00 0 142,501
2.00 0.00 0 0
3.00 (.00 0 0
4.00 (.00 0 0
5.00 0.00 0 Q
6.00 0.00 0 0
7.00 0.00 0 0
8.00 0.00 0 0
9.00 0.00 0 0
10.00 0._00 0 0
11.00 0.00 0 0
12.00 0.00 0 0
13.00 0.00 0 0
14,00 0.00 0 0
15.00 0.00 [y 0
16.00 0.00 0 0

SRV

000 N R W R

[= QT NN VT N |

[t Rt = s B TR

.00
.00
.00
.00
.00

MCRTIF32 - 2.25.130.0



Health Financial Systems TINDIANA HEART HOSPITAL In Liey of Form CMS-2552-10
RECLASSIFICATIONS provider CCN: 150154 |period: worksheet A-6
From 01/01/2011
To 1273172011 | pate/Time Prepared:
. 5/29/2012 8:32 am
R .Cost CentsE., “Salary . ol e
S 200 o O S
17.00 0 0 17.00
18.00 0 0 18.00
19.00 0 0 19.00
20.00 0 0 20.00
200 | 0 o 21.00
TOTALS 0 142,501
2.00 192,00 2,300,520 2.00
3.00 | 3.00
Q= PEns1oh EXPERSE RECIASE. - oo - oo o e e K
.00 [ o 1 400 | 866,189 1.00
0 3,166,709
R = capital Insirance Costs.. . i R e
1.00 |NEW CAP REL COSTS-BLDG & 0 426,136 1.00
FIXT
2200 0 _ 0 2.00
TOTALS 0 426,136
2.00 _ 2.00
[5_- caf scah Salary Reglass : NS AR :
oo | | s7.00 435,136 ] 1.00
435,156 0
2.00 2.00
[T = cat.Sean Other Reclass e
.00 | 1 __ s7.00 1.00
= IHP Finante Salary RECIASs - oo oo i cacoesn 0ot i e B
1.00 IPHYSICTANS' PRIVATE OFFICES 192.00 1.00
2.00 | [ KN ¢ ¢ 2.00
TOTALS
2.00 2.00
W = THP Medical Records ‘Sdlary Reclass . hou
o0 | 192,00 1.00
Y= Radiology School Allded HeaTth ..win i By,

1.00 |RADIOLOGY SCHOOL 23.01 1.00
z.00 | o R 2.00
TOTALS i
7.~ gadiology. school Allied y ]

1.00 |RADIOLOGY SCHOOL 1.00
200 | 2.00

TOTALS
RA L Cardiac Rehab birector SalaryiReclass e
1.00 |CARDIAC REHABILITATION 76,97 0 1.00
200 | | .. __  ©.00 I ¢ 2.00
TOTALS ) 0
KB =TETE LTABILTTY RECLASS . EEaa 5
1.00 |ADMINISTRATIVE & GENERAL 8,840 1.00
2.00  |NURSING ADMIMISTRATION 4,974 2.00
3.00 |MEDICAL RECORDS & LIBRARY 4,716 3.00
4.00 |ADULTS & PEDIATRICS 4,038 4.00
5.00 |CORONARY CARE UNIT 5,848 5.00
6.00 |CLINTC i _ 1,758 .00
TOTALS 30,174
500.00 [Grand Total: Increases 39,191,705 500.00

MCRIF32 -~ 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMS-2552-10
RECL.ASSIFICATIONS Provider CCN: 150154 | Period: worksheet A-6

From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
5/29/2012 8:32 am

L Deereasasi ol
fo bine s faf
i 0 SO0 :
A = Depréciation Expénse. Lo S L
1.00 0. 0 9 1.00
2.00 0, 0 9 2.00
3.00 |ADMINISTRATIVE & GENERAL 5 0 4,530,559 0 3.00
4,00 |PHYSICIANS' PRIVATE OFFICES [ 192, 0 _ 40,884 _ 0 4,00
[TOTALS 0 4,571,443
B = Tnterest: ExXperise i e L T
1.00 0.¢0 0 ¢] 11 1.00
2.00 |ADMINISTRATIVE & GENERAL 5.00 0 2,957,793 0 2.00
3.00 |RADIOLOGY-DIAGNOSTIC | 54.00 0 _ 6,828 _ 0 3.00
[TOTALS o] 2,964,621
6. = ThpTantable Devics Reclass S T B Ry
1.00 0.00 0 0 0 1.00
2.00 |OPERATING ROOM 50.0C 0 2,779,744 0 2.00
3.00 |CARDIAC CATHETERIZATICN o 59.00 A [t 11,449,777 _ 0 3.00
TOTALS o] 14,229,521
2.00 184,512 2.00
1.00 ] ] 1.00
184,512
E. = MEDICAL DIRECTOR KECLASS IRt T R T y
1.00 0.00 0 0 0 1.00
2.00 0.00 0 0 0 2.00
3.00 0.00 0 0 0 3.00
4,00 0.00 0 0 0 4.00
5.00 0.00 0 0 0 5.00
6.00 |PHYSICIANS' PRIVATE OFFICES 192.00 826,821 9 _ 0 6.00
826,821, 0
F = Renk Expense S e
1.00 0.00] 0 0 10 1.00
2.00 |ADMINISTRATIVE & GEMERAL 5.00 0 25,939 0 2.00
3.00 |OPERATION OF PLANT 7.00 0 3,223 0 3.00
4.00 HOUSEKEEPING 9.00 0 203 0 4.00
5.00 [DIETARY 10.00 0| 1,769 0 5.00
6.00 |NURSING ADMINTSTRATION 13.00 0 1,381 0 6.00
7.00 [SOCIAL SERVICE 17.00 0 81 0 7.00
8.00 [ADULTS & PEDIATRICS 30.00 0 606i 0 8.00
9.00 |CORONARY CARE UNIT 32.00 0 523 0 9.00
10.00 |OPERATING ROOM 50.00 0 84,099 0 10,00
11.00 |RADIOLOGY-DIAGNOSTIC 5400 0 720 0 11.00
12.00 |CARDIAC CATHETERIZATION 59.00 0 217,678 0 12.00
13.00 [LABORATORY 60.00 0 36| 0 13.00
14.00 |RESPIRATORY THERAPY 65.00 0 78,913 0 14.00
15.00 |ELECTROCARDIOLOGY 62.00 0 1,595 0 15.00
16.00 |MEDICAL SUPPLLES CHARGED TO 71.00 0 1,201 0 16.00
PATIENTS
17.00 |IMPL. DEV. CHARGED TO 72.00 0 187,850 0 17.00
PATIENT
18.00 |DRUGS CHARGED TO PATIENTS 73.00 0 243,687 y; 18.00
19.00 |CLINIC 90.00 0 158 0 19.00
20.00 |EMERGENCY o 91.00, o 380 0 20.00
TOTALS 0 850,042
2.00 | 10,00 484,408
G = Cafeteria Salary. . B
1.00 | _ ]
H = Cafeteria.other
1.00
2.00 |EMPLOYEE BENEFITS 463
3.00 |ADMINISTRATIVE & GENERAL 13,648
4.00 |DIETARY 923, 806
5.00 [SOCIAL SERVICE 75
6.00 |MEDICAL SUPPLIES CHARGED TO 24
PATLENTS
7.00 |DRUGS CHARGED TO PATIENTS 40
8.00 |CLINIC 60
9.00 |CARDIAC REHABILITATION 67
10.00 CARDIAC TESTING 556
11.00 ([PHYSICIANS' PRIVATE OFFICES 1,333
TOTALS 940,072
o= EhargeabTe medica 71 1 e
1.00
2.00
3.00 |DIETARY

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

Th Lieu of Form CM$-2552-10

RECLASSIFICATIONS

provider CCN: 150154

Period:
From 01/01/2011

worksheet A-6

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

~Satary

| 5/29/2012 8:3

2_am

.00
.00
.00
.00
.00

Lo~ o L D e oI W RS =
[w] [=1
(=) o

- T, JE LIt T
[=]
[=)

[T-N- RN - I P
[l
(=}

PATIENTS
DRUGS CHARGED TO PATLENTS

Gogtcanter:
N R I 1 LR By

ADULTS & PEDIATRICS 0 182,180 0
CORONARY CARE UNIT 0 37,79 0
OPERATING ROOM . 0 3,085,456 0
RADIOLOGY-DIAGNOSTIC 54.00 0 17,106 0
CARDIAC CATHETERIZATION 59,00 0 6,479,657 o
RESPIRATORY THERAPY 65.00 0 84,678 0
DRUGS CHARGED TOQ PATIENTS 73.00 0 19,585 0
RENAL DIALYSIS 74.00 0 3,893 0
ENDOSCOPY 76.00 0 6,712 0
CARDIAC REHABILITATION 76.97 0 881 0
EMERGENCY | __u.¢0 - 0 9,018 o

TOTALS 0 9,932,353

49,551

5 Therapy Other (R

0

. 0 0
IOPERATING ROOM 50.00 o] 324 0
RADIOLOGY-DIAGNOSTIC 54.00 0 221,020 0
CARDIAC REHABILITATION 76.97 0 23 0
[CARDIAC TESTING __ | evs0a| o 374,715, 9

TOTALS 0 593,082

i Diavary, Food Service Allgcation CREL o

0 0
EMPLOYEE BENEFITS 463 0
IADMINISTRATIVE & GENERAL 13,648 0
SOCTIAL SERVICE 75 0
MEDICAL SUPPLIES CHARGED TO 24 0

0
CLEINIC 0
CARDIAC REHABILITATICN 0
ICARDTAC TESTING _ | =2 9
TOTALS ) ’— i
M- PRarmacy Residency i
IDRUGS _CHARGED TO _PATIENTS | _73.00
TOTALS
< Pharmacy. Resideney; i 0 Gl G
. 0
DRUGS CHARGED TO PATIENTS | 73.00 ]
TOTALS 0
0. = space Rentgl: & ‘property. fa N S
0 10
IADMINISTRATIVE & GENERAL 0 464,307 0
DILETARY 0 11,201 0
ELECTROCARDLOLOGY 0 158,727 0
CLINIC 0 124,602 0
[PHYSTCIANS' PRIVATE OFFICES | _0 _g2e28l 0
[TOTALS 0 851,463
P Repaita and marntehance: SRR gty B
0 0 1]
ADMINISTRATIVE & GENERAL 0 5,275 ¢
HOUSEKEEPING 0 4,827 0
DIETARY o] 8,674l 0
MEDICAL RECORDS & LIBRARY 0 330 0
ADULTS & PEDIATRICS 0 7,521 0
CORONARY CARE UNTT 0 7,424 0
OPERATING ROOM 0 14,967 0
RADICLOGY-DIAGNOSTIC 0 14,471 0
CT SCAN 0 2,932 0
CARDIAC CATHETERIZATION 0 22,507 0
RESPIRATORY THERAPY 0 4,813 0
ELECTROCARDIOLOGY 0 14,635 0
MEDICAL SUPPLIES CHARGED TO 0 7,269 0
PATIENTS
DRUGS CHARGED TO PATIENTS 73.00 0 2,955 0
ENDOSCOPY 76.00 0 1,766 0
CLINIC 90,00 0 1,746 0
CARDIAC REHABTLITATION 76.97 0 1,250 0
CARDIAC TESTING 69,01 0 17,413 0
EMERGENCY 91.00 0 964 0

10.
11.
12.

14,

(T3-SR R S

Wi W NP

VoW

W oo L th

fa ]

NN

Sy w2

[C-I - SN T R S P

MCRIF32 ~ 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieuy of Form cms-2552-1C
RECLASSIFICATIONS provider CCN: 150154 | Pariod: worksheet A-6
From 01/01/2011
To  12/31/2011 | pate/Time Prepared:

" 5/29/2012 8:32 am
Cest . ]
S o b BiO0 e e
21.00 |PHYSICIANS' PRIVATE OFFICES_|
TOTALS
2.00
3.00 _
Q = Fénsion Expense Reclasg=iiv: "0 e T e e L P L e e T B
1.60 | - L o _ 1.60
0
o= Capital LAsUranee Gosts i wii o B e s
1.00 0.00] 0 1.00
2.00 |ADMINISTRATIVE & GENERAL |  __  5.00 o 0 2.0C
TOTALS 0
2.00 435,196 2.00
S o~ Cab.scan Salary REEldss R
1.00 - 1.00
435,196
2.00 2.00
1.00 1.00
0= THP Einance.Safary. Reclass
1.00 . 1,00
2.00 |ADMINISTRATIVE & GEMERAL 5.00] 57,230 2.00
57,230
2.00 67,104] 2.00
1.00 1.00
¥ & Radlo1oay, SChoo L Allied:
1.00 1.00
2.00 |[RADICLOGY-DIAGNOSTIC __ | 2.00
TOTALS
Z 5 Radio] ogy. Sehool- AlTied Hes
1.00 1.00
2.00 [RADTOLOGY-DIAGNOSTIC |  _  »%.00 2.00
TOTALS
WA = Cardiac.Rehab, TSl ArY RECTASS o
1.00 0.00] 1.00
2.00 |NURSTNG ADMIMISTRATION | - _ 2.00
TOTALS
IAB > "ETB EIABILITY. RECLASS :oono- S G ey
1.00 |ADMINISTRATIVE & GENERAL 5.00 3,840 0 1.00
2.00 |NURSING ADMINISTRATION 13.00 4,974 g 2.00
3.00 |MEDICAlL. RECORDS & LIBRARY 16.00 4,715 0 3.00
4.00 |ADULTS & PEDTATRICS 30.00 4,038 0 4.00
5.00 |CORONARY CARE UNIT 32.00 5,848 0 5.00
6.00 |cLinNIC b ec.oof . 1,758 e ) 6.00
TOTALS 30,174( 0
500.00 |Grand Total: Decreases 1,951,015 39,161,531 500.00

MCRIF3Z -~ 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMS-2552-10
RECONCILIATION OF CAPITAL COSTS CENTERS pProvider CcN: 150154 | Period: worksheet A-7

From 01/01/2011 | Parts I-IXIT

To  12/31/2011 | pate/Time Prepared:
1 5/29/2012 6:32 am

ACCIU‘iS'it]’onS
benakion |

1.00 (Land 0 0 0 1.00
2.00 |Land Improvements 0 0 Q 0] 2.00
3.00 |Buildings and Fixtures 44,992,601 3,105,374 0 3,105,374 0| 3.00
4,00 |Building Improvements 574,893 340,419 0 340,419 0| 4.00
5.00 |Fixed Equipment 0 0 0 0 0| 5.00
6.00 |Movable Equipment 26,479,838 458,100 0 458,104 0 8.00
7.00 |HIT designated Assets 0 0 0 0 0 7.00
8.00 |subtotal {sum of Tines 1-7) 72,047,330 3,903,893 0 3,903,893 0 B.00
9.00 |Reconciling Ltems 0 0 0 0| 9.00
1 72,047,330 3,903,893 0] 0] 10.

10.00 |Total (11‘ng 8 minus line 93

instructions

0,007 T
LINES 1]
0

“PART ¥T = RECONCILIATION OF AMOUNTS EROM WORKSHEET As.COLUMN 2,
1.00 NEW CAP REL COSTS-BLDG & FIXT
2.00 NEW CAP REL COSTS-MVBLE EQUIP 0

_|Total (sum of Tines 1-2)

NT

'NEW CAP REL COSTS-BLDG & FIXT

47,567,494 0.642303]

1.00 47,567,494 0 0 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 26,479,836 o| 26,479,836 0.357607 ol 2.00
3.00 |Total (sum of Tines 1-2) 74,047,330 o| 74,047,230 1.000000 al 3.00

MCRIF32 - 2.25.130.0



Health Fipancial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMs-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Provider CCN:

150154

Period:
From 01/01/2011
To 1273172011

workshaet A-7
Parts I-III

pate/Time Prepared:

5

5/29/2012 8:32 am

PART T ANALYSIS OF CHANGES I

CAPITAL  ASSET BALAN

CES: it :
1.00 |Land 0 0 1.00
2.00 |Land Improvements 0 0 2.00
3.00 |Buildings and Fixtures 48,097,975 0 3.00
4.00 |Building Improvements 915,312 0 4.00
5.00 |Fixed Equipment 0 0 5.00
6.00 |Movable Equipment 26,937,936 0 6.00
7.00 [HIT designated Assets 0 0 7.00
8.00 [subtotal {sum of lines 1-7) 75,951,223 0 8.00
9.00 |Reconciling Items 0 0 9.00
10.00 0 _10.00

Total (line 8 minus 11ne 9)

o 15,00

ECONCTLIATION OF AMOUNTS

i3 bl JM

NEW CAP REL COSTS-BLDG & FIXT
NEW CAP REL COSTS-MVBLE EQUIP

N3, LINEs. i
0

Total (sum of lines 1-2)

851,463

P 15 RECONCILIATIO
1.00 [MEW CAP REL COSTS-BLDG & FIXT
2.00 |NEW CAP REL CODSTS-MVBLE EQUIP
3,00 |Total {sum of lines 1-2)

0 0
0 0
0 0

~5,470,516
4,393,841

[ =)

6,864,357

850,042
1,701,505

MCRIF32 - 2.25.130.0



Health Financial Systems

RECONCTILTATION OF CAPITAL COSTS CENTERS

INDIANA HEART HOSPITAL

Provider CCN:

150154 | Perio

From 01/01/2011

To

Tn Lieu of Form CMS-2552-10

12/31/2011

workshaet A-7
parts L-IIX

pDate/Time Prepared:

- .édst"Ce::éﬁ bascrprien

S 'su‘MMARY OF-CAP‘IT‘AL», .

5/29/2012 8:32 am

sy | nstrue 1jons’)

Taxes Qsee

PART . 111 .RECONCILiATION OF APITAL cosTs CENTERS T e R o
1.00 |NEW CAP REL COSTS-BLDG & FIXT ¢ 426,136 0 0 3,748,115 1.00
2.00 |NEW CAP REL COSTS~MVBLE EQUIP 6,828 0 0 0 5,250,711 2.00
3.00 |Total (sum of lines 1-2) 6,828 426,136 0 0 8,998,826] 3.00

MCRIF32 -

2.25.130.0



In Lieu of Form €M$-2552-10
worksheet A-8

INDIANA HEART HOSPITAL

Provider cCN: 150154 [Period:

From 01/01/2011
To  12/31/2011 | Date/Time Preparad:
5/25/2012 8

Health Financial Systems
ADJUSTMENTS TO EXPENSES

T Expetise ©laseitication on worksheet
o/ Fron which the Amblint s 6 e Adfusted)
08k Cant et Des et COANOURES ool s s ege canap
S e L T R ; B R R R Gl
1.00 |Investment income - NEW CAP REL COSTS-BLDG & QO[NEW CAP REL COSTS-BLDG & 1.00
FIXT (chapter 2) FIXT
2.00 |Investment income ~ WEW CAP REL COSTS-MVBLE OINEW CAP REL COSTS-MVBLE 2.00| 2.00
EQUIP (chapter 2) EQUIP
3.00 |Investment income - other (chapter 2) 0 0.00] 3.00
4.00 |Trade, guantity, and time discounts (chapter B ~100,603ADMINISTRATIVE & GENERAL 5.000 4.00
8}
5.00 |Refunds and rebates of expenses (chapter 8) 0 0.00| 5.00
6.00 |Rental of provider space by suppliers 0 0.00| .00
(chapter 8)
7.00 |TeTlephone services (pay stations excluded) A -9,086ADMINISTRATIVE & GENERAL 5.00| 7.00
(chapter 21)
8.00 |Television and radio service (chapter 21) 0 0.00) B.00
9.00 |pParking lot (chapter 21) 0 .00} 9.00
10.00 |provider-based physician adjustment A-8-2 -2,049,050 1000
11.00 |sale of scrap, waste, etc. (chapter 23) 0 0.00| 11.00
12.00 |Related organization transactions (chapter A-8-1 14,183,560 12.00
10)
13.00 |Laundry and Tinen service 0 0.00] 13.00
14.00 [cafeteria-employees and guests B. -463, 632|DLETARY 10.00| 14.00
15.00 |Rental of quarters to emplioyee and others 0 0.00] 15.00
16.00 {sale of medical and surgical supplies to 0 0.00| 16.00
other than patients
17.00 |sale of drugs to other than patients 0 0.00] 17.00
18.00 |sale of medical records and abstracts 0 0.00] 18.00
19.00 |Nursing school (tuition, fees, books, etc.) 0 0.00( 19.00
20.00 |vending machines 0 0.00| 20.00
21,00 [Income from imposition of fnterest, finance 0 0D.00| 21.00
or penalty charges {chapter 21)
22.00 |Interest expense on Medicarea overpayments 0 0.0C| 22.00
and borrowings to repay medicare
overpayments
23.00 |Adjustment for respiratory therapy costs in A-8-3 O[RESPIRATORY THERAPY 65.00| 23.00
excess of limitation (chapter 14)
24.00 |adjustment for physical therapy costs in A~8-3 O[PHYSICAL THERAPY 66.00| 24.00
excess of Timitation (chapter 14)
25.00 |utilization review - physicians' Qf** Cost Center Deleted *¥* 114.00| 25.00
compensation (chapter 212
26.00 |Depreciation - NEW CAP REL COSTS-BLDG & FIXT OINEW CAP REL COSTS-BLDG & 1.00! 26.00
FIXT
27.00 |pepreciation - NEW CAP REL COSTS-MVBLE EQUIP O[NEW CAP REL COSTS-MVBLE 2.00) 27.00
EQUIP
28.00 |Noh-physician Anesthetist O[NONPHYSICEAN ANESTHETISTS 19.00| 28.00
29.00 |Physicians' assistant 0 (.00 29.00
30.00 |Adjustment for eccupational therapy costs in A-8-3 QIOCCUPATIONAL THERAPY 67.00| 30.00
excess of Timitation (chapter 14)
31.00 [Adjustment for speech pathology costs 1in A-8-3 O[SPEECH PATHOLOGY 68.00| 31.00
excess of Timitation (chapter 14)
32.00 |CAH HIT Adjustment for Depreciation and A 0 0.00] 32.00
Interaest
33.00 |Misc Revenue B -3,484ADMINISTRATTVE & GENERAL 5.00| 33.00
33.01 |Misc Revenue B -20/0PERATION OF PLANT 7.00| 33.01
33.02 |Misc Revenue B ~-46,089DIETARY 10.00| 33.02
33.03 [Misc Revenue B -133|NURSING ADMINISTRATION 13.00| 33.03
33.04 |Misc Revenue B -753,47 2 ELECTROCARDIOLOGY 69.00| 33.04
33.05 |Misc Revenue B -35,133|CLINIC 90.00] 33.05
33.06 |Misc Revenue 8 ~26, 650[CARDIAC REHABILITATION 76.97} 33.06
34.00 |Misc Rev Acct 35100 B -2, 7B0|CLINIC 90.00| 34.00
34.01 |Misc Rev Acct 35100 8 ~75NURSING ADMINISTRATION 13.00| 34.01
34.02 |Misc Rev Acct 35100 B ~4,765ADMINISTRATIVE & GENERAL 5.00| 34.02
34.03 |Misc Rev Aacct 35100 B ~-540[DIETARY 10.00( 34.03
34,04 iMisc Rev acct 35100 B -20,0000PERATION OF PLANT 7.00| 34.04
35.00 |Disposal of Assets B -4, 754ADMINISTRATIVE & GENERAL 5.00] 35.00
36.00 [IHH Leased Employee B -377,532ADMINISTRATIVE & GENERAL 5.00( 36.00
37.00 |Bad Debt Expense A -6,916, 316ADMINISTRATIVE & GENERAL 5.001 37.00
37.01 |Bad Debt Expense A -1,634,713|PHYSTICIANS' PRIVATE OFFICES 192.06| 37.01
37.02 |Bad Debt Expense A ~577, 8B8ELECTROCARDIOLOGY 69.00| 37.02
38.00 [Non-Allow Interest Expense A ~2,957,793NEW CAP REL COSTS-MVBLE 2.00| 38.00
EQUIP
39.00 |Noh-Allowable Penalties A -413ADMINISTRATIVE & GENERAL 5.00| 38.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDTANA HEART

HOSPTTAL

In Lie

1 of Form CM5-2552-10

ADJUSTMENTS TO EXPENSES

Provider

150154 | Period:
From 01/01/2011
To 12/31/2011

CCN:

workshest A-8

pate/Time Prepared:

Ta/From whi ch thie Aot 15

L Expense Classification on'W

5/29/2012 8:32 am

 Centar.. . .
00

R e e R S Sl

40,00 |pharmacy Residency A 16, 868[DRUGS CHARGED TO PATIENTS 73.00| 40.00
41.00 |Medical Director Site-CHE A ~131,156PHYSICTANS' PRIVATE OFFICES 192.00| 41.00
42,00 |Medical Director Site-CHN A ~60,919/PHYSICIANS " PRIVATE OFFICES 192.00| 42.00
43.00 |Medical Director Site-CHS A -1.14,158PHYSICIANS ' PRIVATE OFFICES 192.00| 43.00
44.00 |RELTFING OF BUILDING A 974,513NEW CAP REL COSTS-BLDG & 1.00{ 44.00

FIXT

45,00 | PENSTON ADJUSTMENT A -500, 120[EMPLOYEE BENEFITS 4.00| 45.00
45,01 0.00| 45.01
45,02 0 0.004 45.02
45,03 0 0.00| 45.03
45,04 0 0.00| 45.04
45,05 0 0.00| 45.05
45.06 0 0.00| 45.06
45,07 0 (.00| 45.07
45,08 0 (.00| 45.08
45.09 0 (.00| 45.09
45.10 0 0.00| 45.10
45.11 0 0.00| 45.11
45.12 0 0.00| 45.12
50.00 |TOTAL {sum of Tines 1 thru 49) (Transfer to -1,616,333 50.00

worksheet A, column 6, Tine 200.)

MCREF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN:
From QL1/01/2011

worksheet A-8

pate/Time Prepared:

o Cogt Canter vescription.”

5/29/2012 8:32 am _

1.

23,
24,
25.
26.
28,
29.
30.

31.

00
.00

.00
.00

.00
.00

.00

00
0c
00
00
.00
oo
0¢
0o

o0

Investment income - NEW CAP REL COSTS-BLDG &
FIXT {(chapter 2)

Investment income - NEW CAP REL COSTS-MVBLE
EQUIP (chapter 2)

Investment income - other {chapter 2)
Trade, quantity, and time discounts Cchapter
&8

Refunds and rebates of expenses (chapter 8)
Renta’l of provider space by suppliers
(chapter 8)

Telephone services (pay stations excluded}
{chapter 21)

Television and radio service (chapter 21)
rarking lot (chapter 21}

Provider-based physician adjustment

sale of scrap, waste, etc. (chapter 23)
Related organization transactions (chaptar
103

Laundry and Tinen service
cafeteria-employees and guests

Rental of quarters to employee and others
sale of medical and surgical supplies to
other than patients

saTe of drugs to other than patients

Sale of medical records and abhstracts
Nursing school (tuition, fees, bocks, etc.)
vending machines

Income from imposition of interest, finance
or penalty charges (chapter 21)

Interest expense coh Medicare overpayments
and borrowings to repay Medicare
overpayments

Adjustment for respiratory therapy costs 1in
excess of limitaticn (chapter 14)
Adjustment for physical therapy costs in
excess of Timitation (chapter 14)
utilization review - physicians'
compensation (chapter 21}

Depreciation - NEW CAP REL COSTS-BLDG & FIXT
pepreciation - NEW CAP REL COSTS-MVBLE EQUIP
Non-physician Anesthetist

physicians' assistant

Adjustment for occupational therapy costs in
excess of limitation (chapter 14)
Adjustment for speech pathology costs in
excess of Timitation (chapter 14)

CAH HIT Adjustment for Depreciation and
Interest

Misc Revenue

Misc Revenue

Misc Revenue

Misc Revenue

Misc Revenue

Misc Revenue

Misc Revenue

Misc Rev Acct 35100

Misc Rev Acct 35100

Misc Rev Acct 35100

Misc Rev Acct 35100

Misc Rev Acct 35100

pisposal of Assets

IHH Leased Employee

Bad Debt Expense

Bad Debt Expense

Bad Debt Expense

Non-AlTow Interest Expense

Non-Allowable Penalties

rharmacy Residency

medical Director Site-cCHE

Medical Director Site-CHN

Medical Director Site-CHS

RELIFING OF BUILDING

PENSION ADJUSTMENT

co o of

oo

00 jefeRologe] =3

cococ oo

o

(=]

o

oy
DO OO VOO OO0 OO OO0 OO0 00

llbdx

3.00
4.00

5.00
6.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CM5-2352-10
ADJUSTMENTS TO EXPENSES Provider CCN: 150154 | Period: worksheet A-8

From 01/01/2011
To  12/31/2011| pate/Time Prepared:
5/29/2012 8:32 am

“hoCost Center Desc

coocooooo ol

50.00 |TOTAL (sum of lines 1 thru 49) {Transfer to
worksheet A, column 6, Tine 20C.)

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMs-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 150154 | Period: worksheet A-8-1
OFFICE COSTS From 01/01/2011 .
To  12/31/2011 | Date/Time Prepared:
5/29/2012 8:32 am _

CGS‘L‘ canter i EXpEnEE TTefs.
s 2,00 : ; 60'
Ai COST‘ INCURRED Wil : ED -TRANSACTIONS WITH RELKTED bRGANIZATI
HOME OFFLCHE COBTS: i o LT s L b =
1.00 1.00NEW CAP REL COSTS—BLDG & HOME OFFICE 1.00
FIXT
2.00 2.CONEW CAP REL COSTS-MVBLE HOME QFFICE 2.00
EQUIP
3.00 4. 00|EMPLOYEE BENEFITS HOME QFFICE 3.00
4.00 5. 00JADMINISTRATIVE & GENERAL HOME QFFICE 4,00
4.01 16.0QMEDICAL RECORDS & LIBRARY  |HOME OFFICE 4,01
4.02 60 . 00|LABORATORY MID AMERICA CLINICAL LABS 4.02
4.03 1.00|NEW CAP REL COSTS-BLDG & THH POB 4.03
FIXT
4.04 10. 0Q|BIETARY THH POB 4.04
4,05 90. 00{CLINIC THH POB 4.05
4.06 69. 00[ELECTROCARDICLOGY THH POB 4.06
4.07 76.97[CARDIAC REHABXLITATION THH POB 4.07
4,08 5. 00ADMINISTRATIVE & GENERAL THH POB 4.08
4.09 190.00/GLFT, FLOWER, COFFEE SHOP, &TIHH POB 4.09
CANTEEN
4,10 192.00|PHYSICIANS' PRIVATE OFFICES [IHH POB 4.10
4,11 69.01{CARDIAC TESTING THH OUTPATIENT CARDIAC 4.11
TESTING
4.12 0.00 4,12
4.13 0.00 4,13
4.14 0.00 4,14
5.00 |TOTALS (sum of Tlines 1-4). Transfer columnh 5.00
6, 1line 5 to worksheet A-8, column 2, Tine
12.

* The amounts on lines 1-4 (and subscripts as appropriate} are transferred in detail to worksheet A, column 6, Tines as

appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organization or home office cost

wh1ch has not been posted to WOrksheet A, co1umns 1 and/ar 2, the amount allowable should be indicated in c01umn 4 of this part.
SR ¢ 'entaae o

The Secretary, by virtue of the author1ty granted under saction 1814(b)(1) of the social Security Act, requires that you furnish
the information requested under part B of this worksheet.

This information is used by the Centers for Madicare and Medicaid Services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or
control represent reascnable costs as determined under section 1861 of the Sociat Security act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIII,

6.00 B 100.00 6.00

7.00 0.00 7.00

8.00 0.00 8.00

9.00 0.00 9.00

10.00 0.00 10.00

100.00|G. other (financial or non-financial) 100.00
spacify: e

{1) use the follewing symbols te indicate +interrelationship to related organ1zat1ons

Individual has financial interest (stockholder, partner, etc.) in hoth related crganization and in provider.
Corporation, partnership, or other organization has financial ‘interest in provider.

provider has financial interest in corperation, partnership, or other organization.

pirector, officer, administrator, or key persen o¢f provider or relative of such person has financial interest in related
organ1zat1on

E. Individual is director, officer, administrator, or key person of provider and related organization.

F. Director, officer, administrator, or key person cof related crganization or relative of such person has financial interest fn
provider.

Dﬁm}

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPTITAL T Lieu of Form cms-2552-10
STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 150154 |Period: worksheet A-8-1
OFFICE COSTS From (11/01/2011 )

To 1273172011 | pate/Time Prepared:
5/29/2012 B;37 am

“ATMUNE ot
a1 owable. cost

chilided “th | Add
5i &, Colunnf{co.

TED "GRGAN

HOME : GFELLE EOSTS L

A R b st i i ol P T B e u.5*':}~3§ i .
. COSTS INCURRED ‘AND ADIUSTMENTS REQUIRED AS A RESULT OF TRANSACTIONS WETH RELA

00 e Seg 4B 1,390,354 251,606

1. 9 1.00
2.00 1,212,752 0 1,212,752 9 2.00
3.00 1,548,530 0 1,548,530 0 3.00
4.00 9,728,744 0 §,728,744 0 4,00
4.01 503,299 0 503,299 0 4,01
4.02 992,437 1,423,545 ~431,,108 0 4,02
4.03 127,255 0 127,255 9 4.03
4.04 4,640 11,201 -6,561 0 4.04
4.05 17,190 124,602 ~-107,412 0 4.05
4.06 65,680 0 65, 689 0 4.06
4.07 34,420 0 34,426 0 4.07
4.08 52,950 127,823 ~74,873 0 408
4.09 11,948 0 11,948 o 4.09
4.10 246,251 0 246,251 0 4.10
4.11 1,089,167 -257,059 1,346,226 0 4.11
4,12 0 0 0 0 4.12
4,13 0 0 0 0 4.13
4.14 0 0 o] o, 4.14
5.00 |TOTALS (sum of 1ines 1-4}. Transfer column 17,004,026 2,820,466 14,183,560 5.00
6, line 5 to worksheet A-8, coluwn 2, Tine
12.

* The amounts an lines 1-4 (and subscripts as appropriate) are transferred in detail to wWorksheet A, column 6, lines as

appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organization or home offica cost

which has not been posted to Worksheet A, columns 1 and/or 2, the amount allowable sho 4 of this part.
T T B G R { 1a”éd“bkgaﬁizat”6h B 5

i [3; TNTERRELATIONSHE : 1
The secretary, by virtue of the authority granted under section 1814 (h) (1)
the information requested under Part B of this worksheet.

This information is used by the Centers for Medicare and medicaid services and its intermediaries/contractors in determining that
the costs applicable to'services, facilitias, and supplies furnished by organizations related to you by commcn ownership or
control represent reasonahble costs as determined under section 1861 of the social security Act. If you do not provide all or any
part of the reguest information, the cost report is considered incomplete and not acceptabTle for purposes of claiming
reimbursement under title XVIIL.

6.00 Q.00 65.00
7.00 0.00 7.00
£.00 0.00 8.00
9,00 0.00 9.00
10.00 0.00 10.00
100.00|G. other (financial or non-financial) 100.00

specify: - . I _

(1)'Use the following symbols to 1ﬁd1caie 1hter§é1ationsﬁip {0 related oﬁéaniiatidns:

A. Individual has financial interest {stockholder, partner, etc.) in both related organization and in provider.

B. Corporation, partnership, or other organization has Financial interest in provider.

c. provider has financial interest in corporation, partnership, or other organization.

p. pirector, officer, administrater, or key person of provider or relative of such person has fimancial interest in related
organization.

g. Tndividual is director, officer, administrator, or key person of provider and related organization.

F. pirector, officer, administrator, or key person of related organization or relative of such person has financial interest in
provider.

MCRIF32 -~ 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL Tn Lieu of Form ¢M5-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CcN: 150154 |Period worksheet A-8-2
From 01/01/2011
Te 1273172011 | pate/Time prepared:

5/29/2012 8:32 am -

R cehtar‘/lﬁhysmmn stFessicn.ﬂ :
L Ident‘lﬁé it
L s :2100---. i 13, i R
1.00 5.00DR, A 923 735 0| l.00
2.00 5.00[DR. B 63,023 0] 2.00
3.00 5.00DpR. C 236,421 0| 3.00
4,00 30.00DR., D 50,339 ol 4.00
5.00 30.00CR. E 24,408 0| 5.00
6.00 59.00pR. F 129,424 0l 6.00
7.00 90.00pPR. G 104,862 ol 7.00
8.00 69.01pR. H 144,210 0f §.00
9.00 5.00DR. I 17,250 0] 9.00
10.00 50.00pR. 1 515,000 0| 10.00
11.00 54.00DR. X 12,111 12,111, 11.0¢
12.00 91.00pPR. L 646,680 646,680| 12.00
200.00 2,867,463 £58,791|200.00

MCRIF3Z2 - 2.25.130.0




Health Financial Systems TNDIANA HEART HOSPITAL In Lieu of Form cm5-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT provider CON: 150154 ipPeriod: worksheet A-8-2
From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
5/29/2012 8;32 am__

“RCH ATMURT

e Ry p TR Cion
1.00 923,735 1.00
2.00 63,023 661 2.00
3.00 236,421 - 3,00
4,00 50,339 4821 4.00
5,00 24,408 255| 5.00
6.00 129,424 .00
7.00 104,862 7.00
8.00 144,210 .00
9.00 17,250 458| 9.00
10.00 515,000 200, 300 8,760 843,571 42,179| 10.00
11.00 0 0 0 0 0| 11.00
12.00 0 0 0 0 0| 12.00
200.00 2,208,672 12,571 1,146,984 57,351(200.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

PROVIDER BASED PHYSTCIAN ADIUSTMENT

Provider CCN:

150154

Period:
From 01/01/2011
To  12/31/2011

worksheet A-8-2

pDate/Time Prepared:

5/29/2012 B:32 am
1.00 0 0 O Q 140,12 1.00
2.00 0 0 0; 0 13,2167 2.00
3.00 0 0 0 0 45,5401 3.00
4.00 0 0 0 0 9,633 4.00
5.00 0 0 0 0 5,095 5.00
6.00 0 0 0 0 21,178 6.00
7.00 0 0 0 0 34,075 7.00
8.00 0 0 0 0 25,397 8.00
9.00 0 0 0 0 9,156, 9.00
10.00 0 0 0 0 843,571| 1¢.00
11.00 0 0 0 0 0] 11.00
12.00 0 0 0 0 0] 12.00
200.00 0 0 0 0 1,146,984(200.00

MCRIF32 - 2.25.130.0



Health Financial Systems TNDTANA HEART HOSPITAL In Lieu of Form CM5-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 150154 |pPeriod: worlisheet A-8-2
From 01/01/2011 .
To 12/31/2011 | pate/Time Prepared:

1572972012 8:

2_am

o ustment.. |- =
A . 18,00 il
1.00 783,612 783,612 1.00
2.00 49,807 49,807 2.00
3.00 190,881 190, 881 3.00
4.00 40,706 40,706 4.00
5.00 19,313 19,313 5.00
6.00 108,246 108,246 6.00
7.00 70,787 70,787 7.00
8.00 118,813 118, 813 8.00
9.00 8,004 8,094 9.00
10.00 0 0 10.00
11.00 ¢ 12,111 11.00
12.00 ¢ 646, 680 12.00
200.00 1,390,259 2,049,050 200.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCM: 150154

Period:
From 01/01/2011
To 12/31/2011

worksheet B
part T
pate/Time Prepared:

. cost Ceriter,

- EMPLOYEE
BENEFITS

3/29/2012 8:32 2

GEMERAL SERVICE COST CENTERS.

10.00 |DIETARY
11.00 |CAFETERIA

23.00 |EMS SCHOOL

3;743,115 3,748,115 T

42.00 | SUBPROVIDER

57.00 |CT SCAN

60.00 | LABORATORY

76.00 | ENDOSCOPY

90.00 [CLINIC

1.00 |[NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 [MEW CAP REL COSTS-MYBLE EQUIP 5,250,711 5,250,711 2.00
4.00 |EMPLOYEE BENEFLTS 8,411,211 0 0 8,411,211 4,00
5.00 |[ADMINISTRATIVE & GENERAL 24,102,144 593,692 831,700 127,290 25,654,826 5.00
7.00 |[OPERATION OF PLANT 2,590,782 788,245 1,104,247 37,314 4,520,588 7.00
8.00 |[LAUNDRY & LINEN SERVICE 185,852 0 0 0 185,852 8.00
9.00 [HOUSEKEEPING 787,914 68,406 95,830 54,636 1,006,785 9.00
~231,14% 26,307 36,854 12,384 -155,604| 10.00
1,424,480 125,881 176,346 59,240 1,785,947 11.00
13.00 |NURSING ADMINISTRATION 3,048,726 32,063 44,917 213,128 3,338,834| 13.00
16.00 |MEDICAL RECORDS & LIBRARY 1,685,205 0 0 48,713 1,734,918 16.00
17.00 |SOCIAL SERVICE 776,418 10,981 15,383 48,026 850,808 17.00
18.00 | TRANSPORTATION 0 0 0 0 0| 18.00
19.00 |NONPHYSICIAN AMESTHETISTS 0 0 0 0 0| 19.00
0 0 0 0 0] 23.00
23.01 |RADIOLOGY SCHOOL 10,679 0 0 1,213 11,892| 23.01
23.02 |PHARMACY RESIDENCY 16,868 0 0 0 23.02
ﬁ&ﬁﬁﬁfENT;ﬁput;ﬂgis RVICE:COST CENTERS i b Ft, mon IR s R e e e T
30.00 |ADULTS & PEDIATRICS 6,341,207 898,103 1,258,147 665,931 9,163,388| 30¢.00
32.00 |CORONARY CARE UNIT 2,883,424 337,883 473,338 310,423 4,005,068 32.00
41.00 |SUBPROVIDER - IRF 0 0 0 0 0| 41,00
0 0 - O 0| 42.00
ANCILLARY -SERVICE COST CENTERS Gl S s s g
50.00 |OPERATING ROOM 2,666,813 258,331 130,042 3,417,080| 50.00
51.00 |RECOVERY ROOM 105 0 0 105| 51.00
54.00 |RADIOLOGY-DIAGNOSTIC 502,836 21,248 42,423 596,274| 54.00
55.00 |RADIOLOGY - THERAPEUTIC 0 0 0 0| 55.00
667,784 69,269 53,240 887,331 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 4,111 n; 0 4,111} 58.00
59,00 |CARDTAC CATHETERIZATION 2,070,986 261,499 210,029 2,908,846 59.00
2,044,405 16,405 0 2,083,791| 60.00
60.01 |BLOOD LARORATORY 0 0 0 0 60.01
64.00 | INTRAVENCQUS THERAPY 0 0 0 0| 64.00
65.00 |RESPIRATORY THERAPY 860,027 11,644 94,068 982,051 65.00
66.00 | PHYSICAL THERAPY 74,394 0 0 74,394( 66.00
67.00 |OCCUPATIONAL THERAPY 44,596 0 0 44,5961 67.00
68.00 |SPEECH PATHOLOGY 4,955 0 Q 4,955 68.00
69.00 | ELECTROCARDIOLOGY 211,242 7,829 151,520 381,559] 69.00
69.01 |CARDIAC TESTING 970,354 ¢ 116,793 1,087,147 | 69.01
70.00 | ELECTROENCEPHALOGRAPHY 3,379 0 0 3,379 70.00
71,00 |MEDICAL SUPPLYES CHARGED TO PATIENTS 10,148,040 0 0 10,148,040 71.00
72.00 |TMPL, DEV. CHARGED TO PATIENT 14,246,001 0 0 14,246,081 72.00
73.00 |DRUGS CHARGED TO PATIENTS 4,976,702 21,796 0 5,025,031] 73.00
74.00 |RENAL DIALYSIS 192,285 0 0 192,285 74.00
13,525 0 0 13,525] 76.00
76.01 [OTHER ANCILLARY SERVICE COST CENTERS 0 0 0
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 O
76.03 [OTHER ANCILLARY SERVICE COST CENTERS [y 0 O
76.97 | CARDIAC REHABILITATION 0 8|
[BUTPATIENT. SERVICE COST. CENTERS, T i T
88.00 |RURAL HEALTH CLINIC
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 Q
640,034 29,111 40,781 81,255 791,181| 20.00
1,684,013 156,816 219,683 175,116 2,235,628| 91.00

91.00 |EMERGENCY
92.00 |OBSERVATION BEDS (NON-DISTINCT PART)

ﬂTHﬁR,REINBURSABLEMCQST GENTERS.:

. 00| PANCREAS ACQUISITION
110. O0[ INTESTINAL ACQUISITION
111. 00| ISLET ACQUISITION

118.00 SUBTOTALS (SUM OF LINES 1- 11?)

0
0
0
9

3,735,50

2,670, 81

190.00 GIFT, FLOWER COFFEE SHOP & CANTEEN
191. 00| RESEARCH

192. 00| PHYSTCIANS' PRIVATE OFFICES

194,00/ OTHER NONREIMBURSABLE COST CENTERS
194, 01| OTHER NONREIMBURSABLE COST CENTERS

49,768,957
0
0

11,948
304,506

0 0

12,606 17,660 32,256
0 0 5,708,143

0 0 0

0 0 0

11,948(180.0C
367,028|191.00
55,477,100/192,0C

[ =]

MCRIF32 - 2.25.130.0



Health Financial Systems TNDIANA HEART HOSPITAL In Lieu of Form CMs-2552-10

COST ALLOCATION ~ GEMERAL SERVICE COSTS. provider ccd: 150154 |period: worksheet B
From 01/01/2011 1 Part I
To 1273172011 | pate/Time Prepared:

APTTAL HELATED COSTS

i Cgesticenter Dascription i | NEW BLOG™ & ] NEW MVBLE R

I i A W R i 2400 s [

194, 02| OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 0[194.02
194, 03| 0THER NOMREIMBURSABLE CGST CENTERS 0 0 0 0 0[194.03
194,04 OTHER NONREIMBURSAELE COST CENTERS 0 0 0 0 0l194.04
194.05; POB 0 0 g 0 0/194.05
200.00|cross Foot amdjustments 0]200.00
201.00|Negative Cost Centers 0 0 0 0[201.00
202.00|ToTAL (sum lines 118-201) 153,497,447 3,748,115 5,250,711 8,411,211] 153,497,447(202.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN:

150154 | Period: worksheet B
Frow 01/01/2011 | Part I
Te  12/31/2011 | cate/Time Prepared:

5/29/2012 8:32 am _

SRobt Canter: Desdéiption DMINES TRATIVE dPERmmn OF - LAUNDRY & - *{ HOUSEKEEPING [+ . DIETARY.
K : : L'TNEN SERVICE ] o0 R PR
bl T T N S g O 1i - ”-Qaﬂb.'..,"J

GENERAL: SERVICE COST CENTERS S
1.00 |NEW CAP REL COSTS-BLDG & FIXT
2.00 |NEW CAP REL COSTS-MVBLE EQUIP
4,00 {EMPLOYEE BENEFITS
5.00 |ADMINISTRATIVE & GENERAL 25,654,826
7.00 |OPERATION OF PLANT 906,066 5,426,654
8.00 {LAUNDRY & LINEN SERVICE 37,251 0 223,103
9.00 |HOUSEKEEPING 20L,791 156,884 0 1,365,461
10.00 |DIETARY 0 60,334 0 15,633 -79,637] 10.C0
11.00 | CAFETERIA 357,959 288,699 0 74,805 0f 11.00
13.00 |NURSING ADMINISTRATION 669,206 73,535 0 19,054 0 13.00
16.00 |MEDICAL RECORDS & LIBRARY 347,731 0 0 0 0f 16.00
17.00 |SOCIAL SERVICE 170,528 25,184 0 6,525 0f 17.00
18.00 [ TRANSPORTATION 0 0 0 0 0| 18.00
18.00 |NONPHYSICTAN ANESTHETISTS 0 0 0 0 0] 19.00
23,00 |EMS SCHOOL 0 0 0 0 0| 23.00
23,01 |RAPIOLOGY SCHOGL 2,384 0 0 0 0| 23.01
23.02 | PHARMACY RESIDENCY 3,381 0 0 0 0} 23.02

INPATIENT ROUTEINE SERVICE-COST. CENTERS .- e e ' R RS i
30,00 |ADULTS & PEDIATRICS 1,836,627 2,059,732 147,248 533,701 0t 30.00
32.00 | CORONARY CARE UNIT 802,740 774,910 18,594 200,789 0| 32.00
41.00 |SUBPROVIDER - IRF 0 o 0 0 0| 41.00
42.00 |SUBPROVIDER 0 0f 0 0] 42.00

ANCTELARY SERVICE COST CENTERS L L 5 R B
50.00 |OPERATING ROOM 684,889 592,462 10,493 153,514 0| 50.00
51.00 |RECOVERY ROOM 21 0 0] 0 0| 51.00
54,00 |RADIOLOGY-DIAGNOSTIC 119,512 48,731 0 12,627 0| 54.00
5500 |RADTIOLOGY - THERAPEUTIC 0 0 0 V] 0| 55.00
57.00 |CT SCAN 177,849 158,862 0 41,163 0| 57.00
58.00 |MAGNETEC RESONANCE IMAGING (MRI) 824 0 0 0 0| 58.00
59.00 |CARDIAC CATHETERIZATION 583,023 599,728 28,322 155,397 0| 59.00
60,00 |LABORATORY 417,656 37,623 0 9,749 0| 60.00
60.01 |BLOOD LABORATORY 0 0 0 0 0| 60.01
64.00 | INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |RESPIRATORY THERAPY 196,833 26,705 0 6,920 0| 65.00
66.00 [PHYSICAL THERAPY 14,911 0 0 0 0| 66.00
67.00 [OCCUPATIONAL THERAPY 8,938 0 0 0 0| 67.00
68.00 [SPEECH PATHOLOGY 993 0 0 0 0| 68.00
69.00 |ELECTROCARDIOLOGY 76,4786 17,956 0 4,653 0| 69.00
69.01 [CARDIAC TESTING 217,898 0 0 0 0| 69.01
70.00 | ELECTROENCEPHALOGRAPHY 677 0 0 0 0| 70.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATLENTS 2,033,982 0 0 0 0| 71.00
72,00 |IMPL. DEV. CHARGED TO PATILENT 2,855,358 0 0 0 0| 72.00
73.00 |DRUGS CHARGED TOQ PATIENTS 1,007,974 49,987 0 12,952 0| 73.00
74,00 |RENAL DIALYSIS 38,540 0 0 (] 0| 74.00
76.00 |ENDOSCOPY 2,711 0 0 0 0| 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0| 76,01
76.02 |OTHER AMCILLARY SERVICE COST CENTERS 0 0 0 0| 76.02
76.03 {OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0| 76.03

4] 0 o] 0| 76.97

83.00 [RURAL HEALTH CLINIC 0 0 0 0| 88.00
89.00 | FEDERALLY QUALIFILED HEALTH CENTER 0 0 1] 0| 892.00
90.00 [CLINIC , 66,763 0 17,299 0| 90.00
91.00 | EMERGENCY 448,089 359,647 18,446 93,189 0] 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) ] .

OTHER REIMBURSABLE . COST-GENTER i
99.10 |Cor .
109. 00| PANCREAS ACQUISITION 0 0 0 0(109.00
110.00| INTESTINAL ACQUISITION 0 0 0 0|116¢.00
111.00| ISLET ACQUISITION 0 0 0 0111.00
118.00[SUBTOTALS (SUM OF LINES 1-117) 3 5,397,742 03 0|118.00

(NONREIMBURSABLE COSY CENTERS - o0, B i S
190.00|GIFT, FLOWER, COFFEE SHOP, & CANTEE 2,395 0 0 0 0|190.00
191.00|RESEARCH 73,564 28,912 0 7,491 0(191.00
192 .00\ PHYSICIANS " PRIVATE OFFICES 11,119, 344 0 0 0 0[192.00
194.00{ OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 0{194.00
194.01{ OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 0{194.01
194.02(OTHER NOMREIMBURSABLE COST CENTERS 0 0 0 0 0]|194.02
194.03[OTHER NOMREIMBURSABLE COST CENTERS 0 0 0 0 0]184.03
194 .04/ OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 0[194,04
194.05| POB 0 6 0 0 0[194.05
200.00(|Cross Foot Adjustments 200,00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Ferm CMs-2552-10

COST ALLOCATION ~ GEMERAL SERVICE COSTS

provider ccN: 150154 | Period: worksheet B
From 01/01/2011 Part T

To  12/31/2011 | Date/Time Prepared:
5/29/2012 8:3

o Cost- Center Descriptio

GPERATION OF |

AUNDRY &
E VICE

HOUSEKEEPING

2 am

o PLANT o : i
e e ¢ L0 Sh S a0 40,00 e
201,00 Negative Cost Centers 0 0 0 -79,637201.00
202.00{TOTAL (sum lines 118-201) 25,654,826 5,426,654, 223,103 1,365,461 -79,637|202.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Liew of Form CmMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

provider CCN:

worksheet B

Part I

pDate/Time Preparad:
5/29/2012 8 32 am

150154 | Period:
From 01/01/2011
To  12/31/2011

T eost center Description’

:SOCIAL SERVICE| -

“{GENERAL SERVICE. COST CENTER

1.00 |NEW CAP REL COSTS-BLDG & FIXT
2.00 |NEW CAP REL COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS
5.00 |ADMINISTRATIVE & GENERAL
7.00 |OPERATION OF PLANT
8.00 |1.AUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING
10.00 |DIETARY
11.00 |CAFETERIA 2,507,410
13.00 |[NURSING ADMINISTRATION 139,977 4,240,606
16.00 |MEDICAL RECORDS & LIBRARY 30,430 0 2,113,079
17.00 |SOCTAL SERVICE 0 0 1,053,045
18.00 | TRANSPORTATION 0 0 0
19,00 |NONPHYSICIAN AMESTHETISTS 0 0 0
23.00 |EMS SCHOOL 0 . 0
23.01 |RADIOLOGY SCHOOL 0 0 0
23.02 | PHARMACY RESIDENCY 0 t] 0
TNPATIENT : ROUTINE SFRVICE (COST.GENTERS oot i iiiels R i i N
30.00 |ADULTS & PEDIATRICS 565 993 2,155,062 146, 381 770,343 30.00
32.00 |CORONARY CARE UNIT 213,008 811,045 60,188 282,702 32.00
41.00 [SUBPROVIDER - IRF 0 0 0 41,00
42.00 |SUBPROVIDER 0 0 0 42.00
ANCILLARY. SERVICE COST CENTERS B Ry il :
50.00 |OPERATING ROOM 79,117 301,245 145,183 0 50.00
51.00 |RECOVERY ROOM 0 0 0 0 51.0¢
54,00 |RADIOLOGY-DIAGNOSTIC 30,430 0 23,672 0 54.00
55,00 |RADIOLOGY - THERAPEUTIC 0 0 1] 0 55.00
57.00 |CT 5CAN 36,516 0 32,708 0 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) o] 0 366 0 58.00
59,00 |CARDIAC CATHETERIZATION 146,063 556,145 609, 305 0 59.00
60.00 | LABORATORY 0 0 116,110 0 60,00
60.01 |BLOOD LABORATORY 0 0 0 0 60.01
64.00 | INTRAVENQUS THERAPY 0 0 0 0 64,00
65.00 |RESPIRATORY THERAPY 73,031 0 36,142 0 65.00
66.00 |PHYSICAL THERAPY 0 0 3,108 0 66.00
67.00 | OCCUPATIONAL THERAPY 0 0 1,883 0 67.00
68.00 |SPEECH PATHOLOGY 0 0 171 0 68.00
69,00 | ELECTROCARDIOLOGY 152,149 0 156,078 0 69.00
59,01 |CARDIAC TESTING 79,117 0 123,163 0 69.01
70.00 | ELECTROENCEPHALOGRAPHY 0 0 312 0 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATLENTS 0 0 197,204 0 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0 0 237,765 0 72.00
73.00 |DRUGS CHARGER TO PATIENTS 0 0 131,706 0 73.00
74.00 |RENAL DIALYSIS 0 0 3,260 0 74.00
76.00 | ENDOSCOPY 0 0 0 76.00
76.00 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 76.01
76.02 |OTHER ANCILLARY SERVICE CQST CENTERS 0 0 0 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 76.03
76.97 | CARDIAC REHABILITATION 6 0 0 76.97
GUTPATIENT. SERVIGE. COST. CENTERS, : R . L 1
88.00 [RURAL HEALTH CLENTC 0 88.00
89.00 |FEDERALLY QUALXFIED HEALTH CENTER 0 89.00
90.00 |CLEINIC 0l 90.00
91.00 |EMERGENCY 417,10 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 92.00

OTHER REIMBURSABLE . COST CENTERS

99.10 {CORF

SPECTAL PURPOSE COST CENTERS

of

109. 00! PANCREAS ACQUISITION

110. 00| INTESTINAL ACQUISITION

111,00i XSLET ACQUISITION
118.00|SUBTOTALS (SUM OF LINES 1- 117)

0
0
0
6

5113, 071

NONREIMBURSABLE-CO5 T CENTERS 3

4,240, 60

190.00|GIFT, FLOWER, COFFEE SHOP, & CANTEEN
191. 00| RESEARCH

192.00| PHYSICIANS' PRIVATE OFFICES

194 00| OTHER NOMREIMBURSABLE COST CENTERS
194 .01 OTHER NOMREIMBURSABLE COST CENTERS
194 .02| OTHER NONRETMBURSABLE COST CENTERS
19403 OTHER NOMRETMBURSABLE COST CENTERS
194 ., 04| OTHER NONREIMBURSABLE COST CENTERS
194,05 PoOB

[l ogalelelelele)]

0 0 190.00
0 0 191,00
0 ) 192.00
0 0 194.00
0 0 194.01
0 0 194.02
0 U 194,03
0 0 194.04
0 0 194.05

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CM5-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS provider CCN: 150154 |period: worksheet B

From 01/01/2011 | Part I

To  12/31/2011 | pate/Tima pPrepared:

5/29/2012 8:32 am

T cost iCenter beseription . v ol R

o JADSTNESTRAT LON

i [SOCIAL SERVICEL

A

200.00|cross Foot Adjustments 200.00
201.00|Negative Cost Centers 0 0 0 0 201,00
2,507,410 4,240,606 2,113,079 1,053,045 202.00

202.00|TOTAL (sum Tines 118-201)

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMs5-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 150154

Perio
From 01/01/2011
To 12/31/2011

worksheat B
Part I_
pDate/Time Pre

pared:
2_am

5/20/2012 8:3

“TGENERAL SERVICE C0ST CENTERS -

1.00 |NEW CAP REL COSTS-BLDG & FIXT
2.00 |NEW CAP REL COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS

5.00 |ADMINISTRATIVE & GENERAL

7.00 |OPERATION OF PLANT

8.00 |LAUNDRY & LINEN SERVICE

9.00 |HOUSEKEEPING

10.00 |DIETARY

11.00 |CAFETERIA

13.00 |NURSING ADMINISTRATION

16.00 |MEDICAL RECORDS & LIBRARY
17.00 |SOCIAL SERVICE

18.00 | TRANSPORTATION 0

19.00 |NONPHYSICIAN ANESTHETISTS 0 0

23.00 [EMS sCHOOL 0 0 0

23.01 |RADIOLOGY SCHOOL 0 0 0 20,362 .

23.02 [PHARMACY RESIDENCY - 0 0 0 0 26,335 23.02
IENPATIENT . ROUTINE SERVICE: COST CENTERS Gl i o e e PR

30.00 |ADULTS & PEDIATRICS 0 0 0 0 0| 30.00

32.00 |CORONARY CARE UNIT 0 0 0 0 0| 32.00

41.00 | SUBPROVIDER - IRF 0 0 Q 0 0| 41.00

42.00 | SUBPROVIDER 0 0 0 0 0| 42.00

[ANCELLARY SERVICE €OST CENTERS o

57.00 |CT scaN

90.00 | CLINIC

99.10 |CORF

50.00 |OPERATING ROOM 0 0 0 0| 50.00
51.00 | RECOVERY ROOM 0 0 0 0 01 51.00
54.00 | RADIOLOGY-DIAGNOSTIC 0 0 0 20,362 0f 54.00
55.00 |RADIOLOGY -~ THERAPEUTIC 0 0 0 0 0] 55.00
0 0 0 0 0| 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI} 0 0 0 0 0| 58.00
59.00 |CARDIAC CATHETERTZATION 0 0 0 0 0} 59.00
60.00 | LABORATORY 0 0 0 0 | 60.00
60.01 |BLOOD LABORATORY 0 0 0 0) 0| 60.01
64.00 | INTRAVENQUS THERAPY 0 0 0 0 0| 64.00
65.00 |RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 |PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0] 68.00
69,00 | ELECTROCARDIOLOGY 0 0 0 0 0| €9.00
69,01 |CARDIAC TESTING 0 0 0 0 0f 69.01
70.00 |ELECTROENCEPHALOGRAPHY 0 0 0 0 0f 70.00
71.00 !MEDICAL SUPPLIES CHARGED TC PATIENTS 0 0 0 0l 0f 71.00
72.00 [IMPL. DEV. CHARGED TC PATIENT 0 0 0 0f 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0 0 0 0f 26,335; 73.00
74.00 |RENAL DIALYSIS o] 0 0 0 01 74.00
76.00 | ENDOSCOPY 0 0 0 o 0| 76.00
76.01 (OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0 0| 76.01
76.02 |OTHER ANCILLARY SERVICE COST CEMTERS 0 0 0 0 0| 76.02
76.03 [OTHER ANMCILLARY SERVICE COST CEMTERS 0 0 v; 0 0| 76.03
76.97 |CARDIAC REHABILIT. 0 0 0 0 0| 76.97
OUTPATLENT (SERVICE COST CENTERS 1 . oo il o B g o
88.00 |RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 | FEDERALLY QUALTFIED HEALTH CENTER 0 0 0 0 0| 89.00
0 0 Q 0 0| 90.00
91.00 | EMERGENCY 0 0] 0 0 0| 91.00
92.00 |OBSERVATION BEDS (NON- DISTINCT PART) 92.00
OTHER  RETMBURSARLE: P i 5 s Sl L
— o | 0] 99.10
SPEGIAL PURPOSE - COST CENTERS s : B
109. 00| PANCREAS ACQUISITION 0 0
110. 00| INTESTINAL ACQUISITION 0 0
111, 00| ISLET ACQUISITION 0 0
118.00; SUBTOTALS {SUM OF LINES 1-117) 0) 0

INONRETMBURSARLE COST CENTER;

190.00|GEFT, FLOWER, COFFEE SHOP, & CANTEEN
191. 004 RESEARCH

192. 00| PHYSICIANS' PRTVATE OFFICES

194. 00| OTHER NONREIMBURSABLE COST CENTERS
194.01) OTHER NONREIMBURSABLE COST CENTERS
194.02| OTHER NONREIMBURSABLE COST CENTERS
194.03| OTHER NONREIMBURSABLE COST CENTERS

194.04| OTHER MONREIMBURSABLE COST CENTERS

000000 OO
CO00COo OO

CoDOoD OO ok

SO0 00

MCRIF32 - 2.25.130.0
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Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - GEMERAL SERVICE COSTS

Provider CCN: 150154

Period: wWorksheet B
From Q1/01/2011 | Part I
To 12/31/2011 | Date/Tima Prepared:

OTHER dENERAL T

5/29/2012 8:32 am _

R O I SEERYICE ot T i

SR Eost Center: TRANSPORTATION, NONPHYSTCT 2 AR

R i ANESTHETISTS: el i 1o RESEDENG)
AL R T L o [ R L P TR '
194.05(rOB 0 0 0 0 0]194.05
200.00|Cross Foot Adjustments 0 0 0 0{200.00
201, 00| Negative Cost Centers o] 0 0 0 0[201.00
202.00|TOTAL (sum Tines 118-201) ¥} 0 0 20,362 26,335]202.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CM5-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider ccN: 150154 |Period: Worksheet B
From 01/01/2011 | Part I

To

12/31/2011

pate/Time Pre

pared:

. 5/29/2012 8:32 am
'COSTZ B BN - S

GENERAL - SERVICE, €OST CEN :
1.00 |NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |NEW CAP REL COSTS~MVBLE EQUIP 2.00
4,00 |EMPLOYEE BENEFITS 4,00
5.00 |ADMINISTRATIVE & GENERAL 5.00
7.00 |OPERATLON OF PLANT 7.00
8§.00 |LAUNDRY & LINEN SERVICE 8.00
9.00 [HOUSEKEEPING 9.00
10.00 [DIETARY 10.00
11,00 |CAFETERIA 11.00
13.00 |NURSING ADMINISTRATION 13.00
16.00 |[MEDICAL RECORDS & LIBRARY 16.00
17.00 [SOCIAL SERVICE 17.00
18.00 | TRANSPORTATION 18,00
19.00 |NONPHYSICIAN ANESTHETISTS 19.00
23.00 |EMS SCHOOL 23.00
23.01 |RADIOLOGY SCHOOL 23.01
23.02 |PHARMACY RESIDENCY 23.02

TNBATLENT ROUTINE, SERVICE COST €ENTERS & o ruf i : i i ]
30.00 |ADULTS & PEDIATRICS 17,378,475 0 17,378,475 30.00
32.00 |CORONARY CARE UNILT 7,169,044 0 7,169,044 32.00
41,00 |SUBPROVIDER - IRF 0 0 0 41.00

0 0 0 42.00

50.00 |OPERATING ROOM 5,383,983 Q 5,383,983 50.00
51.00 |RECOVERY ROOM 126 0 126 51.00
54.00 |RADIOLOGY-DIAGNOSTIC 851,608 0 851,608 54,00
55.00 |RADIOLOGY - THERAPEUTIC 0 0 0 55.00
57.00 [CT SCAN 1,334,429 0 1,334,429 57.00
58,00 [MAGNETIC RESOMANCE IMAGING (MRID 5,301 0 5,301 58.00
59,00 |CARDIAC CATHETERIZATION 5,586,829 0 5,586,829 59.00
60.00 | LABORATORY 2,664,929 0 2,664,929 6000
60.01 |BLOOD LABORATORY 0 0 0 60.01
64,00 | INTRAVENOUS THERAPY 0 0 0 64.00
65.00 |RESPIRATORY THERAPY 1,321,682 Q 1,321,682 65.00
66.00 |PHYSTICAL THERAPY 92,413 0 92,413 66.00
567.00 |OCCUPATIONAL THERAPY 55,417 ] 55,417 67.00
68.00 |SPEECH PATHOLOGY 6,119 0 6,119 68.00
69.00 | ELECTROCARDIOLOGY 788,871 0 788,871 69.00
59.01 |CARDIAC TESTING 1,507,325 0 1,507,325 69.01
70.00 |ELECTROENCEPHALOGRAPHY 4,368 0 4,368 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 12,379,228 0 12,379,226 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 17,339,214 0 17,339,214 72.00
73.00 |DRUGS CHARGED TO PATIENTS 6,257,985 &) 6,257,985 73.00
74.00 |RENAL DIALYSIS 234,085 0 234,085 74.00
76.00 [ENDOSCOPY 16,815 0 16,815 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 t; 76.01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 76.03
76.97 |CARDIAC REHABILITATICN 507,445 0 507,445 76.97

BUTPATIENT SERVICE :COST CENTERS. & 00 - s R
88.00 |RURAL HEALTH CLINIC 0 0 0 88.00
89.00 |FERPERALLY QUALIFIED HEALTH CENTER 0 0 0 89.00
90.00 |CLINIC 1,101,281 0 1,101,281 90.00
91.00 |EMERGENCY 3,753,762 0 3,753,762 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 92.00

OTHER. REIMBURSABLE COST CENTER :
99.10 |CORF

[SPECTAL PURPOSE. COST: CENTERS. i i L i i
109. 00| PANCREAS ACQUISITION | 0 0 0 109. 00
110.00| INTESTINAL ACQUISITION 0 0 0 110.00
111.00| ISLET ACQUISITION 0 0 0 111.00
118.00| SUBTOTALS {(5UM OF LINES 1-117) 85,740,732 0 85,740,732 118.00

INONREIMBURSABLE :COST CENTERS i Tl L o
190.00|GIFT, FLOWER, COFFEE SHOP, & CANTEEN 14,343 0 14,343 190.00
191.00| RESEARCH 501,339 0 501,339 191.00
192.00| PHYSICIANS® PRIVATE OFFICES 67,320,670 ) 67,320,670 192.00
194,00/ OTHER NONREIMBURSABLE COST CENTERS 0) 0 0 194.00
194.01 OTHER NONREIMBURSABLE COST CENTERS 0 0 0 194.01
194.02| OTHER NOMRETMBURSABLE COST CENTERS 0 0 0 194.02
194.03|OTHER NONRETMBURSABLE COST CENTERS 0 0 0 194.03

MCRIF32 -~ 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMs-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

provider ccn: 150154

worlsheet B

period:
From 0170172011 jPart T
To  12/31/201L | pate/Time Prepared:

5/29/2012 8:32 am

oo ost cantepobiesg

T eA

oo ol

164,04/ OTHER NONREIMBURSABLE COST CENTERS 0 0 194,04
194.05! poB 0 0 1.94.05
200.00|Cross Feot Adjustments o] 0 200.00
201.00!Negative Cost Centers -79,637 ~79,637 201.00
202.00|ToraL (sum lines 118-201) 153,497,447 153,497,447 202.00

MCRIF3Z - 2.25.130.0



Health

Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form ¢Ms-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 150154

Period:

worksheat B

From 01/01/2011| Part II

To  12/31/2011

pate/Time Prepared:

CAPETAL RELATED GOSTS

i cests

5/29/2012 8:32 an

{RE1Ad

Q.

99.10

109. 00
110. 00
111.00¢
118.00

190. 00
181.00
192.00
194.00
194, 01
194.02

GENERAL SERVL ENTER

NEW CAP REL COSTS-BLDG & FIXT 1.00
NEW CAP REL COSTS-MVBLE EQUIP 2.00
EMPLOYEE BENEFITS 0 0 0 0 0| 4.00
ADMINISTRATIVE & GENERAL 0 503,692 831,700 1,425,392 0| 5.00
OPERATION OF PLANT 0 788,245 1,104,247 1,892,492 0| 7.00
LAUNDRY & LINEN SERVICE 0 0 0 0 0| 8.00
HOUSEKEEPING 0 68,406 95,830 164,236 0| 9.00
DIETARY 0 26,307 36,854 63,161 0| 10.00
CAFETERTA 0 125,881 176,346 302,227 0| 11.00
NURSING ADMINISTRATION 0 32,063 44,917 76,980 0| 13.00
MEDICAL RECORDS & LIBRARY 0 0 0 0 0| 16.00
SOCIAL SERVICE 0 10,983 15,383 26,364 0| 17.00
TRANSPORTATION 0 0 0 0| 18.00
NONPHYSICIAN ANESTHETISTS 0 0 0 0| 12.00
EMS SCHOOL 0 0 0 0| 23.00
RADIOLOGY SCHOOL 0 0 0 0| 23.01
PHARMACY RESIDENCY 0 _ 0 0| 23.02
INPATIENT ‘ROUTINE  SERVICE COST CENTERS - .ooh oo . i

ADULTS & PEDIATRICS 0 898,103 1,258,147 0| 30.00
CORONARY CARE UNIT 0 337,883 473,338 0| 32.00
SUBPROVIDER - IRF 0 0 ¢ 0| 41.00
SUBPROVIDER 0 0 0] 42.00

ANCTLLARY: SERVICE .€O5T CENTER

0

OPERATING ROOM

RECOVERY ROOM

RADEOL.OGY-DIAGNOSTIC

RADIOLOGY - THERAPEUTIC

CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION

LABORATORY

BLOOD LABORATORY

TNTRAVENOUS THERAPY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY

CARDTAC TESTING

ELECTROENCEPHAL OGRAPHY

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

DRUGS CHARGED TOQ PATIENTS

RENAL DIALYSIS

ENDOSCOPY

OTHER ANCILLARY SERVICE COST CENTERS
OTHER ANCILLARY SERVICE COST CENTERS
OTHER ANCILLARY SERVICE COST CENTERS
CARDIAC REHABILITATION

COCO00C 00O OOO0DO0CO0CO OO0 B

21,248
0
69,269
0
261,499

16,405
0
0
11,644

558,331
0

Jgéi;§54,;,
29,767
97,038

366,332
22,981

16,312
0

0

0

0

0
0

620,225
0f
51,015
0f
166,307
0
627,831
39,386
0f
0f
27,956

0f
52,329

[l ien]len oo

L2}
<o
[=]
(=]

OUTPATIENT . SERVICE COST CENTERS -

RURAL HEALTH CLINEC

FEDERALLY QUALIFIED HEALTH CENTER
CLINIC

EMERGENCY

29,111
156,816

40,781
219,683

0f
0f

69,892
376,499

o oo ofi
oo
[Le]
=
L]

DBSERVATLON BEDS {NON-DISTINCT PART)
OTHER REIMBURSABLE <COST CENTER

CORF

PANCREAS ACQUISITION
INTESTINAL ACQUISTTION
ISLET ACQUISITION

SUBTOTALS (SUM OF LINES 1-117)
ONREIMBURSABLE COST CENIERS .-

GIFT, FLOWER, COFFEE SHOP, & CANTEEN
RESEARCH

PHYSTCIANS' PRIVATE OFFTCES

OTHER NONRETIMBURSABLE COST CENTERS
OTHER NONREIMBURSABLE COST CENTERS
OTHER NONREIMBURSABLE COST CENTERS

OO Do o

MCRIF3Z2 - 2.25.130.0

[=NoloNoBolal i
=
(=1
]
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o




Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMS-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 150154 | Period: worksheet B

From 01/01/2011 Part IIX

To 12/31/2011 | pate/Time Prepared:
| 572942 8:32 am

-LRelatad Chety

oo ol

194, 03| OTHER NOMREIMBURSABLE COST CENTERS 0 0 0 0 194.03
194, 04| OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 194.04
194.05|POB 0 0 0 0 194.05
200.00|Cross Foot Adjustments 0 200,00
201.00|Megative Cost Centers 0 0 0 0{201.00
202.00|TOTAL (sum Tlines 118-2013 0 3,748,115 5,250,711 8,998,826 0[202.00

MCRTF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMS-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 150154 |Period: worksheet B

From 01/01/201% | Part II

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

5/29/2012 8:32 am

' ::_LAUNL”)RV & © BIETARY )
VL

WEW CAP REL cos1‘s BLDG & FIXT 1.
2.00 {NEW CAP REL COSTS-MVBLE EQULP 2.
4.00 |[EMPLOYEE BENEFITS 4,
5.00 |ADMINISTRATIVE & GENERAL 1,425,392 5.
7.00 |OPERATION OF PLANT 50,341 1,942,833 7.
8.00 |LAUNDRY & LINEN SERVICE 2,070 0 2,070 8.00
9.00 [HOUSEKEEPING 11,212 56,167 0 231,615 9.00
10.00 |DIETARY 0 21,601 0 2,652 87,414 10.00
11.00 [CAFETERIA 19,888 103,359 0 12,689 0| 11.00
13,00 [NURSING ADMIMISTRATION 37,181 26,327 0 3,232 0] 13.00
16.00 [MEDICAL RECORDS & LIBRARY 19,320 0 0 0 0] 16.00
17.00 [SOCIAL SERVICE 9,475 9,016 0 1,107 0] 17.00
18.00 | TRANSPORTATION 0 0 0 0 0| 18.00
19,00 [NONPHYSICIAN ANESTHETISTS 0 0 0 0 0] 19.00
23.00 |EMS SCHOOL 0 0 0 0 0] 23.00
23.00 |RADIOLOGY SCHOOL 132 0 0 0 0] 23.01
23.02 |PHARMACY RESIDENCY 188 0 0 0 0] 23.02

INFKTIENT;RﬁUTINELSEEVICH' E] Rt R R R
30.00 |ADULTS & PEDIATRICS 102 043 737,419 1,366 90,527 0y 30.00
32.00 |CORONARY CARE UNIT 44,600 277,431 173 34,059 0f 32.00
41.00 |SUBPROVIDER - IRF 0 0 0 0 0| 41.00
42.00 | SUBPROVIDER 0 0 0 0 0f 42.00

ANETLIARY: SERVICE COST CENTERS ... .o o TTTGE
50.00 |OPERATING ROOM 38,053 11 97 0] 50.00
51.00 |RECOVERY ROOM 1 0 0 0] 51.00
54.00 |RADIOLOGY-DIAGNOSTIC 6,640 17,447 0 2,142 0] 54.00
55.00 |RADIOLOGY - THERAPEUTIC 0 0 0 0 0} 55.00
57.00 [CT SCAN 9,881 56,875 0 6,982 0| 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MKI) 46 0 0 Q0 0| 58.00
59.00 |CARDIAC CATHETERIZATION 32,393 214,713 263 26,359 0| 59.00
60.00 |LABORATORY 23,205 13,470 0 1,654 0| 60.00
60.01 |BLOOD LABORATORY 0 0 0 0 0| 60.01
64,00 | INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |RESPIRATORY THERAPY 10,936 9,561 0 1,174 0| 65.00
66.00 [PHYSICAL THERAPY 828 0 0 0 0| 66.00
67.00 [OCCUPATIONAL THERAPY 497 0 0 0 0| 67.00
63.00 [SPEECH PATHOLOGY 55 0 0 0 0| 68.00
69.00 |ELECTROCARDIOLOGY 4,249 6,428 0 789 0| 69.00
69.01 |CARDIAC TESTING 12,106 0 0 0 0| 69.01
70.00 | ELECTROENCEPHALOGRAPHY 38 0 0 0 0| 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATLENTS 113,009 0 0 0| 71.00
72.00 |IMPL. DEY. CHARGED TOQ PATIENT 158,644 3] 0 0 c| 72.00
73.00 |DRUGS CHARGED TQ PATIENTS 56,003 17,896 0 2,187 C| 73.00
74.00 |RENAL DIALYSIS 2,141 0 0 0 C| 74.00
76,00 | ENDOSCOPY 151 0 0 0 C| 76.00
76.01 [OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0 0| 76,01
76.02 |OTHER ANCILLARY SERVICE COST CEMNTERS 0 0 0 0 0] 76,0z
76.03 |OTHER ANCILLARY SERVICE COST CENTERS ¢ 0 0 0 0] 76.03
76.97 [CARDIAC REHABILITATION 4,341 0 0 0 0| 76.97

[OUTPATIENY. SERVICE COST CENVERS.. SRS e OOl e SN .
88.00 |RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0f 89.00
90.00 [CLINIC 8,811 23,902 0 2,934 0] 99.00
91.00 | EMERGENCY 24,856 128,759 171 15,807 0f 91.00
92.00 {OBSERVATION BEDS (Nonnxsrch PART)
109. 00| PANCREAS ACQUISITION 0 0 0 0[109.00
110.00| INTESTINAL ACQUISITION 0 0 0 0[110.00
111.00|ISLET ACQUISITION 0 0 0 0[111.00
118.00{SURTOTALS (SUM QF LINES 1-117) 803,374 1,932,482 2,070 0[118.00

NONREIMBURSABLE ‘COST CENTERS i o oo i i At Lo
120.00|GIFT, FLOWER, COFFEE SHOP, & CANTEEN 133 0 i} 0(190.00
191.00| RESEARCH 4,087, 10,351 0 1,271 0(191.00
192, 00| PHYSICIANS' PRIVATE OFFICES 617,798 0 ) 0 0{192.00
194.00| OTHER NONREIMBURSAELE COST CENTERS 0 0 1] 0 0[194.00
194.01|OTHER NONREIMBURSABLE COST CENTERS 0 0 1] 0 0{194.01
194.02|OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 0/194.02
194.03|OTHER NONREIMBURSABLE COST CENTERS 0 0 o} 0 0]194.03
194.04|OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 0(194.04
194.05; roB 0 b 0 Q 0|194.05
200.00/Cross Foot adjustments 200.00

MCRTF32 - 2,25,130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN:

150154 | Per

To

io

Fro 01/01/2011

12/31/2011

worksheet B
Part II

Date/Time Prepared
132

- IDMINISTRATIVEL

QPERATION OF

LAUNDRY &

WOUSEREEPING [ : BT

12 & GENERAL . 5 ﬁLANT LINEN SERVICE i
201 00 Negat1ve cast Centers 0 D 0 0 87,414|201.00
202.00/ TOTAL ¢sum lines 118-201) 1,425,392 1,942,833 2,070 231,615 87,414|202.00

MCRIF32 ~ 2.25.130.0



Health Financial Systews TNPTANA HEART HOSPITAL n Lieu of Form CMs5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS provider CoN: 150154 |Period: worksheet B

From 01/01/2011 | Part II

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

_ _ 5/29/2012 8:32 am

TMEDICAL - . [SOCTAL SERVICEL. 5o 1 il [

RECORDS & ' i
RAR

NURSING' Sl

TEgst, Center DEsCRption-

KENGRAL SERVICE COST CENTERS .. ... . ol

1.00 |NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GEMERAL 5.00
7.00 |OPERATION OF PLANT 7.00
8.00 |LAUNDRY & LIMEN SERVICE 8.00
9.00 |HOUSEKEEPING 9.00
10.00 |DIETARY 10.00
11.00 |CAFETERIA 438,163 11.00
13.00 |NURSING ADMINISTRATICN 24,461 168,181 13.00
16.00 |MEDICAL RECORDS & LIBRARY 5,318 24,638 16.00
17.00 |SOCTAL SERVICE 0 0 17.00
18.00 | TRANSPORTATION 0 0 18.00
19.00 |NONPHYSICIAN AMESTHETISTS 0 0 19.00
23.00 |EMS SCHOOL 0 0 23.00
23.01 |RADIOLOGY SCHOOL 1,064 0 23.01
23.02 | PHARMACY RESIDENCY 1 064 0 23.02
TNPATIENT. ROUTLINE, SERVICE . COST CENTERS. - S R R
30.00 |ADULTS & PEDIATRICS 1,699 30.00
32.00 {CORONARY CARE UNIT 699 32.00
41.00 |SUBPROVIDER - IRF 0 41.00
42.00 |SUBPROVIDER 0 42.00
ANCILLARY SERVICE :COST GENTERS - e Sy
50.00 |OPERATING ROOM 1,686 0 50.00
51.00 |RECOVERY ROOM 0 1] 0 51.00
54.00 |RADIOLOGY~DIAGNOSTIC 0 275 0 54.00
55.00 |RADIOLOGY ~ THERAPEUTIC 0 0 O 55.00
57.00 |CT SCAN 0 380 0 57.00
58,00 |MAGNETIC RESONANCE IMAGING (MRID 0 4 0 58,00
59,00 | CARDIAC CATHETERIZATION 22,057 7,179 0 59.00
60.00 |LABORATORY 0 1,348 0 60.00
60.01 {BLOOD LABORATORY 0 0 0 650.01
64.00 |INTRAVENOUS THERAPY 0 0 0 64.00
65.00 |RESPIRATORY THERAPY 0 420 0 65.00
66.00 |PHYSICAL THERAPY 0 36 0 65.00
67.00 |OCCUPATIONAL THERAPY 0 22 0 67.00
68.00 |SPEECH PATHOLOGY 0 2 0 68.00
69.00 |ELECTROCARDIOLOGY 0 1,812 0! 69.00
659.01 |CARDIAC TESTING 0 1,430 0 69.01
70,00 |ELECTROENCEPHALOGRAPHY 0 4 0 70.00
71.00 |MEDICAL SUPPLIES CHARGED TGO PATIENTS 0 0 2,289 0 71.00
72.00 {IMPL. DEV. CHARGED TO PATILENT 0 0 2,760 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS g 0 1,529 0 73.00
74.00 JRENAL DIALYSIS 0 [ 38 0 74.00
76.00 |ENDOSCOPY 0 0 7 0 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0 76.01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0f 76.03
76.97 |CARDIAC REHABILITATION 6,381 0 35 0 76.97
OUTPATIENT -SERVICE COST -CENTERS TR T ETL .
88.00 |RURAL HEALTH CLINIC [ 0 0 0 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 89.00
90.00 |CLINIC 9,572 0 147 0 90.00
91.00 | EMERGENCY 19,143 16,542 837 0 91.00

OTHER, REIMBURSABLE COST CENTERS.
99.10 |CORF

SPECTAL (PIRPOSE COS
109. 00 PANCREAS ACQUISITION

110 .00[ INTESTINAL ACQUISITION

111.00| ISLET ACQUISITION
118.00|SUBTOTALS (SUM_OF LINES 1-1173
NONREIMBURSAREE -COST: CENTERS

92.00 EBSERVATION BEDS {NON-DISTINCT PART)

190.00|GIFT, FLOWER, COFFEE SHOP, & CANTEEN 0 0 0 0 190.00
191.00| RESEARCH 4,254 0 ) 0 191.00
192.00| PHYSYCTANS " PRIVATE CFFICES 126,552 0 0 0 192.00
194 .00| 0OTHER NONREIMBURSABLE COST CEMTERS 0 0 ¢ 0 194.00
194 .01 OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 194.01
194.02| OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0| 194.02
194.03| OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 194,03
194 .04/ OTHER NONRETIMBURSABLE COST CENTERS 0 0 0 0 194 .04
194.05| OB O Y 0 0 194,05

MCRIF32 - 2,25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu

of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

provider CCN: 150154 | P

F
T

eriod:
rom 01/01/2011
o) 12/31/2011

worksheet B

part II
pate/Time Prepared:

) ] ] 5/29/2012 8:32 am
T TEast canterpescription - "TINURBING 1 MEDICAL - [SOCIAL BERVICH - T
i R AT T i DMENTSTRATION) - RECORDS & -~ f S
PR Y LLBRARY. TR L
i T e S IR L & [ T 16500 RN R0 S RN
200.00[Cross Foot Adjustments
201.00|Negative Cost Centers 0 0 0 0 201,00
202.00| TOTAL (sum lines 118-201) 438,163 168,181 24,638 45,962 202.00

MCRIF3Z2 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPETAL

In Lieu of Form CM5-2552-10

ALLOCATION OF CAPLTAL RELATED COSTS

Provider CCN:

150154 | period: Worksheet B

From 01/01/2011 Part II
To  12/31/2011| pate/Tima Prepared:

5/29/2012 8:32 am

1.00 ([NEW CAP REL COSTS- BLDG & FIXT
2.00 |NEW CAP REL COSTS-MVBLE EQUIP
4.00 |[EMPLOYEE BENEFITS

5.00 |ADMINISTRATIVE & GENERAL
7.00 |OPERATION OF PLANT

8.00 |LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING

10.00 |DIETARY

11.00 |CAFETERIA

13.00 [NURSING ADMINISTRATION
16.00 [MEDICAL RECORDS & LIBRARY
17.00 [SOCIAL SERVICE

18,00 [TRANSPORTATION

19.00 [NOMPHYSICIAN ANESTHETISTS
23.00 |EMS SCHOOL

23.01 |RADIOLOGY SCHOOL

23.02 | PHARMACY RESIDENCY

(== ===

1,196 23,01

EENPATIENT. ROUTINE SERVICE-COST: GENTERSY,

30.00 |ADULTS & PEDIATRICS
32.00 |CORONARY CARE UNIT
41.00 [SUBPROVIDER - IRF
42.00 [SUBPROVIDER

o o O okl

ANCTILLARY, SERVICE oS8T CENTERY
50.00 |OPERATING ROOM

51,00 |RECOVERY ROOM

54,00 |RADIOLOGY-DIAGNQOSTIC

55.00 |RADIOLOGY - THERAPEUTIC

57.00 |CT SCAN

58.00 {MAGNETTIC RESONANCE IMAGING {MRI)
59.00 |CARDIAC CATHETERIZATION

60.00 |LABORATORY

60.01 {BLOOD LABORATORY

64.00 | INTRAVENOUS THERAPY

65.00 |RESPIRATORY THERAPY

66.00 |PHYSICAL THERAPY

67.00 |OCCUPATIONAL THERAPY

68.00 |SPEECH PATHOLOGY

69,00 |ELECTROCARDIOLOGY

69.01 |CARDIAC TESTING

70.00 | ELECTROENCEPHALOGRAPHY

71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 |IMPL. DEV. CHARGED TO PATLENT

73.00 |DRUGS CHARGED TOQ PATIENTS

74.00 |RENAL DIALYSIS

76.00 | ENDOSCOPY

76.01 |OTHER ANCILLARY SERVICE COST CENTERS
76.02 |OTHER ANCILLARY SERVICE COST CENTERS
76.03 |OTHER ANCILLARY SERVICE COST CENTERS
76.97 |CARDIAC REHABTILITATION

OUTPATIENT SSERVICE [€OST CENTERS -~ °

88.00 |RURAL HEALTH CLINIC

89.00 | FEDERALLY QUALIFIED HEALTH CENTER
90.00 |CLINIC

91.00 |EMERGENCY

cCo oo

92.00 |OBSERVATION BEDS (NON DISTINCTVPART)
OTHER RELM : i

99.10 |CORF

SPECTAL: PURPQ OSTCENTERS!

109.00| PANCREAS ACQUISITION

110,00 INTESTINAL ACQUISITION

111.00{ TSLET ACQUISITION

118,00/ SUBTOTALS (SUM OF LINES 1-117)

(=R =N =N=10

109,00
110. 00
111. 00

NONREIMBORGABLE - COST CENTERS . o i

o o 0/118.00

190.00{GIFT, FLOWER, COFFEE SHQOP, & CANTEEN
191. 00| RESEARCH

192.00{ PHYSICIANS' PRIVATE OFFICES

194 .00/ OTHER NONREIMBURSABLE COST CENTERS
194,01l OTHER NONREIMBURSABLE COST CENTERS
194,02/ OTHER NONREIMBURSABLE COST CENTERS
194,031 OTHER NONREIMBURSABLE COST CENTERS
194, 04{ OTHER NONREIMBURSABLE COST CENTERS

DOODO OO O

190.00
191.00
192.00
194.00
194.01
194.02
194.03

194,04

MCRIF32 ~ 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Liew of Form ¢MS$-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 150154 |Perio

d; worksheet B
From 01/01/2011 | Part IX

To  12/31/2011 | pate/Time Prepared:
5/23/2012 8:32 am

K

ONEVSTCIAN
NESTHETLISTS:

B SChooL -

;i A

18,00 -

194,05 rOB

200.00|Cross Foot Adjustments
201.00| Negative Cost Centers
202.00|ToTAL (sum Tines 118-201)

0
0
0

oo

i52.05

200.00
201.00
202.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDTANA HEART HOSPITAL

In Lieu of Form CM5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

erovider CCN:

150154

Period:
From Q1/01/2011
To 12/31/2011

worksheet B
Part IT

Date/Time Prepared:

5/29/2012 8:32 am

tBst ‘Cantar |

1.00 |NEw cAP REL COSTS BLDG & FIXT 1.0
2.00 [NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GEMERAL 5.00
7.00 [OPERATION OF PLANT 7.00
8.00 |LAUNDRY & LINEN SERVICE 8.00
9.00 |HOUSEKEEPING 9.00
10.00 |DIETARY 10.00
11.00 |CAFETERIA 11.00
13.00 |NURSING ADMINISTRATION 13.00
16.00 |MEDICAL RECORDS & LIBRARY 16.00
17.00 |SOCIAL SERVICE 17.00
18.00 | TRANSPORTATION 18.00
19,00 |NONPHYSICIAN ANESTHETISTS 19.00
23.00 |EMS SCHOOL 23.00
23.01 |RADIOLOGY SCHOOL 23.01
23.02 PHARMACY RESTDENCY . _ 23.02
(INPAT ITINE. 'S ; B DO B Db e e R
30.00 |ADULTS & PEDIATRICS 3,307,302 0 3 307 302 30.00
32.00 |CORONARY CARE UNIT 1,249,911 0 1,249,911 32.00
41,00 |SUBPROVIDER - IRF 0 i 0 41.00
42.00 | SUBPROVIDER 0 0 0 42.00

ANCILEARY SERVICE ‘COST CENTERS ..

“933,985 = 50.00

A 923,98.5, i

50.00 |OPERATING ROOM 0
51.00 |RECOVERY ROOM 1 0 1 51.00
54.00 | RADIOLOGY-DIAGNOSTIC 82,837 0 82,837 54.00
55.00 |RADIOLOGY - THERAPEUTIC 0 0
57.00 |CT SCAN 246, 806 0
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 50 0
59.00 |CARDIAC CATHETERIZATION 956,319 0
60.00 | LABORATORY 79,063 o]
60.01 |BELODD LABORATORY 0 0
64.00 | INTRAYENOUS THERAPY 0 0
65.00 |RESPIRATORY THERAPY 62,809 0
66.00 |PHYSICAL THERAPY 864 0
67.00 |OCCUPATIONAL THERAPY 519 0
68.00 |SPEECH PATHOLOGY 57 0
69.00 | ELECTROCARDIOLOGY 58,663 0
62.01 |CARDIAC TESTING 27,362 0
70.00 | ELECTROENCEPHALOGRAPHY 42 0
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 115,298 0
72.00 [IMPL. DEV. CHARGED TO PATIENT 161,404 0
73.00 [DRUGS CHARGED TO PATIENTS 129,954 0
74.00 |RENAL DIALYSIS 0
76.00 |ENDOSCOPY 0
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0
76.03 |OTHER ANCILLARY SERVICE COST CENTERS v
76.97 |CARDIAC REHABILITATION O

OUTPATIENT SERVICE COST EENTERS.

88.00 |RURAL HEALTH CLINIC

89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0
90.00 [CLINIC 115,258
91.00. | EMERGENCY 582,654
92.00 [OBSERVATION BEDS (NON-DISTINCT PART)

OTHER. REIMBURSABLE. COST CENTERS..
CORF

SPECIAL PURPOSE: COST CENTERS.
109. 00| PANCREAS ACQUISITION

110.00| INTESTINAL ACQUISITION

111.00| ISLET ACQUISITION

118.00| SUBTOTALS SUM_OF INES A= 117)

99.10

NSO O
HO ©C O O

190.00|GIFT, FLOWER COFFEE SHOP, & CANTEEN 133 0

191.00| RESEARCH 50,229 0 50,229 191.00
192.00| PHYSICIANS' PRIVATE OFFICES 744,350 0 744,350 192.00
194 .00/ OTHER NONREIMS8URSABLE COST CENTERS 0 0 0 194,00
194_.01|OTHER NONREIMBURSABLE COST CENTERS 0 0 0 194,01
194.02|OTHER NONREIMBURSABLE COST CENTERS 0 0 0 194,02
194 _.03|OTHER NONREIMBURSABLE COST CENTERS 0 Q 0 194,03

MCRIF32 - 2.25.130.0



Health Financial Systems INDTANA HEART _HOSPITAL In Lieu of Form CM§-2552-10
ALLOCATION OF CAPITAL RELATED COSTS provider CON: 150154 | period: workshaet B

From 01/01/2011 | Part II

To  12/31/2011 | pate/Time Prepared:
15/29/2012 8:32 am

CTetal

104 04| OTHER NONREIMBURSABLE COST CENTERS o T B TN Y

cooo ol T
bt
E.
-
(2]

194.05 FOB 0 194.05
200,00|cross Foot Adjustwments 2,448 200.00
201,00/ Negative Cost Centers 87,414 87,414 201.00
202.00| ToTAL (sum Tines 118-201) 8,998,826 8,998,826 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form {MS-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider ccM: 150154 |pPeriod: worlsheat B-1

Erom 01/01/2011
To  12/31/2011 | bate/Time Prepared;
5/29/2012 8:32 am__

chst Ceriter pescriptio g Reconci i ation|ab

CENERAL SERVICE COST CENTERS, . o0 oo i -

1.00 |NEW CAP REL COSTS-BLDG & FIXT 225,963 1

2.00 |NEW CAP REL COST$-MVBLE EQULP 225,963 2

4,00 |EMPLOYEE BENEFITS 0 0 68,778,399 4,

5.00 |ADMINISTRATIVE & GENERAL 35,792 35,792 1,040,853 -25,654,826| 127,998,225 5.00
7.00 |OPERATION OF PLANT 47,521 47,521 305,114 0 4,520,588 7.00
8.00 |LAUNDRY & LINEM SERVICE 0 0f 0 0 185,852 8.00
9.00 |HOUSEKEEPING 4,124 4,124 446,758 0 1,006,786] 9.00
10.00 |DIETARY 1,586 1,586 101,263 155,604 ¢| 10.00
11.00 |CAFETERIA 7,589 7,589 484,408 4 1,785,947] 11.00
13.00 |NURSING ADMINISTRATION 1,933 1,933 1,742,751 o] 3,338,834 13.00
16.00 |MEDICAL RECORDS & LIBRARY G 0 398,331 0 1,734,918| 16.00
17.00 |SOCTAL SERVICE 662 662 392,711 0 850,808| 17.00
13.00 [ TRANSPORTATION 0 0 0 0 0| 18.00
19.00 |NONPHYSICIAN ANESTHETISTS 0 0 0 0 0| 19.00
23.00 |EMS SCHOOL 0 0 o 0 0| 23.00
23.01 |RADIOLOGY SCHOOL 0 0 9,920 0 11,882 23.01
23.02 |PHARMACY RESIDENCY 4] 1] 0 0 16,868] 23.02

TNPATIENT ROUTINE SERVICE COST CENTERS G R L T e C e R T T

30,00 |ADULTS & PEDRIATRICS 54,144 5,445,327 0 9,163,388| 30.00
32.00 |CORONARY CARE UNIT 2,538,333 0 4,005,068| 32.00
41.00 |SUBPROVIDER - IRF 0 0 0| 41.00
42,00 | SUBPROVIDER 0 ] 0 0l 42,00

ANCILLARY. SERVICE COST GENTERS 0

1063, 355 37417080 56.00

50.00 |{OPERATING ROOM 0

51.00Q |RECOVERY ROOM 0 0 105| 51.00
54,00 |RADIOLOGY-DIAGNOSTIC 346,892 0 596,274| 54.00
55,00 |RADTIOLOGY - THERAPEUTIC 0 0 0| 55.00
57.00 |CT SCAN 435,346 0 887,331| 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 4,111| 58.00
59.00 |CARDIAC CATHETERIZATION 15,765 1,717,410 0 2,908,846/ 59.00
60.00 | LABORATORY 989 0 0 2,083,791| 60.00
60.01 |RLOOD LABORATORY 0 0 0 0] 60.01
64 .00 |INTRAVENOUS THERAPY 0 Q 0 0| 64.00
65.00 |RESPIRATORY THERAPY 702 769,198 0 982,051| 65.00
66.00 |PHYSICAL THERAPY g 0 0 74,384| 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 44,596\ 67.00
68.00 |SPEECH PATHOLOGY o) 0 0 4,955 68.00
69.00 | ELECTROCARDIOLOGY 472 1,238,982 0 381,559] €9.00
69.00 [CARDIAC TESTING 0 955,019 0 1,087,147| 68.01
70.00 |ELECTROENCEPHALOGRAPHY 0 0 0 3,379( 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 10,148,040 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0 0 ¢] 14,246,001 72.00
73.00 |DRUGS CHARGED TQ PATIENTS 1,314 0 0 5,029,031 73.00
74 .00 |RENAL DTALYSIS 0 0 0 192,285| 74.00
76.00 |ENDOSCOPY 1] 1; 0 13,525] 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0| 76.01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0| 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0| 76.03
76.97 |CARDIAC REHABILITATION 0 310,953 0 389,800| 76.97
88.00 |RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 |CLINIC 1,755 1,755 664, 426 0 791,181 90.00
91.00 |EMERGENCY 9,454 9,454 1,431,924 0 2,235,628| 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART)

GTHER REIMBURSABLE COST CENTERS: T R
99.10 |CORF 0 0| ) 0

|SPEETAL “PURPOSE. CORT CENTERS i
109.00| PANCREAS ACQUISITION

110.00| INTESTINAL ACQUISITION

111.00| ISLET ACQUISITION
118.00|SUBTOTALS (SUM OF LINES 1-117)
RONREIMBURSABLE COST CENTERS ..

0
0
0
4

71,839,27

o 11, 948|190, 00

190.00/GIFT, FLOWER, COFFEE SHOP, & CANTEEN 0 0 0

191. 00| RESEARCH 760 760 263,756 0 367,0281191.00

192,00 PHYSICEIANS ' PRIVATE OFFICES 0 0 46,675,369 0 55,477,100/192.00

194, 00[OTHER NONREIMBURSABLE COST CENTERS [ 0 0 0 0|194.00

194, 01| OFTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 0[194.01
0 0 0 0 0{194.02

194.02|OTHER NONREIMBURSABLE COST CENTERS

MCRIF32 - 2.25.130.0



Health Financial Systems TNDIANA HEART HOSPITAL In Lieu of Form ¢Ms-2552-10
COST ALLOCATION - STATISTICAL BASIS provider ccN: 150154 | Period: worksheet B-1
Erom 01/01/2011
To 1273172011 | pate/Time Prepared:

5/29/7012 8:32 am
o ot -tenter Dedcripti CEMBLOVEE " JRetengiliatio
ST PR A e CBENEFEYS o7
“HBROSS
194,03|0THER NONREIMBURSABLE COST CENTERS ¢] 0/1.94.03
194,04/ OTHER NONREIMBURSABLE COST CENTERS 0 G[194.04
194,05/ POB 0 0{194.05
200.00|Cross Foot Adjustments 200.00
201.00|Negative Cost Centers 201.00
202.00,Cost to be allocated (per wkst. B, Part I) 3,748,115 5,250,711 8,411,211 25,654,826(202.00
203.00[unit cost multiplier (Wkst. B, Part I} 16.587295 23.237039 0.122294, 0.200431(203.00
204.00|cost to be allocated (per Wkst. B, Part II) 0 1,425,392(|204.00
205.00|unit cost multiplier (wkst. B, Part IIJ 0.000000 0.011136]205.00

MCRIF32 - 2.25.130.0



Health Financial Systems

TNDIANA HEART HOSPITAL

In Lieu of Form CMs-2552-1C

COST ALLOCATION - STATISTICAL BASIS

Providar CCN:

150154 [ Perie worksheet B-1
From 01/01/2011

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

h Cost centaf paseripti

GFERATI"O OF: ]

: HOUSEI&EEPING

5/20/2012 8:32 an_

) @ENE’RAE SERVICE COST CENTER

1.00 |[NEW CAP REL COSTS-BLDG & FIXT
2.00 |NEW CAP REL COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS

5.00 [ADMINISTRATIVE & GEMNERAL

7
8

10.00 |DIETARY

.00 |OPERATION OF PLANT 142,650
.00 |[LAUNDRY & LINEN SERVICE 0 43,759 .
9,00 |HOUSEKEEPING 4,124 0 138,526 9.00
1,586 0 1,586 34,176 10.00
11.00 |CAFETERIA 7,589 ] 7,589 0 412 11.00
13.00 |NURSING ADMINISTRATION 1,933 0 1,933 0 23| 13.00
16.00 |MEDICAL RECORDS & LIBRARY 0 0 1] 0 5| 16.00
17.00 |SOCIAL SERVICE 662 0 662 0 0 17.00
18.00 | TRANSPORTATION 0 0 0 0| 18.00
19.00 |NONPHYSICIAN ANESTHETISTS 0 0 0 0| 19.00
23.00 |EMS SCHOOL 0 0 0 0| 23.00
23.01 [RADIOLOGY SCHOOL 0 0 0 1| 23.01
23.02 | PHARMACY RESIDENCY 0 0 0 1| 23.02
INPATIENT. ROUTINE .SERVICE COST CENTERS © e R S i e
30.00 |ADULTS & PEDTATRICS 54,144 28,881 54,144 25,001 93] 30.00
32,00 |CORONARY CARE UNIT 20,370 3,647 20,370 9,175 35] 32.00
41,00 | SUBPROVIDER -~ IRF 0 0 0 0 0| 41.00
42 .00 |SUBPROVIDER 0 0 0 0| 42.00

IANCILLARY SERVICE €OST CENTERS

50.00 |OPERATING ROOM

51.00 |RECOVERY ROOM

54.00 |RADIOLOGY-DIAGNOSTIC

55.00 |RADIOLOGY - THERAPEUTIC

57.00 |CT SCAN

58.00 |MAGNETIC RESONANCE IMAGING (MRI)
58.00 |CARDIAC CATHETERIZATION

60.00 | LABORATORY

60.01 |BLOOD LABORATORY

64.00 | INTRAVENOUS THERAPY

65.00 |RESPIRATORY THERAPY

66.00 |PHYSICAL THERAPY

67.00 [OCCUPATIONAL THERAPY

68.00 [SPEECH PATHOLOGY

69.00 |ELECTROCARDIOLOGY

69.01 [CARDIAC TESTING

70.00 { ELECTROENCEPHALOGRAPHY

71,00 |MEDICAL SUPPLIES CHARGED TOQ PATIENTS
72,00 |IMPL. DEV. CHARGED TG PATIENT

73.00 |DRUGS CHARGED TO PATIENTS

74.00 |RENAL DIALYSIS

76.00 |ENDOSCOPY

76.01 |OFTHER ANCILLARY SERVICE COST CENTERS
76.02 |OTHER ANCILLARY SERVICE COST CENTERS
76.03 {OTHER ANCILLARY SERVICE COST CENTERS
76.97 |CARDIAC REHABILETATION

5,55

o
OC!DDOOOOOOOOOODOCOOOOOOOOO‘<\

OUTPATIENT  SERVICE COST CENTERS ...

88.00 |RURAL HEALTH CLINIC

£9.00 |FEDERALLY QUALIFIED HFALTH CENTER
90.00 |CLINIC

91.00 |EMERGENCY

v
1,755
9,454

o
coooll

| OBSERVATION BEDS (NON -DISTINCT PART)

99.10

srﬁ‘éﬂl’:-;’fﬁﬂﬁP‘ﬁéi?;i;'ﬁuéﬁ'?‘?fCEN"‘lT’Eﬁs‘-:

109.00| PANCREAS ACQUISITLION

110.00} INTESTINAL ACQUISETION

111.00[ ISLET ACQUISITION
118.00[SUBTOTALS (SUM OF LIMES 1 7)_

NONRELMBURSABLE €OST .CEN

190.00[GIFT, FLOWER, COFFEE SHOF, & CANTEEN
191, 00 RESEARCH

192.00; PHYSICIANS® PRIVATE OFFICES

194. 00! OTHER NONREIMBURSABLE COST CENTERS
194 .01/ OTHER NONREIMBURSABLE COST CENTERS
194.02|OTHER NONREIMBURSABLE COST CENTERS
194.03|OTHER NONREIMBURSABLE COST CENTERS
194.04| OTHER NONREIMBURSABLE COST CENTERS

OO0 OO0

[elelvloleleg=R=]

Coo0o oo el
cCooOOoOOD
== ==L ]
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MCRIF32 - 2.25.130.0



In Lieu of Forin {MS-2552-10
worksheet B-1

INDIANA HEART HOSPITAL

Health Financial Systems
Provider CCN:

COST ALLOCATION - STATISTICAL BASIS

150154 | Period:
from 01/01/2011

To 1273172011 | bate/Time Prepared:
. ] ] . ] ] 15/29/2012 8332 am
T TEsst canter Deseription: . T ORERATLON OF-] - LAUNDRY & . HOUSEKEEPING 1 BILETARY, S | 1 EA T

; e . S BLANT . E T LINENGSERVICE | T(BQUARE. <t (MEALSE: T I &

A (oups OF |-, EEED | SERVEDY

R R T R0 o g, Qe TOL00 Lo
194,05 POB 4] 0 0[194.05
200.00|cross Foot Adjustments 200.00
201.00| Negative Cost Centers 201.00
202.00|cost to be allocated (per Wkst. B, Part ) 5,426,654 223,103 1,365,461 ~79,637 2,507,410(202.00
203.00|unit cost multiplier (wkst. B, Part I 38.041739 5.098443 9.857074 0.000000| 6,085.946602(203.00
204.00| Cost to be allocated (per wkst. B, Part II) 1,942,833 2,070 231,615 87,414 438,163(204.00
205,00{unit cost multiplier (wkst. B, Part I 13.619579 0.047305 1.671997 2.557760| 1,063.502427]205.00

MCRIF3? - 2.25.130.0



Health Financial Systems

INDTANA HEART HOSPITAL

In Liey of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

provider CCN: 150154 | Period:
From 01/01/2011

To

worksheet B-1

12/31/2011 | pate/Time Prepared:
5/29/2012 8:32 am

COST CENTERS -

00 |NEW CAP REL COSTS-BLDG & FIXT
.00 |[NEW CAP REL COSTS-MVBLE EQUIP
.00 |EMPLOYEE BEMEFITS
ADMENISTRATIVE & GENERAL

.00 |OPERATION OF PLANT

.00 |LAUNDRY & ILINEN SERVICE

.00 |HOUSEKEEPING
10.00 [DIETARY
11.00 |CAFETERIA

(=T N R R
(=]
=]

57.00 |CT sSCAN

76.00 |ENMDOSCOPY
76.01 |OTHER ANCILLARY SERVICE COST CENTERS
76.02 |OTHER ANCILLARY SERVICE CQOST CENTERS
76.03 |OTHER ANCILLARY SERVICE COST CENTERS
76.97 | CARDIAC REHABILITATION

13.00 [|NURSING ADMINISTRATION 183
16.00 |MEDICAL RECORDS & LIBRARY 0 366,172,274
17.00 |SOCIAL SERVICE 0 0 13,298
18.00 | TRANSPORTATION 0 0 0 0
19.00 |NONPHYSICIAN AMESTHETISTS 0 0 0 0
23.00 [EMS SCHOOL 0 0 0 0
23.01 [RADIOLOGY SCHOOL 0 0 0 0
23.02 |PHARMACY RESIDENCY 0 0 0 0
INPATLENT. ROUTINE SERVICE  COST CHNTERS. S R RLRIOE. Ein
30.00 |ADULTS & PEDIATRICS 93 25,364,872 9,728 0 30.00
37.00 |CORONARY CARE UNIT 35 10,429,340 3,570 0 32.00
41.00 |SUBPROVIDER ~ IRF 0 0 0 0 41.00
42 .00 |SUBPROVIDER 0 0 0 0 42.00
ANCILLARY BPRVICE COST CENTERS - DR s e i
50.00 |OPERATING ROOM 13 25,157,342 0 0 0| 5¢.00
51.00 |RECOVERY ROOM 0 0 0 0 0| 51.00
54,00 |RADIOLOGY-DIAGNOSTIC 0 4,101,929 0 0 Q| 54.00
55.00 |RADIOLOGY — THERAPEUTIC 0 0 [t 0 0| 55.00
0 5,667,591 0 0 0| 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRID 0 63,507 0 0 0f 58.00
59.00 |CARDIAC CATHETERIZATION 24 105,598,272 0 0 0 59.00
60.00 | LABORATORY 0 20,119,557 0 0 0| 60.00
60,01 |BLOOD LABORATORY 0 0 0 0 0{ 60.01
64.00 | INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |RESPIRATORY THERAPY 0 6,262,650 0 0 0| 65.00
66.00 [PHYSICAL THERAPY 0 538,501 0 0 0| 66.00
67.00 [QCCUPATIONAL THERAPY 0 326,333 0 0 0| 67.00
68.00 [SPEECH PATHOLOGY 0 29,601 0 0 0| 68.00
69.00 |ELECTROCARDIOLOGY 0 27,045,190 0 0 01 69.00
69.01 |CARDTAC TESTING 0 21,341,622 0 0 0| 69.01
70.00 |ELECTROENCEPHALOGRAPHY 0 54,060 0 0 0| 70.00
71.00 |MEDTCAL SUPPLIES CHARGED TO PATIENTS 0 34,171,569 0 0 0| 71.00
72.00 |IMPL., DEV. CHARGED TO PATIENT 0 41,199,929 0 0 0| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0 22,822,110 0 0 0| 73.00
74.00 |RENAL DIALYSIS 0 564,892 o 0 0| 74.00
0 100,378 0 0 0} 76.00
0 4] 0 0
0 0 0 0
0 0 0 0
0 0 0 0

[OUTPATTENT. GERVICE. COST. .CENTERS:

88.00 [RURAL HEALTH CLINIC

89,00 |FEDERALLY QUALXIFIED HEALTH CENTER
90.00 [CLINIC

91.00 ; EMERGENCY

92.00 |OBSERVATION BEDS {NON-DISTINCT PART)

2,198,407
12,494,691

[N =R=N~13

cooof
coool
=3
[{=)]
o
o

OTHER, REIMBURSABLE: COST CENTERS

99.10 |CORF

EPECJ:AL

109, 00; PANCREAS ACQUISITION
119, 00] INTESTINAL ACQUISITION
111.00|ISLET ACQUISITION

118.00| SUBTOTALS (SUM OF LIMES 1-117

cCooo
[
=
[
=
S

NONREIMBURSABLE. COST :CENTERS

190.00{GIFT, FLOWER, COFFEE SHOP, & CANTEEN
191. 00| RESEARCH

192 .00| PHYSICIANS" PRIVATE OFFICES

194.00| OTHER NONREIMBURSABLE COST CENTERS
194.01| OTHER NONREIMBURSABLE COST CENTERS

cooog

S SO D
O oo ook
=
o
N
o
=]

MCRIF32 - 2,25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form cMs-2552-10

COST ALLOCATION - STATTSTLICAL BASIS

provider CCN: 150154 |pPeriod: worksheet B-1
From 01/01/2011
To  12/31/2001 | pate/Time Prepared:

cost contr buserption

MEDECAL
RECO
1

i 5(29/2012 B:32 am

164 02| OTHER NONRETMBURSABLE COST CENTERS

194,03l 0THER NOMREIMBURSABLE COST CENTERS

104 .04/ OTHER NONREIMBURSABLE COST CENTERS

1.94.05{POB

200.00|cross Foot Adjustments

201.00|Megative Cost Centers

202.00| cost to be allocated (per wkst. B, Part I) 4,240,606 2,113,079 1,053,045
203.00|unit cost multiplier {wkst. B, Part I) 23,172.710383 0.005771 79.188224
204.00 Cost to be allocated (per wkst. B, Part 11) 168,181 24,638 45,962
205.00 unit cost multipiier (wkst. B, Part II) 919,021858 0.000067 3.456309

o]
cCoo9

0
0.000000
0
0.000000

cooof. i

ol2cz.00
0.000000(203.00

0(204.00
0.000000{205.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDTANA HEART HOSPITAL

In Lieu of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 150154

Period:
From 01/01/2011
TO 12/31/2011

worksheet B-1

Date/Time Prepared:

L7 CosE Centar Bascription:

5 PHARMAEY . |-
RESTDENCY. |

[ 5/29/2012 B:32 am

[GENERAL; SERVICE COST CENTERS

1.00 |NEW CAP REL COSTS-BLDG & FIXT
2.00 |NEW CAP REL COSTS-MVBLE EQUIP
4,00 |EMPLOYEE BENEFITS

5.00 |ADMINISTRATIVE & GENERAL

7.00 |OPERATION OF PLANT

8.00 |LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

TRANSPORTATION

NONPHYSICIAN ANESTHETISTS

EMS SCHOOL

RADIOLOGY SCHOOL

PHARMACY RESIDENCY

[y
(=]
oo

100

INPATIENT. ROUTINE. SERVIGE 05T CENTERS

ADULTS & PEDIATRICS
COROMNARY CARE UNIT
SUBPROVIDER -~ IRF
SUBPROVIDER

oo o on:

coocob:

ANGLLLARY - SERVTCE COST - CENTERS

o o o of:

OPERATING ROOM

RECOVERY ROOM

RADIOLOGY-DIAGNOSTIC

RADIOLOGY - THERAPEUTIC

CT SCAN

MAGNETIC RESOMANCE IMAGING (MRI)
CARDIAC CATHETERIZATION

LABORATORY

BLOOD LABORATORY

INTRAVENOUS THERAPY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY

CARDTAC TESTING
ELECTROENCEPHALOGRAPHY

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

DRUGS CHARGED TO PATIENTS

RENAL DIALYSIS

ENDOSCOPY

OTHER ANCILLARY SERVICE COST CENTERS
OTHER ANCILLARY SERVICE COST CENTERS
OTHER ANCILLARY SERVICE COST CENTERS
CARDIAC REHABILITATION

oo oo e S oo 000D oo o

[OUTPATTENT SERVICE: COST CENTERS

Lo oooooooooooooDo0O0ocooDoooO

Y= RN N-R-R-2-R-0 =N -N-N-N-N--T-R-R-N-13

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
CLINIC

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)

[aR=Rele)

oo oo

coo ol

OTHER REIMBURSABLE. COST. CENTERS -

CORF

SFECEAL: PURPOSE COST CENTER

109.00| PANCREAS ACQUESTITION

110.00| INTESTINAL ACQUISYTEON

111.00| TSLET ACQUISITION

118.00[ SUBTOTALS (SUM OF LINES 1-117)

el

(ol e o))

L e e e Ji

NONREIMBURSABLE COGT. GENTERS

i
=]

190.00| GIFT, FLOWER, COFFEE SHOP, & CANTEEN
191.00| RESEARCH

192 .00| PHYSICIANS ' PRIVATE OFFICES

194,00/ OTHER NONREIMBURSABLE COST CENTERS
194,01 OTHER NONREIMBURSABLE COST CENTERS
194,02/ OTHER NONREIMBURSABLE COST CENTERS
194,03 OTHER NOMREIMBURSABLE COST CENTERS
194, 04| OTHER NONREIMBURSABLE COST CENTERS

coococooocol

SO OSSOSO

oo oo oo ol

MCRIF32 - 2,25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMs-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 150154 |Period: worksheet B-1
From 01/01/2011
To 1273172011 | pate/Time Prepared:
_ 5/29/2012 8:32 am
Co8t Canter bascriptic  RADIOLOGY - | . PHARMACY R OO
Tl RS L SCHOEE T | RESIDENEY. - .
(RSSTGNED b (ASSIGNED: '}

e : T el Bp LN B

194, 05(POB 0

200.00|cross Foot Adjustments 200.00
201.00|Negative Cost Centers 201.00
202.00|cost to be allocated (per Wkst. 8, Part I) 0 20,362 26,335 202.00
203.00|unit cost multiplier (Wkst. B, Part I} {.000000 203.620000 263,350000 203.00
204.00|cost to be allocated (per Wkst. B, Part II) 0 1,196 1,252 204,00
205.00{unit cost multiplier (wkst. B, Part II} 0.000000 11. 960000 12.520000 205,00

MCRIF32 - 2.25.130.0



In Lieu of Form CMs-2552-10
worksheet C

Part 1

Date/Time Prepared:
5/29/2012 §8:32 anm

TNDIANA HEART HOSPTTAL
pProvidar CCN:

Health Financial Systems
COMPUTATION OF RATIO OF COSTS TO CHARGES

150154 | Per
From 01/'01/2011
To 12/31/2011

Title XVIII Hospital . PPS
: : i COStes L e e s
St canter fesciiption. Thérapy ‘im1t ro{;aﬁ “tosts | ‘HCE T C
e : EEHEIOU D1sa“|1ov~'ance L
NPATIENT ROUTINE:SERVICE -COST. CENTERS S © - PR L : i
30.00 |ADULTS & PEDIATRICS 17,378,475 17,378,475 60,019 17 438 494 30.00
32.00 |CORONARY CARE UNIT 7,169,044 7,169,044 0 7,169,044] 32.00
41,00 |SUBPROVIDER - IRF 0 0 0 0| 41.00
42,00 | SUBPROVIDER 0 0 0 0| 42.00
@ILLAEY SERVICE COSTTEBNTERS - e e T e e T TR A s
50.00 |OPERATING ROGHM 5,383,983 5,383,983 0 5,383,983] 5¢.00
51,00 |RECOVERY ROOM 126 126 0 126| 51.00
54,00 |RADIOLOGY-DIAGNOSTIC 851, 608 851,608 0 851,608| 54.00
55,00 |RADIOLOGY - THERAPEUTLC 0 0 0 0| 55.00
57.00 |CT SCAN 1,334,429 1,334,429 0 1,334,4281 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 5,301 5,301 0 5,301| 58.00
59,00 | CARDIAC CATHETERIZATION 5,586,829 5,586,829 108,246 5,695,075 59.00
60.00 | LABORATORY 2,664,929 2,664,929 0 2,664,929 60.00
60.01 |BLOOD LABORATORY 0 0 0 0| 60.01
64.00 [INTRAVENOUS THERAPY 0 0 0 0] 64.00
£5.00 |RESPIRATORY THERAPY 1,321,682 0 1,321,682 0 1,321,682| 65.00
66.00 |PHYSICAL THERAPY 92,413 0 92,413 0 02,413| 66.00
67 .00 |OCCUPATIONAL THERAPY 55,417 0 55,417 0 55,417] 67.00
58.00 |SPEECH PATHOLOGY 6,119 0 6,119 0 6,119| 68.00
69.00 | ELECTROCARDIOLOGY 788,871 788,871 0 788,871| 69.00
69.01 |CARDIAC TESTING 1,507,325 1,507,325 118,813 1,626,138] 69.01
70,00 |ELLECTROENCEPHALOGRAPHY 4,368 4,368 0 4,368| 70.00
71.00 [MEDICAL SUPPLIES CHARGED TGO PATIENTS 12,379,226 12,379,226 0 12,379,226| 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 17,339,214 17,339,214 o 17,339,214| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 6,257,985 6,257,985 0 6,257,9851 73.00
74.00 |RENAL DIALYSIS 234,085 234,085 0 234,085| 74.00
76.00 | ENDOSCOPY 16,815 16,815 0 16,815| 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0| 76.01
76.02 |GTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0| 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0| 76.03
76.97 |CARDIAC REHABILITATION 507,445 507,445 0 507, 445| 76.97
OUTPATIENT SERVICE EOST CENTERS L R e S R, t‘m";_""'k' L L i
88,00 |RURAL HEALTH CLINIC 0 0 0 0 88.00
89,00 | FEPERALLY QUALIFIED HEALTH CENTER 0 0 0 0| 89.00
90.00 |CLINIC 1,101,281 1,101,281 70,787 1,172,068| 90.00
91,00 |EMERGENCY 3,753,762 3,753,762 0 3,753,762) 91.00
92.00 |OBSERVATION BEDS (NON-DISTTNCT PART) 1,622,568 1,622,568 1,622,568| 92.00
OTHER, REIMBURBABLE "COST CENTERS . T e
99.10 |CORF | 1 0l 99.10
SPECTAL PURPOSE. GOST CENTERS o. : Gl R
109. 00| PANCREAS ACQUISITION 0 0 0/109.00
110 00| TNTESTINAL ACQUISITION 0 0 0|110.00
111. 00 ISLET ACQUISITION 0 0 0|111.00
200. 00| subtotal (see instructions) 87,363,300 0 87,363,300 357, 865 87,721,165(200.00
201.00|.ess Observation Beds 1,622,568 1,622,568 1,622,568(201.00
202.00|Total (see instructions) 85,740,732 0 85,740,732 357,865 86,098,597(202.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Ferm CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

provider CCN: 150154

To

period;
From 01/01/2011

workshaet C

Part T

12/31/2011 | pate/Time Prepared:
5/29/2012 8:32 am

Title XVIIT

Hospital

[CNPATIENT: ROUTINE SERVICE ST P e
30.00 |ADULTS & PEDIATRICS 17,872,653 17,872,653
32,00 | CORONARY CARE UNLT 10,429,340 10,429,340
41,00 |SUBPROVIDER - IRF 0 0
42.00 |SUBPROVIDER 0 0

ANCTILUARY SERVICE €OST CENTERS . I e R N T T
50.00 |OPERATING ROOM 24,531,947 25,395 25,157,342 0.214012 0.000000| 50.00
51.00 |RECOVERY ROOM 0 0 0 0.000000 0.000000| 51.00
54,00 |RADIOLOGY-DIAGNOSTIC 2,943,971 1,157,958 4,101,929 0.207612 0.000000| 54.00
55.00 {RADICLOGY - THERAPEUTIC 0 0 0 0. 000000 0.00000C| 55.00
57.00 {CT SCaN 1,693,164 3,974,427 5,667,591 0.235449 0.00000C| 57.00
58.00 {MAGNETIC RESONANCE IMAGING (MRI) 49,733 13,774 63,507 0.08347]) 0.00000C| 58,00
59.00 |CARDIAC CATHETERIZATION 47,273,033 58,325,239 105,598,272 0.052906 0.000000; 59.00
60.00 | LABORATORY 14,267,751 5,851,806 20,119,557 0.132455 0.000000| 60.00
60.01 |[BLOOD LABORATORY 0 0 0 0. 000000 0.,000000( 60.01
64.00 | INTRAVENOUS THERAPY 0 0 0 0. 000000 0.000000( 64.00
65.00. |RESPIRATORY THERAPY 5,907,067 355,583 6,262,650 0.211042 0.000000( 65.00
66.00 [PHYSICAL THERAPY 528,335 10,166 538,501 0.171612 0.000000| 66.00
67.00 [OCCUPATIONAL THERAPY 322,621 3,712 326,333 0.169817 0.000000| 67.00
68.00 [SPEECH PATHOLOGY 29,601 0 29,601 0.206716 0.000000] 68.00
69.00 |ELECTROCARDIOLOGY 5,739,224 21,305,966 27,045,190 0.029169 0. 00C000] 69.00
69.01 |CARDIAC TESTING 0 21,341,622 21,341,622 0.070628 0.000000| 69.01
70.00 |ELECTROENCEPHALOGRAPHY 51,516 2,544 54,060 0.080799 0.000000| 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 21,148,850 13,022,719 34,171,569 0.362267 0¢.000000| 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 22,553,513 18,646,416 41,199,929 0.420855 (.000000| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 16,613,050 6,209,060 22,822,110 0.274207 0.000000| 73.00
74,00 |RENAL DIALYSIS 537,704 27,188 564,892 0.414389 0.000000| 74.00
76.00 |ENDOSCOPY 92,148 8,230 100,378 0.167517 0.000000| 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0.000000| 76.01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0.0000Q0| 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0.000000| 76.03
76.97 |CARDIAC REHABILITATION 0.975985 0.000000| 76.97

OUTPATEENT SERVICESEOST CENTERS 0 R 5 . Lo e
88.00 |RURAL HEALTH CLINIC 88.00
89,00 |FEDERALLY QUALIFIED HEALTH CENTER 82.00
90.00 |CLINIC 127,356 2,071,051 2,198,407 0.500245 .000000 | 90.00
91,00 |EMERGENCY 3,018,164 9,476,527 12,494, 691! 0.300429 LG00000; 91,00
92.00 |[OBRSERVATIONM BEDS (NON-DISTINCT PART} 0) 7,492,219 7,492,219 0.216567 .000000| 92.00

OTHER REIMBURSABLE €0ST. CENTERS: . R e LT I LR SRR
99.10 [CORF _ 0 9%.10

ISPECIAL  PURPOSE -COST CENTERS - 5 b
109, 00| PANCREAS ACQUISITION 0 0 0 109.00
110. 00 INTESTINAL ACQUISITION 0 0 0 110.00
111 .00{ ISLET ACQUISITION 0 0 0 111.00
200.00|subtotal (see instructions) 195,731,141 170,441,133 166,172,274 200.00
201.00|Less Observation Beds 201.00
202.00/Total (see instructions) 195,731,141 170,441,133 366,172,274 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

provider CCN: 150154

Period:
From 01/01/2011

worksheet €
part I

To 12/3%1/2011 | pate/Time Prepared:
5/29/2012 8:32 am
Title XVIII Hospital PPS
NPATIENT, ROUTINE. !

30.00 |ADULTS & PEDIATRICS 30.00
32.00 |CORONARY CARE UNLT 32.00
41.00 |SUBPROVIDER - IRF 41.00
42,00 |SUBPROVIDER 42.00

ANGILLARY SERVIGE COST CENTERS LT i
50.00 |OPERATING RODM 0.214012 50.00
51.00 |RECOVERY ROOM 0.000000 51.00
54.00 |RADIOLOGY-DIAGNOSTIC 0,207612 54.00
55.00 |RADIOLOGY - THERAPEUTIC 0.000000 55.00
57.00 |CT SCAN 0.235449 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRID 0,083471 58.00
59.00 | CARDIAC CATHETERIZATION 0.053932 59.00
60.00 [LABORATORY {.132455 60,00
60,01 (BLOOD LASORATORY 0.,000000 60.01
54.00 |INTRAVENOUS THERAPY 0. 000000 64.00
65.00 |RESPIRATORY THERAPY 0.211042 65.00
66.00 |PHYSICAL THERAPY 0,171612 66.00
67.00 |OCCUPATIONAL THERAPY 0.169817 67.00
68.00 |SPEECH PATHOLOGY 0.206716 68.00
69,00 | ELECTROCARDIOLOGY 0.029169 69.00
69.071 |CARDIAC TESTING 0.07619¢ 69.01
70,00 | ELECTROENCEPHALOGRAPHY 0.080799 70.00
71.00 {MEDICAL SUPPLIES CHARGED TC PATIENTS 0.362267 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0.420855 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0.274207 73.00
74.00 |RENAL DIALYSILS 0.41438% 74.00
76.00 |ENDOSCOPY 0.167517 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 76.01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0. 000000 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 76.03
76,97 | CARDIAC REHARILTTATION ] 0,975985 76.97

GUTHATIENT. SERVICGE .COST. CENTERS: :: B
88.00 |RURAL HEALTH CLINIC 88.00
89,00 | FEDERALLY QUALIFIED HEALTH CENTER 82.00
90.00 |CLINIC 0.533144 90.00
91.00 | EMERGENCY 0.300429 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0.216567

GTHER REIMBURSABLE COST, CENTER DaCaE . F ;.
99.10 |CORF

SPECIAL 05 E: GOST CENTERS., i : X
10%.00 PANCREAS ACQUEISTTION
110.00| INTESTINAL ACQUISITION
111.00| ISLET ACQUISITION
200.00|subtotal (see instructions)
201.00|Less Observation Beds
202.00/Total (see instructicns)

MCRIF32 -~ 2.25.130.0



Health Financial Systems

TNDIANA HEART HOSPITAL

n Lieu of Form CM5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

provider CCN: 150154

period: worksheat C

From 01/01/2011| Part I

To  12/31/2011 | pate/Time prepared:
5/29/2012 8:32 am

Title XIX Hospital [ Cost
T T T e gests
rherapy, Lt} “RCE
AT o

R N SR bt I 200 3005 L

TNPATIENT, ROUTINE SERVICE:COST. E%T e Lo RN CE ;
30.00 |ADULTS & PERTATRICS 17,378,475 17,378,475 0 0| 30.00
32.00 [CORONARY CARE UNIT 7,169,044 7,169,044 0 0| 32.00
41.00 | SUBPROVIDER - IRF 0 0 0 0] 41.00
42.00 |SUBPROVIDER 0 3] 0 0] 42.00

ANCILLARY SERVTCE €OST CENTERS. . TIIET R T I e o AR
5(.00 |OPERATING ROOM %,383,983 5,383,983 0 0| 50.00
51.00 |RECOVERY ROOM 126 126 0 0| 51.00
54,00 |RADIOLOGY-DIAGNOSTIC 851,608 851,608 0 0| 54.00
55.00 |RADTOLOGY - THERAPEUTIC 0 0 0 0| 55.00
57.00 |CT SCAN 1,334,429 1,334,429 0 0| 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRID) 5,301 5,301 0 0| 58.00
59.00 |CARDIAC CATHETERIZATION 5,586,829 5,586,829 0 0| 59.00
60.00 |LABORATORY 2,664,929 2,664,929 0 0| 60.00
60.01 |BLOOD LABORATORY 0 0 0 0| 60.01
64,00 | INTRAVENOUS THERAPY 0 0 0 0| 64.00
65.00 JRESPIRATORY THERAPY 1,321,682 0 1,321,682 0 0| 65.00
66.00 |PHYSICAL THERAPY 92,413 0 92,413 0 0] 66.00
67.00 |OCCUPATIONAL THERAPY 55,417 0 55,417 0 0| 67.00
68.00 |SPEECH PATHOLOGY 6,119 0 6,119 0 0| 68.00
69.00 | ELECTROCARDIOLOGY 788,871 788,871 0 0f 69.00
69,01 | CARDIAC TESTING 1,507,325 1,507,325 0 0| 69.01
70.00 |ELECTROENCEPHALOGRAPHY 4,368 4,368 0 0l 70.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATILENTS 12,379,226 12,379,226 0 0| 71.00
72.00 |IMPL. DEV., CHARGED TO PATIENT 17,339,214 17,339,214 0 Q| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 6,257,985 6,257,985 0 0j 73.00
74.00 |RENAL DIALYSILS 234,085 234,085 0 0] 74.00
76.00 | ENDOSCOPY 16,815 16,815 0 0| 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0| 76.01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0| 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 Q0 76.03
76.97 | CARDIAC REHARTILITATION 507,445 507,445 Q0 0| 76.97

g’_jiij‘"r"P"A"l”iENTzESER\{iGE?-'thét:;é"i—:’iméﬁ"s- L P T
88.00 |RURAL HEALTH CLINIC 0 0 0 0] 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0| 89.00
90.00 |CLINIC 1,101,281 1,101,281 0 0| 90.00
91.00 | EMERGENCY 3,753,762 3,753,762 0 0 91..00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 1,622,568 1,622,568 0| 92.00

OTHER REIMBURSABLE (COST CENTERS . - T R SR T T e R Gy n g
99.10 |CORF _v - _ . ] |

SPECTAL “PURPOSE (COST. CENTERG, oo i bmr s L B i i
1.09. 00| PANCREAS ACQUISITION 0 0 0[109.00
110.00| INTESTINAL ACQUISTTION 0 0 0[110.00
111.00| TSLET ACQUISITION 0 0 ¢[111.00
200.00| subtotal (see instructions} 87,363,300 0 87,363,300 0 0/200.00
201.00|Less Observation Beds 1,622,568 1,622,568 0|201..00
202.00|Total (see instructions) 85,740,732 0 85,740,732 0 0{202.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF RATLO OF COSTS TO CHARGES provider CoN: 150154 | period worksheet C
From 01/01/2011 part I
To  12/31/2011 | pate/Time prepared:
5/29/2012 8:32 am
Title XX | __ Hospital cost,
3 : . éhar'ges T T T oy =
TNPATIENT. Rl
30.00 |ADULTS & PEDIATRICS 17,872,653 17,872,653
32,00 |CORONARY CARE UNIT 10,429,340 10,429,340
41,00 |SUBPROVIDER - IRF 0 0
42,00 |SUBPROVIDER 0 0
ANCTL[;AKY":-$ERViéE COST CENTERS T T T L Bl i il T
50.00 |OPERATING ROOM 24,531,247 625,395 25,157,342 0.214012 0.0000C0| 50.00
51.00 |RECOVERY ROOM 0 0 0 0.000000 0.,00000C| 51..00
54.00 |RADIOLOGY-DIAGNOSTIC 2,943,971 1,157,958 4,101,929 0.207612 0.000000| 54.00
55.00 |RADIOLOGY - THERAPEUTIC 0 0 0 0. 000000 0.0000001 55,00
57.00 |CT SCAN 1,693,164 3,974,427 5,667,591 0.235449 0,000000| 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRIL} 49,733 13,774 63,507 0.083471 0,000000| 58.00
59,00 | CARDIAC CATHETERLZATION 47,273,033 58,325,239, 105,598,272 0.052906 0.000000; 59.00
60.00 | LABORATORY 14,267,751 5,851,806 20,119,557 0.132455 0.00000C| 60,00
650.01 |BLOOD LABORATORY 0 0 0 0, 000000 £.000000| 60.01
64.00 | INTRAVENOUS THERAPY 0 0 0 0.000000, 0.000000( 64.00
65.00 |RESPIRATORY THERAPY 5,907,067 355,583 6,262,650 0.211042 0,000000| 65.00
56.00 | PHYSICAL THERAPY 528,335 10,166 538,501 0.171612 0,000000| 66.00
67.00 |OCCUPATIONAL THERAPY 322,621 3,712 326,333 0.169817 0.000000| 67.00
68.00 |SPEECH PATHOLOGY 29,601 0 29,601 0.2067186 0.000000| 68.00
69.00 |ELECTROCARDIOLOGY 5,739,224 21,305,966 27,045,190 0.029169 0. 000000 | 69.00
659.01 |CARDIAC TESTING 0 21,341,622 21,341,622 0.070628 0.000000| 69.01
70.00 |ELECTROENCEPHALOGRAPHY 51,516 2,544 54,060 (0.080799 0.000000] 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATLENTS 21,148,850 13,022,719 34,171,569 0.362267 0.000000| 71.00
72.00 |IMPL. DEV. CHARGED TO PATLENT 22,553,513 18,646,416 41,199,929 0.420855 0.000000| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 16,613,050 6,209,060 22,822,110 0.274207 0.000000 73.00
74,00 |RENAL DIALYSIS 537,704 27,188 564,892 (1.414389 0.000000| 74.00
76.00 |ENDOSCOPY 92,148 8,230 100,378 0.167517 0.000000( 76.00
76,070 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0.000000 0.000000! 76,01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0.000000 0,000000| 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0 i} Of 0. 000000 0.000000| 76.03
76.97 |CARDIAC REHABILITATION 400 519,531 519,931 0.975985 0.000000; 76.97
DUTPATIENT. SERVICE. COST CENTERS ., R T S e EAL R
88.00 |RURAL HEALTH CLINIC 0 0 0 0.000000 0.000000| 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 (+.000000 0.000000( 89.00
90,00 [CLINIC 127,356 2,071,051 2,198,407 0.500945 0.000000| 90.00
91,00 | EMERGENCY 3,018,164 9,476,527 12,494,691 0.300429 0.000000| 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 7,492,219 7,492,219 0.216567 0.000000! 92.00
oTHER RETMBURSABLE COSTCENTERS . [0 .o T T R s
99.10 |CORF 0l 0] |
[SPECTAL, PURPOSE: “CoST CENTERS SR R e e AT B o
109 . 00| PANCREAS ACQUISITION 0 0 0 109.00
110. 00| INTESTINAL ACQUISITION 0 0 0 110.00
111. 00 ISLET ACQUTSITION 0 0 0 111. 00
200.00|subtotal (see instructions) 195,731,141 170,441,133 366,172,274 200.00
201.00|Less observation Beds 201,00
207.00| Total (see instructions) 195,731,141 170,441,133 366,172,274 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems

TINCIANA HEART HOSPITAL

In Lieu of Form (MS§-2552-10

COMPUTATION OF RATIC OF COSTS TO CHARGES

provider con: 150154

P

eriod:
From 01/01/2011

worksheet C
Part T

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

5/29/2012 8:32 am

_ _ Title XIX Hospital | cost
T Cost centar bescription R . R

TNBATIENT ROUTINE SERVICE COST CENTERS jouiiie il fople i o i T it il
30.00 [ADULTS & PEDIATRICS 30.00
32.00 |CORONARY CARE UNIT 32.00
41.00 |SUBPROVIDER - IRF 41.00
42,00 [SUBPROVIDER 42.00

ANCTLLA&YWSERviﬁE-QQSTTCENTERSCZjTL N R TR e -

50.00 |OPERATING ROOM 0.000000 50.00
51.00 |RECOVERY ROOM 0.000000 51.00
54.00 |RARIOLOGY-DIAGNOSTIC 0.000000 54.00
55.00 |RADIOLOGY - THERAPEUTIC 0.000000 55,00
57,00 |CT SCAN ¢.000000 57.00
58.00 |MAGNETIC RESOMANCE IMAGING (MRI) 0.000000 58.00
59,00 |CARDIAC CATHETERIZATICN 0.000000 58.00
60.00 | LABORATORY 0.00000C 60.00
60.01 |BLOOD LABORATORY 0. 000000 60.01
64,00 | INTRAVENOUS THERAPY 0.000000 64,00
65.00 |RESPTRATORY THERAPY 0.000000 65.00
66.00 |PHYSICAL THERAPY 0.000000 66.00
§7.00 |OCCUPATIONAL THERAPY 0,000000 67.00
68.00 |SPEECH PATHOLOGY 0.000000 68.00
69.00 |ELECTROCARDIOLOGY 0.000000 69.00
69.01 |CARDIAC TESTING 0.000000 69.01
70.00 | ELECTROENCEPHALOGRAPHY 0.000000 70.00
71.00 |MEDICAL SUPPLIES CHARGED TC PATIENTS 0.000000 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0.000000 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0.000000 73.00
74.00 |RENAL DIALYSIS (. 000000 74.00
76.00 | ENDOSCOPY 0.000000 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS (.000000 76.01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 76.02
76.03 |OTHER AMCILLARY SERVICE COST CENTERS 0.000000 76.03
76.97 |CARDIAC REMABILITATION 0. 000900 76.97

OUEFATIENT, SERVICE - COST. CENTERS i il A S
88.00 |RURAL HEALTH CLINIC 88.00
29,00 |FEDERALLY QUALIFYED HEALTH CENTER
90.00 |CLINIC
91.00 |EMERGENCY
92.00 |OBSERVATION BEDS (NOM-DISTINCT PART)

BTHER. BEIMBURSABLE: COST CENTERS iu K
99.10 |CORF .

SPEGIALQEEEEDSELCQSTECENTEngfing;:f--ﬁ: i
109.00| PANCREAS ACQUISITION 109.00
110.00| INTESTINAL ACQUISLTION 110.00
111.00| TSLET ACQUISITION 111.00
200.00 subtotal (see instructions) 200,00
201.00)Less Observation Beds 201.00
2072.00|Total (see instructions) 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems TNDIANA HEART _HOSPITAL In Lieu of Form Cms-2552-10
APPORTIONMENT OF IMPATIENT ROUTINE SERVICE CAPITAL COSTS provider CCN: 150154 |period: worksheet D

From 01/0%/2011 | Part I

To  12/31/2011| pate/Time Prepared:
5/29/2012 §:32 am

e _ Title Xv. Hospital
" Cost centat DescEiption W Swing Bed i JTotal Patient ip
s R djustment | ; T

Dayg

ENPATIENT ROUTINE SERVICE COST CENTERS . . BRI
30.00 ADULTS & PEDEATRICS 3,307,302 1)

3,307, 302,

32,00 |CORONARY CARE UNIT 1,249,911 1,249,011
41.00 |SUBPROVIDER - IRF 0 0 0
42.00 |SUBPROVIDER 0 0 0
200.00|Total (lines 30-199) 4,557,213 4,557,213

MCRIF32 - 2.25.130.0



Health Financial Systems TNDIANA HEART HOSPITAL In Lieu of Form CM$-2552-10

APPORTIONMENT OF TNPATIENT ROUTINE SERVICE CAPITAL CCS5TS provider GCN: 150154 | Period: worksheet D

Erom 01/01/2011 | Part I

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

5/29/2012 8:32 am
PFS

_Hospital

CEnter.pasciiptlon

TENPAT

ROV e
30,00 |ADULTS & PEDIATRICS 1,627,727 30.00
32.00 |CORONARY CARE UNIT 1,810 633,717 32.00
41.00 |SUBPROVIDER - IRF 0 0 41.00
42.00 |SUBPROVIDER 0 0 42,00
200.00| Total (lines 30-199) 7,089 2,261,444 200.00

MCRIF32 - 2.25.130.0



Health

Financial Systems

INDIANA HEART HOSPITAL

In Lie

) of Form CM$-2552-10

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

pProvider CCN: 150154

Period:
From 01/01/2011
To  12/31/2011

worksheet D

Part IT

pate/Time Prepared:
5/29/2012 B8:32 am

Title XvIIT Hospital
ST TO6ET Center Descriptign arges [ Rat1o of  ¢ost]s fnpatient
ANETLLARY SERVICE COST CEN L i it Bt o

50.00 |OPERATING ROOM 023,985 25,157,342 0.036728 11,451,571 420,593 .

51.00 |RECOVERY ROOM 1 0 0. 000000 0 0| 51.00
54.00 |RADIOLOGY-DIAGNOSTIC 82,837 4,101,929 0.020195 1,665,936 33,644| 34.00
55.00 |RADIQLOGY - THERAPEUTIC 0 0 0. 000000 0 0j 55.00
57.00 |CT SCAN 246,806 5,667,591 0.043547 957,178 41,682( 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRL} 50 63,507 0.000787 40,212 32| 58.00
59.00 |CARDIAC CATHETERIZATION 956,319 105,598,272 0.009056 26,745,038 242,203( 59.00
60.00 |LABORATORY 79,0863 20,119,557 0.003930 7,485,717 29,419| 60,00
60,01 |BLOOD LABORATORY 0 0 0.000000 0 0| 60.01
64.00 | INTRAVENOUS THERAPY 0 0 0. 000000 0 ol 64.00
65.00 |RESPIRATORY THERAPY 62,809 6,262,650 0.010029 2,759,120 27,671 65,00
66.00 | PHYSICAL THERAPY 864 538,501 0r.001604 343,756 551| 66,00
67.00 |OCCUPATIONAL THERAPY 519 326,333 0.001590 206,776 329( 67.00
68.00 [SPEECH PATHOLOGY 57 29,601 0.001926 20,757 40| 68.00
69.00 |ELECTROCARDIOLOGY 58,663 27,045,190 0.002169 3,412,969 7,403| 69.00
69.01 [CARDEAC TESTING 27,362 21,341,622 0.001282 1] 0| 69.01
70.00 | ELECTROENCEPHALOGRAPHY 42 54,060 0.000777 34,601 27| 70.00
71,00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 115,298 34,171,569 0.003374 11,069,392 37,348 71.00
72.00 |IMPL. DEV. CHARGED TQ PATIENT 161,404 41,199,929 0.003918 12,366,435 48,452 72.00
73.00 |DRUGS CHARGED TO PATIENTS 129,954 22,822,110 0.005694 9,020,485 51,362 73.00
74.00 |RENAL DIALYSIS 2,179 564,892 0.003857 336,282 1,297( 74.00
76.00 | ENDOSCOPY 158 100,378 0.001574 48,828 77| 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0.000000 0 0l 76.01
76.02 1OTHER ANCILLARY SERVICE COST CENTERS 0 0.000000: 0 0| 76.02
76.03 [OTHER ANCTLLARY SERVICE COST CENTERS 0 0.000000 0 0| 76.03
76.97 |CARDIAC REHABILITATION 519,931 0.020689 158 4| 76.97

[OTPATIENT -EERVICE £0OST. CENTER! R RN i

88.00 [RURAL HEALTH CLINIC 0 0. 000000 0 0| 88.00
89.00 |FEDERALLY QUALTFIED HEALTH CENTER 0 0. 000000 0 0| 89.00
90.00 |CLINIC 115,258 2,198, 407 0.052428 75,011 3,933| 90.00
91.00 |EMERGENCY 582,654 12,494,691 0.046632 1,757,438 81,953| 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 307,728 7,492,219 0.041073 0 0| 92.00
200.00|Total (lines 50-199) 3,864,767 337,870,281 89,797,700 1,028,021/200.00

MCREF32 -~ 2.25.130.0




Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form ¢M$-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS provider ccN: 150154 |pPeriod: worksheet D
From 01/01/2011 | part LIT
To 12/31/20711 | pate/Time Prepared:

5/29/2012 8:32 am

Title XviIT

7 TEestrcenter Degcription
St A dieal

2duation “Costy. Anoun

[ENPATIENT ROUTINE, SERVICE, COsT. CENTER S
30.00 |ADULTS & PEDIATRICS 0 0 0 0 0] 30.00
32.00 |CORONARY CARE UNIT 0 0 0 0! 32.00
41.00 |SUBPROVIDER - IRF 0 0 0 0 0| 41.00
42.00 {SUBPROVIDER 0 0 0 0 0| 42.00
200.00/ Total (lines 30-199) 0 0 0 0|200.00

MCRIF32 - 2.25.130.0



Health Financial Systeins INDIANA HEART HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS pProvider CCN: 150154 | Period: worksheet D

From 01/01/2011( Part IXT
To  12/31/2011 | pate/Time Prepared:
5/29/2012 8:32 am

T L Title XviLL Hospital |
Cast Centef pesgription i r bt teoll Thpad Thpatient - Ps
SR T B gl B o 1

TENPATTENT ROUTINE SERVICE COST CENTERE

10'725."“

30.00 |ADULTS & PEDIATRICS . 0 0

32,00 | CORONARY CARE UNIT 3,570 0.00 1] 0| 32.00
41,00 |SUBPROVIDER - IRF 0 0.00 0 0| 41.00
42 .00 |SUBPROVIDER 0 0.00 0 0| 42,00
200.00| Total (1ines 30-199) 14,296 0 0[200.00

MCRIF32Z - 2.25.130.0



Health Financial Systewms

INDIANA HEART HOSPITAL

In Lie

) of Form CMS-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

Provider ccN: 150154

reriod:
From 01/01/2011
To 12/31/2011

worksheet D

Part IIT

pDate/Time Prepared:
5/29/2012 8:32 am

Hospital |

PPS

. TCost Cantér Bascriprish

Title XyIIT
‘_"TT-m A

30.00
32.00
41.00
42.00

“TINPATEIENT RODTINE SE

ADULTS & PEDIATRICS
CORONARY CARE UNIT
SUBPROVIDER - IRF
SUBPRCVIDER

200.00|Total (lines 30-199)

oo oo

o oo ool kil

30.00
32.00
41.00
42.00
200.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form <MS-2552-10

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS Frovider CCN: 150154 |Period: worksheet D
THROUGH COSTS From 01/01/2011 | Part 1v

To  12/31/2011 | pate/Time Prepared:
5/29/2012 8:32 am

, I [ Titlexviil | _ Hospital

Cost: CEntdr Desgriptio “INori-PhysTciah NUPSTRg School[ATT7ed Realth| ~AT1 athar

o : " Angsthetlst S NI B i e k

) R SR
e L 300 o
ANCIELARY. SERVICE COST. CENT : B L i
50.00 |OPERATING RQOM 0 0 0 o 0f 50.00
51.00 |RECOVERY ROOM 0 0 0 0 0f 51.00
54.00 [RADIOLOGY-DIAGNOSTIC G 0 20,362 0 20,362 54.00
55.00 |RADIOLOGY - THERAPEUTIC 0 0 0 0 D[ 55.00
57.00 |CT SCAN 0 0 0 0 0| 57.00
58.00 |MAGNETIC RESOMANCE IMAGING {MRL) 0 0 0 0 0f 58.00
59.00 [CARDIAC CATHETERIZATION 0 0 0 0 0 59.00
60.00 | LABORATORY 0 0 0 0 0| 60.00
60.01 |BLOOD LABORATORY 0 0 0 0 0| 60.01
64.00 | INTRAVENOUS THERAPY 0 0 0 0 0| 64.00
65.00 |RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 |PHYSLCAL THERAPY 0 0 0 0 0| 66.00
67.00 {OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69,00 | ELECTROCARDIOLOGY 0 ¢ 0 0 0| 69.00
69.01 [CARDIAC TESTING 0 0 O 0 0| 69.01
70.00 [ ELECTROENCEPHALOGRAPHY 0 0 O 0 Q| 70.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 0 0 0 0 0| 72.00
73.00 [DRUGS CHARGED TO PATIENTS 0 0 26,335 0 26,335| 73.00
74.00 |RENAL DIALYSIS 0 0 1] 0 0| 74.00
76.00 | ENDDSCOPY 0 0 1] 0 0| 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0 0| 76.01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0 0| 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 0 0| 76.03
76.97 |CARDIAC REHABILITATION 0 0 0 0 0] 76.97
[OUTPATIENT ‘SERVICE. COST CENTERS i

88.00 |RURAL HEALTH CLINIC 0 0 0 0 01 88.00
89.00 | FEDERALLY QUALIFIED HMEALTH CENTER 0 0 0 0 0| 89.00
90.00 |CLINEC 0 0 0 0 0| 90.00
91.00 |EMERGENCY 0 0 0 0 0] 91.00
92.00 |OBSERVATION BEDS {(NON-DISTINCT PART) 0 0 0 0 0| 92.00
200.00| Total (lines 50-199) 0 0 46,687 0 46,697|200.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lie

y of Form (MS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN:

150154

Period:
From 01/01/2011
To  12/31/2011

worksheet D

Part Iv

pate/Time Prepared:

5/20/2012 8:32 am

Title XyIIT

Hospital

57.00 |CT SCAN

90.00 |CLINIC

ETotal Charges [Ratio of cost | Qutpatient
',_ﬁfrdm W' oG Lo Charges TR
ANCELLARY. SERVICE COST CENTERS: .. .. i D s o e .

50.00 |OPERATING ROOM 0 25,157,342 0.000000 0.00Q000 11,451,571| 50,
51.00 |RECOVERY ROOM 0 0 0.000000 0.000000 of 51.
54.00 | RADIOLOGY-DIAGNQSTIC 20,362 4,101,929 0.004964 0.004964 1,665,936| 54,
55.00 |RADIOLOGY - THERAPEUTIC 0 0 0.000000 0.,000000 0] 55.

0 5,667,591 0.000000 0.000000 957,178| 57.
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 0 63,507 0.000000 0. 000000 40,212| 58.
59.00 |CARDIAC CATHETERIZATION 0] 105,598,272 0.000000 0.000000 26,745,038| 59.
60,00 | LABORATORY 0 20,119,557 .000000 0.000000 7,485,717 60,
60.01 |BLOOD LABORATORY 0 0 0000000 0.000000 0] 60.
64,00 | INTRAVENOUS THERAPY 0 0 0000000 0.000000 0] e4.
65.00 |RESPIRATORY THERAPY 0 6,262,650 0.000000 0.000000 2,75%,120] 65.
66,00 | PHYSICAL THERAPY 0 538,501 0.000000 0.000000 343,756 66.
67.00 |OCCUPATIONAL THERAPY 0 326,333 0.000000 0.000000 206,776( 67.
68.00 | SPEECH PATHOLOGY 0 29,601 0.000000 0.000000 20,757 68.
69.00 | ELECTROCARBIOLOGY 0 27,045,190 0.000000 0.000000 3,412,969] 69.
69.01 |CARDIAC TESTING 0 21,341,622 0.000000 0.000000 0l 69,
70.00 | ELECTROENCEPHALOGRAPHY 0 54,060 0.000000 0.000000 34,601} 70,
71.00 |MEDICAL SUPPLIES CHARGED TO PATLENTS 0 34,171,569 0.000000, 0.000000 11,069,392} 71,
72.00 |IMPL. DEV. CHARGED TQO PATIENT 0 41,199,929 0.000000 0. 000000 12,366,435; 72.
73.00 |DRUGS CHARGED TQ PATIENTS 26,335 22,822,110 0.001154 0,001154 9,020,485} 73.
74.00 | RENAL DIALYSIS 0 564,892 0.000000 0, 000000 336,2821 74,
76.00 | ENDOSCOPY 0 100,378 0.000000 0. 000000 A8,828| 76.
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0. 000000 0. 000000
76,02 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0.000000 0. 000000
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0.000000 0.000000
76.97 |CARDIAC REHABILITATLON 0 519,931 0. 000000 0.000000

OUTPATIENT. -SERVICE COST CENTERS - - o St E e i

88.00 |RURAL HEALTH CLINIC 0 0 0.000000 0.000000
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0.000000 0. 000000 0| 89.

0 2,198,407 0.000000 0. 000000 75,011 90.
91.00 | EMERGENCY 0 12,494,691 0.000000 0. 000000 1,757,438| 91.
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 0 7,492,219 0. 000000 0. 000000 0| 92.
200.00| Total (iines 50-199) 46, 697 337,870,281 89,797,700200,

MCRIF32 - 2.25.130.0



Health Financial Systems TNDTANA HEART HOSPITAL Ih Lieu of Form CMs5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT AMCILLARY SERVICE OTHER PASS Provider CCN: 150154 | Period: worksheet D
THROUGH COSTS From 01/01/2011 | Part IV

To  12/31/2011| pate/Time Prepared:
5/29/2012 8:32 am

Title XVIII i Hospital
- OUtHATIERT. | PSA AdJ. RON |
Physitian . NUFs
Hagthatist -}

oot o

L CerLer Descr T gpatient

“IANCILLARY SERVICE COST. CENTERS = o oo
50.00 |OPERATING RODM 0 400,842

50.00
51.00 |RECOVERY ROOM 0 0 0 51.00
54,00 | RADIOLOGY-DIAGNOSTIC 8,270 357,141 1,773 54.00

0
1,440,682
6,221
28,908,000
115,708

0
0
54,900

55.00 |RADIOLOGY - THERAPEUTIC 0

57.00 |CT SCAN 0

58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0

59,00 |CARDIAC CATHETERIZATICN 0

60.00 | LABORATORY 0

60.01 BLOOD LABORATORY 0

64.00 [INTRAVENOUS THERAPY 0

65.00 [RESPIRATORY THERAPY 0

66.00 [PHYSICAL THERAPY 0 0

67.00 [OCCUPATIONAL THERAPY 0 0

68.00 [SPEECH PATHOLOGY 0 0

69.00 |ELECTROCARDIOLOGY 0 6,202,082

69.01 |CARDIAC TESTING 0 8,480,655

70.00 |ELECTROENCEPHALOGRAPHY 0 1,272

71.00 |MEDICAL SUPPLLIES CHARGED TC PATIENTS 0 4,127,044

72.00 |IMPL. DEV. CHARGED TO PATIENT 0 9,162,000

73.00 {DRUGS CHARGED TO PATLENTS 10,410 2,828,495 3,26

74.00 |RENAL DIALYSIS 0 0

76.00 |ENDOSCOPY 0 1,325

76,01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0

76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0 0

76,03 |OTHER ANCILLARY SERVICE COST CENTERS 0 0
0 265,764

OO0 RO OO OO

76.97 |CARDIAC REHABILITATION

(2]
i
o
=1

5 i

88.00 |RURAL HEALTH CLINIC 0 0 0 0| 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 G| 89.00
90.00 |CLINIC 0 815,234 0 0 0| 90.00
91.00 |EMERGENCY 0 2,253,897 0 0 | 91.00
92.00 |OBSERVATEON BEDS (NON-DISTINCT PART) 0 2,514,226 0 0 0| 92.00
200.00| Total (lines 50-199) 18, 680 67,935,488 5,037 0 0]200.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form ¢MS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATLENT ANCILIARY SERVICE OTHER PASS Provider CCN: 150154 | period: worksheat D
THROUGH COSTS From 01/01/2011 | Part IV

To  12/31/2011 | bate/Time Prepared:
5/29/2012 8:32 am

Title XVIIT ___Hospital

LGOS Catiter. Descriprior & adld T PsACAdT e AT T
I SRR, d-Hea T ch | othér Medical :
R i cation cost]
s i BT R
ANCILLARY . SERVICE COST CENTERS ]
50.00 |OPERATING ROOM 0 0 5¢.00
51.00 |RECOVERY ROOM 0 0 51.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 54.00
55.00 {RADIOLOGY - THERAPEUTIC 0 0 55.00
57.00 |CT SCAN 0 0 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 58.00
59.00 |CARDIAC CATHETERIZATION 0 0 59.00
60.00 [LABORATORY 0 0 £60.00
60.01 [BLOOD LABORATORY 0 0 60.01
64.00 [INTRAVENOUS THERAPY 0 0 64.00
65.00 [RESPIRATORY THERAPY 0 0 65.00
66.00 [PHYSICAL THERAPY 0 0 66.00
67.00 [OCCUPATIONAL THERAPY 0 0 67.00
68.00 [SPEECH PATHOLOGY 0 0 68.00
69.00 | ELECTROCARDIOLOGY 0 0 69.00
69.01 [CARDIAC TESTING 0 0 69.01
70.00 |ELECTROENCEPHALOGRAPHY 0 0 70.00
71.00 [MEDICAL SUPPLIES CHARGED TG PATIENTS 0 0 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 0 0 72.00
73.00 |DRUGS CHARGED TO PATLENTS 0 0 73.00
74.00 |RENAL DIALYSIS 0 0 74.00
76.00 |ENDOSCOPY 0 0 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 76.01
76.02 JOTHER ANCILLARY SERVICE COST CENTERS 0 0 76.02
76.03 JOTHER ANCILLARY SERVICE COST CENTERS 0 0 76.03
76.97 [CARDIAC REHABILITATION 0 0 76.97
UTBATIENT SERVICE COST CENTERS . ' -
88.00 [RURAL HEALTH CLINIC 0 0 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 [ 89.00
90.00 |CLINEC 0 0 90.00
91.00 |EMERGENCY 0 0 91.00
92.00 |OBSERVATION BEDS (NON-~DISTINCT PART) 0 0 92.00
200.00/total (Tines 50-199) 0 i 200,00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form ¢MS-2552-10
APPORTIONMENT OF MEDICAL, QTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 150154 |Period: worksheet D

From 0%/01/2011 Part Vv

To  12/31/2011 | Date/Time Prepared:
5/29/2012 8:32 am

_PPS
CONtar Dastiipt

ANGILLARY. SERVICE COST GENTER T e P
50.00 [OPERATING ROOM 0.214012 400,842 Q 0 50.00
51.00 {RECOVERY ROOM 0. 000000, 0 Q 0 51.00
54.00 | RADIOLOGY-DIAGNOSTIC 0.207612 357,141 Q 0 54,00
55.00 |RADIOLOGY - THERAPEUTIC 0. 000000 0 0 0 55.00
57.00 |CT SCAN 0.235449 1,440,682 0 0 57.00
58.00 {MAGNETIC RESONANCE IMAGING (MRI) 0.083471 8,221 0 0 58.00
59.00 |CARDIAC CATHETERIZATION 0.052906 28,908,000 0f 0 59,00
60.00 |LABORATORY 0.132455 115,708 0 0 60.00
60.01 |BLOOD LABORATORY 0.000000 0 0 0 60.01
64.00 | INTRAVENQUS THERAPY 0.000000 0 1] 0 64.00
65.00 |RESPIRATORY THERAPY 0.211042 54,900 o 0 65.00
66.00 |PHYSICAL THERAPY 0.171612 0 0 0 66.00
67.00 |OCCUPATIONAL THERAPY 0.169817 0 1] 0 67.00
68.00 |SPEECH PATHOLOGY 0.206718 0 0 0 68.00
69.00 |ELECTROCARDIOLOGY 0.022169 6,202,082 0 0 63.00
69.01 |CARDIAC TESTING 0.070628 8,480,655 0 0 69.01
70.00 | ELECTROENCEPHALOGRAPHY 0.080799 1,272 0 0 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.362267 4,127,044 0 0 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0.420855 9,162,000 0 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0,274207 2,828,495 [ 18,622 73.00
74_.00 |RENAL DIALYSIS 0.414389 0 0 0 74.00
76.00 | ENDOSCOPY 0.167517 1,325 0 0f 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0 0 0 76.01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0 0 0 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0 0 0 76.03
76.97 |CARDIAC REHABILITATION 0.975985 265,764 0 0] 76.97

OUTPATEEN L SERVICE COST GENTERS:. e T e T
88.00 |RURAL HEALTH CLINIC {. 000000
89,00 | FEDERALLY QUALIFIED HEALTH CENTER 0.000000 .
90.00 |CLINIC 0.500945 815,234 0 0 90.00
91.00 | EMERGENCY 0.300429 2,253,897 0 [ 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0.216567 2,514,226 0 0 92.00
200,00} subtotal (see instructions) 67,935,488 0 18,622 200.00
201.00{Less PBP Clinic Lab. Services-Program Ohly 0 0 201.00

Charges
202.00|Net charges (1ine 200 +/- 1ine 201) 67,935,488 0 18,622 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems TNDIANA HEART HOSPITAL In Liey of Form CMs-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider CCN: 150154 |Period: worksheet D

From 01/01/2011 | Part V

To  12/31/2011 | pate/Time Prepared:
5/29/2012 8:32 am

Title XVIIX Hospital _._.pes
“ogast center Deseriptia;

ANCILLARY SERVICE .COST CENTERS e E
50.00 |OPERATING ROOM 0 0 5¢.00
51,00 |RECOVERY ROOM 0 0 51.00
54,00 |RADIOLOGY-DIAGNOSTIC 0 0 54.00
55.00 |RADIOLOGY - THERAPEUTLC 0 0 55.00
57.00 |CT SCAN 339,207 0 0 57.00
58.00 |MAGNETTIC RESONANCE IMAGING (MRI) 519 0 0 58.00
59,00 [CARDIAC CATHETERIZATION 1,529,407 0 0 59.00
60.00 |LABORATORY 15,326 0 0 60.00
60.01 |BLOOD L.ABORATORY 0 0 0 60.01
64.00 | INTRAVENQUS THERAPY 0 0 0 64.00
65.00 |RESPIRATORY THERAPY 11,586 0 0 65.00
66.00 |PHYSICAL THERAPY 0 0 0 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 68.00
69.00 | ELECTROCARDIOLOGY 180,909 0 0 69.00
69.01 |CARDIAC TESTING 598,972 0 0 69.01
70.00 i ELECTROENCEPHALOGRAPHY 103 0| 0 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 1,495,092 0 0 71.00
72.00 |IMPL. DEV. CHARGED TQ PATIENT 3,855,874 0 t] 72.00
73.00 |DRUGS CHARGED TO PATIENTS 775,593 0 5,106 73.00
74,00 [RENAL DIALYSIS 0 0 0 74.00
76.00 |ENDOSCOPY 222 0 0 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0 0 0 76.01
76.02 |OTHER ANCTLLARY SERVICE COST CENTERS 0 0 0 76.02
76.03 |OTHER ANCTILLARY SERVICE COST CENTERS 0 0 0 76.03
76.97 |CARDIAC REHABILITATION 259,382 0 0 76.97

OUTPATIENT SERVICE COST CENTERS ~n. v o ety 00 o T
28.00 |RURAL HEALTH CLINIC 0 0 88.00
89.00 [FEDERALLY QUALIFIED HEALTH CENTER 0) 0 0 89,00
90.00 |CLINIC 408,387 0 0 90.00
01.00 | EMERGENCY 677,136 0 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 544,498 O 0 92.00
200.00| subtotal (see instructions) 10,852,145 0 5,106 200.00
201.00,Less PBP Clinic Lab. Services-Pregram only 0 2001..00

charges
202.00|Net Charges (line 200 +/- Tine 201) 10,852,145 0 5,106 202.00

MCRIF32 - 2,25.130.0



Health

Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Ferm CMS-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

Provider CCN:

150154

period:
From 01/01/2011

worksheet D
Part v

To 12/31/2011 1 Date/Time Prepared:
5/29/2012 8:32 am
Title XIX Hospital Cost
Lo o Eharges i ] B
CrCost | i Cogtl s L
| Reimbrrsed.
50.00 [QPERATING ROQO 0.214012 0 97,672 ¢] 50.00
51.00 |RECOVERY ROOM 0.000000 0 0 0 51.00
54.00 |RADIOLOGY-DIAGNOSTIC 0,207612 0 54,363 0 54.00
55.00 !|RADIOLOGY - THERAPEUTIC 0.000000 0 0 0 55.00
57.00 ICT SCAN 0.235449 0 148,197 0 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 0.083471 0 0 0 58.00
59.00 |CARDIAC CATHETERIZATION 0.052906 0 2,594,226 0 59.00
60.00 [LABORATORY 0.132455 0 274,952 0 60.00
60.01 |BLOOD LABORATORY 0.000000 0 0 0 60.01
64.00 | INTRAVENOUS THERAPY 0.000000 0 0 0 64.00
65.00 |RESPIRATORY THERAPY 0.211042 0 21,871 0 65.00
66.00 |PHYSICAL THERAPY 0.171812 0 250 0 66.00
67.00 |OCCUPATIONAL THERAPY 0.169817 0 0 0 67.00
68,00 |SPEECH PATHOLOGY 0.206716 0 0 0 68.00
69,00 |ELECTROCARDIOLOGY 0.029169, 0 545,432 0 69.00
69,01 |CARDIAC TESTING 0.070628 0 1,009,791 0 69.01
70.00 |ELECTROENCEPHALOGRAPHY 0.080799 0 0 0 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.362267 0 690,418, 0 71.00
72.00 {IMPL. DEV. CHARGED TQ PATIENT 0.420855 0 1,217,182 0 72,00
73.00 {DRUGS CHARGED TO PATIENTS 0.274207 0 323,937 0 73.00
74,00 {RENAL DIALYSIS 0.414389 0 1,051, 0 74.00
76.00 | ENDOSCOPY 0.167517 0 1,467 0 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0 0 76.01
76.02 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0 0 76.02
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0 0 76.03
76.97 | CARDIAC REHABILITATEON 975985 0 0 76.97
OUTPATTENT. SERVICE €COST: GENTER i i ]
88.00 [RURAL HEALTH CLINIC 0.000000 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0.000000 89.00
90,00 |CLINIC 0.500945 0 39,281 0 80.00
91.00 |EMERGENCY 0.300429 G 494,348 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0.216567 0 354,943 0 92.00
200.00[subtotal (see instructions} 0 7,875,394 0 200.00
201.00{Less PBP Clinic Lab. Services-program only 0 0 201.00
Charges

202.00{Net charges (line 200 +/- Tine 201} [ 7,875,394 ] 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMS-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 150154 | period: worisheet D

From 01/01/2011 | part Vv

To  12/31/2011 | pate/Time Prepared:
5/29/2012 8:32 am

~ Title XIX Hospital Cost
ost Services LCost Serv]
Esubgatt To NGt Bibijed
3 (pede & Coings 1 DE §
o (e
Argtructions)
2 6,00,
20,903
0
11,286
0
34,893
G
137,250
36,419
0
0
4,616

T Cost Canter bescrd pEion .

ANCILLARY. SERVICE COST CENTERS.:
50.00 |OPERATING ROOM ¢
51.00 |RECOVERY ROOM ¢
54.00 |RADPTOLOGY-DIAGNOSTIC o
55.00 |RADTOLOGY - THERAPEUTIC ¢
57.00 |CT SCAN 0
58.00 |MAGNETIC RESOMANCE IMAGING (MRI) ¢
59.00 |CARDIAC CATHETERIZATICN 0
60.00 |LABORATORY 0
60.01 |BLOOD IABORATORY 0
64.00 |INYRAVENOUS THERAPY 0
65.00 |RESPIRATORY THERAPY 0
66.00 |PHYSICAL THERAPY 0 43
67.00 |OCCUPATIONAL THERAPY 0 0
68.00 |SPEECH PATHOLOGY 0 ]
0
0
0
0
0
0
0
0
0
0
0
0

69.00 | ELECTROCARDIOLOGY 15,910
69,01 | CARDTAC TESTING 71,320
70,00 | ELECTROENCEPHALOGRAPHY 0
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 250,116
72.00 |IMPL. DEV. CHARGED TO PATIENT 512,257
73.00 |DRUGS CHARGED TO PATIENTS 88,826
74,00 |RENAL DIALYSIS 436
76.00 | ENDOSCOPY 246
76.01 [OTHER ANCILLARY SERVICE COST CENTERS
76.02 [OTHER ANCILLARY SERVICE COST CENTERS
76.03 {OTHER ANCILLARY SERVICE COST CENTERS
76.97 |CARDIAC REHABILITATION

SO OO0 OO OO oo OO0

OUTPATIENT. SERVICE €OBT CENTERS. . i o

88.00 |RURAL HEALTH CLIMIC 0 0 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 82,00
90.00 |CLINIC 0 19,678 0 90.00
91.00 | EMERGENCY 0 148,516 0 91.00
92.00 {OBSERVATION BEDS (NON-DISTINCT PART) 0 76,869 i; 92.00
200.00|subtotal (see instructicns) 0 1,435,453 o] 200.00
201.00{Less PRP Clinic Lab. Services-Program Only 0 201.00
Charges
202,00|Net charges (line 200 +/- Tline 201) 0 1,435,453 0 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPLTAL

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 150154 | Period:
From 01/01/2011
To 12/31/2011

worksheet D-1

Date/Time Prepared:
5/29/2012 8:32 am

Title XWIIT _ Hospitg1

PPS

[T RN ULy N}

10.
11.

12.

19.
20.

21.
22.

23.

.00
.Q0
.00

00

00

T,NPATIENT DAYs

Inpatient days (1nc1ud1ng pr1vate room days and swing-bed days. exc1ud1ng newborn)
Inpatient days (including private room days, axcluding swing-bed and newborn days)
Private room days (excluding swing-bed and observation bed days)

semi-private room days (excluding swing-bed and observation bed days)

Total swing~bed SNF type tinpatient days (including private room days) through December 31 of the cost
reporting period

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

Total swing-bed NF type ‘inpatient days (including private room days) through becember 31 of the cost
reporting period

Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost
reporting period (if calendar year, enter G on this 1ine)

Total inpatient days including private room days applicable to the Program (excluding swing-bed and
newborn days)

swing-bed SNF type inpatient days applicable te title XvIII only (including private room days)
through December 31 of the cost reporting pericd (see ‘instructions)

swing-bed SNF type inpatient days applicable to title XVIIT only (including private room days) after
Decamber 31 of the cost reporting period (if calendar year, enter 0 on this line)

swing-bed NF type inpatient days applicable to titles v or XIX enly (including private room days)
through pDecember 31 of the cost reporting pericd

swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this line)

medically necessary private room days applicable to the Program (excluding swing-bed days)

Total nursery days (title ¥ or XIX only)

Nursery days (title v or XIX on1y)

0| 7.00

0| 10.00
0| 11.00

0] 12.00

13.00

SWING BED ADJUSTMENT -

Mmedicare rate for sw1ng bed SNF services app11cab1e o services thraugh December 31 Of the cost
reporting period

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

Medicaid rate for swing-bed NF services applicable to services through becember 31 of the cost
reporting period

Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost
reporting period

Total general inpatient routine service cost (see instructions)

swing-bed cost applicable to SMF type services through December 31 of the cost reporting period (line
5 x line 17)

swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6
x Tine 18)

swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line
7 % line 193

swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8
X line 200

Total swing-bed cost (see instructions)

~0.00] 17.00
0.00| 18.00
0.00| 19.00
0.001 20.00

17,438,494] 21.00
0] 22.00

01 23.00
¢ 24.00
0| 25.00
G| 26.00

General 1npat1ent routine service cost net of swing-bed cost (T1ne 21 m1nus 11ne 26) .
PRIVATE ROOM DIFFERENTIAL -ADIUSTMENT 0 : Er LT L

1? 438 494| 27.00

General inpatient routine sarvice charges (excluding swing-bed charges)

Private roaom charges (excluding swing-bed charges)

Semi-private room charges (excluding swing-bed charges)

General inpatient routine service cost/charge ratic (line 27 + Tine 28)

Average private room per diem charge (line 29 + line 3)

Average semi-private room per diem charge (line 30 = Tine 4)

Average per diem private room charge differential (line 32 minus Tine 33)(see instructions)

Average per diem private room cost differential (1ine 34 x line 31)

Private roam cost differential adjustment (line 3 x line 35)

General inpatient routine service cost net of swing-bed cost and private room cost differential (line
27 m1 us Tine 36

1 301 220 28,00

¢ 29.00
1,301,220| 30.00
13.401649| 31.00

17,438,494( 37.00

H9§PmTAL

P
PROGRAM

Adjusted genera1 1npat1ent routine service cost per diem (see 1nsTruct10n5)
Program general dinpatient routine service cost (line 9 X line 38)
Medically necessary private room cost applicable to the Program (1ine 14 x Tine 35)

Total Program general inpatient routine service cost (line 39 + line 40)

1,625.82| 38.00
8,582,704| 39.00

G| 40.00
8,582,704| 41.00

MCRIF32 - 2.25.2130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form ¢MS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 150154 |Period: worksheet D-1

From 01/01/2011
To  12/31/2011 | bate/Time Prepared:
5/29/2012 8:32 am

i o Tit1e XVIIT Hospital PPS
o Cost -Cantar paser prion.. - e TeRa o el Averade per | Progran Bays-| Progran €ast
N o R : : fi Jmﬁataent Days“j R ,(coJV-H R ca]
KR G R e o0
42.00 [NURSERY (title ¥ & XIX only)
Entensive €are Tyvpé Inpaiiént Waspital Unihe ~ o .7 5 oror mon T e e i T e R W
43.00 [ INTENSIVE CARE UNIT 43.00
44.00 ;CORONARY CARE UNIT 7,169,044 3,570 2,008.14 1,810 3,634,733| 44.00
45.00 {BURN INTENSIVE CARE UNLT
46.00 |SURGICAL INTENSIVE CARE UNIT
47.00 |OTHER SPECIAL CARE {(SPECIFY)
' i -cmmm“m%cﬁﬁt T
i : L A R L R e 10 R
48.00 Program 1npat1ent anc111ary service cost (wkst D- 3 col. 3, Tine 200) 18,646, 070 48,00
49.00 [Total Program inpatient costs (sum nf 11nes 11 through 483 (see 1nstruct1ons) 30 863 507 49,00

PASS THROUGH COST ADJUSTMENTS ' :
50.00 |rass through costs applicable to Program 1npat1ent routine services (from wkst D sum of Parts

"*2 561.444] 50.00

11D
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 1,046,701| 51.00
and 1v)
52.00 |Total Program excludable cost (sum of Tines 50 and 51) 3,308,145| 52.00
53.00 |Total Program inpatient cperating cost excluding capital related, nen-physician anesthetist, and 27,555,362| 53.00

med1ca1 education costs (line 49 m1nus 11ne 52)
[TARGE ¥ AMOUNT. AND  LIMLT COMPUTATLION e s Y T e : e
54.00 |Program discharges C| 54.00

55.00 |Target amount per discharge 0.0C| 55.00
56.00 |Target amount (line 54 x Tine 55) ¢| 56.00
57.00 |piffarence between adjusted inpatient operating cost and target amount {line 56 minus Tine 53) 0| 57.00
58.00 |Bonus payment (see instructions) G| 58.00
59,00 |Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00| 59.00
market basket
60.00. |Lesser of Tines 53/54 or 55 from prior year cost report, updated by the market basket 0.00} 60.00
61.00 |1f Tine 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by 0} 61.00

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

62.00 |Relief payment (see instructions) 0| 62.00
63.00 : 0| 63.00
INPAT] ENT ROUTINE sw;NG BER COST : T P . : ;

64.00 swing-bed SNF inpatient routine costs through pecember 31 of the Cost re ort1ng per1od (sae 0| 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) (Litle XVIIT only)

66.00 |Total Medicare swing-bed SNF inpatient routine costs {line 64 plus Tine 65)(title XVIII only). For 0| 66.00
CAH (see instructions)

67.00 |Title vV or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 0} 67.00
(Tine 12 x Tine 19)

68.00 |Title Vv or XIX swing-bed NF inpatient rcutine costs after December 31 of the cost reporting period 0| 68.00

(line 13 x Tline 20)
63.00 Tota] t1t19 V_or XIX swing- bed NF 1npat1ent rout1ne G

ts (11ne 67 + 11ne 68)

R routine service cost (T{ne 3?) B 70.00

urs1ng Fac111ty/other nursing Fac111ty/xc
71.00 |Adjusted general inpatient routine service cost per diem (line 70 = Tine 2) 71.00
72.00 |Program routine service cost {line 9 x Tine 71} 72.00
73.00 |medically necessary private room cost applicable to Program (Tine 14 x line 35) 73.00
74.00 |Total Pregram general inpatient routine service costs (line 72 + line 73) 74.00
75.00 |capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column 75.00
26, Tine 45)
76.00 |Per diem capital-related costs (Tine 75 + Tine 2) 76.00
77.00 |Program capital-related costs (line 9 x Tine 78) 77.00
78.00 |Inpatient routine service cost (line 74 minus lina 77) 78.00
79.00 |Aggregate charges to beneficiaries for excess costs (from previder records) 79.00
80.00 |Total Program routine service costs for comparison to the cost Timitation (1ine 78 wminus line 79 80.00
81.00 |Inpatient routine servica cost per diem Timitation 81.00
82.00 |Inpatient routine service cost limitation (line 9 x line 81) 82.00
83.00 |Reasonable ‘inpatient routine service costs (see instructions} 83.00
84.00 |Program inpatient ancillary services (see instructions) 84.00
85.00 |utilization review - physician compensation (see instructions) 85.00
86.00 |Total Program inpatient operating costs (sum of Tines 83 through 85) 86.00
[FART_IV.~ COMPUTATLON OF. OBSERVATION BED PASS THROUGH. COST Lt L o R ]
87.00 |Total observation bed days (see instructions) 998| 87.00
88.00 |adjusted general inpatient routine cost per diem (line 27 + line 2) 1,625.82| 88.00
89.00 |observation bed cost (1ine 87 x line 88} (see instructions) 1,622,568 89.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CwMs-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 150154

period:
From 01/01/2011
TO 12/31/2011

worlisheet D-1

Date/Time Prepared:
5/29/2012 8:32 am

Title XVIIT

_PPS

“Cost Canter Descriptio

o [FReuting cost)

Cbiumﬁ A

coTumn v

Hosp1ta1

90.00
91.00
92,00
93.00

EOMPOTATION OF. 08

capital-related cost
Nursing School cost
allied health cost

A1l other medical Education

OSF g b R R T e T g
3,307,302 17,438,494 0.189655 1,622,568 367,778| 90.00
0 17,438,494 0.000000 1,622,568 0| 91.00
0| 17,438,494 0.000000 1,622,568 0] 92.00
0| 17,438,494 0. 000000 1,622,568 0] 93.0¢

MCRTF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL In Lie

of Form CMS-2552-10

COMPUTATION OF INPATIENT QPERATING COST

Provider CCN: 150154 | Period:
From 01/01/2011
To 12/31/2011

worksheet D-1

pate/Time Prepared:
5/29/2012 8:32 am

Title xix

Cost

Hospital

7.00

8.00

9.00

10.
11.
12.
13.
14,

17.
18.

19.

16.

oa
00
00
00
00
00
00
00

00

.00

.00
.00

.00
.00
.00

.00
.00

.00
.00
.00
.Q0
.00
.00
.00
.00
.00
.00

'-:PROVIDER CGMPGNENTS

'Inpat1ent days (1nc1ud1ng pr1vate room days and swing- bed days, exciud1ng newborn)

Inpatient days (including private room days, excluding swing-bed and newborn days)

private room days {excluding swing-bed and observation bed days)

semi-private room days (excluding swing-bed and observaticn bed days)

Total swing-bed SNF type inpatient days (including private room days) through pecember 31 of the cost
reporting period

Total swing-bed SNF type inpatient days {including private room days) after December 31 of the cost
reporting period (if calendar year, enter O on this line)

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

Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost
reporting period (if calendar year, enter ¢ on this Tine)

Total inpatient days including private room days applicable to the Program (excluding swing-bed and
newborn days)

swing-bed SNF type -inpatient days applicable te title XvIII only (including private room days)
through December 31 of the cost reporting pericd (see instructions) -

swing-bed SNF type inpatient days applicable to title XVIII only (including private room days} after
pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

swing-bed NF type inpatient days applicable to titles Vv or XIX only (including private room days)
through pecember 31 of the cost reporting period

swing-bed NF type inpatient days applicable to titles v or XIX only {including private room days)
after December 31 of the cost reperting period (if calendar year, enter 0 on this 1ine)

Medically necessary private room days applicable to the Program (excluding swing-bed days)

Total nursery days (title v er XIX only)

Average private room per diem charge (Tine 29 + Tline 3)

Average semi-private room per diem charge {line 30 + Tline 4}

Average per diem private room charge «ifferential (1ine 32 minus 1ine 33)(see instructions)

Average per diem private room cost differential (line 34 x Tine 31)

Private room cost differential adjustment (1ine 3 x Tine 35)

General inpatient routine service cost net of swing-bed cost and private room cost differential (line
i line 36)

Nursery days (t1t1e V or, XIX onTy} 0
Med1care rate for swing- bed SNF services app11cab1e to serv1ces through December 31 of the cost 0.00
reporting period

Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00
reporting period

medicaid rate for swing-bed NF services applicabie to services through pecember 31 of the cost 0.0C
reporting period

medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0.00
reporting period

Total general inpatient routine service cost (see instructions) 17,378,475
swing-bed cost applicable to SNF type services through pecember 31 of the cost reporting period (line o]
5 x Tine 17)

swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (Tine 6 0
x Tine 18)

swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line o]
7 x Tine 19)

swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8 0
x Tine 20)

Total swing-bed cost (see instructions) 0
General 1npat1ent routine service cost net of swing- bed cost (line 21 m1nus I1ne 26) 17, 378 475
PR FEERENT TAL ADUSTMENT : : : SR

‘General inpatient routine service charges (exc1ud1ng sw1ng bed charges) 28 213 149
Private room charges (excluding swing-bed charges) 0
Semi-private room charges (excluding swing-bed charges) 28,213,148
General inpatient routine service cost/charge ratio (line 27 + Tine 28) 0.615971

Ad]usted genera 1npat1ent rout1ne service cost per see 1nstruct1 ns)
pProgram general inpatient routine service cost (line 9 x Tine 38)
Medically necessary private room cost applicable to the Program (line 14 x Tine 35)
Total Program general inpatient routine service cost (Tine 39 + Tine 40)

1,820.22

874,919
0
874,919

(=]

10.
11.
12,
13.
14.
15,
16.
17,
18.
19.
20,

21.
22.

23,

W L=

.00
00
.00

0o
0o
co
co
00
00
0o
00
00
00
00

00
00

00

.00
.00
.00
.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL in Lieu of Form ¢ms-2552-10
COMPUTATTON OF INPATIENT OPERATING COST Provider CCN: 150154 | Period: worksheet D-1

From 01/01/2011
To  12/31/2011 | cate/Time Prepared:
5/29/2012 8:32 am

Title XIX ___Hospital
ooTdtals o oRVerdge Fer ) Progras Days::
1. 1o s

tiHpatient Dayspi

47,00 [NURSERY (t1t1e Ve XIX on'ly)
Trtensive Care Type Inpatieft Hosol€al URits oirii iv o o srn il T e e o
43,00 {INTENSIVE CARE UNIT 43.00

44.00 |COROMARY CARE UNIT 7,169,044 3,570 2,008.14 0 0| 44.00
45.00 |BURN INTENSIVE CARE UNIT 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00

47.00 OTHER SPECTAL CARE (SPECIFY) _ _ - _ _ - _ 1.47.00

48.00 ﬁrogrhm iﬁbat1enf anc1'1ary=$éfv16é“c6§£ fwkst b 3I“c01 3, line 200) T = ‘ 2,014,594 48.06

49.00 |Total Program 1npat1ent COSts (sum of lines 41 through 48)(see 1nstrucf10n5) i . i} 2,889,513) 49.00
50.00 |Pass throughAﬁdsts app11cab1e to Progrém 1nbat1ent réut1ne services (from wkstk D, sum of Parts I and = :h&‘l“..g 50.00
51.00 iizg through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 0| 51.00
52.00 :ggaivarogram excludable cost (sum of Tines 50 and 51) 0| 52,00
53,00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0| 53.00

medical education costs (Jline 49 minus 1ine 52)
FTARGET AMOUNT  AND. LIMLT . GCOMPOTATION: oo R e R e B
54.00 |Program discharges 0| 54.00

55.00 |Target amount per discharge 0.00] 55.00
56,00 |Target amount (line 54 x Tine 55) 0| 56.00
57.00 {Difference between adjusted inpatient operating cost and target amount (Tine 56 minus Tine 53) 0] 57.00
58.00 |Bonus payment (see instructions} 0| 58.00
59,00 |Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00| 59.00
market hasket
60.00 |Lesser of lines 53/%4 or 55 from prior year cost report, updated by the market basket 0.00( 60.00
61.00 |If Tine 53/54 1s Tess than the lower of Tines 55, 59 or 60 enter the Tesser of 50% of the amount by 0] 61.00

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

62.00 |Relief payment (see instructions) 0| 62.00
63.00 {Allowable Inpat1ent cost plus incentive payment (see 1nstruct1ons) 0| 63.00
PROGRAM. INPATYENT. ROUTINE - SWING BED COST. : : ST o = T
64.00 [Medicare swing-bed SNF inpatient routine costs through December 31 of the cost report1ng per10d (sae 0| 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 XVIII only)

66.00 |Total Medicare swing-bed SNF inpatient routine costs (1ine 64 plus Tine 65)(title XVIII only). For 0| 66.00
CAH (see instructions)

67.00 |Title v or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 0| 67.00
(linae 12 x 1ine 19)

68.00 |Title V or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0| 68.00

(Tine 13 x Tine 20}

69.00 Tota1 T t1e V or XIX swing-bed in atient routine costs (line ine 68)

5 LLED NURSING  FAC] OTHER NURSING: FACILITY; A MR ONEY e .
ed nursing facility/other nursing facility/ICF/MR routine service cost (line 37) 70.00

71.00 |adjusted general inpatient routine service cost per diem (line 70 + Tine 2) 71.00
72.00 |Program routine service cost (1ine 9 x Tine 71} 72,00
73.00 |Medically necessary private room cost applicable to Program (line 14 x line 35) 73.00
74.00 |Total Program general <inpatient routine service costs (line 72 + line 73) 74.00
75.00 |capital-related cost allocated to inpatient routine service costs (from Worksheet B, Part IT, column 75.00
26, Tine 45)
76.00 |per diem capital-related costs (line 75 + Tine 2) 76.00
77.00 |Program capital-related costs (line 9 x line 783 77.00
78.00 |Inpatient routine service cost (line 74 minus line 773 78.00
79.00 |Aggregate charges to beneficiaries Tor excess costs (from provider records) 79.00
80.00 |Total Program routime service costs for comparison to the cost limitation (Tine 78 minus line 79 80.00

81.00 |Inpatient routine service cost per diem Timitation

82.00 |Inpatient routine service cost Timitation (line & x Vine 81)

83.00 |Reasonable inpatient routine service costs (see instructions)

84.00 |Program inpatient ancillary services (see instructions)

85.00 |Utilization review - physician compensation (see instructions)

86.00 Tota] Program inpatient ngerat1ng costs (sum of Tines 83 through 85)

o) "OF DBSERVATION BED PASS THROUGH.COS SRR e i
87.00 Tota1 observat1on bed days (sea instructions) 998( 87.00
88.00 |adjusted general inpatient routine cost per diem (1ine 27 + Tine 2) 1,620.22| 88.00
89.00 |Observation bed cost {line 87 x 1ine 88) (sae instructicns) 1,616,980] 89.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMs-2552-10
COMPUTATION OF INPATIENT OPERATING COST pProvider CCN: 150154 |Period: worksheet D-1
From 01/01/2011 .
To 12/31/2011 | Date/Time Prepared:
5/29/2012 8:32 am

Title XIX
“F:eoTumn L -+
colutin 2|

"Eost Ceivyer bescriprion

Ay (s
TREEPUCEIonEY
g

3,

COMPUTATLON OF OBSERVATION BED PASS THROUGH COST, " - -::i0 o e

5. 000600

oo oobill

90.00 [capital-related cost 0 [i; 0| 90.00
91.00 [Nursing School cost 0 0. 000000 0 0] 91.00
92.00 iAlTlied health cost 0 0.000000 0 0| 92.00
93.00 |A11 other Medical Education 0 0.000000, 1] 0] 93.00

MCRIF32 - 2.25.130.0



Health

Financial Systems

INDTANA HEART HOSPITAL

In Lie

of Form CMS-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

Provider CCN:

150154 (P

F
T

eriod:
rom 01/01/2011
o 12/31/2011

worksheet D-3

pate/Time Prepared:
5/29/2012 8:32 am

1(eal

N — Hospital PPS
T Cost Centar nestrip Tnpatient - [ “Inpatient >
: o RS : Prdd Fad Progitan COst

3,621, 768

ADULTS & PEDIATRICS

COROMARY CARE UNIT 5,260,248

SUBPROVIDER - IRF 0

SUBPROVIDER 0

ANCELLARY SERVICE €OBT CENTERS - o 5 i b e o e s e i o S TR T e e e T
OPERATING ROOM 0.214012 11,451,571 2,450,774
RECOVERY ROOM 0.000000 0 0
RADTOLOGY-DIAGNOSTIC 0.207612 1,665,936 345,868
RADTOLOGY - THERAPEUTIC 0.000000 0 0
CT SCAN 0.235449 957,178 225,367
MAGNETIC RESONANCE IMAGING (MRI) 0.083471 40,212 3,357
CARDIAC CATHETERIZATION 0.053932 26,745,038 1,442,413
LABCRATORY 0.132455 7,485,717 991,521
BLOOD LABORATORY 0.000000 0 0
INTRAVENQUS THERAPY 0.000000 0 0
RESPIRATORY THERAPY (.211042 2,759,120 582,290
PHYSICAL THERAPY 0.171612 343,758 58,993
OCCUPATIONAL THERAPY 0.169817 206,776 35,114
SPEECH PATHOLOGY 0.206716 20,757 4,291
ELECTROCARDIQOLOGY 0.029168 3,412,969 95,553
CARDIAC TESTING 0.076196 0 ]
ELECTROENCEPHALOGRAPHY 0.080799 34,601 2,796
MEDICAL SUPPLIES CHARGED TC PATIENTS 0.362267 11,069,392 4,010,075
IMPL., DEV. CHARGED TO PATIENT 0.420855 12,366,435 5,204,476
DRUGS CHARGED TO PATIENTS 0.274207 9,020,485 2,473,480
RENAL DIALYSIS 0.414389 336,282 139,352
ENDOSCOPY 0.167517 48,828 5,180
OTHER ANCILLARY SERVICE COST CENTERS (.000000

OTHER ANCTLLARY SERVICE COST CENTERS 0.000000

OTHER ANCTILLARY SERVICE COST CENTERS 0.000000

CARDIAC REHABTLITATION 0

DUTPAT LENT, SERVICE COST CENTERS -~ :

.975985

RURAL HEALTH CLINTC

FEDERALLY QUALTIFIED HEALTH CENTER

CLINIC

EMERGENCY

OBSERVATION BEDS (NONM-DISTINCT PART)

Total (sum of Tines 50-24 and 96-98)

Less PBP ¢linic Laboratory Services-Program only charges (1ine &1}

Net Charges (Tline 200 minus Tine 201)

coo ool

000000
000000
.533144
. 300429
. 216567

75,011
1,757,438
0
89,797,700
0
89,797,700

39,992
527,985

0
18,646,070

MCRIF32 -~ 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CMs5-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

pProvider CCN:

150154

period; worksheet D-3
From 01/01/2011
To  12/31/2011 | pate/Time Prepared:

5/29/2012 8:32 am

Title XIX
S [Ratie ot Cost :
chirges™ 1 HPRC

[ENPATTENT . ROUTINE SERVICE -COST GENTERS oo G R T
30.00 {ADULTS & PEDIATRICS 928,053 30.00
32,00 |CORONARY CARE UNIT 826,785 32.00
41,00 {SUBPROVIDER - IRF 0 41.00
42.00 | SUBPROVIDER 0 _| 42.00

IANCILLARY. SERVICE COST CENTERS - ™% N T R R
50.00 |OPERATING ROOM 0.214012 1,581,415 338,442 50.00
51.00 |RECOVERY RQOM 0.000000 0 0| 51.00
54,00 | RADIOLOGY-DIAGNOSTIC 0.207612 146,134 30,339| 54.00
55,00 |RADIOLOGY - THERAPEUTIC 0. 000000, 0 6l 55.00
57.00 |CT ScaN 0.235449 116,200 27,359| 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0.083471 0 0 58.00
59,00 | CARDIAC CATHETERIZATION 0.052906 1,653,198 87,464 59.00
60.00 |LABORATORY 0.132455 1,045,211 138,443 60.00
60.01. |BLOOD LABORATORY 0.000000 0 0| 60.01
64.00 | INTRAVENOUS THERAPY 0.00000Q 0 0| 64.00
§5.00 |RESPIRATORY THERAPY 0.211042 415,784 87,748| 65.00
66.00 | PHYSICAL THERAFY 0.171612 24,230 4,158| 65.00
67.00 |OCCUPATIOMNAL THERAPY 0.169817 14,546 2,470 67.00
68.00 | SPEECH PATHOLOGY 0.206716 a07 187| 68.00
69.00 |ELECTROCARDIOLOGY 0.029169 292,235 8,524( 69.00
69.01 |CARDIAC TESTING 0.070628 ¢ 0] 69.01
70.00 |ELECTROENCEPHALOGRAPHY 0.080799 3,652 295| 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.362267 1,217,473 441,050| 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0.420855 1,081,311 455,075| 72.00
73,00 |DRUGS CHARGED TO PATLENTS 0.274207 1,220,817 334,757 73.00
74,00 |RENAL DIALYSIS 0.414389 42,595 17,651) 74.00
76.00 | ENDOSCOPY 0.167517 5,419 908| 76.00
76.01 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0
76.02 [OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0
76.03 |OTHER ANCILLARY SERVICE COST CENTERS 0.000000 0
76.97 |CARDIAC REHABILITATION i 0.975985 0

BUTPATLENT BERVICE 006 F CENTERS o nrmrite s o ne o R L
88.00 |RURAL HEALTH CLINIC 0. 000000 0
89,00 |FEDERALLY QUALIFIED HEALTH CENTER 0. 000000 0
90,00 |CLINIC 0.500945 0
91,00 |EMERGENCY 0.300429 132,225 .
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 0.216567 0 0| 92.00
200.00|Total (sum of Tines 50-94 and 96-98) 8,093,352 2,014,594 (200.00
201.00|Lass PP €linic Laboratory Sarvices-Program only charges {line 61} 0 201,00
202.00|Net Charges (line 200 minus Tine 201) 8,993,352 202,00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMS5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 150154 | Period

From 01/01/2011
To  12/31/2011

worksheet E

Part A

Date/Time Prepared:
5/29/2012 B:32 am

Title XVIII Hospital

PPS

1.00
2.00
3.00
4,00
5.00
6.00

7.00
7.01

8.00

PART ACE T PATIENT HGSPiTAL ERVICES UNDER PPS

72,099,368

instructions)

FTE count for allopathic and osteopathic programs in the current year from your records
FTE count for residents in dental and pediatric programs.

current year allowable FTE (see instructions)

Total allowable FTE count for the prior year.

Total allowabla FTE count for the penuitimate year if that year ended on or after September 30, 1997,
otherwise enter zero.

sum of Tines 12 through 14 divided by 3.

adjustment for residents in initial years of the program

Adjusment for residents displaced by program or hospital closure

adjusted rolling average FTE count

current year resident to bed ratio (1ine 18 divided by Tine 4).

Prior year resident to bed ratio (see instructions)

Enter the lesser of Tines 19 or 20 (see instructions)

DRG Amounts Other than outlier Payments 1.00
outlier payments for discharges. (see instructions) 886,942 2.00
Managed Care Simulated Payments 0| 3.00
Bed days available divided by number of days in the cost report1ng per10d (see 1nstruct10ns) 53.27| 4.00
'fadirect Medical Ediucation AdJustment ;. i ) : T

FTE count for allopathic and osteopath1c prcgrams for the most recent cost report1ng per1od en wng oh 0.00) 5.00
or before 12/31/1996.(see instructions}

FTE count for a110path1c and osteopathic preograms which meet the criteria for an add-on to the cap 0.00| 6.00
for new programs in accordance with 42 CFR 413.79(e)

MMA Section 422 reduction amount to the IME cap as spacified under 42 CFR §412.105(F) (1) Civy(B) (1) 0.00| 7.00
ACA Section 5503 reduction amount to the IME cap as specified under 42 CFR §412.105(F) (1) (v (BY (2D 0,00 7.01
If the cost report straddles July 1, 2011 then see instructiens.

Adjustment (increase or decrease) to the FTE count for allopathic and osteopathic programs for 0.00| 8.00
affiliated programs in accordance with 42 cFrR 413.75(b), 413.79(c)(2)(iv) and vol. 64 Federal

Register, May 12, 1998, page 26340 and vol. 67 Federal Register, page 50069, august 1, 2002,

The amount of increase if the hospital was awarded FTE cap slots under section 5503 of the aca. If 0.00| 8.01
the cost report straddles July 1, 2011, see 1nstructions.

The amount of ‘increase if the hosp1ta1 was awarded FTE cap slots from a closed teaching hospital 0.00) 8.02
under section 5506 of ACA. (see instructions)

sum of Tines 5 plus 6 minus Tines (7 and 7.C1) plus/minus Tines (8, 8,01 and 8,02) (see 0.00| 9.00

DO OO0
o
=]
i
[N
o
=]

[~y =Nal=]
<
S
=
=~
o
=]

0.0000C0| 19.00
0.000000| 20.00
0.000000| 21.00

instructions)

Resident to bed ratio (divide Tine 25 by Tine 4)
IME payments adjustment. {see instructions)

IME Adjustment (see instructions}

Tota1 IME payment ( Sum of 1ines 22 and 28)

IME payment adjustment (see instructions) 22.00
[Endirect Medical: taucatign Adjustment. for. the Add=on. For Section 422 of the MMa .

Number of additional allopathic and ostecpathic IME FTE resident cap slots under 42 Sec 412.105 23.00
(R GEVICC D,

IME FTE Resident Count Over Cap (see instructions) 0.00| 24.00
If the amount on 1ine 24 is greater than -0-, ‘then enter the lower of Tline 23 or Tine 24 (see 0.0Q| 25.00

£.00000¢| 26.00
0.0C0000| 27.00

bl spropoitiohate sh ﬂ#ustment

Percentage of s5T rec1p1ent patient days to Med1care Part A patTent days (see 1nstruct ons)
Percentage of Medicaid patient days to total days reported on worksheet 5-2, Part I, 1ine 24. (see
instructions)

sum of lines 30 and 31

Allowable disproportionate share percentage (see instructions}

D1sproport1onate share ad]ustment (see instructions)
' SR beneficidry discharges

. 682, 683,

A, part I excluding discharges for M5-DRGS 65

Tota1 Medicare d1scharges on WOrkshee
684 and 685 (see instructions)

Total ESRD Medicare discharges excluding MS-DRGs 652, 682, 683, 684 an 685. (see instructions}
Divide Tine 41 by 1ine 40 (i less than 10%, you do not qualify feor adjustment)

Total Medicare ESRD inpatient days excluding M5-DRGs 652, 682, 683, 684 an 685. (see instructions)
ratio of average length of stay to one week {line 43 divided by line 41 divided by 7 days)

Average weekly cost for dialysis treatments {see instructions)

Total additional paywent (Tine 45 times Tine 44 times Tine 41)

subtotal (see instructions)

Hospital specific payments {to be ccmpleted by SCH and MDH, small rural hospitals only.(see
instructions)

Total payment for inpatient operating costs SCH and MDH only (see instructions}

payment. for inpatient program capital (from Worksheet L, Parts I, II, as applicable)

Exception payment for inpatient program capital (worksheet L, Part III, see instructions)

Direct graduate medical education payment (from worksheet E-4, line 49 see instructions).

Nursing and Allied Health Managed Care payment

special add-on payments for new technolcgies

Met organ acquisition cost (worksheet D-4 part IrL, col. 1, Tine €9

cost of teaching physicians (werksheet D-5, Part ITI, col. 3, Tine 20)

Routine service other pass through costs

0
0.C00C00 | 44.00
0.00| 45.00
0| 46.00
22,986,310 47.00
0| 48.00

22,986,310 49,00
2,080,797| 50.00
0| 51.00

0
2,115] 53.00

OO OO

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Fortm CMS5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 150154 | Period

To 1273172011

worksheet E

From D1/01/2011 | Part A

pate/Time Prepared:
5/29/2012 8:32 am

Title XVIII HospitaW

58.00 |

59.00
60.00
61.00
62.00
63,00
64,00
65,00
66.00
67.00
68.00
69.00
70.00
70.95
70.96
70.97
70.98
71.00
72.00
73.00
74.00
75.00

90.00
91.00
92.00
93.00
94.00
95.00
96.00

ancillary service other pass through costs Worksheet D, Part Iv, col. 11 Tine 200)
Total (sum of amounts on Tlinas 49 through 58}

Primary payer payments

Total amount payable for program beneficiaries (1ine 5% minus Tline 60)
peductibles billed to program beneficiaries

coinsurance billed to program beneficiaries

AlTowable bad debts (see instructions)

adjusted reimbursable bad debts (see instructions)

Allowable bad debts for dual eligible beneficiaries (see instructions)
subtotal (1ine 61 plus 1ine 65 minus Tines 62 and 63}

credits received from manufacturers for replaced devices applicable to MS-DRG (see instructions)
outTlier payments reconciliation

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

rRecovery of Accelerated pepreciation

Low vVolume Payment-1

Low Volume Payment-2

Low Volume Payment-3

amount due provider (line 67 minus lines 68 plus/minus Tines 69 & 70)
Interim payments

Tentative settlement (For contractor use onlyd

galance due provider (Program) (1ine 71 minus the sum of Tines 72 and 73)

25,087,902| 59.00
7,993| 60.00
25,079,909| 61.00
1,391,848] €2.00
20,926( 63.00
191,517] 64.00
134,062| 65.00
120,010| 66.00
23,801,197| 67.00
10,206| 68.00

OO0 O0
~
(=]
w
o

23,790,981 71.00
23,783,124]) 72.00
C| 73.00

7,867| 74.00

2, Ol? 991 75.00

Protested amounts (nona1lowabTe cost report 1tems) 1n accordance w1th s Pub. 15~ II, sect1on 115. 2

Operat1ng out11er amount from WOrksheet E, Part A 11ne 2

capital outlier from worksheet L, part I, line 2

operating outlier reconciliation adjustment amount (see instructions)
capital outlier reconciliation adjustment amount (see instructions}
The rate used to calculate the Time value of Money

Time value of Money for operating expenses(see instructions)

Time value of Money for capital related expenses (see Instructions)

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu ¢f Form ¢MS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider ccN: 150154 | period: worksheet E
Frem 01/01/2011| Part B
To 12/31/2011 | pate/Time Prepared:
5/29/2012 8:32 am

Title XVIII __Hospital

PPs

L=l N B e R VY ]
Do oOEoOoo
jeReleelalelalsNel

PART.B. = MEDTCAL. AND DTHER DEALTH SERVICES. ©

medical and other services (see instructicns)
Medical and other services reimbursed under opps (see instructions)

PPS payments

outlier payment (see instructions)

Enter the hospital specific payment to cost ratic (see instructions)

Line 2 times line §

sum of Tine 3 plus Tline 4 divided by Tine 6

Transitional corridor payment (see instructions)

Ancillary service other pass through costs from worksheet 0, Part IV, column 13, Tine 200
organ acquisitions

5,106
10,847,108
13,661,571

43,200
0.000

0

0.00
o
5,037
0

Total cost {sum of lines 1 and 10) (see instructicns)
COMPUTATLON OF -LESSER : .

5,106

OF_€0ST O CHARGES
Réasonable charges = -° e

AncilTary service charges

organ acquisition charges (from worksheet b-4, Part III, line 69, col. 4) o]
Total reasonable charges (sum of Tines 12 and 13) 18,622
Customary chardes-. i e mU e s e T R R A R ST
Aggregate amount actually collected from patients 1iable for payment for services on a charge basis 0
Amounts that would have been realized from patients liable for payment for services on a chargebasis 0
had such payment been made in accordance with 42 CER 413,13{e)

Ratio of Tine 15 to Tine 16 (not to exceed 1.000000) 0.000000
Total customary charges {see instructions) 18,622
Excess of customary charges over reasonable cost (complete only if line 18 exceeds line 11) (see 13,516
instructions)

Excess of reasonable cost over customary charges (complete only if Tine 11 exceeds Tine 18) (see 0
instructions)

Lesser of cost or charges (line 11 minus 1ine 20) (for CAH sae instructions) 5,106
Interns ahd residents (see instruciions) 0
Cost of teaching physicians (see instructions, 42 CFR 415.160 and CMS Pub. 15-1, section 2148) 0
Total prospective payment (sum of lines 3, 4, 8 and 9) 13,709, 808
[COMPUTATION ‘OF. RETMBURSEMENT SETTLEMENT &- 0 7 s o - S N
Deductibles and coinsurance (for CAH, see instructions) )
Deductibles and Coinsurance relating te amount on line 24 (for CAH, see instructions) 2,164,476
subtotal {(1lines 21 and 24 - the sum of Tines 25 and 26) plus the sum of Tines 22 and 23} (for caH, 11,550,438
see instructions)

Direct graduate medical education payments (from worksheet E-4, line 50) 0
ESRD direct medical education costs (from worksheet E-4, 1ine 36) 0
Subtotal (sum of lines 27 through 29) 11,550,438
Primary payer payments 1,259
subtotal (Tine 30 minus Tine 31) 11,549,179
ALLOWABLE BAD DERTS (EXCLUDE BAD ‘BERTS .FOR PROFESSTONAL SERVICESY

Composite rate ESRD (from worksheet I-5, Tine 11)

Allowable had debts (see instructions)

Adjusted reimbursable bad debts (see instructions) 225,861
Allowable bad debts for dual eligible beneficiaries (see instructions) 245,043
subtotal (sum of Tines 32, 33, and 34 or 35) (line 35 hospital and subprovider only) 11,775,040
MSP-LCC reconciTliation amount from PS&R 0
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0
RECOVERY OF ACCFLERATED DEPRECTIATION o}
Subtotal (1ine 37 plus or minus lines 39 minus 38) 11,775,040
Interim payments 11,766,935
Tentative settlement (for contractors use cnly) 0
galance due provider/program (line 40 minus the sum of lines 41, and 42) 8,105

Protested amounts (nonallowable cost report items) in accordance
10 BE: COMPLETED ‘BY. CONTRAGTOR (7o S T

with cws Pub. 15-I1, seption 115.2

21,705

original outlier amount (see instructions)
outTier reconciliation adjustment amount (see instructions)
The rate used to calculate the Time value of Money

Time value of Money (see instructions)

Total (sum of Tines 91 and 93)

o

a0.

94.

ROWwoo~NGu b wN R

MCRIF32 -~ 2.25.130.0



Health Financial Systemws

INCIANA HEART HOSPITAL

CALCULATION OF REIMBURSEMENT SETTLEMENT

Provider CcN: 150154

Th Liey of Form ¢M5-2552-10
worksheet E

perio
From 01/01/2011
To 12/31/2011

pPart B

pate/Time Prepared:

5/29/2012 8:32 am

Title XVIIIL

Hospital

TEvardes

PPS

pkKSHEET ovsnkibﬁ VALUES

e laﬁo

112.00(override of Aancillary service charges (11ne 12)

B]112.00

MCRIF32 - 2.25.130.0



Health Financial Systems

INDIANA _HEART

HOSPITAL

In Lieu of Form CMS-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED provider CCN: 150154 [ Period: worksheet E-1
From 01/01/2011|Part I
To  12/31/2011 | pate/Time Prepared:
5/29/2012 8:32 am
Title XVILIT Hospital PPS
& Inp‘atw ent PartA. . S PR s‘.' T B b

N ' Amount - mAde vy :
e lnp et et : N T o800 ; L
1.00 [Total dinterim payments paid to provider 23,760,671 11 734, 629 1.00
2.00 |Interim payments payable on <individual biTls, either 0 0l 2.00

submitted or to be submitted te the contractor for

services rendered in the cost reporting period. If none,

write "NONE" or enter a zerc
3.00 |List separately each retroactive Tump sum adjustment 3.00

amount based on subsequent revision of the interim rate

for the cost reporting pericd. Also show date of each

payment, If none, write "NONE" or enter a zero. [V

Program:. to. Frovidar. R " B R s o G i IR
3.01 |[ADJUSTMENTS TO PROVIDER 09/20/2011 22,453 09/20/2011 32,306| 3.01
3.02 0 0l 3.02
3.03 0 0l 3.03
3.04 0 0} 3.04
3.05 0 0] 3.05

Provider to Program o : S i
3.50 |ADJUSTMENTS TO PROGRAM 0 0| 3.50
3.51 0 01 3.51
3.52 0 0| 3.52
3.53 0 0| 3.53
3.54 0 0| 3.54
3.99 |[subtotal (sum of Tines 3.01-3.49 minus sum of Tlines 22,453 32,306 3.99

3.50-3.98)
4,00 |Total interim payments (sum of lines 1, 2, and 3.99) 23,783,124 11,766,935 4.00

(transTer to wkst. E or wkst. £-3, Tine and column as

appropriate)

[FO BES CLLETEB Y. CONTRACTOR -
5.00 [List separate'ly each tentative sett'lement payment after 5.00

desk r'ev1ew also show date of each payment. If necne,

write "NONE" or enter a zero, (1)

Program: to. Providei S o :
5.01 |TENTATIVE TO PROVIDER 0 of 5.01
5.02 0 0] 5.02
5.03 | 0 5.03

[Provider to. Program: e
5.50 |TENTATIVE TO PROGRAM 0 0| 5.50
5.51 0 0] 5.51
5.52 0 G| 5.52
5.99 |subtotal (sum of lines 5.01-5.48 minus sum of Tines 0 0| 5.99

5.50-5.98)
6.00 |petermined net settlement amcunt (balance due) based on 6.00

the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER 7,867 8,105 6.01
6.02 |SETTLEMENT TQ PROGRAM 0 ol 6.02
7.00 |Total Medicare program Tiability (see finstructicns) 23,790,991 11 7?5 040| 7.00
8.00 |[Name of Contractor

MCRIF32 - 2,25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form ¢M5-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT FOR HIT provider CCN: 150154 |period: worksheet E-1

From QL1/01/2011 | Part I1I

To  12/3%/2011 | pate/Time Preparad:
5/29/2012 8:32 am
Title XVIIT Hospital ] PPS

DATA COLLEGTJ:GN NE‘EDED.FGR THE,-I-{I];T c_“LcuLATEoN i : s e T
1.00 |[Total hospital discharges as definad in AARA §4102 fr'om wkst S 3 Part I co'lumn 15 Yine 14 3,496{ 1.00
2.00 |Medicare days From wkst s-3, Part I, column 6 sum of Tines 1, 8-12 7,089, 2.00
3.00 |Medicare HMO days From wkst S-3, Part I, column 6. Tine 2 1,845] 3.00
4.00 |Total inpatient days from $-3, Part I column 8 sum of Tines 1, 8-12 13,298 4.00
5.00 |Total hospital charges from wkst ¢, Part I, column 8 line 200 366,172,274| 5.00
6.00 |Total hospital charity care charges from wkst 5-10, column 3 line 20 4,067,727 6.00
7.00 |cAH only - The reasonable cost incurred for the purchase of certified HIT technotogy worksheet s-2, ’ ol 7.00
part I line 168
8.00 |calculation of the HIT i entive payment (see 1nstr‘uct1ons) 1,677,691 8.00
[ENPATTENT HOSPLTAL SERVIGES UNDER PPS. & CAH. R e N R R R RN e !
30.00 [Initial/interim HIT payment{s) 0| 30.00
31.00 |other adjustment (specify) 0| 31.00
i 1,677,691 32.00

32.00 |palance due provider (line _B_m_i‘r_u_u_s_ _1'in_e 30, plus or i

ST 17 s e
S50

108.00 override of WIT payment e ““0l08.00

MCRIF32 - 2.25.130.0



Health Financial Systems INDIANA HEART HOSPITAL In Lieu of Form CMS-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider ccn: 150154 |Period: worksheet E-3

From 01/01/201% | Part VII

To 12/31/2011 | Date/Time Prepared:
5/29/2012 8:32 am
Title XIX Hospital Cost

ETLES V OR Xix SERVICES

.00 Inpaf1éhfwhosp1ta1/SNF/NF services

1

2.00 |Medical and other services

3.00 |organ acquisition (certified transplant centers only)

4.00 |subtotal (sum of Tines 1, 2 and 3) 4,324,966| 4.00

5.00 |Inpatient primary payer payments 0| 5.00

6.00 |outpatient primary payer paymants 0| 6.00

7.00 |[subtotral (Tine 4 less sum of lines 5 and 6) 4,324,966! 7.00
COMPUTATION OF: LESSER QF-'cnéT-OR CHARGES 0 e o i e LR
Roasonable charges _ it C e R e R T S :

8.00 |[Routine service charges 0] 8.0¢

9.00 |ancillary service charges 16,868,746 9.00

10.00 |organ acquisition charges, net of revenue 0] 10.00

11.00 [Incentive From target awount cemputation 0| 11.00

12.00 |Total reasonab1e charges (sum of_ 11nes 8 through 11) 16,868,746| 12.00
13.00 [Amount actua11y col1ected frem pat1ents 11ab1e for payment for serv1ces on a charge bas1s

14.00 |Amounts that would have been realized from patients liable for payment for services on a charge basis
had such payment been made -in accordance with 42 CFr 413.13{(e)

15.00 |Ratio of line 13 to line 14 (not to exceed 1.000000) 0.000000| 15.00

16.00 |Total customary charges (see instructions) 16,868,746 16.00

17.00 |Excess of customary charges over reasonable cost (complete only if 1ine 16 exceeds line 4) (see 12,543,780 17.00
instructions)

18.00 |Excess of reasonable cost over customary charges (complete only 1f Tine 4 exceeds Tine 16) (see 01 18.00

instructions)

19.00 |Interns and Residents (see instructions)

20.00 |Cost of Teaching Phys1c1an5 (see instructions)
21.00 |Cost of covered services (ent r the Tesser of 11ne
(PRGSPECTIVE PAYMENT  AMOUNT. R o

22.00 |other than outlier payments 0

23.00 |outlier payments 0

24.00 |Program capital payments 0

25.00 |capital exception payments {see instructions) 0

26.00 |Routine and Ancillary service other pass through cests o

27.00 |subtotal (sum of Tines 22 through 26) ¥

28.00 |customary charges (title v or XIX PPS cevered services only} W] .

29.00 |Titles V¥ or XIX enter the sum of Tines 27 and 21. 4 324 966 29.00
COMPUTATION OF RE IMBURSEMENT. GEFTLENENE, _ o L TR T B e ]

30.00 |Excess of reasonable cost (from 1ine 18) 0 36.00

31.00 |subtotal (sum of lines 19 and 20, plus 29 minus lines 5 and &) 4,324,966! 31.00

32.00 |Deductibles 0] 32.00

33.00 |Coinsurance 0| 33.00

34.00 |Allowable bad debts (see instructions) 0| 34.00

35.00 |utilization review 0| 35.00

36.00 |subtotal (sum of 1ines 31, 34 and 35 minus sum of Tines 32 and 33) 4,324,966 36.00

37.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 37.00

38.00 |subtotal {line 36 + Tine 37) 4,324,966 38.00

39.00 |pirect graduate medical education payments (from wkst. E-4) 0| 39.00

40.00. {Total amount payable to the provider (sum of Tines 38 and 39) 4,324,966 40.00

41.00 |Interim payments 1,895,794| 41.00

42.00 [Balance due provider/program (line 40 minus 41) 2,429,172 42.00

43,00 |Protested amounts (nonallowable cost report items) in accordance with cms pub 15-2, section 115.2 0| 43.00
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Health Financial Systems

INDIANA HEART HOSPITAL

In Lieu of Form CM5-2552-10

BALANCE SHEET (If you are nonproprietary and do not maintain

fund-type accounting records, complete the General Fund column only)

Provider CCN: 150154

perio

To

Frotn 01/01/2011

worksheet G

12/31/2011 | pate/Time Preparsd:

5/29/2012 8:32 am_

. _.-Gen-eréﬂ Fund TrEpeciTic. - [Endowsent: Fundf cPTant, Fund
Ly Purpose Fund o : iy i
A 450 3. ;
CU!EN 3 ,K,SETS LR S i o ~3:.'. L Lo
1.00 Jcash on hand in banks 2 422 6?’2 0 0 ol 1.00
2.00 |Temporary investments 0 ¢ 0 0] 2.00
3.00 |Notes receivable 0 0 o o[ 3.00
4,00 |Accounts receivable 66,906,833 0 [0 0| 4.00
5.00 [oOther receivable 120,412 0 0 0| 5.00
6.00 |Allowances for uncollectible notes and accounts receivable -45,564,203 0 0 0| 6.00
7.00 |Inventory 3,530,598 0 0 o) 7.00
8.00 |Prepaid expenses 645,219 0 0 0| 8.00
9.00 |other current assets 0 0 0] 9.00
10.00 |pue from other funds 0 0 0 0] 10.00
11.00 |Total current assets (sum oF 'I1nes 1 10) 28,061,531 0 0 0l 11.00
[FIXED ASSELS AR T S
12.00 |Land 0 0 0 0| 12.00
13.00 |Land improvements 0 0 0 0| 13.00
14.00 |accumulated depreciaticn 0 Q 0 0| 14.00
15.00 |Buildings 48,097,975 0 0 0| 15.00
16.00 |Accumulated depreciation 0 0 0 0| 16.00
17.00 |Leasehold improvements 915,312 0 0 0| 17.00
18.00 |Accumulated depreciation 0 0 0 0| 18.00
19.00 |Fixed equipment 26,937,936 l: 0 0| 19.00
20.00 |Accumulated depreciation 0 0 0 0| 20.00
21.00 |Automobiles and trucks 0 1] 0 0f 21.00
22.00 {Accumulated depreciation 0 0 0 0 22.00
23.00 [Major movable equipment 0 0 0 0f 23.00
24,00 |Accumulated depreciation -39,323,098 0 0 0| 24.00
25.00 |Minor equipment depreciable 0 0 0] 25.00
26.00 jAccumulated depreciation 0 0 0| 26,00
27.00 |HIT designated Assets 0 0 0| 27.00
28.00 |Accumutated depreciation 0 0 ol 28.00
29.00 |Minor equipment-nondepreciable 0 0 0} 29.00
30.00 |Total fixed assats_ (sum of lines 12 29) 0 0) 0] 30.00
OTHER . ASSETS i : R i IR IR
31.00 | Investments 0 0 0] 31.00
32.00 |Deposits on Teases 0 [ 0| 32.00
33.00 |pue fram owners/officers 0 0 0| 33.00
34.00 |Oother assets -4,199,000 0 0 0| 34.00
35.00 |Total other assets (sum of Tines 31-34) -4,199,000 0 0 0| 35.00
36.00 |Total assets (sum of Tmes 11, 30, and 35) 50,490,656 Q 0 0] 36.00
CU&&E&T LIABILITIES : G T R T wf B
37.00 |Accounts payable 7,291,395 0 0 0| 37.00
38.00 |salaries, wages, and fees payable 13,100,692 0 0 0] 38.00
39,00 |rPayroll taxes payable 913,119 0f 0 0| 39.00
40,00 |Notes and Toans payable (short term} 0 O 0 0] 40.00
41.00 [peferraed income 0 i 0 0 41.00
42.00 |Accelerated payments 0 42,00
43.00 |pue to other funds 0 0 0 0] 43.00
44,00 |other current Tiabilities 2,007,653 ¢ 0 0| 44.00
45,00 |Total current liabilities (surn of Tines 37 tl 23,321, 0 0; 0] 45.00
LONG TERM. EIABTLITIE o R S i
46,00 [Mortgage payable 0 0 0 0} 46.00
47.00 |Notes payahle 72,619 0 0 0| 47.00
48.00 |unsecured loans 0 0 0 0| 48.00
49,00 |other long term liabilities 1,741,411 0 0 0l 49.00
50.00 |Total Tong term Tiabilities {sum of Tines 46 thru 4% 1,814,030 0 0 0| 50.00
51.00 |Total Tiabilites ( m of 11ne5 45 and 50) 25,135,889 0 0 0| 51.00
CAPITAL ACCOUNTS L 3 g
52.00 |General fund balance 35,354,767 52.00
53.00 [specific purpose fund 0 53.00
54.00 |ponor created - endowment fund balance - restricted 0 54.00
55.00 |bonor created - endowment fund balance - unrestricted 0 55.00
56.00 |Governing body created - endowment fund balance 0 56.00
57.00 |plant fund balance - invested in plant 0| 57.00
58.00 |Plant Tund balance - reserve for plant improvement, 0! 58.00
replacement, and expansicn
59.00 |Total fund balances (sum of Tines 52 thru 58) 35,354,767 0 0 0| 59.00
60.00 |Total Tiabilities and fund balances (sum of Iines 51 and 60,420,656 O 0 0| 60.00
59)
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Health Financial Systems

INDIAMA HEART HOSPITAL

In Ltieu of Form CMS-2552-10

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES

Provider CCN: 150154

period:
From 01/01/2011
To 12/31/2011

worksheet G-2 Parts

pate/Time Prepared:

" Cost Cehtef Description i

-Enpakient -

pirtpatient 1

5/29/2012 8:32 am

feghim i - Bt W - B SN TR L )

=

DI = e e I o o R e Y e e )
QOO0 oo o

Hospital

SUBPROVIDER ~ IPF
SUBPROVIDER -~ IRF
SUBPROVIDER

swing bed - SNF

swing bed - NF

SKILLED NURSING FACILITY
NURSING FACILITY

OTHER LONG TERM CARE
Total general inpatient care services {sum of lines 1 9)

", 301, 220

[ Y o)

o000

17301, 220

Thiensive Care Type: INpRLiGnt Hospltal §ervicas.:

1,301,220

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE {SPECIFY)

Total intensive care type inpatient hospital services (sum of Tines
11-15)

Total inpatient routine care services (sum of Tines 10 and 18}
ancillary services

outpatient services

RURAL. HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

HOME HEALTH AGENCY

AMBULANCE SERVICES

CMHC

CORF

AMBULATORY SURGICAL CENTER {D.P.)

HOSPICE

OTHER (SPECEFY}

Total patient revenues (sum of lines 17-27)(transfer column 3 to Wkst.
G-3, 1lin 7_)

4,259,957

4,259,957

5,561,177

192,579,735 0

198,140,912

0] 247,305,008
0 o
0 0

0 0
247,305,008

4,259,957

4,259,957

5,561,177
192,579,735
247,305,008

o
o

0
445,445,920

expenses (per‘wkst A, co1umn 3, Tina 2000

ADD (SPECIFY)

Total additiens (sum of Tines 30-35)
DEDUCT (SPECIFY)

Total deductions (sum of lines 37-41)
Total operating expenses (sum of 1ines 29 and 36 minus Tine 42)(transfer

to wkst. G-3, line 4)

155,113,780

oo O

DO P

0
155,113,780
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Health Financial Systems INDIANA HEART HOSPITAL

In Lieu of Form CMs-2552-10

STATEMENT OF REVENUES AND EXPENSES Provider CCN:

150154

Period:
From 01/01/2011
To 12/31/2011

worksheet G-3

Date/Time Prepared:

5/29/2012 8:3

L.00

Total patient revenues (from wkst. G-2, Part I, column 3, 1ine 28)
Less contractual allowances and discounts on patients’ accounts
Net patient revenues (line 1 minus Tine 23
Less total operating expenses (from wkst. G-2, Part II, line 43)

345, 445,920

284,147,263
161,298,657
155,113,780

Net income from service to patients (line 3 minus Tine 4)

OTHER . ENCOME

6,184,877

contributions, donations, bequests, etc
Income From investments
Revenues from telephone and telegraph service

rRevenue from television and radio service

pPurchase discounts

Rebates and refunds of expenses

parking lot receipts

Revenue from Taundry and Tinen service

Revenue from meals sold to employees and guests

Revenue from rental of 1iving guarters

Revenue Trom sale of medical and surgical supplies to other than patients
Revenue from sale of drugs to cthar than patients

Revenue from sale of medical records and abstracts

Tuitijon (fees, sale of textbooks, uniferms, etc.)

Revenue From gifts, flowers, coffee shops, and canteen
Rental of vending machines

Rental of hospital space

Governmental appropriations

OTHER {SPECIFY)

Total other income (sum of Tinas 6-24)

Total (Tine 5 plus line 25}

OTHER EXPENSES (SPECIFY)

Total other expenses {sum of Tine 27 and subscripts)

Net income (or loss) for the period (Tine 26 minus line 28)

oG
fes]
oo
=

324,11

OO0 ONODOODOD

4,165,014
4,498,012
10,682,889
0

0
10,682,889
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Health Financial sysi:ems INDIANA HEART HOSPITAL In Liey of Form ¢mMS-2552-10
CALCULATION OF CAPITAL PAYMENT Provider ccN: 150154 |Period: worksheet L
From 01/01/2011 | Parts I-III

To 1273172011

pate/Time Prepared:
5/29/2012 8:32 aim

_Title XVIII ] Hospital

PPS

:.1}66

“IPART T > FULLY. PROSPECTT

CAPYTAL FEDERAL

capital DRG other than outlier

“1788.376

1.00 1.00
2.00 |capital DRG outlier payments 292,421 2.00
3.00 |Total inpatient days divided by number of days in the cost reporting peried (see instructions) 36.77) 3.00
4.00 [Number of interns & residents (see instructiocns) 0.00f 4.00
5.00 |Indirect medical education percentage (see instructions) 0.00( 5.00
6.00 |Indirect medical education adjustment {Tine 1 times Tlina 5) 0| 6.00
7.00 |Percentage of SSI recipient patient days to Medicare Part A patient days (worksheet E, part A Tine 0.00| 7.00
30) (see instructions)
8.00 |percentage of Medicaid patient days to total days reported on worksheet s-3, Part I (see 0.00| 8.00
instructions)
9.00 |sum of lines 7 and 8 0.00} 9.00
10.00 |Allowable disproportionate share percentage {see instructions) ¢.00] 10.00
11.00 |pisproportionate share adjustment (Tine 1 times Tine 10) 0] 11.00
12.00 |total prospective capital payments { of 1ines 1-2, 6, and 11) 2,080,797¢ 12.00
S RS, 1,000
PART XX = PAYMENT UNDER CGS] i ol
1.00 |Program inpatient routine capital cost (see instructions) 0| 1.00
2.00 |Program inpatient ancillary capital cost {see instructions) 0| 2.00
3.00 |Total inpatient program capital cost {line 1 plus line 2) 0| 3.00
4,00 |capital cost payment factor {see instructions) 0| 4.00
5.00 0 5.00

Total inpatient program capital cost (Tine 3 x Tine 4)

12.
14.
15.

17.

P90 N ;W N
<
<

BT TLE IMPUTATION :0F  EXCEPT! .

Program inpatient capital costs (see instructions)
Program inpatient capital costs for extracrdinary circumstances (see instructions)

Net program inpatient capital costs (1ine 1 minus Tine 2)

Applicable exception percentage (see instructions)

capital cost for comparison to payments (line 3 x Tine 4)

percentage adjustment for extracrdinary circumstances (see instructions)

Adjustment to capital minimum payment Tevel for extraordinary circumstances (line 2 x line 6)
capital minimum payment level (line 5 plus line 7)

current year capital payments (from Part T, line 12, as applicable)

Current year comparisecn ef capital minimum payment level to capital payments (lina 8 less line 9
carryover of accumulated capital minimum payment level over capital payment (from prior year
worksheet L, Part III, line 14)

Net comparison of capital minimum payment Tevel to capital payments (line 10 plus line 11)

current year exception payment (if 1ine 12 is positive, enter the amount on this Tine)

carryover of accumulated capital minimum payment level over capital payment for the following period
(if line 12 is negative, enter the amount on this line)

current year allowable cperating and capital payment (see instructions)

current year operating and capital costs (see instructions)

current year exception offset amount (see “instructions)

(=)
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[=)
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