In Lieu of Form (45-2552-10
FORM APPROVED
OMB NO. (938-0050

Health Financial Systems WABASH COUNTY HBOSPITAL o
This report is required by law (42 UsC 1395¢; 42 CFR £13.20(b)). falure to report can result in all interim
payments made since the beginming of the cost reporting period being deemed overpayments (42 usc 1395g). ©MB MO. 0938-005¢

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider CCN: lSl}lOiPeriod: [worksheat S
AND SETTEEMENT SUMMARY iFrom 01/01/20i1 | Parts I-IIT

’To 12/31/2011 | bate/Time Prepared:
! 15/14/2012 10:41 am_

~ COST REPORT STATUS o o i

“Date: 5/14/2012 Time: 10:41 am

provider 1.{ Jelectronically filed cost report
use only 2.{ 1manually submitted cost report
3.{ 0 JIf this s an amended report enter the number of times the provider resubmitted this cost report
) 4.1 iMadicare Utilization. Enter "r" Tor full or "L" for Tow. - .
contractor S. { 0 JCost Report States 6. Date Received: 10.NPR Date:
use only (1) As submitred 7. contractor No. . 11.contractor's vendor Code: 04
8. [ N 1Initial Report for this Provider ceNjiz. [ 0 JIf line 5, column 1 is 4: Enter

(2) settled without Audit
(3) settled with Audit
(4} Reopened

(5) Amended

g, { N JFinal Report for this Provider CCN number of times reopered = 0-9.

[PART IX - CERTIFICATION L L ] T T
MISREPRESENTATION OR FALSIFICATION QF ANY INFORMATION CONTATNED IN THIS COS5T REPDRT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINES AND/OR IMPRESONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

1 HEREBY CERTIFY that I have read the above statement and that T have examined the accompanying electronicaily
filed or manually submitted cost repert and the Balance sheet and Statement of Revenue and Expenses prepared by
WABASH COUNTY HOSPITAL for the cost reporting period beginning 01/01/2011 and ending 12/31/2011 and to the best
of my knowledge and belief, it is a true, correct and complete statement prepared from the books and records of
the provider in accordance with appticable instructioms, except as noted. T further certify that I am familiar
with the laws and regulations regarding the provision of health care services identified in this cost report
were provided in compliance with such laws and regulations.

(signed) M%fr-\\ - 3‘%@“2‘1‘— _
officed or administrator of Provider(s}
Presider | CEO

Encryption Information

FCR: Date: 5/14/2012 Time: 10:41 am
4Nolafcxxftx9erR9TEKUOSTSZaAS O
seHmoO L 1QoEKTuyZMMCppdHX894Cq

¥TkEDgodgHGiEQDB ~ Title

PI: pate: 5/14/2012 Time: 10:41 am _ o

Jy8xzsakpvpA3Ry . FrauvyDxzagdywl 5 }Q_b[l B i
fxsBBOhaR1LSGRETSjEatoY3Iplved] pate !

_BUESATVRXAONWCTY e e~ ..
Title XvIil

Title v pPart A Pairt B _MIT Title XEX | o

) o . ] 1.00 b 700 | 3.00 4.00 5.00

(PART TI1 - SETTLEMENT SUMMARY e e R ] s .- e
1.00 {Hospital 0 308,016 163,129 0 ¢ 1.00
2.00 |subprovider - IPF 0 0 0 0" 2.00
3.00 jsubprovider - IRF 0 0 0 0 3.00
4.00 |SUBPROVIDER I 0 0 [ 0 4.00
5.00 |swing bed - SNF 0 3,194 ¢ 9 5.00
6.00 |Swing bed - NF 0 0 6.00
7.00 [SKILLED NURSING FACILITY 0 0 [t 0 7.00
8.00 |[NURSING FACILITY 0 0 B8.06
9.00 |[HOME HEALTH AGENCY I Q 0 4] 0 9.00
10.00 |RURAL HEALTH CLINIC I a t i 0 1i0.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER T 0 0 0 11.00
12.00 [CMHC T 0 0 i 0. 12.00
200.00] Total 0 311,216 163,129 o 0:200.90

The abeve amounts represent “due to" or "due from” the applicable program for the element of the above complex 3y
Accarding to the paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid oMB contrel number. The valid omB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. EIf you
have any comments cencerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMs,
7500 security soulevard, Attn: PRA Report Clearance officer, Mail Stop C4-76-05, Baltrimore, Marylaand 21244-1850.

MCRTF32 - 2.25.130.0



WABASH COUNTY HOSPITAL - . In Lieu of Form ¢#5-2552-10
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 REPCORT CERTIFICATION TiPrmﬂ'der CCN: 151310 | period: “worksheet s
AND SETTLEMENT SUMMARY tErom 01/01/2011 Parts I-IEX
I 'To 12/31/2011 Date/Time Prepared:

| 5/14/2612 10:41 am _

Health Financial Systems
this report is required by law (42 usC 1395g;

ORT STATUS ‘ .
1Etectronically filed cost report

[PART 1 - €OST. R ;
Date: 5/14/2012 Time: 10:41 am

Provider N
use only 2.f{ IManually submitted cost report
3.f 0 31f this is an amended report enter the number of times the provider resubmitted this cost report
4.[ IMedicare Utilization. enter "F" for full or "L" for low. ] . -
contractor 5. 0 ICost Report Status 6. 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 lInitial Report for this Provider CCN 12,0 ¢ JIf line 5, <olumn 1 is 4: Enter
9. [ N IFinal Report for this Provider CCN number of times reopened = 0-9.

(3) settled with Audit
(4) reopened
(5) amended 1

. - —

[PART 11 - CERTIFICATION . . e .
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATEON CONTAINED IN THIS COST REPORT MAY BFE PHUNISHABLE 8y CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IPDENTIFIED IN THIS REPORT WERE

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

CERTIEICATION BY OFFECER OR ADMINISTRATOR OF PROVIDER(S)

T 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
WABASH COUNFY HOSPITAL for the cost reporting peried beginning 01/01/2011 and ending 12/31/2011 and to the best
of my knowledge and belief, it is a true, correct asd 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 jdentified in this cost report
were provided in compliance with such laws and regulations.

(signed) e e
officer or Administrator of Provider{s}
Title
pate
e Title XvIII
cCost Center pescription Title v | rart A part B [ . _ HIT | Titie XIX __|
e e e o0 .. 2.00 . e 0 L 4.00 _5.00
PART III - SEFFLEMENT SUMMARY ] . . o :
1.00 |Hospital ] 308, 016] 163,129] o 0 1.00
2.00 |subprovider - IPF o ol 0; i 0 2.00
3.00 |subprovider - IRF 0 of Oi ; 0 3.00
4,00 |SUBPROVIDER X 0 0 0 0 4.00
5.00 [swing bed - SNF 0 3,194 0o o 500
6.00 |swing bed - NF 0 : 0 & 00
7.00 ISKILLED NURSING FACILITY 0 o 0i 0 700
£.00 [NURSING FACILITY 0 | ; 0. 5.00
9.00 HOME HEALTH AGENCY I 0 6 0] ! 0! 9.00
10.00 [RURAL HEALTH CLINIC I 0 0 i 0 10.00
11.00 | FEDERALLY QUALIFEED HEALTH CENTER I 0 0 i 0 11.00
12.00 {CMHC T 0 ol l o' 12.00
200, 00{Fotal B 0 311,210 163,1291 o G1200.00

The above amounts represent “due to” or "due from” the applticable program for the element of the above complex indicated.
according to the Paperwork Reduction act of 1995, no persens are reguired to respond to a collection of information unless it
displays a valid OMB control number. The valid OMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information cellection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: (M5,
7500 Security soulevard, Attn: PRA Report Clearance Officer, Mail Stop (4-26-05, galtimore, Maryland 21244-1850.

MCRIF3Z - 2.25.130.C



Health Financial Systems - WABASH COUNTY HOSPITAL . In Lieu of Form CM5-2552-10
This report is required by law (42 USC 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 13959). OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION |Provider CCNY 151310 | period: | worksheet s
AND SETTLEMENT SUMMARY From 01/01/2011 Parts I-IT1
J To  12/31/2011 ! pate/Time Prepared:
e . 1571442012 10:41 am ;

"1 - COST REPORT STATUS ; ' T o

1. [ JEleceronically filed cost repert pate: 5/14/2012 Time: 10:4%1 am
use only 2.0 ] Maneally submitted cost report
3.[ 0 J1f this is an amended report enter the number of times the provider resubmitted this cost report
B 4.  Imedicare Utilizavion. Enter "F" for full or "L” for low. o e
contractor 5. [ 0 JCost Report Status 6. Date Received: |10, NPR Date:
use only {1} As Submitted 7. Contractor No. il.cContractor's vendar Code: 04
€2} settled without Aadit 8. [ N lInitial Report for this Provider ccni1z.[ O J¥f line 5, column I is 4: Enter

(2) settled with Audit [ N ]Final Rreport for this provider ccn number of timas reopened = 0-9.

(4} Reopened ‘

(5) amended

ERTIFICATION i o - . .
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONFAINED IN THIS COST REPORT MAY BE PUNYSHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UMDER FEDERAEL LAW. FURTHEARMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE YLEEGAL, CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER{S}

1 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
WASASH COUNTY HOSPITAL for the cost reporting peried beginming 01/01/2011 and ending 12/31/20i1 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 report
were provided in compliance with such laws and regulations.

gncryption Information o (signed) N [T
ECR: Pate: 5/14/2012 Time: 10:41 am officer or Administrator of Provider{s)
4N01a0cxxfEX9er9iEkUOSISZaAsjO

seHmo0TL1QOEK IuyZMMCopdHX894Cy el e e e
YTkEQqodgHOiE00R Title

pPi: pate: 5/14/2012 TFime: 10:41 am

Jy8xXZsakovpalry. frauyDxzogdywl o : .

FKSBBROhaR 1tSGBE1SEALOV3pBvel] . Date
_ 3HES4IVRXAONWCTY ) R _ N
rithe xv1ir =
_Titley Jbare B WIT o Title XIX
i _..l.00 C3.00  f_4.00_ 5.00 _
PART 111 - SETTLEMENT 5 ] o R o B

1.00 |Hospital 0 308,016 163.12§r of 0 1.00
2.00 |subprovider - IPF 0 ¢ i 0 2.00
3.00 [subprovider - IRF 0 0 0 ) 0 3.00
4.00 |SUBPROVIDER I 0 0 0] | o 4.00
5.00 iswing bed - SNF 0 3,194 ol ! 0 5.00
6.00 |swing hed - NF 0 ! 0 600
7.00 {SKItLED NURSING FACILITY 0 0 o 0 700
8.00 |MURSING FACTLITY 0 ) 0 800
9.00 |HOMF HFALTH AGENCY I 0 0 0 0 9.00
10.00 {RURAL HEALTH CLINIC T 0 0 : ¢! 30,00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER T 0 0 . ¢ 11 00
12.00 [CMHC X 0 ol ! 0 12.00
200.00{Total 0 311,210 163,129 0 0 200.00

The above amounts represent "due to" or “due from" the applicable program for the element of the above complex indicated. =
according to the paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
disptays a valid oMB control number, The valid OMB centrol number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. 1IF you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write tor CMs,
7500 security Boulevard, Attn: PRA Report Clearance OFficer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

MCRIF3Z2 - 2.25.130.0



In tieu of Form (M5-2552-10

151310 | Period: i worksheet -2
| Frem 01/01/2011 part I

WABASH COUNTY HOSPITAL

Health Financial Systems 5
| provider CCN:

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

| TO 12/31/2011 pate/Time Prepared:
- B S - : 1 5/14/2012 10:12 am _
o200 i 2.0, _ |7 300 4.00 o
Hosmta] a Hospueﬂ Health ‘care cunu)]ex Address: -~ L
1.00 [Street:710 NORTH EAST STREET PO BOX: 548 | 1.00
2.00 |City: WABASH __|state:r 1IN zip Code: 46992-0548|County: WABASH _ i 2.00
Compohent Name CCN casa  |provider Date payment System (P,
Number | Number Type |Certified] T, 0, or W) |
o o J RS I xvzr,,l,§_ XIX
. I . 1.00 _ 3.00. | 4.006 | _ 5.00 6.00 | 7.00 | 8.00 |
Hospital and Hospital-Based Conuzq_nent__ldenh fication: . , I - |
3.00 Hospital WABASH COUNTY HOSPITAL | 151310 15999 1 12/17/2001! N o P 3.60
4.00 lIsubprovider - IPF ' ! 4 00
5.00 I[subprovider - IRF 5.00
6.00 [subprovider - (Other) | ' 6.0
7.00 [swing Beds - SNF WABASH COUNTY HOSPITAL | 157310 | 15999 | 12/17/2001 ~ | o 1 w . 7.00
SWING BEDRS | :
8.00 Iswing Beds - NF i 1N N 2.00
9.00 |Hospital-Based SNF WABASH COUNTY HOSPITAL | 155365 15999 01/01/19930 e oo 9.00
SNF i :
10.00 [Hospital-Based NF i i _ 10.00
11.00 [Hospital-gased OLTC i 11.900
12.00 [Hospital-8ased HHA WABASH COUNTY HOME 157061 15999 01/01/1979; N P N 12.00
HEALTH AGENCY i i |
13,00 {separately Certified AsC | | ! 13.00
14,00 |Hospital-Based Hospice WABASH COUNTY HOSPITAL 151545 15999 01/01/1996 ' 14.00
HOSPTICE
15.00 Hospital-Based Health Clinic - RHC 1 ; 15.00
16.00 [Hospital-Based Health Clinic - FOHC | ! | 16.00
17.00 [Hospital-Based (CMHC) 1 i | i 17.00
18.00 [Renal pialysis i © 18.00
19.00 jother N . 19.00
From: | “To: i
o ) B L . 1.00 | 2.00 -
20.09 |cost Reporting Period (mm/dd/yyyy) 01/01/2011 1 12/31/2011 20.00
21.00 itype of Contrel (see instructiqns_}, o 1 s _ ., 2r.¢c0
Inpatient PPS Infprmation _ . ]
27.00 |poes this facility qualify for and is it currently receiving payments for . N ; N 122,00
disproportionate share hospital adjustment, in accordance with 42 CFr §412.1067 1In }
column 1, enter "¥" for yes or "N for no. Is this facility subject to 42 CFR Section }
§412. Gﬁ(c)(Z)(Pack?e amendment hospital?) In column 2, enter "Y' for yes or "N" for no. !
23.00 |Tndicate in column i the method used to capture Medicaid {(title XIX} days rpported on 23 N 23.00
Tines 24 and/or 25 of this worksheet during the cost reporting period by entering a "1 i
if days are based on the date of admission, "2" if days are based on census days (also !
referred to as the day count), or "3 if the days are based on the date of discharge.
7s the method of identifying the days in the current cost reporting period different
from the method used in the prior cost reporting period? Enter in column 2 "¥" for yes| .
or “N" for no. 3 o ] o o1 o T
In-State | In-State | out-of ( out-of | Medicaid | Other
Medicaid | Medicaid state Slate HMO days | Medicaid
paid days | etigible | Medicaid | Medicaid days
days paid days | eligible
‘ ) ttays
o L L i.00 2.00 _3.00 400 | 500 | 600 1
24.00 {Tf line 22 and/or line 45 is “yes”, and this 0 9 0 0 ¢ 0; 24.00
provider is an IPPS hospital enter the in-state
Medicaid paid days im cel. 1, in-state Medicaid
sligible days in col. 2, out-of-state Medicaid paid I
days in col. 3, out-of-state Medicaid eligible days ;
in col. 4, Medicaid uMo days in col. 5, and other i
medicaid days in col. 6.
25.00 If this provider is an IRF, enter the in-State 0 0 0 0 0! 0 25.00
Medicaid paid days in columa 1, the in State i
Medicaid eligible days in column 2, the out of State . !
medicaid paid days in column 3, the out of State ! i !
medicaid eligible days in column 4, Medicaid HMO i I i
days in column 5, and other Medicaid days in column
6. For all columns include in these days the labor
_ __land deYivery days.. . . o
|urban/rural sipate of Geogr|
g e e = I e o . 1.00 2.00
26.00 |[Enter your standard geographic classification (not wage) status at the beginning of the 2 26.00
cast reporting pertod. Enter (1) for urban or (2) for rural. .
27.00 |[For the Standard Geographic classification (net wage), what is your status at the end 2| 27 Q0
of the cost reporting period. Enter (1) for urban or (2} for rural. If applicable, i
enter the effective date of the geographic reclassification (in column 2).
35.00 iIf this is a sole community hospital (SCH), enter the number of periods SCH status in 0 35.00
effect in the cost reporting period. .

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

__In iieu of Form CM5-2552-10

HOSPITAL AMD HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

36.00
37.

38.

45.
46.

47.
48.

56.
57.

58.

59.
60.

62.

62.

63.

64.

MCRIF32 - 2.25.130.
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00
09

00
419

0
a0

00

a6
00

.00

Qo

01

a0

provider CCN: 151310

period:
From 01/01/2011 ' part T

, Worksheet 5-2

iTo  12/31/201F Date/Time prepared:
. - ) B [ 5/14/2012 10:12 am
. Beginning: Ending:
e e = - e . _ _1.00 2.00
Enter applicable beginning and ending dates of SCH status. subscript line 36 for number 36.00
of pericds in excess of one and enter subsequent dates. i
1f this is a Madicare dependent hospital {MDH}, enter the number of periods MDH status q 37.00
in effect in tha cost reporting period.
Enter applicable beginning and ending dates of MDH status. subscript 1ine 38 for number' ! 38.00
of periods in excess of one and enter subsequent dates. o S : o , .
V| XVITI| XIX |
—— . O — I _} 1;9041,2, 0 [300]
Prospective Payment system (PPs)-capital = . I . ) i e
Does this faci lity qualify and receive Capital payment for disproportionate share in accordance : N N N 45.00
lyith 42 CFR Section §412.3207 (see instructions)} : .
Is this facility eligible for the special exceptions payment pursuant te 42 CFR section N N N 46.00
§412.348(g)? If yes, complete Worksheet i, Part III and i-1, Parts I through III | {
Is this a new hospital under 42 CFR §412.300 PPS capital? Enter "Y¥ for yes or "N" for no i N [ [ ! N - 47.00
1s _the facility electing full federal capital payment? Enter *v" for yes or "N" for no, L M1 N N 48,00
[Teaching Hospitals I e . _ N .- -
is this a hospital involved in training residents in approved GME pregrams? Enter "Y" for yes Fn 56.00
or "N for no. i
If Tine 56 is yes, is this the first cost reporting period during which residents in approved ' L 57.00
GME programs trained at this facility? Enter "Y" for yes or "N for no in colums 1. If column 1|
is "y did residents start training in the first menth of this cost reporting pericd? Enter ' ; i
for yes or "N" for no in column 2. If column 2 is "y complete worksheet E-4. If cotumn 2 is
"N”, complete worksheet D, part IIT & Iv and D-2, Part II, if applicable.
1f tine 56 is yes, did this facility elect cost reimbursement for physicians’ services as ; [ j © 58.00
defined in cMs Pub. 15-1, section 21487 If yes, complete Worksheet D-5. ; |
Are costs claimed on line 100 of worksheet A? If yes, complete worksheet D-2, Part I, ! N [ ? 54.00
are you claiming nursing school and/or allied health costs for a program that meets the | N } " 60.00
Iprovider-operated criteria under §413.857 Enter "Y" for yes or "N for no. (see instructions) _j Lo i _
; Y/N IME Average pirect GME
I e ol Awerage
pid your facility receive additional FTE slots under ACA section 55037 | N 0.00. 0.60. ©1.00
Enter "Y' for yes or "N” for no in column 1. If "v", effective for |
portions of cest reporting periods beginning on or after July 1, 2011 :
enter the average number of primary care £7E residents for IME in column i .
? and direct GME in column 3, from the hospital’s three most recent cost |
reports ending and submitted before March 23, 2010. (see linstructions) l._____ _ i -
ACA Provisions Affecting the Health Resources and services Administration_(HRrsa) B ]
Enter the number of FTE residents that your hospital trained in this i 0.00 62.00
cost reporting period for which your hospital received HRSA PCRE funding |
{see instructions) : :
gnter the number of FTE residents that rotated from a Teaching Health 0.00, 62.01
Center (THC) into your hospital during in this cost reporting period of |
R5A THI m. L e . I
Teaching Hospit at Clai . o - i
Has your facility trained residents in non-provider settings during this N i 63.00
cost reporting period? Enter "¥" for yes or "N" for no. f yes, ! :
complete lines 84-67. (see imstructions) . . . . . . b y
unweighted unweighted [Ratio (col. 1/
FTES FTEs in {col. 1 + col.
Nonprovider Hospital 2D
_site |} i
e ) . S . S I ¥t 2.90 ; 3.00
Section 5504 of the ACA Base Year FTEC Residents in Nonprovider settings--This base year is your cost reporting
'tariod that begins gn or after July 1, 2009 and before Jume 30, 2010. . - |
If line 63 is yes or your facility trained residents in the base year 0.00 0.00 0.0006000 64.00
period, enter in column 1, from your cost reperting period that begins
on or after July 1, 2009, and before June 30, 2010 the numher of T
unweighted nonprimary care FTE residents attributable te rotations that
occirred in all nonprovider settings. Enter in column 2 the number of
unweighted nenprimary care FTE residents that trained in your hospital.
Inciude unweighted 08/GYN, dental and podiatry FTEs on this line. enter
in column 3, the ratio of column 1 divided by the sum of columns 1 and
2.
Program Name program Code Unweighted unweighted [ravio (cel. 3/
FTES FTES in {col. 3 + col.
Nonprovider Hospital 43)
S - g Site
1.00 2.00 ] 3.00 4.00 5.00




Health Financial Systems WABASH COUNTY _HOSPITAL __In tiey of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA I'provider con: 151310 lperaod worksheet 5-2
i PErom 01/01/2011 | Part I

To 12/31/2011 | pate/Time Prepared:
o o | ~ B _ﬁ » 5/14/2012 10:12 am
Program Name Program Code unweighted unweighted Ratio {col. 3/
FTES FTES in {col. 3 + col.
Nonptovider Hospital 43>
Site

1,00 B X RS S YT B I _5.00

.00 0.00 0.0000000 65.00

65.00 |If Hine 63 is yes or your
facility trained residents in
the base year peried, 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 .
Tines 65.01 through 65.50 for !
each additional primary care |
program. Enter in column 1, the
program name. Enter in column
2, the program code. Enter in
column 3, the number of
unweighted primary care FTE |
residents attributable to !
rotations that occurred in
nonprovider settings for each
applicable program. Enter in
cotumn 4, the aumber of
unweighted primary care FTE
residents in your hospital for |
each applicable program. Enter X
in column 5 the ratio of column !
3 divided by the sum of columns i
3 and 4, . . I

unweighted unweighted [Ratio (col. 1/
FTES FTEs in (col. 1 + coi,
Nonpirovider Hospital 2
site | e
. 77 Loo 200 4T Tzeo L
Section 5504 of the ACA Current Year FTE Residents in wonprovider settings--effective for cost reporting periods
beq1nn1ng on or after July 1, 2010 [
£6.00 [Enter in column I the number Gf unweighted noR—primary care resident 0.00, 0.0U‘ 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 resident |
FTEs that trained in your hospital. Enter in column 3 the ratio of
(column 1 divided by (cotumm b + columm 233, (see instructions) S S .
Program Nanle Program Code unweighted vnweighted [Ratio €col. 3/
FTES FTEs in (coT. 3 + col.
Nonprovider Hospital 43)
e S S-ile
100 2.00 3.00 | 4.00 5.00 o
0.00 6.0, 0.000000 67.00

67.00 |[Enter in column 1 the program
name. Enter in column 2 the
program code. Enter in column ;
3 the number of unweighted ]
primary care FTE residents
attributable to rotatiens
accurring in all non-provider
settings. Enter in column 4 the
number of wnweighted primary
care resident FTEs that trained I ;
in your hospital. Enter in ;
column 5 the ratio of (column 3 \
divided by (column 3 + column
4)). (see instructions) _ 4 . o ey

L. Il
1.00 | 2.00 | 3.00 |

Inpatient pPsychiatric_ Facility pps - _
70.00 [Is this facility an Inpatient psychiatric Fac111ty (IPF), or does it contain an IPF subprovider? N[ | i 70.00
Enter "y" for yes or "N" for no. {
71.00 |[If line 70 yes: column 1: Did the facility have a teaching program in the most recent cost I 71.00
I

report filed on or hefore November 15, 20047 Eenter "Y" for yes or "N" for no. Column 2: bid
this facility train residents in a new teaching program in accordance with 42 CFR §412.424
(d)(l)(111)(D)7 Enter "¥* for yes or "N for no. coluwn 3: If column 2 is Y, 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 columm 3, er if the subseguent academic years of the new teaching
program in existence, enter 5. (see instructions)

MCRIF3Z2 - 2.25,130.0



Health

Fipancial Systems WABASH COUNTY HOSPITAL

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA [ Provider con: 151310 period:
From 01/01/2011 pPart I

!To 12/31/2011 ¢ bate/Time Prepared:

"worksheet s-

1 5/34/2012 19:

2

Inpat)ent Rehahi]liat1on Facility PPS

En Lﬁeu of Form CMS-2552-10

12 _am_

75.00 [Is this facility an Inpatient Rehab1]1tat1on Facitity (IRF), or does it contain an IRF TN : 75.00
subprovider? Enter "¥" for yes and "N for no. ‘ ; )
76.00 {If line 75 yes: Column 1: bid the facility have a teaching program in the most recent cost i ; 0 76.00
reporting period ending on or hefore Navember 15, 2004? Enter “¥" for yes or "N" for no. Column
2: pid this facility train residents in a new teaching program in accordance with 42 CFR ‘
§412.424 (d)(l)(iii)(o)? Enter "Y" for yes or "N" faor no. Column 3: If column 2 is v, enter 1, 2 |
or 3 respectively in column 3. (see imstructions) If this cost reporting period covers the ! 1
beginning of the fourth year, enter 4 in column 3, or if the subseguent academic years of the ! i ! !
_ . inew_teaching_program in existence, enter 5. (see instructions) _ ) | N |
- _ S } 1.0 .
R 80.00
85.00 |Is th1s a new hospita] under 42 CFR Section §413.46(f){1)(i) TEFRA? Enter "Y" for yes or "n” for no. N 85.00
86.00 [pid this facility establish a new other subprovider (excluded unit) under 42 CrR Section | N 86.00
18433, 40(F) (1 (I1)7 _Enter "Y" for yes and "N for no. . _ - :
v XX
Tltle v o: XIX Inpatient Services e
90,00 [poes this facility have title v and/or XIX inpatient hospital services? Enter "Y' for : N . Y 90.00
ves or "N'" for nc in the applicable column. : .
91.00 |Is this hospital reimbursed for title Vv andfor XIx through the cost report either in N | N ,91.00
full or in part? eater "Y' for yes or "N" for no in the applicable column.
92.00 |are title XIX NF patients occupying title XVIII snF beds (dwal certification}? (see | N 92.00
instructions) Enter "Y" for yes or "N" for no in the applicable column.
93.00 |poes this facility operate an ICF\MR Tfacility for purposes of title v and XIX? Enter N ! N 93.00
"¥" for yes or "N" far ne in the applicable column. !
94,00 [poes title Vv or XIX reduce capital cost? Enter "¥" for yes, and "N" for no in the N ' N ©94.00
applicable columa. '
95.00 IIf line 94 is "y", enter the reduction percentage in the applicable column. g.co 0.00 95.00
96.00 [Does titlte Vv or XIX reduce operating cost? Enter "Y" for yes or "N" for no in the M ' M 96.Q0
applicable column. i
97.00 |1f line 96 is "v", enter the reduction percentage in the applicable coluan. S R 0.00, ... 0.00 97.00
Rera vroviders A o ?
105.00[Does this hospital qua11fy as a Critical Access Hospital (CAH}? ¥ ! 1105.00
106.00/1f this facility gwalifies as a CaH, has it efected the all-inclusive method of payment N ! 106,00
for outpatient services? (see instructions}
107.00icolemn 1: If this facility qualifies as a CaH, is it eligible for cost reimbursement M M 107.00
for I &R training programs? Enter "Y” for yes or "N" for no in column 1. (see i
instructions) If yes, the GME elimination would not be on worksheet 8, Part I, column !
25 and the program would be cost reimbursed. If yes complete worksheet p-2, Part II.
cotumn 2: IF this facility is a caH, do I&Rs in an approved medical education pregram !
train in the can’s excluded IPF and/or IRF unit? Enter "Y' for yes or "N” for no in
column 2, {see instructicns) |
108.00|1s this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108.00
__lcFr section §412.113(c). Enter "Y' for yes or "N" for no. L : :
_ Physical l accupational | _Speech Respiratory
o o N 100 U 7 7700 | T 3.09 4.00 -
109.001f this hospital qualifies as a CaH or a cost provider, are N ; M N M 109,00
therapy services provided by outside supplier? Enter "v" |
for yes or "N" for no for each therany. __ . S R \ ‘ R
B _ 1.00 2.00 B
Miscellaneous cost ﬂeport1nq Information » _ !
115.00/Ts this an ali-inclusive rate provider? Enter Yy* for yes or “N" for o in colume 1. If N [ 115.00
yes, enter the method used (A, B, or £ only) in column 2. |
116.00[ts this facility classified as a referral center? Enter "v" for yes or "N" for no. N | 116.00
117.00{1s this facility legally-required to carry malpractice insurance? Enter "Y" for yes or N f 117.00
"W" for no. ;
118.00|Ts the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy o 118.00
is claim-made. Enter 2 if the policy is occurrence. [
119.00what is the liabiltity limit for the malpractice insurance policy? Enter in column 1 0} 0114.00
the monetary limit per lawswit. Emter in column 2 the monetary limit per policy year. |
120.0041Is this a SCH or EACH that qualifies for the outpatient Hold Harmless provisien in ACA N N 120.09
§3121 as amended by the Medicaid Extender act (MMEA) §1087 Enter in columa 1 "¥" for
ves or "N' for no. Is this a rural hospital with <= 100 beds that qualtifies for the i |
outpatient Hold Harmless provision in AcCA §31217 Enter in column 2 "Y" for yes or "N"
for no.
121.00|pid this facility incur and report costs for implantabie devices charged to patients? Y i 121.00
iEnter "v" for yes or "N" for no. U i .
Transplant Center Information ] ) o ]
125.00[pces this facility operate a transplant center? Enter "¥" for yes and "N° for no. If N i 125.00

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

MCRIF32Z - 2.25.130.0



Health Financial Systems _ WABASH COUNTY HOSPITAL In tieuy of Form C45-2552-10
HOSPETAL AND HOSPITAL HEALTH CARE COMPLEX IDENTLFICATION DATA Provider ccn: 151310 |Per1’od: worksheet $-2
‘From 01/01/2011 ! pPart 1
{To  12/31/2011 | Date/Time Prepared:
| i 5/14/2012 10:12_an _

I _ _ N
) e To0 [ Tzeo
156 00IIF this is a Medicare certified kidney transplant center, enter the certification date '126.00
in coluwn 1 and termination date, if appiicable, in column 2.
127.00CF this is a Medicare certified heart transplant center, enter the certification date i127.00
in column 1 and termination date, if applicable, in column 2. ;
128.00/1F this is a Medicare certified liver transplant center, enter the certificacion date :128.00
in column 1 and termination date, if applicable, in cotumn 2. ; .
129.00/If this is a Medicare certified Tung transplant center, enter the certification date in 112%.00
column 1 and termination date, if applicable, in column 2.
130.00Tf this is a Medicare certified pancreas transplant center, enter the certification :130.00
date n column 1 and termination date, if applicable, in column 2.
131.00/Tf this is a Medicare certified intestinal tramsplant center, enter the certification 131.00
date in column 1 and termination date, if applicable, in column 2. i
132.00[TF this is a Medicare certified islet gransplant center, enter the certification date - 132.00
in coltumn 1 and termination date, if applicable, in column 2. '
133.00(1f 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. I
134.00/tf this is an organ procurement organization (OP0), enter the GPO number in column I '134.00
and termination date, if applicable, in cotumn 2. _ R 1 —
; roviders —— N — !
140.00lAre there any related organization or home office costs as defined in S Pub. 15-1, N ‘ 140.00
chapter 107 Enter "¥" for yes or "N” for no in column 1, If yes, and home office costs |
_lare claimed, enter in colums 2 the home office chain number. (see instructrions) o _ i
SR O B . 2.00 L o 3.99 - [
1f this facility is part of a chain organization, enter on lines 141 through 143 the name and address of the
Jhome office and enter the hone office contractor name and contvactor number:. = . o
141.00|Name: Contractor's MName: contractor's Number: 141.00
142.00|5treet: FO BOx!: 142.00
143,00|City: state: o Zip Code: ] 143.60
e . R e . i o g Al00 .
144.00jare provider based physicians' costs included in Worksheet A? Y 144.00
145.00i1F costs for renal services are claimed on Worksheet A, are they costs for inpatient services only? N '145.00
___{Enter "y" for yes or "N" for_no. . e _ o % —
S b weo 40200
146.00Has the cost allocation methodology changed from the previously filed cost report? N : '146.900
Enter "y" for yes or "N" for no in column . {See (MS pub. 15-2, section 4020} If yes, :
enter the approval date {(mm/dd/yyyy) im column 2.
147 .00was there a change in the statistical basis? gnter "Y" for yes or "N" for no. N | 147,00
148.00| as there a change in the order of allocation? Enter “¥" for yes or "N for no. N | 148.00
149.001was there a change to the simplified cost finding method? Enter "¥" for yes or "N" for N | 149,00
no.
Part A
1.00

lbces this facility contain a p;'bvidm; that qualifies for an exemptifm f_rom_tiw":{;;plicatioﬁkbf the lower of costs .

lor_charges? Enter for yes or “N* for no for each component For part A and fart 8. (See 42 CFR _§413.13) .
155.00Hospital N i N 155.00
156.00[subprovider - IPF N , 156.00
157.00Subprovider - IRF N i N 157.00
158.00|SUBPROVIDER N N '158.00
159. G0jSNF N N '159.00
160.00HOME HEALTH AGENCY M N i60.00
i63.00eMeC . _ R ——— . i 161.00

. . —--

N I B R — 1.00 ] _
Muteicampys e . . e e
165.00[Ts this hospital part of a Multicampus hospital that has one or more campuses in different C85As? N 165.00

_[enter "v¥" for yes or "N" _Ffor no._ e IR e o o -
Nane ] __county | State | Zip Code | _cesa | FTE/Campus _|
e , I too _ _| 200 ] 3.00 4.00 5.00
166.00[1f 1ine 165 is yes, for each | G.00:166.00
campus enter the name in column ~

0, county in column 1, state in ‘

column 2, zip code in column 3,

cBSA im column 4, FTE/Campus in

_icolumn 5_ R I I - - — .
[ S
o . . . oiliroo_ )

‘Health Information Technology (HIT) incentive in the American Recovery and Reinvestment Act . |
167.000¥s this provider a meaningful user under Section §1886(n)? Enter "¥" for yes or "N" for no. ! M 167.00
168.00]xf this provider is a €AH (line 105 is "¥") and is a meaningful wser (¥ine 167 is "¥"}, enter the . 0168.00

reasonable cost incurred for the HIT assets (see instructions) ‘
169.00(If this provider is a meaningful user (3ine 16/ is “Y") and is not a ca# (Tine 105 is "N™), enter the! 0.0d169.00

transition factor. (see instructions) '
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Healtth Financial Systems

WABASH COUNTY HOSPITAL _

in Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTEONNAIRE

Provider CCN:

151310 | Period:

|worksheet s-2

| From 01/01/2011, part I1
12/31/20111 pate/Time Prepared:

|To
1

| 5/14/2012 10:

12 am

Y/N

Date

1.00

| 2.00

Enter

alt dates in the

Tlgeneral Instruction:

Enter ¥ for all YES responses. Enter N for

mp/dd/yyyy_ Format.

COMPLETED BY ALL HOSPITALS o

provider organization and Operation

all NO responses.

Has the prov1der changed ownership 1mmed1ate1y pr1or to the beg1nn1ng of the cost

reporting perviod? If yes,

2,60 ]

3.00

6.00

7.00
8.00

i0.600

11.00

12.
13.

00
el

14.00

16.4006

17.00

18.00

19.00

20.00

Has the provider terminated participation in the Medicare Program? If
yes, enter in column 2 the date of termination and in column 3, "v" for
voluntary or "1I" for imvoluntary.

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

a_and Reports
Column 1: were the financial statements prepared by a certified public
Accountant? column 2: If yes, enter "A" for audited, "¢" for Compiled,
or "R” for meviewed, sSubmit complete copy or enter date available in
column 3. (see instructions) If no, see instructions.

Are the cost report total expenses and total revenues different from
those on the filed Tinancial statements? Tf yes, submit reconciliation.

Financial

“Are costs claimed for nursing school? column 2: IF yes,
the tegal operator of the program?

Are costs claimed for allied Health Programs? If "v" see instructions.

enter the date of the change in column 2. (see instructians) |

Y/u

v

. Loo

N

Y/N

3.00

Type .

bBate

1.00

2.00

3.60

05/15/2012

is the provider iQJT

were nursing school and/or allied health programs approved and/or renewed during the

cost reporting period? If yes, see instructions.

are costs claimed for Intern-Resident programs claimed on the current cost report? If

yes, see instructions.

i

was an Intern-Resident program been initiated or renewed im the current cost reporting N

period? If yes, see instructions.

Are GME cost directly assigned to cost centers other than I & R in an Approved
_|Teaching Program on worksheet A? Tf yes, see instructions.

lBadk Debts

Sl

{ | tegal oper. |
7.00

i1s the prov1der seeking reimbursement for bad debts? If yes, see instructions.
If tine 12 is yes, did the provider's bad debt collecticn policy change during this cost reporting

peried? If yes, submit copy.

If Vine 12 is yes, were patient deductibles and/or co-payments waived? If yes, see ingtructions.

.00 |E

sed Complement

__bescription
[

PS&R Data

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

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

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

If 1ine 16 or 17 is yes, were adjustments
made to PS&R Report data for Other? Describe
the other adjustments:

otal bads available change from the prior cost reporting period? If yes, see instructions,

_. Par

AL

pate

Ao ._z00 |

" 04/08/2012

MCRIF3Z2 - 2.25.130.0
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Health Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form CMS-2552-1C

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

provider €cn: 151310

period: ['worksheet 5-2 )
rrom 01L/01/2011 part II

To  12/31/2011 ! pate/Time Prepared:
o ~ R _ _ _ ;571472012 10:12 am
T S —
. pescription 1 Y/N + __pate

21.00 |was the cost report prepared only using the | ] 21.00
provider*s records? If yes, see ; |

_____linstructions, ] _— I N l i .

R e i . e ISR IR %[ S N—
COMPLETED BY COST REIMBURSED AND TEFRA HOSPITALS ONLY (EXCEPT CHILDRENS HOSPI o _
Capital Related Cost L . L ] j }

22.00 iHave assets been relifed for Medicare purposes? If yes, see instructions N 22.00

23.00 {Have changes occurred in the Medicare depreciation expense due to appraisals made during the cost M 23.00
reporting period? IT yes, see instructions.

74.00 |were new leases and/or amendments to existing leases entered into during this cost reporting period? N ©24.00
1f yes, see instructions

25.00 [Have there heen new capitalized leases entered into during the cest reporting period? If yes, see N 25.00
instructions.

26.00 |wWere assets subject to Sec.2314 of DEFRA acquired during the cost reporting period? If yes, see H L 26.00
instructions. i

27.00 |Has the provider's capitalization policy changed during the cost reporting period? If ves, submit N + 27.00
copy. . ... R O W
Interest Expense e . L — S -

28.00 [Were new loans, martgage agreements ar letters of credit entered into during the cost reporting I N © 28.00
period? If yes, see instructions.

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

30.00 {Has existing debt been replaced prior to its scheduled maturity with new debt? if yes, see | N . 30.00
instructions. I I

11.00 |Has debt been recalled before scheduled maturity without issuance of new debt? IT yes, see | N ©31.00
instructions. o . e } B} _ :
purchased services o e L K

32.00 |[Have changes or new agreements occurred in patient care services furpished through contractual N 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? 1If| N 33.00
no, see instructions. L . . e
provider-pased physicians . . ) - |

34.00 |Are services furnished at the provider facility under an arrangement with provider-based physicians? ! ¥ 34.00
if yes, see instructions.

35.00 [1f line 34 is ves, were there new agreements or amended existing agreements with the provider-based N 35.00

];— Y/K bate
. ) o T 1.00 2.00 -
t

36.00 iwere home office costs claimed on the cost report? N 36.00

37.00 {If line 36 is yes, bas a home office cost statement been prepared by the home office? N/A . 37.00
If yes, see instructions. i

318,00 |If line 36 is yes , was the fiscal year end of the home office different from that of N/A ! " 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home office. i

39.00 |If Tine 36 is yes, did the provider render services to other chain components? I yes, N/A : ' 39.00
see fnstructions.

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

MCREF32 - 2.25.130.0Q



Health Financial Systems WABASH COUNTY HOSPETAL . In Liew of Form (M5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT GUESTIONNAIRE iProvider ccn: 151310 ; period: worksheet 5-2

iFrom Q1/01/2011 Part II
! 'To 12/31/20%1 ' pate/Time Prepared:
| . o 5/1472012 10:12 am

part i

PS&R Data L e S __ _
16.00 |was the cost report prepared using the PS&R Y 04/09/2012 ©16.00
report only? If either colemn I or 3 is yes,
enter the paid-through date of the PS&R
report used in columns 2 and 4 . (sze
instructions)

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

18.00 |If line 16 or 17 is yes, were adjustments N
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file ,
this cost report? if yes, see instructions. '
19.00 |{If line 16 or 17 is yes, were adjustments N '19.00
made to PS&R Report data for corrections of |

other PS&R Report information? If yes, see ;
instructions.

20.00 [If line 16 or 17 is ves, were adjustmenis N
made to PS&R Report data for Other? Describe
the other adjustments:

21.00 [Was the cost repert prepared only using the N
provider's records? 1f yes, see
instructions.

17 .00

18.00

. 20.00

' 21.00

MCRIF3Z - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

Tn tieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTECAL DATA

THospital Adults & peds. (ecolumns 5, 6, 7 and

"TCost Center bDescription

worksheet A
Line Mumber

provider CcN: 151310 IPeEicd:

to. of Beds

8 exclude swing Bed, Observation Bed and
Hospice days)

HMO

HMO IPF

HMO IRF

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

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNET

OTHER SPECIAL CARE (SPECIFY}

NURSERY

Total (see instructions)

CAH visits

SUBPROVI{ER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKILLED NURSING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGECAL CENTER (D.P.)
HOSPICE

CMHC - CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALTFIED HEALTH CENTER

Total (sum of tines 14-26)

ohservation sed Days

ambulance Trips

employee discount days (see instruction)
Employee discount days - IRF

tabor & delivery days (see instructions)

LTCH non-covered days

1,00

31.00

43.00

44.00

161.00

116.00

T30.00]

2000
20

20

25

25

50

'worksheet S-3
01/01/2011 ; Part
12/31/2011 ! pate/Time Prepared:

L 5/14/2012 10:12 am

iFrom
:TO
" Bed pays CAH Hours
_available |
3.00 400 _ |
7,300 32,256.00
7,300 32,756.00
1,825 17,664.00
i :
1
9,125E 49,920.00
9,125

1,00

OO W B N
<
o

MCRIF3Z - 2.25.130.0



pealth Financial Systems o WABASH COUNTY HOSPITAL _ _In Lieu of Form (M5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 151310 { Period: worksheet 5-3

From 01/01/2011 [ Part 1

To 12/31/2011 | pate/Time Prepared:
5/14/2032 10:12 am

1/p pays / o/p visits / Trips
cost Center Description Fitle v Title XVIII Titie X1X Total All
S e e o | PaUients

I 5.00 6.00 R 8.00 _
1.0¢ {Hospital Adults & Peds. (columns 5, 6, 7 and 0 590 34 1,344  L.00

8 exclude swing Bed, observation Bed and |

Hospice days)
2.00 |juMO : 318 8] 2.00
3.00 |HMO IPF i 0 G 3.00
4.00 [HMO IRF Q 0 I 4.00
5.00 |Hospital adults & Peds. Swing Bed SNF o 53 0 53 ©5.00
6.00 |Hospital Adults & pads. Swing Bed NF 0] 48 48 i 6.00
7.00 iTotal Adults and Peds. (exclude observation 0 643 82 1,445 7.00

beds)} (see instructions)
8.00 |INTENSIVE CARE UNIT 0 434 iz 736! 8.00
9.00 |CORONARY CARE UNIT f 9.00
10.00 |BURN INTENSIVE CARE UNET 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.60
12.00 |OTHER SPECIAL CARE (SPECIFY) ' 12.60
13.00 |NURSERY 0 ol 0 13.00
14.00 |Total (see instructions) 0 1,077 99i 2,181 14.00
15,00 lcad visits 0 0 o 0 15.00
16,00 ;SUBPROVIDER - IPF ! 16.00
17.00 |SUBPROVIDER - IRF ! 17.00
18.00 | SUBPROVIDER , 18.00
19.00 |SKILLED NURSING FACILITY 0 1,262 0 5, 704 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 0 3,014 1] 14,306 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24,00 |HOSPICE [ 0 0 24.00
25.00 [CMHE - CMHC 25.00
26,00 [RURAL HEALTH CLINIC '26.00
26,25 [FEDFRALLY QUALTFIED HEALTH CEMTER : 26.25
27.00 {Total (sum of Tines 14-26) ! §27.00
28.00 |observation Bed Days 0 ! 0 293 28.00
29.00 |ambulance Trips 0[ © 29.00
30.00 [Employee discount days {see instruction) i 0 30.00
31.00 |employee discount days - IRF ; 0 31.00
32.00 |Labor & delivery days (see imstructions) i 0. 0 32.00
33.00 |LTCH non-covered days | 0 i 13.00

MCRIF32 - 2.25.130.0



Health Financial Systems B WABASH COUNTY HOSPITAL _ In tieu of Form (M$-2552-10
HOSPITAL AND HOSPEITAL HEALTH CARE COMPLEX STATISTECAL DATA provider CCN: 151310 |Period: Pworksheet -3
Fraom 01/01/2011  Part I

iTo 12/31/2011 pate/Time Prepared:
‘ 5/14/2012 10:12 am__

!

Full Time Equivalents pischarges
Cost Cepter Description Total Interns | Employees On Nonpaid Title v TitTe XVIII
& Residents | Payroil workeirs I .
e 1T s0p | 10.00 .00 1200 13,00 v,
1,00 |Hospital Adults & peds. (columns 5, 6, 7 and 0 317 i1.00
8 exclude Swing Bed, Observation Bed and |
Hospice days) |
2.00 |HMO I 87 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 observatien | 7.00
beds) (see imstructions) . i
8.00 |INTENSIVE CARE UNIT I 8.00
9.00 [CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNET : ‘ 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT ‘ 11.00
12.00 JOTHER SPECIAL CARE (SPECIFY) 12,00
13.00 |NURSERY 13.00
14,00 iTotal (see instructions) 0.00 349.94 0.00 0 317+ 14.00
15.00 iCAH visits 15.00
16,00 {SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - ¥RF } ¢ 17.00
18.00 {SUBPROVIDER ‘ - 18.00
19.00 |SKTLLED MURSING FACILITY 0.00 26.30 0.00 i S 19.00
20.00 [NURSING FACILITY . 20.00
21.00 [OTHER LONG TERM CARE i . 21.00
22.00 |HOME HEALTH AGENCY 0.00 23.93 .00l | | 22.00
23,00 |AMBULATORY SURGICAL CENTER (D.P.) i 23.00
24,00 [HOSPICE G.00 12.40 0.00| 24.00
25.00 |CMHC - CMHC ; 25.00
26.00 |RURAL HEALTH CLINIC ! . 26.00
26.725 |FEDERALLY QUALIFIED HEALTH CENTER | 26.25
27.00 |Total {sum of Tines 14-26) 0.00, 412.57 0.00 ' 27.00
28.00 {observation Bed Days : 1 28.00
29.00 |Ambulance Trips | 29.00
30.00 |Employee discount days (see instruction) } 30.00
31.00 |Emplioyee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) I 1 32.00
33.00 |LTCH non-covered days 33.00

MCRIF3Z2 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL

In_tieu of Form CMS-2552-10

HOSPITAL AND HOSPEITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN?

Cost center Description Title XIX ?Dta] Atl
. patients
] e T1a00 500
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 23 660

& exclude Swing Bed, Observation Bed and
Hospice days)

2.00 |HMO

3.00 |HMO IPF

4.00 |HMO IRF |
5.00 Hospital Adults & Peds. Swing Bed SNF :
6.00 iHospital Adults & Peds. Swing Bed NF

7.00 |[Total Adults and Peds. (exclude observation

beds) (see instructions)
8,00 |INTENSIVE CARE UNIT

9,00 |CORONARY CARE UNXT

10.00 {BURN INTENSIVE CARE UNIT
11.00 [SURGICAL INTENSIVE CARE UNIT
12.00 |OTHER SPECIAL CARE (SPECIFY)
13.00 [NURSERY

14.00 |[Total €see instructions)
15.00 |CAH visits

16.00 |SUBPROVIDER - IPF |
17.00 |SUBPROVIDER - IRF

18.00 |SUBPROVIDER

19.00 |SKILLED NURSING FACILITY

20.00 |NURSING FACILITY

21.00 [OTHER LONG TERM CARE

2Z2.00 |HOME HEALTH AGENCY

23,00 | AMBULATORY SURGICAL CENTER (D.P.)

24,00 [HOSPICE

25.00 jCMHC - CMHC

26.00 iRURAL HEALTH CLINIC

26.25 {FEDERALLY QUALIFIED HEALTH CENTER

27.00 {Total {sum of Tines 14-26)

28.00 |observation Bed Days

29.00 |ambulance Trips

30.00 |employee discount days (see instruction)
31.00 [Employee discount days - IRF

32.00 {Labor & delivery days (see instructions)
33.00 |LTCH non-covered days

23 660

151310 ]Per10d

'horksheet 5-3

I ¥rom 01/01/2011 | Part I

|To

5/14/2012 10:12 am

12/31/2011’ Date/Time Prepared:

25}
v
=]
L=l

w
=
=
[=]

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL . In tieu of Form CM5-2552-10

HOSPITAL WAGE RELATED COSTS [ erovider con: 151310 [ Period: 'worksheet 5-3
| [Feom 01/01/2011 | Part Iv

I 'fo  12/31/201%1 | pate/Time Prepared:

5/14/2012 10:12 am

' Amount
l Reported

PART IV - WAGE RELATED COSTS i _ i - o

part A - Core tist _ . A . ___1

RETIREMENT COST i _ o
1.00 1401k Employer Contributions ! 0 1.00
2.00 {Tax Sheltered Aannuity (7SA) Employer Conmtribution ! 0. 2.00
3,00 igualified and Non-gualified Pension Plan Cost F 0 3.00
4,00 [Prior vear Pension Service Cost o L ! 636, 531 4.00

PLAN ADMINISTRATIVE COSTS (raid to Extem.ﬂ Ozgamznw n) e !
5.00 [401k/TSA Plan Administration fees 1 0 5.00
6.00 |Legal/Accounting/Management Fees-Pension Plan 0 6.00
7.00 [Employee Managed Care Program Administration Fees . 6 7.00

HEALTH AND INSURANCE COST L o o ]
8.00 |nealth Insurance (Purchased or Self Funded) 3,007,449 8.00
.00 |Prescription Drug Plan 6 9.00
16.00 |pental, Hearing and vision Plan ! 0. 10.00
11.00 |[Life Insurance (If employee is owner or beneficiary) ) 27,626 11.00
12.00 |Accident Insurance (If employee is owner or beneficiary) 0§ 12.09
13.00 |pisability Insurance (If employee is owner or beneficiary) 38,772 13.00
14.00 |Long-Term care Insurance (If employee is owner or bemeficiary) G 14.00
15.00 |'workers' Compensation Insurance . 141,775 15.00
16.00 |Retirement Health care Cost (Only current year, not the extraordinary accrual required by FASB 106. Gi 16.00

Non _cumulative pertion) = . - } —

TAXES 7 o B
17.00 | FICA-Employers portion only i 876,796, 17.00
18.00 |Medicare Taxes - employers Portion only ; g, 18.00
19.00 |unemployment Insurance 74,982: 19.00
20.00 [state or Federal unemployment Faxes L o N : ) {1 20.00

OTHER . — - - i
21.00 |Executive oeferred Compensation ’ 0 2t.00
22.00 {pay Care Cost and Allowances i 0 22.00
23.00 |[Tuition Reimbursement : 36,390 23.00
24.00 [Total wage Related cost (sum of limes 1 -23> ) B o o 5,030,321 24.00

part 8 - other than_ related Cost » R s j
25.00 |OTHER WAGE RELATED COSTS (SPECIFY) . 0! 25.00

MCRIF32 -~ 2.25.130.0



In tieu of Form CMS-2552-10

dealth Financial Systems L WABASH COUNTY HOSPITAL B .
HOME HEALTH AGENCY STATISTICAL DATA provider con: 151310 | Period: {worksheet 5-4
From 01/01/2011 .
Component Cch:157061 |To  12/31/2011! pate/Time Prepared:
. - ) 1571472012 10:12 am
Home Health | PPS
e B e . i o . _Agency T | . _
N
— _ e o . 1.00 —
0.00 |county _ T lwemasH S 0.00
ritle v * Title XvIIE | _ Title xIX other [ " Total
N . 1.00 2.00 | 300 | 400 T 500 o
HOME MEALTH AGENCY STATISTICAL ODATA o |
1.00 |Home Health Aide Hours o] 0 ol o( o 1.00
2.00_junduplicated Census Count (see finstructions) . b.ooj 136.00]  _ 7777765,,00] 347,000 378,00 2.Q¢C
Nunber of Employees (Full Time gquivalent)
enter the number of hotirs in staff contract Total
your normal work week
, B L I B WY RS SR TS S W R
MOME_HEALTH AGENCY - NUMBER OF EMPLOYEES _ . B o
3.60 |Administrator and Assistant Administrator(s) 0.00; 0.00 0. 00 6.00° 3.00
4.00 |pirector{s) and Assistant Director(s) ! 0.00 .00, 0.00 4.00
5.00 |other administrative Personnel 0.09 .00 G.00 5.00
6.00 |Direct Nursing Service 0.00 0.00 0.00| 6.00
7.00 |Nursing Supervisor 0.00 0.00 0.00l 7.00
&.00 |physical Therapy Service ¢.00 .00 0.00 8.00
2,00 |physical Therapy Supervisor ©.00 9.00! 0,00 9.00
10.00 |occupational Therapy Service 4.90 9.00 0.00 10.00
11.00 |pccupational Therapy Supervisor .00 0.06 0.00 11.00
12.00 |speech pathology Service .00 0.00| 0.00 12.00
13.00 ;speech rathology Supervisor .00 0.00| 0.00: 13.00
14,00 iMedical Social Service .00 0.00: 0.0 14.00
15.00 {Medical social service Supervisor .00 0.00 0.0 15.00
16.00 {Home Health aide ! 0.00 0.00| 0.60 16.00
17.00 |Home Health Aide Supervisor i 0,00 0.00] .00, 17.00
18.00 |other (specify) o o o i 0.00 ___0.00] ___©0.00/ 18.09
HOME HEALTH AGENCY CBSA CODES o . o . ]
16.00 |Enter in column 1 the number of CBSAs where 1 19.00
you provided services during the cost i
reporting period, ;
20.00 |tist those (BSA code(s) in column 1 serviced 15999 20.00
during this cost reporting period (line 20
_lcontains the first coded, ... . I [ . . :
_____Full Episodes ]
Without with outliers|Lura Episcdes PEP only Total (cols.
_outliers 1 o .| _Episotes _1-4)
o 7o i 300 400 5.00 __
PPS ACTIVITY DATA . _ R
21.00 iskilled Nursing visits 1,005 21 36 20 1,082, 21.00
22.00 |skilled Nursing visit Charges 542,500 12,460 25,340 15.260; 595,560 22.00
23.00 |Physical therapy visits 916, 0 7 7' 9300 23.00
24.00 |rhysical Therapy visit Charges 511,415 0 3,770 4,060 519,245 24.00
25.00 {occupational Therapy visits 145 4 1 4 154 25.00
26.00 |occupational Therapy visit Charges 73,950 1,885 580 2,030 78,445, 26.00
27.00 |speech Pathology Visits 7 0 0 ol 7l 27.00
28.00 |speech Pathology visit Charges 3,480 0 0 0 3,480] 28.00
29,00 |Medical Social service visits 3 0 ¢] 0 3| 29.00
30,00 [Medical social service visit Charges 530 G 0 0 5100 30.00
31,00 |Home Health Aide visits 822 8 6 2 838° 31.00
37.00 !Home Health Aide visit Charges 66,582 048 486 162 67,878 32.00
33,00 jTotal visits (sum of lines 21, 23, 25, 27, 2,898 33 50 33f 3,014 33.00
29, and 31) ! !
34.00 iother Charges 0 0 o o 0 34.00
35.00 {Total Charges (sum of lines 22, 24, 26, 28, 1,198,437 14,993 30,176 21,512 1,265,118 35.00
30, 32, and 34) ! | |
36.00 |Total Number of Episodes (standard/non 155 i 20| 4 179 36.00
outTier) f !
37.00 |Total number of oOutlier £pisodes i | 0l 1 37.90
38.00 |total Non-Routine Medical Suppty charges 106 o 2t ol i08 38.00

MCREF32 - 2.245.130.0



WABASH COUNTY HOSPITAL ]

heatth Financial Systems

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA

Provider CON: 151310 | period:

[worksheet s-7

From 01/01/2011

In tieu of Form CMS$S-2552-10

| To 12/31/2011 ' Date/Time Prepared:
e — e — ! o _ . _i15/34/2022 10:12 am _
L _ O R Y K T A
1.00 |Tf this facility centains a hospital-based SNF, were all patients under managed care N P1.00
or was there no Medicare utiTization? Emter "v" for yes in column 1 and do not
complete the rest of this worksheet.
2.00 |Does this hospital have an agreement under either section 1883 or section 1913 for Y 12/17/2001 2.60
swing beds? enter "Y" for yes or "N" for no in column 1. TF yes, enter the agreement
_ldate {mm/dd/yyyy} in column 2. e R _ . I N
Group SHF Days swing Bed SNF [Total (sum of
. o _|___ bays P col. 2.+ 3) |
R _.80 ) 2.00 3.00 4.00 __
3.00 RUX 0 ¢ ¢ 3.00
4.00 RUL 0 0 ¢ 4.00
5.00 RVX Q 0 0. 5.00
£.00 RVL 0 Q 0| 6.00
7.00 RHX 0 ) 01 7.00
8.00 RHL 0 0 g 8.00
9.00 RMX 0 0 0: 9.00
10.00 RML 0 0 0 10.00
11.00 RLX 0 0 0 11.00
12.00 RUC 0 0 0 12.00
13.00 RUB 0 0 0: 13.00
14.00 RUA 0 0 0 14.00
15.00 RVC [¢] 0 0 15.00
16.00 RVE 0 ol 0 16.00
17.00 RYA 0 o 0 17.00
18.00 RHC 44 4] 44, i8.00
19.00 aHB 31 0 31 19.00
20.00 RHA 127 o 1274 20.00
21.00 RMC 32 4] 82 21.00¢
22.00 RMB 162 O 62 22.00
23.00 RMA 392 0 192 23.00
24,00 RLB 0 0 Gi 24.00
25.00 RELA 0 0 G 25.00
26,00 £53 ] 0 6 26.00
27.00 ES2 ol o ¢ 27.00
28.00 Esl 9l 0 0 28.00
29,60 HE2 0 0 g 29.00
30.00 HE1 14 1] 141 30,90
31.00 HOZ 0 0 oi 31.00
32.00 HDL 43 0| 41} 32.00
33.00 HC?Z 0 0 0: 33.00
34.00 HC1 i 37 13 17 34.00
35.00 HB2 [ 0 0 £ 35.00
36.00 HB1 50 0 50, 36.00
37.00 LE2 0 0 Q| 37.00
38.00 LEL 1 ¢ 1 38.00
39.00 LD2 0 0 0 39.00
40.00 LDl 45 0l 45 40.60
41.00 Le2 , 0 0 0 41.00
42,00 Lcl i 0 ] 0 42.00
43,00 L82 | 0 0] G 43.00
44,00 :31 0 ol o 44.00
45.00 CE2 0 0. 0 45.00
46.00 CEl [ ' 0 46.00
47.00 cn2 0; o! 0 47.90
48.00 col 12 ol 12§ 48.00
49.00 [aters O 3] | 49.00
50.00 cCcl 38 0 381 50.00
51.00 CB2 0 o 0 51.00
52.00 cBl 51 0 51 52.00
53.00 caz 0 0 0 53.00
54.00 cal 97 0 97: 54.00
55.00 5E3 0 0 0 55.00
56.00 SE2 0 0 0! 56.00
57.00 5E1 0 0 0 57.00
58.00 55C 0 0 0i 58.00
59.00 558 0 0 0 59%.00
60.00 SSA 0 0 G 60.00
61.00 182 0 ol 0. 61.00
62.00 il a 0l 0: 62.00
63,00 A2 0 ol 0} 63.00
64.00 Al o o ¢ 64.00
65.00 BBZ2 0 } 0 65.00
66.00 EB1 19 G 19 66.00
67.00 BAZ 0 0 Oi 67.00
68.00 Bal 0 0 0| 68,00

MCREF32 - 2.25.130.0



f,

COUNTY HOSPITAL

Health Finahcial Systems WABASH

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA

Provider CCN: 151310 I period: i
 From 01/01/2011;

! Worksheet S-7

_In tieu of Form CM5-2552-10

| f?o 12/31/2011 ° pate/Time Prepared:
_ - Lo . 5/14/2012 10:12 am
Group SNF bays swing Bed SHF [Total (sum of
e pays col. 2 + 3)
o o B : 1,00 {_ 2.00 3.00 4.00
69.00 PE? 0 4] 0} 69.00
70.00 PE1 0 4] 0t 20.00
71.00 PD2 0 4] 9 71.00
72.00 PDL 0 o] 0 72.00
73.00 pc2 0 0 0 73.00
74.00 PCl 0 0 0 74.00
75.00 PB2 0 0 0 75.00
76.00 pB1 3 0 3 76.00
77.00 raz 4] o 0 77.00
78.00 pal i 28 0. 28 78.00
199.00 AAA i 8 0 8 199.00
200, 00| TOTAL I o B 1,262 . O _1,262200.00
CBSA at CBSA on/after
geginning of | october 1 of
Cost Reporting the Cost
period iteporiing
peviod (Gif
o loapplicabley L
SNF SERVICES e R e . .- - —
201.00 Enter in column 1 the SNF CBSA code or 5 character non-CBSA code if a rural faciliey, [25299 15999 201.60
in effect at the beginning of the cost reporting period. Enter in column 2, the code
in effect on or after October 1 of the cost reporting period (if appiicabley. | - e
Expenses Percentage assaciated
! with Direct
1 patient Care
: and related
N f...Expenses? [
e . o - _i___ Loo ___2.c0 .j .60
A notice pubtished in the Federal Rregister volume 68, No, 149 August 4, 2003 provided far an increase in the RUG
payments beginning 10/01/2003. Congress expected this increase to be used for direct patient care and related
expenses. For Fines 202 through 207: Enter in colunn 1 the amount of the expense for each category. Enter in !
column 2 the percentage of total expenses for each category Lo total SNF revenue from worksheet G-2, Part 1, ‘

Tine 7, column 3. In column 3, enter "v* for yes or "N for no if the spending reflects increases associated
with_direct patient care and related expenses for each category, (see instructions) - I
202.00{staffing 0 0.00] 1202 .00
203.00[Recruitment 0 0.00; 203.00
204.00;Retention of employees 0 0.00: 204 .00
205.00{ Training 0] 0.00! 205.00
206.00{OTHER {SPECIFY) 0 0.00] 206.00
207.00| Total SNF revenue (worksheet G-2, Part ¥, line 7, column 3) 1,620,843 ; 207.00

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL o In Lieu of Form CM5-2552-10
HOSPITAL IDENTEFICATION DATA provider CCN: 151310 |Period:  Worksheet 5-9
"From 01/01/2011 Parts T & 11
Component CCN: 151545 i To 12/31/2011 pate/Time Prepared:
; i i5/14/2012 10:12 am

. . Hospice 1 |
Unduplicated pays
Title XvIIX Title XEX Title XVIIT Title XIX A1] Other
skilled Nursing
Nursing Facility
- . Facility e )
i 100 .. 2.00 300 f 0 4.00 5.00_
PART I - ENROLLMENT DAYS e o o — R . . o
1.00 |Continuous Home Care 0 0 0 0 0 1.00
2.60 |Routine Home Care 7,872 315 0 0 367! 2.00
3.00 |Inpatient Respite Care 69 8 0 0 5" 3.060
4.00 |General Inpatient Care 0 0 0 0 0 4.00
5.00 |Total Hospice Days R o 7.04y 323 0 o 372" 5.00
[Part IT - CENSUS DATA o - . ] - - o
6.00 [Number of Patients Receiving Hospice Care 0 0 0 of 0t 6.00
7.00 |7Total Number of undupilicated Continuous Care 9.00 4.00 ! 7.00
Hours Billable to Medicare ! ;
8.00 |[average Length of Stay (line 5/1ine 6) 0.00 0.00 0.0DI 0.00 0.00° 8.00
9.90 tundupticated Census Count 112 4] ] ¢ Qr 9.90

MCREF3Z2 - 2.25.130.0



Healtth Financial Systems

WABASH COUNTY HOSPITAL

HOSPITAL IDENTIFICATION DATA

worksheet 5-9

Provider CCN: 151310 | peried:
parts I & I1

From 01/01/2011
component CCN:151545|TO 12/31/2011

00
.00
.00
.00
.00

W N

.00
.00

~ h

8.00
9.00

PART I - ENROLLMENT DAYS

continuous Home Care

gRoutine Home Care

Inpatient Respite Care

General Inpatient Care

Total Hospice Days

Part I1 - CENSUS DATA L

Number of Patients Receiving Hospice Care
Total Number of Unduplicated Continuous Care
Hours Billable to Medicare

Average Leagth of stay (Yire 5/1ine 6)
unduplicated Census Count

Unduplicated
| _._.Days

Total {sum of

cols, 1, 2 &
5y
6.00

0

8,554

82

0

8,636

Q

0.00

i12

i Hospice I |

MCRIF32 - 2.25.130.0
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VI L e

In Lieu of Form CM5-2552-10

Date/Time Prepared:
5/14/2012_10:12 am



#ealth financial Systems - WABASH COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

[ Provider ccN: 151310 pericd: Tworksheet $-10

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA :
From 01/01/2011 .

[o B VIR v RV [ CRR VR L6

9.
190
1i
iz

13
14

15.
16.

17.

19.

20.

21.

.00

.00
.00
.00
.00
.06

.00

o0

.00
00
.00

.00
.00
a0
a0
Qa0

09

Q0

.00
-00

08

[To 12/31/2011 1 pate/Time Prepared:
(5/14/2012 10:12 am

Total unreimbursed and uncompensated care cost (line 19 plus line 30)

MCRIF3Z - 2.25.130.9

1.00
mpensated and indigent care cost computation . L
cost to charge ratio (worksheet ¢, Pari I Tine 200 column 3 divided by ling 200 column 8} ] } 0.412827: 1.00
Medicaid (see instructions for each line) B A
Net revenue from Medicaid 501,796 2.00
pid you receive DSH or supplemental payments from tedicaid? i Y 3.00
If line 3 is "yes”, does line 2 include all BSH or supplemental payments from Medicaid? I N 4.00
1f 1ine 4 is "no”, then enter DSH or supplemental payments from Medicaid 597,670 5.00
Medicaid charges 4,345,105 6.00
medicaid cost (Fine 1 times Tine 6) | 1,793,777 7.00
Difference between net revenue and costs for Medicaid program (1ine 7 minus sum of Tines 2 and 5; iT | 694,311° 8.00
< zerp then enter 2ero) .. o I . t
state Children's Health Insurance Program (SCHIP) (see instructions for each line) _ . . ]
Net revenue from stand-alone SCHIP i ¢ 9.00
stand-alone SCHIP charges 6 106.00
stand-alone SCHIP cost (line 1 times line 10} 0 11.00
pifference between net revenue and costs for stand-aleme SCHIP (line 11 minus line 9; if < zero then ¢ 12.00
enter zero) . . _ . i -
other state or local goversment indigent care progran {see fnstructions for each Tined e
Met revenue from state or local indigent care program (Not included on lines 2, 5 or %) H 92,787 13.00
charges for patients covered under state or Jocal indigent care program (Not included in Yines 6 or | 435,192 14.00
100 i
state or local indigent care program cost (1ime 1 times Yine 14) 179,659 15.00C
Difference between net revenue and costs for state or local indigent care program (Tine 15 minus HneL 86,8?2i 16.00
13; if < zerg then enter zeroy A : . : - IR
uncampensated care (see_instructions for each Ting) , - ]
Private grants, donations, or endowment income restricted to funding charity care 4,2741 17.00
Government grants, appropriations or transfers for support of hospital operations 0 18.00
Total unreimbursed cost for Medicaid , SCHIP and state and local indigent care programs {sum of Tines 781,183 19.00
18, 12 and 18) _ o _ . ) . R R |
| uninsured Insured Total {col. 1
! patients patients + col. 2)
. L A N T 300 P
Total initial obligation of patients approved for charity care {(at full 1,240,010] 0| 1,240,010! 20.00
charges exciuding non-reimbursable cost centers) for the entire facility| ‘ ;
cost of initial obligation of patients approved for charity care (line } : 511,910] o 5331,910. 21.00
times line 20) , |
partial payment by patients approved for charity care | 9| 0 0 22.00
|cost of charity care (Vine 21 minus Vine 22) | s11,910) O 511,910, 23.00
poes the amount in line 20 column ? include charges for patient days beyond a length of stay himit f N 24.00
imposed on patients covered by Medicaid or other indigent care program? |
if line 24 is "yes," charges for patient days beyond an indigent care program's length of stay 11'mitl 0 25.00
tvotal bad dabt expense for the entire hospital compiex {see instructions) ! 2,086,7151 26.00
Medicare bad debts for the entire hospital complex {see instructions) ; 532,416} 27.00
non-medicare and Non-Reimbursable bad debt expense (line 26 minus Tine 27} ; 1,554,299 28.00
Cost of non-Medicare bad debt expense (line 1 times Yine 28) : 641,657 29.00
Cost of non-Medicare uncompensated care (1ine 23 column 3 plus Iine 29) 1,153,567 30,00
1,934,750 31.00



Health

Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form Ct5-2552-10

RECLASSIFICATION AND ADJUS%MENTS 0F TRIAL BAEANCE OF EXPENSES

116.00

118.00{

190.00
192.00
194.00]
194.01
194.02
194.03
194.04
200.00

" IGENERAL SERVICE COST

T Cost center pescription

NEW CAP REL COSTS-BLDG & FIXT

NEW CAP REL COSTS-MVBLE EQUIP

EMPLOYEE BENEFITS

ADMINISTRATIVE & GENERAL

MAINTENANCE & REPATRS

OPERATION OF PLANT

LAUNDRY & LINEN SERVICE

HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION

CENTRAL SERVICES & SUPPLY

PRARMACY

MEDICAL _RECORDS & LTBRARY

INPATIENT ROUTINE SERVICE COST CENTERS
ADULTS & PEDIATRICS

INTENSIVE CARE UNIT

NURSERY

SKILLED NURSING FACILITY

Qﬂg;gggnvxs ICE COST CENTtRS
OPERATING R
RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM
ANESTBESTOLOGY

RADEOLOGY -DIAGNOSTIC

RADIOTSOTOPE

L ABORATORY

BLOOD STORING, PROCESSING & TRANS.
PHYSTCAL THERAPY

ELECTROCARDIOLOGY

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

DRUGS CHARGER TO PATIENTS
OUTPATIENT SERVICE COST. CLNTERS
CLINIC

SENIOR CARE

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
URSABLE COST CENTERS
HOME EALTH AGENCY

SPECIAL PURPOSE COST CENTERS
HOSPICE

SUBTOTALS (SUM OF LTINES 1-117)

NONREIMBURSABLE COST CENTERS

GIFT, FLOWER, CQFFEE SHOP & CANTEEN
PHYSICIANS' PRIVATE OFFICES

FITNESS CENTER

MARKETING

NEW DIRECTION

RESPITE

WELEL CHILD CLINIC

TOTAL {SUM OF LINES 118-199)

salaries

o
‘D‘

139,004
1,656,029
335,302
0

0
304,821
520,484
0
154,733
28,943
639,049
347,687

920,344
561,209

0
636,085

629,889
63,517
0
584,238
743,556
75,144
759,485
0
769,177
500,165

138,853
810,153

830, 756]

409, 464

12,558,087

0
2,793,127
13,103
65,216

0

Q

95,570
15,525,103

iProvider ccn: 151310 period: “worksheet A

|
o
other

"rrom 01/01/201%,
'To 12/31/2011 pate/Yime Prepaved:
_L5/14/2012 10:12 am__

I Total (col. 1Reclassificati| Reclassified

+ col, 23 ons (See A-6) [Trial Balance
(col. 3 +-
e T B wl. 4 |
L2000 3.90 4.00 5.00

463,907 463,907 ol 463,907 1.00
1,130,742 1,130,742 6,293 1,137,035 2.00
406,730 545,734 2,206 547,940+ 4.00
2,507,011 4,163,040 6,269 4,169,309  5.00
324,636 659,938 9 659,938 5.00
569,219 569,219 o 569,219 7,00

0 0! 0 0 8.00

428,473 733,294 1} 733,294 9.00
697,609 1,218,093 -884,817, 333,276 10.00

0 0 884,817| 884,817 11.00

45,547 200, 280 0 200,280! 13.00
1,505,770 1,534,713 -20,278 1,514,435 14,00
2,531,003 3,170,052 -12,562 3,157,490 15.00
465,031 812,718 ) o 812,718 16.00

!

371,109 1,291,453 0 1.291,E§§;3o.00
226,487 787,696 0 787,696 31.00

0 0 0 0. 43.00

378,614 964,699 Ol 064,693, 44.00

— R - —d

604,282 1,234,171 0] 1,234,171 50 .00
20,477 83,994 0 83,994 51 00

0 0 0 0 52.00

704,879 1,289,117 o 1,289,117 53.00
1,244,086 1,987,642 0| 1,987,642 54.00
140,994 216,138 0 216,138 56.00
1,132,257 1,891,742 0 1,891,742 60.G0
116,578 116,578 0 116,578| 63.00
418,914 1,188,091 v 1,188,091, £6.00
258,625 758,790 ¢ 758,790' 69 .00

0 0 0 0 71.C0

0 0 20,278 20,278 72.00

0 o o 0; 73.00

ool _

, . . . I
244,774 244,774 0 244,774 90.00
150,073 288,926 0 788,926 90.01

1,820,409 2,630,562 0 7,630,562] 91.00
N | 82,00
1
531,763 1,362,539 ] ¢ 1,362,519 101.00
I . —
396,858 806,322 nr 806,322:116.00
19,786,857 32,344,944| 2,206, 32,347,150118 00
i 0 o ¢ 196.900
2,025,375 4,818,502 ¢ 4,818,502,192.00
6,701 19, 804 -2,208) 17,598(194.00
129,460 194, 676 0 194,6761194.01
) 0 0 0194.02
0 0 o 0194.03
46,545 342,115 G 142,115'194.04
21,994,938 37,520,041 o 37,520,041:200.00

MCRIF32 - 2.25.130.0



In Lieuy of Form €M5-2552-10

worksheet A

5/314/2012 10:12 am

pealth Financial Systems WABASH COUNTY HOSPETAL - For
RECLASSTIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES pProvider CCh: 151310 | Periocd:
rrom 3/01/2011
To  12/31/2011 | Date/Time Prepared:
- L

116.00
118.00

190.90
192.40
194.00
194,01
194.02
194.03
194.04

200.60

o~

o
"
o
=1

Cost Center bescription Adjustments | Net Expenses
_ {see A-8) For allocation
6.00 d 00

hﬁHbEAL_EEEVICE COST. CLNTERS e e e I, -
NEW CAP 8FL COSTS-BLDG & FIXT -44,835 419,072
NEW CAP REE COSTS-MVBLE EQUIP -6,293 1,130,742
EMPLOYEE BENEFITS -1,813 546,127
ADMINESTRATIVE & GENERAL -330,740 3,838,569
MAINTENANCE & REPAIRS -550 659,388
OPERATION OF PLANT -8,129 561,090
LAUNDRY & LINEMN SERVICE 0 0
HOUSEKEEPING 0 733,294
DIETARY 0 333,276
CAFETERIA -234,639 650,178
NURSTING ADMINISTRATION [¢] 200, 280
CENTRAL SERVICES & SUPPLY O 1,514,435
PHARMACY -126,147 3,031,343
MEDICAL RECORDS & LIBRARY . .-15,236 797,482
[INPATIENT ROUTINE SERVICE cnST CENTERS .
ADULTS & PEDIATRICS 0 1,291,453
INTENSTIVE CARE UNIT 0 787,696
NURSERY 0 [
|SKILLED NURSING FACELITY b 0 964,699

Y SERVICF COST CENTERS o , ) .
OPERATING ROOM 4] 1,234,171
RECOVERY ROOM 4] 83,994
DELIVERY ROOM & LABOR ROOM 0 0
ANESTHESIOLOGY -1,254,162 34,955
RADIOLOGY~DIAGNOSTIC -99 1,987,543
RADIOISOTOPE 0 216,138
LABORATORY -17,089 1,874,653
BLOOD STORING, PROCESSING & TRANS. 8] 116,578
PHYSICAL THERAPY 8] 1,188,091
ELECTROCARDICLOGY -60,001 698,789
MEDICAL SUPPLIES CHARGED TO PATIENTS G 0
IMPL. DEV. CHARGED TO PATIENT 0 20,278
DRUGS CHARGED TO PATIENTS _ 0 I ¢ |
oujPATIENT SERVICE COST CENTERS o
CLINTC 0 244,774
SENTOR CARE 0 288,926
EMERGENCY ~866,738 1,763,824
OBSERVATION BEDS (NON-DISTINCT PART) o1
OTHER REIMBURSABLE COST CENTERS _ o . L .
HOME_HEALTH AGENCY , ol 1,362,519]
ISPECIAL PURPOSE COST CtNT[RS - ) )
HOSPICE 0 806,322
SUBTOTALS (SUM OF LINES 1-117) -2,966,471] 29,380,679
NONRE IMBURSABLE COST €EN
GIFT, FLONER, COFFEE SHOP & CANTEEN 0
PHYSECTANS" PRIVATE OFFICES 1] 4,818,502
FITMESS CENTER o 17,598
MARKETING 0 194,676
NEW DTIRECTTON 0 i
RESPITE 0 0
WELL CHILD CLINIC 0 142 115
TOTAL (SUM OF LINES 118-199) ~2,966,471 34,553,570

MCRIF3Z - 2.25.130.0



Health Financial Systems

 WABASH COUNTY

HOSPITAL

_In Lieu of Form cMs-2552-19

RECLASSIFICATIONS Tprovider cCN: 151310 Period: worksheet A-6
| From 01/01/2011
i To 12/31/2011 Date/Time Prepared:
) i | _ _5/14/2012 10:12 am
R R Increases e I
. Cost rer ! Line # | salary l other
2,00 300 {400 5.00_ o
A - CAFETERIA e e e . _ . _ -
1.00 lcaFeTeRTa | 11.60] v N r 506.@‘ 1.00
ToTALS o 38,077 506, 740! _ :
B - TUMOR REGISTRY . . o , , - !
1.00 |ADMINISTRATIVE & GENERAL _ 47 __s.00] o, 12,562 'o1.00
[FOTALS . i - ) , B 12,562 N }
£ - INTEREST . . i . . ;
1.00 |NEW CAP REL COSTS-MVBLE 2.00' 0 6,203 . 1.00
fou1e S I o 4
TOTALS I _ 0L . 6,293 . _ |
£ - FITNESS CENTER . _ _ , _ _ I
1.00 |[EMPLOYEE BENEFITS o - 4.00] 1,460] 746 , 1.00
ToTALS _ __+ ! 1,460 745 !
G - IMPLANTABLE DEVICES o ) . - B ___j
1.00 [IMPL. DEV. CHARGED TOQ 72.00 9 20,278 P 1.00
WPATIENT 0 *[_ [ E [
TOTALS 0 20,278 [
500.00 l6rand Total: Increases ! 379,537 546,619 | 50G.00

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY_ HOSPITAL

In Licu of Form CM5-2552-10

RECLASSIFICATIONS

proviger CCN: 151310 | Period:
| From 0170172011 i

worksheet A-6

.To  12/31/2011: pate/Time Prepared:
) i _5/14/2012 10:12 am
e _Decreases ... I
Cost Center ___Line # ’ _salary { 77777 other  wkst. A-7 Ref.
" 5.00 7.oo | 8,00 9,00 I '10.00 ! . -
A~ CAFETERIA o . - .
1.00 IDIETARY 710it4_ 378,077 so,e 744 o ' 100
FOTALS } 378,077 5086, 740 i i
B - TUMOR REGISTRY . . . .
1.00 [PHARMACY O as.00) o .562) q 1.00
TOTALS I o 12 562 L
|E - INTEREST . ~
1.00 [ADMINISTRATIVE & GENERAL 5. OG} o 6,293 ioi I 1.00
ITOTALS 0 6,293|
FITNESS CENTER . L
1.00  [FITNESS CENTER 194, OQ} 1,_@_0{* L. ) 1.00
TOTALS 1,460 T o [ ‘
G - IMPLANTABLE DEVICES ) o i |
1.00 [CENTRAL SEAVICES & SUPPLY 14,00 0 20,278 _ G bo1.00
TOTALS i _ o 20,278 .
500.00 Grand Total: Decreases I 379,537 545,618 500 60

MCRIF32 - 2.25.130.0



Health

Financial Systems

WABASH COUNTY HOSPETAL

in tiey of rora CM5-2552-10

RECONCELTATION OF CAPITAL COSTS CENTERS

pProvider CCN:

Acquisitions

151310

Pariod:
from 01/01/2011
To 12/31/72011

‘worksheet A-7
parts I-IIT

Date/Time Prepared:
5/14/2012 10:12 am

Beginning pirrchases ponation Total {pisposals and
_Balances | e e __ . | Rtetrirements
R L.00 _.2.000 _3.00 4,00 5.00
PARY I - ANAELYSIS OF CHANGES IN CAPITAL ASSET BALANCES - O S
1.00 Land 475,705 0 0 0 1.00
2.00 {Land Improvements 359,678 0 0 QI 44,979, 2.00
3.00 [Buildings and Fixtures 14,138, 490G 93,292 0 98,29k o 3.060
4,00 |8uilding Improvements 3,590,144 45,774 4] 45, 774! 0 400
5.00 |Fixed Equipment 1,044,533 0 Oi o 198,539 5.00
6.00 [Movable Equipment 13,009,634 0 0 0; 1,001,373, 6.00
7.00 |HIT designated Assets 0 0 0 0 0 7.00
8.00 [subtotal {sum of lines 1-7) 32,618,184 144,066 0 144,066 1,244,891 8.00
9.00 lReconciling Items 0 0 0 o 0 9.00
10.00 [Total (line 8 minus line 9) ) ___ 32,618,184 M44.0660 0 O 144,066 1,244,891 10.00
SUMMARY OF CAPITAL
Cost Center bescription peproeciation Lease Interest Tnsurance (see. Taxes (see
o R ___ _tinstructions) |instructions) o
e 10000 _1i.60 12.00 13.00 )
PART IT - RECONCILTATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, LINES 1 and 2 o ,
1.00 |NEW CAP REL COSTS-BLDG & FIXT 463,907 0 0] 9 0 1.00
2.00 |NEwW CAP REL COSTS-MVBLE EQUIP 1,130,742 0 4} 0 0, 2.00
3.00 |7Total (sum of lines 1-2} 1,594,649 o 0 . _ 0 _ G 3.00
COMPUTATION OF RATIOS ALLOCATION OF
e o __JOTHER CAPITAL |
Cost Center Description Gross Assets | Capitalized | Gross Assets #atio {sec Insurance
Leases for Ratio |instructions)
(cel. 1 - col.
- 80 3.00 5.00 —
IPART IIT - RECONCILIATION OF CAPITAL COSTS CENTERS . — . I
1.00 |NEW CAP REL COSTS-BLDG & FIXT 0 0 G 1.000000 0, 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 0 G 0 0. 000000 0 2.00
3.00 (tvotal (sum of lines 1-2} 0 G 0 1.000000; 0. 3.60

MCRIF3Z - 2.25.130.0



Health Firancial Systems

WABASH COUNT

¥ HOSPITAL

_En tieu of Form CM5-2552-10

RECONCELIATION OF CAPITAL COSTS CENTERS

Eending Balance

6.00

[PART I - ANALYSIS OF CHANGES IN CAPITAL ASSET BALANCES
1.00 {eand 475,705
2.00 |Land Improvements 314,699
3.00 [Buildings and fixtures 14,236,782
4.08 |Building Improvements 3,635,918
5.00 |[Fixed Equipment 845,994
6.00 |Movable Equipment 12,008,261
7.00 |HIT designated Assets G
8.00 |subtotal (sum of lines 1-7) 31,517,359
9.00 jreconciling Items o
10.00 jTotal (line 8 minus line ) oo . 31,517,359

Cost Center Description

SUMMARY O
other
Capital-Relate]
d costs (sece

l Provider CEN!
!

151310 | Period:

| worksheet A-7
trFrom 01/01/2011 Parts Y-ITI
12/33/2011 Date/Time Prepared:

_..5/14/2012 10:12 am_

! Ta
Fully
Depreciated
.. hssels
2 T
0
0
0
0
0
0
0
0
€]
[ 0 —_— -
F CAPITAL

rotal (1) (sum
of cols. 9
through 14)

\_

‘D R R o
<
(=)

-

linstr NSy ...
R R .00 | 1500 ] . o .
PART - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMR 2, LINES 1 and 2 o o |
1.00 |[MEW CAP REL COSTS-BLDG & FIXT 0 463,907 . 1.60
2.00 |NEwWw CAP REL COSTS-MVBLE EQUIP G 1,136,742 2.00
3.00 |7otal (sum of lines 1-23 - . Y 1,594,649] S _ 3.00
ALLOCATION OF OTHUR CAPETAL SUMMARY OF
- - e | .. CAPITAL
Cost Center pescription Taxes other Total (sum of| Depreciation Lease
capital-Relate cols., 5
o ¢ Costs throaugh 73 ~
e e s00 7.00 8.00 9.00 1000 |
[PART T11 - RECONCILIATION OF CAPITAL COSTS CENTERS o . o
1.00 |[NEW CAP REL COSTS-BLDG & FIXT 0 [ 0 419,072 0 1.00
2.00 |NEW CAP REL COSTS-MVBLE EGQUIP a 0 0 1,130,742 0: 2.00
3.00 j7otal (sum of lines 1-2) 0 0 0 1,549,814 0! 3.00

MCRIF32 - 2.25.130.0



WABASH COUNTY HOSPITAL

. I Lieu of Form CM$-2552-10
151310 | period: ['worksheetr A-7

Health Financial Systems .
RECONCTLIATEON OF CAPITAL COSTS CENTERS

{ Provider con:

i From 01/0%/2011 ! pares 1-1IT

12/31/2011 pate/Time Prepared:

| T0
o i | _ S 571472012 10:12 am _
SUMMARY OF CAPITAL
Cost Center Description interest Insurance (sce] Taxes (see I other ]Tota] (2) (sum

instructions) linstructions) Capital-relate] of cols. 9

! d Costs (see | through 14)
, N T instructionsy| . |
_ - . . S B TR .00 ) 1360 | _1a.00_ 3T 15000 |

PART 11] - RECONCILIATION OF CAPTTAL COSTS CENTERS _ ~ .

1.00 |NEW CAP REL COSTS-BLDS & FIXT i ol o) ) 7] 418,072 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP X 0 G 0 O 1,130,742 2 GO
3.06 |[Total (sum of lines 3i-¢} i 0 0 0! 0i 1,549,814  3.00

MCRIF3Z - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

_In tieu of Form CMS-2552-10

ADJUSTMENTS TO EXPENSES

23.00
24.00
25.00
26,00
27.G0
28.00

30.00

Cost Center Description

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

Investment income - NEW CAP REL COSTS-MVBLE
EQUEP {chapter 2)

Investment income ~ other (chapter 2}
Trade, quantity, and time discoents (chapter
8}

Refunds and rebates of expenses (chapter 8)
rRental of provider space by suppliers
(chapter 8)

Telephohe services (pay stations excluded}
(chapter 21)

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

provider-based physician adjustment

sate of scrap, waste, etc. {chapter 23}
Related organization transactions (chapter
10)

Ltavndry and Tinen service
cafeterta-employees and guests

rental of quarters to employee and others
sale of medical and surgical supplies to
ather than patients

sale of drugs to other than patients

sale of medical records and abstracts
nNursing school (tuition, fees, books, etc.)
vending machines

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

Interest expense ch Medicare overpayments
and borrowings te repay Medicare
overpayments

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

pepreciation - NEW CAP REL COSTS-BEDG & 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 limitation (chapter 14}

CAH HIT adjustment for bepreciation and
Interest

DEVELOPMENT

MISC REVENUE

LAB FEES

CARDTIAC FEES

ANESTHESTA

PHYSICEAN RECRUITING

LOBBYING

PROPERTY TAXES

FITNESS CENTER

MRI

TOTAL €sum of lines 1 thru 49} (Fransfer teo
worksheet A, column 6, Tine 200.)

EProvider CON: 15f316|Period:

| worksheet A-8
| From 1/01/2011

gasis/Code (237

FrruUwrE e

W

!
!

1) 12/31/2011 ! Date/Time Prepared:

. 5/14/2012 10

I -
gxpense Classification on Worksheet a

LTulFrom which the Amount is to he Adjusted
amount | _ Cost Center Line # 1
2.00_ | 3.00 4.00 4
ONEW CAP REL COSTS-BLDG & 1.00 1.
IFIXT
-6,293NEW CAP REL COSTS-MVBLE 2.00 2.
EQUIP
G 0.00 3.
-2, 568ADMINISTRATIVE & GENERAL 5.00 4
¢ | 0.60 5.
0 ! 0.00 6.
0 i 0.00 7.
-8,1290PERATION OF PLANT 7.00 B
0 .06 9
-926,653 10.
0 0.00i 11
0 12
0 0.06 13
-234 639 CAFETERIA } 11.0(}I 14
0 0.060] 15
0 k 0.00] 16
‘ i
~-1206, 147[PHARMACY ! 15.00 17
~-15,230MEDICAL RTCORDS & LIBRARY 16.00 18
ol ‘ 0.00 19
—S50MATNTENANCE & REPAIRS | 6.00 20.
0 } 0.00 21
0I 0.00 22
I
o[*=* Cost center peleted **= | 65.001 23
N |
O|PHYSICAL THERAPY G6.00 24
0]¥** Cost Center Deleted *#% 114.00 25
QMEW CAP REL COSTS-BLDG & 1.00¢ 26
FIXT :
ONEW CAP REL COSTS-MVBLE 2.00 27
EQUEP .
O/%® Cost Center beleted *#7% 19.00; 28.
G 0.007 29.
0iF° % Cost Center beleted *** 67,00 30
G~ Cost Center Deleted **¥ 68.00 3i.
o g.00 32
|
-156,041ADMINTSTRATIVE & GENERAL 5.00 33
-3, 358 ADMINISTRATIVE & GENERAL I 5.00 35
-17,089]LABORATORY | 60.09 37.
~B6ELECTROCARDTOLOGY 69.00+ 38.
-1,254, 162ANESTHESTOLOGY 53.00| 40.
-159, 479ADMINISTRATIVE & GENERAL 5.00, 42
-G, 294/ADMINISTRATIVE & GENERAL 5.00° 43
-44,835NEW CAP REL COSTS-BLDG & 1.00 44,
FIXT |
-1,813EMPLOYEE BENEFITS | 4 00 45.
-99[RADIOLOGY-DFAGNOSTIC 54.00 45.
-2,966,471 50.

MCRIF3IZ2 - 2.25.130.0

12 am
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00

o0

00
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Health Financial systems o

WABASH_COUNTY HOSPITAL

_In Lieu of Form CM5-2552-10

ADIUSTMENTS TO EXPENSES

23.00
24.00
25.00
26.00
27.00
28.00
29.00
30.00
31.00

32.00

“Cost Center bescription

“|xnvestment 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 (chapter
8)

refunds and rebates of expenses {chapter 8)
rental of provider space by suppliers
(chapter B)

Telephone services (pay stations exciuded)
{chapter 21}

Television and radio service (chapter 21}
parking lot (chapter 21}

provider-based physician adjustment

sale of scrap, waste, etc. (chapter 23)
retated organization transactions {chapter
102

Laundry and linen service
cafeteria-employees and guests

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

sale of drugs to other than patients

sale of medical records and abstracts
Nursing school (twition, fees, books, etc.}
vending machines

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

Interest expense on Medicare overpayments
and borrowings to repay Medicare
overpayments

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

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

physicians' assistant

adjustment for occupational therapy costs in
excess of Vimitation {(chapter 14)
adjustment for speech pathology costs in
excess of Timitation {chapter 14)

C€AH HIT Adjustment for Depreciation and
Interest

BEVELOPMENT

MISC REVENUE

LAR FEES

CARDIAC FEES

ANESTHESIA

PHYSICIAN RECRUITING

LOBBYING

PROPERTY TAXES

FITNESS CENTER

MRE

ToTAL (sum of lines 1 thru 49) (Transfer to
worksheet a, column &, line 200.)

bikst. A-7 Ref,
5.00
0

10

oo O

o] o o o

[=]

SCOoOwWoOo Lo @

MCRIF32 - 2.25.130.0

Provider con: 151310 Period: . worksheet A-8

From 01/01/2011’
i To 12/31/20l1| pate/Time prepared:
o 15/14/2012 _10:12 am

o ) ) 1o
2.00

3.00
4.00

5.00
6.00

7.00

b
(RN}
[ o]
< D



Health Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form (M5-2552-10

=

PROVIDER BASED PHYSICTAN ADJU;’)TMENT

[V N Y I NV W
o i
<

“Wkst. A Line #

1.00

OO0 O00O

69 . 00ELECTROCARDIOLOGY
91.00EMERGENCY

JProvider ccn: 151310 |Pe
j To

riod:

{ From 01/01/2011

tworksheet A-8-2

lDate/Time prepared:

cost Ccﬁf&r?Phygician
identifier

2.00

12731720121
o 15/14/2012 10:12 am _
Total professional
Remuneration Component
o 3.00 4,00
5%,915 59,915 1.
1,509,295 866,738 2.
0 G 3.
0 o} 4.
0 ¢; 5.
Ol a. 6.
O g 7.
3 0 o' 8.
! 0 0 9
! 0 010
i 1,569,210 926,653 200.

MCRIF3Z2 - 2.25.130.0



Health Financial Systems WARASH COUMTY HOSPITAL _ -~ o Iﬂ_tiev,gf4591ﬁ15M5:2§§2:10
PROVIDER BASED PHYSICTAN ADJUSTMENT [ Provider con: 151310 Period: { worksheet A-8-2
rrom 0L/01/2011
To 12/31/2011 | Date/Time Prepared:
_15/14/2012 10:12 am _

) provider HCE Amount physician/Proviunadjusted RCE) 5 Percent of

component ider Component Limit Unadjusted RCE

} | . Hours e b _LEmit
e ) 5.00 | 7.0 | 800 9.00__ |
1.00 0 0 0 [ 0] 1.00
2.00 642,557 0 4] 1] 0 2.00
3.00 0 0 o 0 6 3.00
4.00 4] 0 0; o 0 4.00
5.00 1] 4] 0 1} 0 5.00
6.00 G 4] 0 0 0 6.00
7.900 0 0 0 0 ol 7.00
8.40 0 0 0 0 0 8.00
9.00 0 0 0 O 0 9.00
10.00 0 0 ] o 0 10.00
200.00 642,557 0| 9] 07200.00

MCRIF32 - 2.25.130.0



BHealth Financial Systems

WABASH COUNTY HOSPITAL

PROVIDER BASED PHYSICIAN ADJUSTMENT |

WO N OV B W N e
(=)
(=]

Provider CON: 151310 | period:

1
1
i

in Liew of Form CM5-2552-10

"worksheet A-8-2

From 01701720111

To

12/31/2011 pate/Time Prepared.

Cost of provider [Physician Cost provider Adjusted RCE
Memberships &| Component Jof Malpractice] Component timit
continuing |share of col. tnsurance |share of cot,
Education 2 n _ L o .
12,00 ) 13.00 14.00_ 15,00} 16,00
0 0 0 0 0. 1.00
[¢] #) 0 1] ol 2.00
0 ) 0 ¢ ot 3.00
0 0 0 0 0 4.00
0 0 0 ¢ ol s.00
[¢] 0 0 g 0 6.00
0 0 0 0 o 7.00
0 0 0l 0l 0. 8.00
¥ 0i 0 ] 0 9.00
G 0 0 ol 0 10.00
0 o ¢ hid 0:200.00

MCREF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

__In Lieu of Form (M5-2552-1C

PROVIDER BASED PHYSICIAN ADJUSTMENT

L= - T N e TR R N P
. H
L=

RCE

~17.00

oo oo oo oo

 adjustment
Disallowance |

Provider CCN:

00

59,915

866,738

151310 | perind:
From 01/01/2011 |

IWOrksheet A-8-2

Ta 12/31/2011 | bate/Time Prepared:
1 - PS/E4/2017 10012 am

i

926,653

MCRIF32 - 2.25.130.0
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WABASH COUNTY HOSPITAL In L1eu of Form €Ms5-2552-10

|Prov1der con: 151310 ¢ perio "Worksheet B

: P From 01/01/2011 'part I

! To 1273172011 bpate/Time Prepared
5/14/2012 10: 12 am_

Health Financial Systems
COST ALLOCATION - GEMNERAL SERVICE COSTS

o T ' CAPITAL RELATED COSTS 1
Cost Center bDescription Net Expenses | HNEW BLDG & NEW MVBLE EMIMLOYEE | subtotal
fer Cost FIXT EQUIP BENEFITS |
Allocation !
(Ffrom Wkst A 1
NS N I A R I
. . . 0 do. 100 2.00 | _.__4.00 ! LSS S
GENERAL SERVICE COST CENTERS L - . ]
1.00 [NEW CAP REL COSTS-BLDG & FIXT 419,072 419,072 ! 1.00
2.00 |[NEW CAP REL COSTS-MVBLE EQUIP 1,130,742 1,130,742 | 2.060
4.00 |EMPLOYEE BENEFITS 546,127 9,569 9,256 564,952 4.00
5.00 |ADMINISTRATIVE & GENERAL 3,838,569 26,158 335,331 60,813 4,260,871 5.00
6.00 |MAINTENANCE & REPAIRS 659,388 0 246,928; 12,313 918,629 6.00
7.00 |OPERATION OF PLANT 561,090 75,707 o 0l 636,797 7.C0
8.00 [LAUNDRY & LINEN SERVICE 0 0 o o 0 8.00
9.00 [HOUSEREEPING 733,294 5,370 147! 11,194] 751,005, 9.00
10.00 [|DEETARY 333,276 16,453 1.989:l 5,229] 356,947 10.00
11,00 {CAFETERIA 650,178 5,103 t] 13,884 669,165 11.00
13.00 |NURSING ADMINISTRATION 200,280 1,593 [ 5,682 207,555 13.00
14.00 {CENTRAL SERVICES & SUPPLY 1,514,435 17,369 822 1,063 1,533,688, 14 00
15.00 | PHARMALCY 3,031,343 10,441 1,112 23.46?' 3,066,363, 15.00
16.00 [MEDICAL RECORDS & LIBRARY o 797,482 13,560 624 12,788 _ _ 824,434; 16.00
INPATIENT ROUTINE SERVICE COST CENTERS . o Y
30.00 |ADULTS & PEDTATRICS 1,291,453 30,043 2,526 33,797 1,357, 819' 30.00
31.00 |INTENSIVE CARE UNIT 787,696 6,005 5,84?{ 20.609‘ 820, 157! 31,00
43,00 |NURSERY 0 0 o o 0 43.00
44,00 |SKTLLED NURSING FACTLITY o 964,699 22,243 7,562, 23,358 1,017,862 44.00
ANCILLARY SERVICE COST _ CENTERS o U |
50.00 |OPERATING ROOM 1,234,171 27,2749 102,087 23,131} 1,386,668 50.00
51.00 [RECOVERY ROOM 83,994 3,145 0 2,332 89,471 51 00
§2.00 [DELIVERY ROOM & LABOR ROOM 0 G o o G 52 00
53.00 [ANESTHESIOLOGY 34,955 567 o' 21, 454 56,976 53 00
54.00 |RADIOLOGY~DIAGNOSTIC 1,987,543 21,954 288,962 27,305 2,325,764, 54.00
56.00 |RADIOISOTOPE 216,138 0 769 2, ?SQJ 219,666' 56.00
60.00 [LABORATORY 1,874,653 11,301 372,816 27,890 1,946,660 60.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 116,578 G 0 0] 116,578 63.00
66.00 {PHYSICAL THERAPY 1,188,091 2,787 9,476 28,246! 1,228,200 G6.00
69.00 [ ELECTROCARDEOLOGY 698,789 3,407 15,729 18,367 736,292, 69.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 ol 0f 71.00
72,00 |IMPL. DEV., CHARGED TO PATIENT 20,278 0 0 al 20,278| 72 00
73.00 [PRUGS_ CHARGED TO PATTENTS o ) 0 o . o _OL B b 73.00
QUTPATIENT SERVICE COST CENTERS. ) _ - - q
90.00 |CLINIC 244,774 3,228 12,851 OT 260,853 90.00
90.01 |SENIOR CARE 288,926 6,818 0! 5,099! 300,843 90.01
91.00 |EMERGENCY 1,763,824 10,906, 7.8251 29,750 1,812,305 91.00
92.00 |OBSERVATION BENS (NON-DISTINCT PART)} : . R i | 0 92.00
DTHER REIMBURSABLE COST CENTERS ) i B u}
101.00|HOME HEALTH AGENCY . ] 1,362,519 6,337 o 30,5071 1,399,363.101.00
SPECTIAL PURPOSE COST CENTERS _ R .

116. 00| HOSPECE 806,322 0 o 15,036 821,358 116.00
118.00/SUBTOTALS {Su OF LINES 1-117) 29,380,679 _ 338,343] 1,082,259 456,053 29,142,568 118.00
INONREIMBURSABLE COST CENTERS B B o o .
190.00/GEFT, FLOWER, COFFEE SHOP & CANTEEN 0 2,654 ¢ OF 2,654|190.00
192.00 PHYSICIANS' PRIVATE OFFICES 4,818,502 56,705 48,369 102,566 5,026,142192 0C
194.00; FITNESS CENTER 17,598 11, 387 0 428 29,413-194.00
194. 01 MARKETING 194,676 803 0 2,395 197,874 194,01
194 02l nNEW DIRECTION 4 [&] 0 0 0°194.02
194.03|RESPITE 0 o} 0 ] 0194.03
194 Q4| WELE CHILD CLINIC 142,115 9,180} 114 3,510 154,919194.04
200.00|Cross Foot adjustments ! ' ‘ 0'200.00
201.00|Negative Cost Centers G ol 0. 0 201.00
202.00] TOTAL (sum Fines 118-201) 34,553,579 419,072 1,130,742 564,952 34,553,570 202 00

MCREF32 - 2.25.130.¢



Health Financial Systems

WABASH COUNTY HOSPETAL _In Lieu of Form CM5-2552-10

COST ALLOCATION - GENERAL SERVICE COS5TS

provider CCN: 151310 | Pariod: wWorksheet B
From 01/01/2011|Pare I
To 12/331/2011 | pate/Time Prepared:
S/14/2012 10:12 am

Cost Center bescription IADMINTSTRATIVEI MAINTENANCE & | OPERATION OF LAUNDRY & HOUSEKEEPING
& GENERAL REPAIRS 1. PLANT. tINEN SERVICE, |
o 5.00 6.00 o 7.80 _ 8.00 . _ 9.00

IGENERAL_SERVICE COS NTERS - R
1.00 INEW CAP REL COSTS-B 'o1.00
2.00 [NEW CAP REL COSTS-MVBLE EQUIP i 2.00
4.00 [EMPLOYEE BENEFITS i I 4.00
5.00 [ADMINISTRATIVE & GENERAL 4,260,871 ‘ ©5.00
6.00 [MATNTENANCE & REPAIRS 129,212 1,047,841 : ' 6.00
7.00 |OPERATION OF PLANT 89,570 206,936/ 933,303, 7.00
8.00 |LAUNDRY & LINEN SERVICE 0 0 o 0 8.00
9.00 [HOUSEKEEPING 105,634 17,412 19,326 0 893,377 S.00
1G.00 |DIETARY 50,207 44,973 49,915 0 0! 10.00
11.00 |CAFEYEREA 94,123 13,948 15,481 0 o' 11,00
13.00 |NURSING ADMINISTRATION 29,194 4,353 4,831 0 906] 13.00
14.00 |CENTRAL SERVICES & SUPPLY 215,724 47,476 52,693 4 49,379 14.00
15.00 j PHARMACY 431,305 28,540 31,676 G 29,684 15.00
16,00 {MEDICAL RECORDS & LIBRARY _ b 115,962 37,065 41,138 L o 9,706 16.00

INPATIENT ROUTINE SERVICE COST CENTERS o o o e
30.00 {ADULTS & PEDIATRICS 190,987 82,120[ 91,1432 D] 119,574 30.00
31,00 |EINTENSIVE CARE UNIT 115,361 16,415 18,219 ol 23,902 31.00
43,00 |NURSERY 0 0 0l 0 43.00
44 .00 |SKILLED NURSTNG FACTLITY o 143,169 50.799J 67,479 o 88,529 44.00

ANCILLARY SERVICE COST CENTERS ] ) S o ot
50.00 [OPERATING ROOM 195,445 74,565 82,759 0 77,5537 50.00
51.00 [RECOVERY ROOM 12,585 8,597 89,542 0 8,942 51.00
52.00 [DELIVERY ROOM & LABGR ROOM 0 0 0 0 0 52.00
53.00 JANESTHESIOLOGY 8,014 1,551 1,721 0 323 53.00
54.00 | RADIOLOGY-DIAGNOSTIC 327,335 60,010 66,0603 0 B7,380 54.00
56.00 [RADIOISOTOPE 30,898 ) 0 0 1 56.00
60.00 [LABORATORY 273,811 36,889 34,283 G 56,017 60.60
$53.00 |BLOOD STORING, PROCESSING & TRANS. 16, 398 0 0 o 0 63.60
56.00 [PHYSICAL THERAPY 172,755 7,618 8,455 0 67,687 66.00
69.00 |ELECTROCARDIGLOGY 103,565 9,314 16,337 0 67,251 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS O 0 0 0 o' 71.00
72.00 |IMPL. DEV, CHARGED TO PATIENT 2,852 0 0 o 0 72.00
73.00 [DRUGS CHARGED TO PATIENTS - ) o I o b 73.00

OUTPATIENT SERVICE COST CENTERS o B ]
90,00 [CLINIC 36, GQII 8,824 9,794 3[ 12,849 90.00
80,01 {SENTOR CARE 42,3160 18,637] 20,685 o 19,384 90.01
91,00 |EMERGENCY 254,913 29,8101 33,085 o 43,406 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) i _ B R : 3 92.00

IOTHER REIMBURSABLE €OST CENTERS o o ) B : o !
101.00{HOME HEALTH AGENCY 177 196,830 17,322 19,225 ¢ 18,016:101.00

SPECIAL PURPOSE COST CENTERS. o i _ e
116.00|HOSPICE 115,530 0 0’ ol 0.116.00
118.00|SUBTOTALS (SUM OF LINES 1-117) 3,499,786 827.1?4'_ 688,390 B ) 780,488 118 00

NONREIMBURSABLE COST CENTE } . . |
190.00{GTFF, FLOWER, COFFEE SHOP & CANTEEN 373 7,255 8,052 i 0i190.00
192. 0G0 PHYSICIANS' PRIVATE OFFICES 706,953 154,998 172,029 Oi 92,228 192.00
194.00} FITNESS CENTER 4,137 31,125 34,545 o 0.194.00
194. 01 MARKETING 27,832 2,195 2,436 0; 457 194.01
194 (2| MEW DIRECTION 4] 0 ol ol 0194.07
194.03|RESPITE o 0 o 0] 0194.03
194, 04| WELL CHILD CLINIC 21,790 25,094 27,851 0l 20,2041194.04
200.00|Cross Foot Adjustments t 20000
201.00Negative Cost Centers 0 0 OJ G 0:201.00
202.00[ToTAL (sum Ytines 118-201} 4,260,871 1,047,841 933,303 G: 893,3777202 .00

MCRIF32 - 2.25.130.0



Health

Financial Systems

WABASH COUNTY HOSPITAL

COST ALLOCATION - GENERAL _SERVICE CO57TS

116.00
118.00

190.090
192.00
194.00
194.01
194.02
194.03
194.04
200.00
201.00
202.00

Cost Center bescription

GENERAL SERVICE COST CENTERS
NEW CAP REL COSTS-BLDG & FIXT
NEW CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAERS
OPERATION OF PLANT

LAUNDBRY & LINEN SERVICE
HOUSEKEEPTING

DIETARY

CAFETERTA

NURSEING ADMINISTRATION
CENTRAL SERVICES & SUPPLY
PHARMACY

MEDTCAL RECORDS & IIERABY

ADULTS & PEDIATRICS |
INTENSTVE CARE UNIT

NURSERY

SKILLED NURSING FACTETTY -
ANCILLARY SERVICE COST CENTERS
OPERATING ROOM

RECOVERY ROOM

DELEIVERY ROOM & LABOR ROOM
ANESTHESTOLOGY

RADIOLOGY-DTAGNOSTIC

RADIOISOTOPE

LABORATORY

BLOOD STORING, PROCESSING & TRANS.
PHYSICAL THERAPY

ELECTROCARDIOLOGY

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

GED TO PATIENTS

IT SERVICE COST CENTERS

CLINIC
SENIOR CARE

EMERGENCY
OBSERVATION BEDS (NON-DISTINCT PART)
R REIMBURSABLE COST CENTERS

1E_ HEALTH AGENCY

SPECIAL PURPOSE €OST CENTENS
HOSPICE

SURTOTALS {SUM OF LINES 1-117)
NONREIMBURSABLE COST CENTERS
GIFT, FLOWER, COFFEE SHOP & CANTEEN
PHYSICIANS' PRIVATE OFFECES
FITNESS CENTER

MARKETING

NEW DIRECTION

RESPITE

WELE CHILD CLINIC

Cross Foot Adjustments
Negative Cost Centers

FOTAL (sum Tines 118-201)

DIETARY

10.00

502,042

Qoo Do

93,827
51,827
e

260,610]

60,163
0
0
0
8,762
0
47
0
1,076

oo

1,549
7,520
16,448

213

o
502,042

COoOCOoODO0O

502,042

|P:ov1der

CCN

151310 lPPriod

1n Lieu of Form (M5-2552-10

"worksheetr B

VFrom D1/01/2001) Part I

a6

oo
on

Go

To 12/33/2011 ;. pate/Time Prepared:
o _. . 5/14/2017 10:12 am
CAFETERIA NURSING CENTRAL | PHARMACY !
IADMINISTRATEON| SERVICES & 1
_ . SuPPLY _ N
11.00 1300 .00 T15.00 |
| ‘ 1.
| | 2
| a.
| 5.
! 6.
7.
8.
9
10,
792,717 11
6,172 253,011 13.
3,426 0 1,902,387 14
35,634 0; o 3,623,202 15.
36,940] o o{ 0. 16
i
95,494 69,673 0o 01 30.
58,216 42,474 0 0: 31
0 o 0 0 43
75,729 o_ e 0, 44.
57,086 41,650} ; 0’ 50.
0 o 0i 0 5t
6 0 ] 0 52
4,441 0] 0] 0 53
60,129 43,870 ol 0 54.
5,346 0! o 0 56.
67,257 o 0 0 60.
9 o o 0 63
35,085 ol o 0 66.
37,686 0 0 ;69
b 0 1,902,387 0f 71
0 ol o 0 72.
0 o 0] 3,623,202 73.
o T T o! - ol 0 90
7,584 ol o 90
75,854 55, 344‘ 0} 0! 91
_ } e I 7
—al 0. B o T paot.
. _ L B
dl ) 0] 01116.
662,079l 253,012l 1,902,387 3,623,202 118.
i
0 ) 0 0390,
126,584 0 0 0192,
1,596 ) 0 0194,
2,458 ) o 0i194.
0 0 0 0 194.
0 0 0 6194.
) 0 0 0194,
'200.
0 0 0 0 201.
792,717 253,011 1,902,387 3,623,202:202.

MCREF32 - 2.25.130.0



WABASH COUNTY HOSPITAL

_In Lieu of Form CM5-2552-10

Health Financial Systems
COST ALLOCATION - GEMERAL SERVICE COSTS provider CCN: 151318 | Perio |worksheet B
From 01/01/2011 Part I
To 12/31/2011 | pate/Time Prepared:
L L - 1 ) _ 5/34/2002 10:}2 am
Cost Center pescription MEDICAL subtotal ntern & Total
RECORDS & ‘Residents Cost
LIBRARY & Post
Steplown
............. ... .| Adjustments | _ ~_ _
16,00 24,00} 25.00_ 26.00 A
GENE!_!_Q!.___§ERVICE €OST_CENTERS B o _ ]
1.00 |NEW CAP REL COSTS-BIDG & FIXT 1.
2.00 INEW CAP REL COSTS-MVBLE EQUIP 2.
4,00 |EMPLOYEE BENEFLFS 4.
5.00 |ADMINISTRATIVE & GENERAL 5.
5.00 [MAINTENANCE & REPATRS ; 6.
7.00 |[OPERATION OF PLANT L7
8.00 |[LAUNDRY & LINEM SERVICE i 8.
9.00 |HOUSEKEEPING 9.
10.00 |DIETARY ©10.
11.00 |CAFETERIA | 11.
13.00 |NURSING ADMINESTRATION .13
14,00 |CENTRAL SERVICES & SUPPLY L 14
15.00 | PHARMACY 115
16.00 [MEDICAL RECORDS & LIBRARY 1,065,245 | 16
INPATIENT ROUTINE SERVICE COST CENTERS _ . = o
310.00 |ADULTS & PEDIATRICS 44.009]7 2,144,644 0; 2,144,646 30.
31.00 |INTENSIVE CARE UNIT 30,880 1,377,451 ¢ 1,177,451 31.
43.00 |NURSERY 0 0 0| 0 43,
44.00 |SKILLED NURSING FACILITY ) 24,369 1,738,546 0l 1,738,546 ., 44
ANCTLLARY SERVICE COST CENTERS o T
50.00 |OPERATING ROOM 53,171 2,028,600 8] 2,028,660 © 5.
53,00 |RECOVERY ROOM 4,928 114,065 0 134,065 51.
52.00 |DELEIVERY ROOM & LABOR ROOM 0 1] 0 g i 52.
53,00 |ANESTHESIOLOGY 10,472 83,498 0 B3, 498 HEEN
54.00 |RADIQOLOGY-DIAGNOSTIC 189,927 3,169,580 4] 3,169,580 54.
56.00 |RADIOISOTOPE 12,398 268, 308 0 268, 308 i 56.
60.00 |LABORATORY 153,371 2,562,335 0 2,562,335 60.
63.00 |BLOOD STORING, PROCESSING & TRANS. 3,033 136,009 Q 136,009 63
66.00 |PHYSTICAL THERAPY 35,182 1,556,058 0 1,556,058 66
69.00 |ELECTROCARDIOLOGY 37,285 1,001,730 0 1,001,730 69.
71.00 |MERPICAL SUPPLIES CHARGED TO PATIENTS 59,954 1,962,341 4] 1,962,341 71.
72.00 |IMPL, DEV. CHARGED YO PATIENT 621 23,751 0 23,751 72.
73.00 |DRUGS CHARGED TO PATIENTS 264,287 3,887,489 0] 3,887,489 73
OUTPATIENT SERVICE_COST CENTERS . - . ;
90.00 |CLINIC 15,243 345,803 0 345,803 99,
90.9) |SENIOR CARE 8,052 425,021 4] 425,021 90,
91.00 |EMERGENCY 74,090 2,395,255 0 2,395,255 fo1.
92.00 |ORSERVATION BEDS (NON-DISTINCT PART} L 0l_ o [ - -
OTHER REIMBURSABLE COST CENTERS o 3 B ) L ]
101.00]HOME HEALTH AGENCY 22,435] 1,673, 404] of 1,673,404 " 101
SPECIAL PURPDSE COST CENTERS R |
116.00} HOSPICE 19.030, 955,918] 0 955,918/ 116
118.00 SUBTOTALS (SuM OF LINES 1-117) 1,062,737 27,669,868 0 27,6762.86§me 118
NONRETMBURSABLE COST CENTERS ) . R .
190.00:GIFT, FLOWER, COFFEE SHOP & CANTEEN 4] 18,334 0 18,334 190.
192,00} PHYSICIANS' PRIVATE OFFICES 2.155 6,281,089 0 6,281,089 192
194.00] FITNESS CENTER 100,816 1] 100, 816 194
194. 01 MARKETING 233,252 ol 233,252 194
194, 02| NEW DIRECTION ’ o 0] 0 184
194 .03{ RESPITE 0 4] G 194
194,04l wELL CHILD CLINIC 353 250,211 0 250,211 194
200.00]Cross Foot Adjustments | 0 0 [y 200.
201.00|Negative Cost Centers ' 0 0 G 201
202.00, ToTAL (sum Jines 118-201) 1,065,245 34,553,570 0 34,553,570 202

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL __In tiew of Form CMS-2552-10
ALLOCATION OF CAPITAL RELATED COSTS l?row‘der cow: 151310 |period: [worksheet B
! From 0170172011 ' part 1
I Te 12/31/2011 Cate/Time Prepared:
: 15/14/2012 10:12 am

. CAPITAL RELATED COSTS
Cost Center Pescription pDirectly NEW BLDG & MEW MVBLE subtotal EMPLOYEE
Assigned New FIXT £qQurp BENEFITS
Capital
Related costs) |, .. N .

o o j__toee | "zme " 2a 1 400 |

GENERAL_SERVICE COST CENTERS . o SURDR
1.00 |NEwW CAP REL COSTS-BLDG & FEXT i 1 1.00
2,00 |NEwW CAP REL COSTS-MVBLE EQUIP i 2.00
4,00 |EMPLOYEE BENEFITS 0 9,569 4,256, 18,825 18,825 4.00
5.00 |ADMINISTRATIVE & GENERAL a 6,158 335,333 361,489 2,027  5.00
6.00 |MATNTENANCE & REPAIRS 0! ol 246,928 246,928 410 6.00
7.00 [OPERATION OF PLANT 0 75, 7071 0, 75,707 0 7.400
8.00 jLAUNDRY & LINEN SERVICE 0 0 Oi 0 0 8.00
9.00 |HOUSEKEEPTNG 0 6,370 147, 6,517 373, 9.00
10.00 |BIETARY 0 16,453 1 939[ 18,442 174] 10.00
11.00 |CAFETERIA 0 5,103 5,103 463 11.00
13.00 |NURSTNG ADMINTSTRATION 0 1,593 0| 1,593 189' 13.00
14.00 |CENTRAL SERVICES & SUPPLY 0 17,369 827| 18,191 35 14.00
15.00 | PHARMACY 0 10,441 1.1125 11,553 782! 15.00
16.00 |MEDICAL RECORDS & LTRRARY _ 0 13,560 6241 14,1845 426 16.00

INPATIENT ROUTINE SERVICE CDST CENTERS o o o !
30.00 [ADULTS & PEDIATRICS e 30,043 Z.526 32, 569! 1,127 30.00
31.00 [INFENSIVE CARE UNTET o 6,005 5,847 i1,852| 887 31.00
43,00 INURSERY ¢ 0 ol o ¢ 43.00
44,00 {SKILLED NURSING FACTLITY o 0 22,243 _ 7,562, 29,808 779 44.00

ANCILLARY SERVICE COST CENTERS _ ‘ T S T
50.00 |OPERATING ROOM il 27,279 102,087 129,366 771 50.00
51.00 |RECOVERY ROOM 0 3,145] ) 3,145 781 51 .00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 al 0] 0. 52.00
53.00 |ANESTHESIOLOGY 0 567 0 567; 715 53.00
54,00 [RADICLOGY-DIAGNOSTIC 0 21,954 288,962 310.916] 910 54.900
56.00 |RADIGISOTOPE 0 0 769 769; 92 56.00
60.00 |LABORATORY 0 11,301 32,816 44,11?E 930 60.00
63,00 |BLOOD STORING, FROCESSING & TRANS. aQ a0, 0 o 0 63.00
66,00 | PHYSICAL THERAPY a 2,787 9,076 11,863‘ 9411 66.00
63,00 | ELECTROCARDIOLOGY 0 3,407 15,729 19,136 612! 69.00
71.00 |MEDICAL SYPPLIES CHARGED TO PATIENTS 0 0 0 ol 0 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENT 0 0 G 0 G, o72.00
73.00 {DRUGS CHARGED TO PATIENTS B ) ol I ¢ B 6 0P 73.00

[QUTPATIENT SERVICE COST CENTERS ‘ o L o 4
9000 |CLINIC 5 3,228 2,851 16,079! ¢i 90.00
90.01 |SENIOR CARE G 6,818 0 6,818 1790 90.01
91.00 |EMERGENCY 0 10,9006 7,825 18,731 992 91.00
92.00 |OBSERVATTON BEDS (NON-DISTINCT PART) l o L 0 _ .. 92,00

REIMBURSABLE COST CENTERS . ) . o o L

101.00|HOME HEALTH AGENCY o | 0| 6,337] o 6,337 _ _ 1,017/101.00

SPECIAL PURPOSE COST CENTERS i ) o o o
116. 00| HOSPICE 0 | ¢ 501'116.00
118.00|SURTOTALS (SUM OF LINES 1-117) 0 ol 3331343‘- 1,082,259 1,470,602 15,201118 .00

NONRE IMBURSABLE COST CENTERS ) B i i
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 2,654 0 2,654 06.1%0.00
192.00] PHYSICIANS' PRIVATE OFFICES 0 56,705 48,369 105,0?4! 3,413:192 .00
194.00; FETNESS CENTER 0 11,387 o 11,387 14°194.00
194. 01 MARKETIENG 0 803 0! 803 80'194 01
194,02 NEW DIRECTION 0 0 of 0 0 194,02
194, Q3| RESPITE G 0 ¢ 1} 01194.03
194.04{wELL CHILD CLINFC 0 9,180 114 9,294l 1171194.04
200.00{Cross Foot Adjustments ol 200.00
201.00/Negative Cost Centers O 0 0 0:201.00
202.00|ToTAL (sum Tines 118-201) 0 419,072 1,130,742 1,549,814 18,825202.00

MCRIF3Z - 2.25.130.0



Health Financial Systems

WABASH COUNTY HDSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED CO5TS

90.00 [CLINIC

116.6G0}HOSPICE

194.03|RESPITE

| pProvider CCN:

MAINTENANCE &

151310 [ Period: worksheet B
iFrom 01/01/2011 | Part 11
' To 12/31/2011 | pate/Time Prepared:

5/14/2012 10:12 am_

OPERATION QF LAUNDRY & HOUSEKEEPING
REPAIRS | PLANT LENEN SERVICE
6,00 7.00 . _8.00 | 9.00
' 1 1.00
2.00
, 400
| 5.00
258,362 | 6.00
51,027 134,376 : 7.00
0 0 0 8.00
4,293 2,783 0 22,978 9.00
11,089 7,187 0 0! 10.00
3,439 2,229 0 o*‘ 11.00
1,073 596 0 23 13.00
11,706 7.587 0 1,270} 14.00
7,037 4,561 0 7631 15.00
9,139 5,923 .9 #2% 16.00
20,218% 13,123 ol 3,076 30.00
4,047 2,623 0! 6151 31.00
0 0, ol 0 43.00
14,991 9,716 9 2,277 44.00
18,385 11,915 ol 1,995 50.00
2,120 1,374 o 236 51 00
G 0l 0| 0 52.00
382 248 0 8 53.00
14,796 9,589 0 2,247} 54.00
0 0 0 0! 56.00
7,616 4,936 0 1,441} 60.00
0 0 0 8! 63.00
1,878 1,217 ol 1,741 &6.00
2,296 1,488 0 1,730 69.00
0 ) o] 9. 71.G60
0 0 g' 72.00
o 0 ol _ g, 73.00
2,176 £, 410; o 330 90.00
4,595 2,978 0l 499, 90,01
7.350 14,7641 o 1,116 91.00
_ L. . L - 92.00
4,271 7,768 Col _463101.00
. —
0 0l o 01116.00
20,3,954] 99,115 _ _ © 720,0715113‘00
1,789 1,159 [ 0:190.00
38,217, 24,767] ! 2,372 192 .00
7,674 4,974 ol 0:194.00
541! "351l o 12'194.01
0. el ¢ 0194.02
o! 0| o 0/194.03
6,187 4,010 0 520!194.04
, 200,00
g, o o 0:201.00
258,362 134,376] ] 22,978 202.00

cost Center Description IADMINISTRATEVE
& GENERAL [
. e ) 5,00
IGENERAL SERVICE COST CENTERS L
1.00 |NEW CAP REL COSTS-BLDG & FIXT
2.00 |MEW CAP REL COSTS-MVBLE EQUIP
4.00 IEMPLOYEE BENEFITS
5.00 [ADMINISTRATIVE & GENERAL 363,516
G.09 IMAINTENANCE & REPAIRS 11,024
7.00 OPERATION OF PLANT 7,642
8.00 [LAUNDRY & LINEN SERVICE 0
9.00 [HOUSEKEEPING 9,012
10.00 IDIETARY 4,283
11.00 [CAFETERIA 8,030
13.00 |{NURSING ADMINISTRATION 2,491
14.00 |CENTRAL SERVICES & SUPPLY 18,404
15.00 | PHARMACY 36,796
16.00 |MEDICAL RECORBS & LIBRARY 9,883
IN_P_ATIEBIWBQUTINF SERVICE COST CENTHts
30.60 [ADULTS & PEDIATRICS 16,224
31.00 [INTENSIVE CARE UNIT 9,842
43.00 [NURSERY 0
44,00 |SKILLED NURSING FACILETY 12,214l
ANCILLAfw SERVICE COST L[:mes A
50.00 | OPERATING ROOM 16, 640'
51.00 |RECOVERY ROOM 1,074
52.00 |DELIVERY ROOM & LABOR ROOM G
53,00 JANESTHESIOLOGY 684
54,00 |RADIOLOGY-DIAGNOSTIC 27,909
56.00 |RADIOESOTOPE 2,636
60.08 |LABORATORY 23,360
63.00 {BLOOD STORING, PROCESSING & TRANS. 1,399
66.00 |PHYSICAL THERAPY 14,738
69.00 |ELECTROCARDIOLOGY 8,836
71.00 |MEDECAL SUPPLTIES CHARGED TO PATYENTS 0
72.00 |IMPL. DEV. CHARGED TO PATIENT 243
73.00 |DRUGS CHARGED TO PATTENTS 0l
OUTPATIENT SERVICE COST. CENTERS B
3,130
90,01 | SENIOR CARE 3,610
91.00 |EMERGENCY 21,748
97,00 [OBSERVATION BEDS (NON-DISTINCT PART) _
OTHER REIMBURSABLE COST _CENTERS o
101.G0[HOME HEALTH AGENCY T S 1Y i
SPECTAL PURPOSE COST CENTERS o o
9,856
118.00/SUBTOTALS {SUM OF LINES 1-117) 298,580]
NONREIMBQ&SABLE COST CENTERS )
190.00{GIFT, FLOWER, CCOFFEE SHOP & CANTEEN 32
192.00 PHYSICIANS' PRIVATE OFFICES 60.3181
194,00, FITHESS CENTER 353;
194, 01| MARKETING 2,374'
194.02|NFW DIRECTION 0
o
194 04wkl CHILD CLENTIC 1 859!
200.00{Cross Foot Adjustments
201.00|Negative Cost Centers 0'
363.516l

202.00|ToTAL {sum lines 118-201)

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

ALLOCATION OF CAPITAL RELATED COS5TS

Cost Center Description

Provider CON:

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

oo
06
00
01
02
a3
04
Q0
a0

GENERAL SERVICE Cosr CLENTERS
NEW CAP REL COSTS-BLDG & FIXT
NEW CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFIFS
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS
OPERATION OF PLANT

LAUNDRY & EINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMENISTRATION
CENTRAL SERVICES & SUPPLY
PHARMACY

MEDICAL RECORDS & [ TBRARY
INPATIENT ROUTINE SERVICE COST CENTERS
ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
NURSERY

SKILLED NURSING FACILITY B
ANCILLARY SERVICE COST CLNTER&
OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESTOLOGY
RADICLOGY-DIAGNOSTIC

RABIOISOTOPE

LABORATORY

BLOOD STORING, PROCESSING & TRANS.
PHYSICAL THERAPY

ELECTROCARDIOLOGY

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

DRUGS CHARGED TO PATIENTS
QUTPATIENT SERVICE COST CENTEHS o
CLINIC

SENIOR CARE

EMERGENCY

ORSERVATION BEDS (NON-DISTINCT PART)
OTHER REIMBURSABLE COST CENTERS
HOME HFALTH AGENCY

SPECIAL PURPOSE COST CENTERS
HOSPICE

SUBTOTALS (SUM OF LINES 1-1317)
NONRETHMBURSABLE €OST CENFERS
GIFT, FLOWER, COFFEE SHOP & CANTEEN
PHYSICIANS' PRIVATE QFFICES

FITNESS CEMTER

MARKETING

NEW DIRECTION

RESPITE

WELE CHILD CLINTIC

Cross Foot Adjustments

Negative Cost Centers

00

TOTAL {sum lines 118-201)

T'151310 | Period:

In tiev of Form ¢mMs-2552-10

From 01/01/2011

;worksheet B
Part 11

MCRIF32 - 2.25.130.0

l To 12/31/201) | bate/Time Prepared:

o R, _ 15/14/2012 10:12 am__
DIETARY CAFETERIA ! NHURSING CENTRAL PHARMACY

ADMINISTRATION SERVICES &

“1o.00 11.00 “13.00 14,00 15,00 -

1.00

. 2.00

, 4.00

. 5.00

T 6.00

Y700

‘B0

9.00

41,178 10.00

0 19,264 : 11.00

0 150 6,215 13.00

0 83 0 57,276 14.00

0 866| 0 0 62,358 15.00

0 898! _ 0 0 Oi 16.00

7,695 2,321 1,712 0 0 30.00

4,251 1,415 1,043} 0! 0 31.00

0 0 0 0 43.00

21,374 1,840 0 o 01 44.00

4,934 1,387 1,023 0 0 50.00

0 0 o G 0 51.00

0 0 o o G 52.060

0 108 0 0 0i 53.00

719 1,461 1,078 0 G 54.00

o 130 0 o 0 56.00

4 1,634 ol 0] 0 60.00

0 0 gl o, 0 63.00

88 853 ol 0! 0 66.00

0 316 0 o 0/ 69.00

0 0 0 57,276 0 71.00

0 0 o 0 0 72.00

0 K 0 o 62,358’ 73.00

127 o] 0 0 _'0_‘[ 90.00

617 184 0 0 0! 90.01

1,349 1,843 1,359 o o‘ 91,00

L _ ! 92.00

w7 ol o 0 010100

‘ol’ 0| 0 ) 0116.00

41,175 16,089) 6,215 57,276 62,358:118.00

0 0 0 0 0'190.00

G 3,076 0 o 0:192.00

G 39 il ol 0:194.00

0 60 ol 0 0:194.01

i} c 0 0 01194.02

0 0 o} 0 0:194,03

0 0 of il 0194.04

: ! 200.00

0 0 { 0; 0.201.00

41,175 19,264 5.21s| 57,276 62,358 202.00



Health Financial Systems

_WABASH COUNTY HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

101,

116.
118.

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

Cost Center bescription

~_16.00

MEDICAL
RECORDS &
LIBRARY

IOTHER REIMBURSABLE COST CENTERS

00

00
oG

[Ho;
00
00
01
az
03
04
Q0
Qa0
06

ANCELLARY

IGENERAL_SERVICE COST CENTERS

NEW CAP REL COSTS-BLbDG & FIXT
NEW CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
MATNTENANCE & REPAIRS
OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOYSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
CENTRAL SERVICES & SUPPLY
PHARMACY

MEDICAIL, RECORDS & LIBRARY

INPATIENT ROUTINE SERVICE_GOST CENTERS

ADULTS & PEDIATRICS

INTENSIVE CARE UNIT

NURSERY

SKTLLED NURSTNG FACTETTY
VICE COST CENTERS
OPERATING ROOM

RECOVERY ROOM

BELIVERY ROOM & LABOR ROOM

ANESTHESTOLOGY

RADIOLOGY-DIAGNOSTEC
RADIOISOTOPE

LABORATORY

BLOOD STORING, PROCESSING & TRANS.
PHYSTCAL THERAPY

ELECTROCARDIOLOGY

MEOTCAL SUPPLIES CHARGED TO PATIENTS
TMPL. DEV. CHARGED TO PATIENT

DRUGS CHARGED TO PATIENTS

OUTPATTENT SERVICE COST CENTERS

CLINIC
SENIOR CARE

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)

HOME HEALTH AGENCY

SPECIAL PURPOSE COST CENTERS

HOSPICE

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

GIFT, ELOWER, COFFEE SHCP & CANTEEN
PHYSICIANS' PRIVATE OFFICES

FITNESS CENTER

MARKETING

NEW DTRECTION

RESPITE

WELL CHIED CLINIC

Cross Foot Adjustments

Negative Cost Centers

TOTAL (sum lines 118-201)

40,7131

1,683
1,181

937

2,033
188

400
7,264
474
5,866

1,345
1,426
2,293

10,081
583

308
2,834

858}

728

40,617

ool o R e e Y ¥ ]

40,713

provider CcN: 151310 | Period:

Vwiorksheet B

From 01/01/2011' part II

} iTo  12/31/2011, pate/Time prepared:
~ - - . 5/14/2012 19:312 am
subtotal U Intern & Total
Residents Cost
& Post
stepdown
. Adjustments S
_..24.00 _..25.00 226000 1 o
i
|
|
|
S T R
99,848 0 99,848
37,556 0 © 37,556
9 0 0 . 43,
93,928, _o 93028 4400
188,449 0 188,449 50.00
8,209 0 8,209 L 51.00
0 0 0 52.00
3,112 0 3,112 53.00
376,889 o 376,889 54.00
4,101 0! 4,101 56.00
89,904 o 89,904 60.00
1,515 G 1,515 63.00
34,664 1] 34,664 £6.00
36,440 0 16, 440; 69.00
59,569 0 59,569 , 71.00
267 0 267 i 72.00
72,439] _ .ol 72,439 i 73.00
23,835 0 23,835 90.400
16,779 0 19,779 90.01
62,086 0 62,086 91.00
~ o i .. _ _.. &200
i
32,523 0 32,523 T 101,00
11,085 o 11,085 '116.00
1.256,1981 B o} 1,256,198 !118.00
5,634 0{ S, 634! 196.00
237,319 Il 237,319 192.00
24,441 il 24,441 194 00
4,221 oi 4,221 194,01
0 0 o 194.02
0 ol 0 194,03
22,001 0 22,001 194,04
0 0 0 200.00
0 0 0 201.00
1,549,814 ol 1,549,814 202.¢0

MCRIF32 - 2.25.130.0



Health Financial_ Systems

WABASH COUNTY HOSPTTAL

COST ALLOCATION - STATISTICAL BASIS

101.

116.
118.

190.
192.
194.
194.
194.
194.
194.
200.
201.
202.
203.
204.
205.

a0
a0

Q9
ad
09,
03
02
03
04
09
00
00
Q0
00
00|

[QUTPATIENT SERVICE

Cost Center bDescription

"GENERAL SERVICE COST _CENTERS

NEW CAP REL COSTS-BLDG & FIXT
NEW CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINESTRATIVE & GENERAL
MAINTENANCE & REPAIRS
OPERATION OF PLANT

LAUNDRY & LINEN SERVICFE
HOUSEKEEPING

DIETARY

CAFETERTIA

NURSING ADMEINISTRATION

CENTRAL SERVICES & SUPPLY
PHARMALY

MEDICAL RECORDS & LIBRARY
INPATIFNT ROUTINE SERVICE COST CENTERS
ADULTS & PEDTATRICS

INTENSIVE CARE UNITY

NURSERY

SKILLED NURSING FACTLITY
ANCILLARY SERVICE COST CENTERS
OPERATING ROOM

RECOVERY ROOM

DELIVERY ROCM & LABCR ROOM
ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
RADIDISOTOPE

LABORATORY

BLOOD STORING, PROCESSING & TRANS.
PHYSICAL THERAPY
ELECTROCARDIOLOGY

MEDICAL SUPPLIES CHARGED TC PATIENTS
IMPL, DEV. CHARGED TO PATEENT
DRUGS CHARGED TO PATIENTS

05T CENTERS

CLINTIC

SENIOR CARE

EMERGENCY

OBSERVAFION BEDS (NON-DISTINCT PART)
ER_REIMBURSABLE COST CENTERS

1E HEALTH AGENCY

SPECIAL PURPOSE COST CENTERS
HOSPICE

SYBTOTALS (SUM OF LINES 1-117)

INONREIMBURSABLE COST CENTERS

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

FITNESS CENTER

MARKETING

NEW DIRECTION

RESPITE

WEEL CHILD CEINIC

Cross Foot Adjustments

Negative Cost Centers
Cost to be allocated
upit cost multipiier
Cost to be allocated
unit cost multiplier

{per wkst. 8, Part I
(wkst. B, Part E)
(per wkst. 8, Part II)
(wkst. B, Part IT}

TCAPITAL RELATED COSTS

NEW BLDG &
FIXT
{SQUARE

126,309

2,884
7,884
0
22,818
Yy
1,920
4,959
1,538

480
5,235
3,147
4,087

9,055
1,810
Y

6,704]

8,222
948

G
171,
6,617
G
31,408
Y
840
1,027
G

0

0
473
2,055
3,287

1,910}

o
101, 977]

800!
17,091
3,432
242

o
OT
2,767

419,072
3.317832

provider CCN:

151310 period:

!
b
s
:

__1nm L1eu,of Form CMsS-2552-10

From 01/01/2011
12/31/2011

" worksheet 8-1

[Date/T1me Prepared:
5/14/2012 10:12 am _

NEW MVBLE EMPLOYEE  ReconciliationADMINISTRATIVE
EGUIP BENEFITS & GENERAL
{DOLLAR (GROSS (ACCUM,
VALUEY | SALARIES) | €0s¥)
.2.00 i 00 5A 3,00 -
1,581,942
12,950 15,384,639 !
469,137 1,656,029 -4,260,871 30,292,699
345, 460 335,302 o 918,629
0 0 ) 636,797
0 0 0 0
205 304,871 G 751,005 4.
2,782 142,407 G 356,947 10,
0 378,077 0 669,165 11.
0 154,733 0 207,555, 13.
1,150 28,043 0 1,533,689! 14
1,556 £39,049 o 3,066,363 15.
873 347,687 o; 824,434' 16.
- . _. ]
3,534] 920, 344| o] 1,357,819 30.
8,180, 561,209 o 520,157 31.
o o o 0 43,
10,579 _ 536,085! 0 1,013__,{@ 44
142,823 62%,889, o 1,386,668 50,
9 63,517 0! 89,471: 51.
Y 0 0, o' s2
0 584, 238I or 56,976 53.
404,267 743,556] o 2,325,764 54
1,076 75,144 oi 219,666 56.
45,910 759,485 o 1,946,660 60.
0 0 0 116,578 63
12,697 769,177 o) 1,228,200 66
27,006 500,165 0 736,292 69.
ol ol o 0 71
Di o] o 20,278 72
ol o ol o of 73.
17,979) o ol 260,853, 90,
ol 138,853 0; 300,843' 90
10,948} 810,153 ] 1,812,305 91,
i . N | 92
ol 830,756 _ o 1,399,363 101.
- _ - e 1
0] 409,464 ol 821,358'116.
1,514,112 ““1_2_419__3_33! 4,260,871 24,88%,697.118.
0 o ol 2,654'190.
67,670 2,793,127 ol 5,026,1421192.
0 11,643 0 29,413'194.
0 65,216! 0 197,874'194.
0! ol o 0194,
0 o 0. 0194,
160! 95,570; 0] 154,919 194,
: i . 200,
! | 201,
1,139,742 564,952] i 4,260,871 202.
0.714781 0.036722! ; 0.140657.203.
: 18,825 ! 363,516 204.
i 0.001224 ! 0.012000 205.

MCRIF32 - 2.25.130.0



Health

Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

.00
.00,
il
.01
Q2
.03
.04
.00
.00
.00
.00
.00
.00

Provider CON:

151310

period:

From 01/01/2011
172/31/2011 pate/Time Prepared:

To

Tworksheet 8-1

15/14/2012 10:12

an

P P - . 1. R
Cost Center Description MAINTENANCE & OPERATION OF
REPAIRS PLANT
{SQUARE {SQUARE
FEET) FEET)
i . - . 6.00 7.00
GENERAL SERVICE COSY CENTERS B
NEW CAP REL COSTS-BLDG & FIXT
NEW CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFETS
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS 115,541
OPERATION OF PLANT 22,818 92,723
LAUNDRY & LINEN SERVICE 0 G
HOUSEXEEPING 1,920 1,920
DIETARY 4,959 4,959
CAFETERTA 1,538 1,538
NURSTNG ADMINISTRATION 480 480
CENTRAL SERVICES & SUPPLY 5,235 5,235
PHARMACY 3,147 3,147
MEDICAL RECORDS & LIBRARY 4,087 4,087
|INPATIENT ROUTINE SERVICE €051 CENTERS -~
ADULTS & PEDTATRICS 9,055 9,055
INTENSIVE CARE UNET 1,810 1, 810]
NURSERY o] 0]
SKTEEED NURSING FACTETTY 6,704 6,704
ANLILLARY SERVICE COSY CLNTERS R
OPERATING ROOM 8,222 8,222
RECOVERY ROOM 948 948
DELIVERY ROOM & LABOR ROOM a 0
ANESTHESTOLOGY 171 171
RADTIOLOGY -DTAGNOSTIC 6,617 6,617
RADIOISOTOPE 0 i)
LABORATORY 3,406 3, 406!
BLOOD STORING, PROCESSING & TRANS. 0 0
PHYSICAL THERAPY 840 840
EL ECTROCARDIOLOGY 1,027 1,027
MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0
IMPL. DEV. CHARGED TOQ PATIENT 0 0
DRUGS CHARGED TO PATTENTS o o 0
CUTPATIENT SERVICE COST CENTERS
CLINIC 973 973
SENIOR CARE 2,055 2,055
EMERGENCY 3,287 3,287
OBSERVATION BEDS (NON-DTSTINCT PART)
OTHER REIMBURSABLE COST CENTERS R
EALTH AGENCY | 1,910 1,910
SPECIAL PURPOSE COST CENTERS
HOSPICE G Q
| SUBTOTALS (SUM OF LTNES 1-117) 91,209 68,391
NONREIMBURSABLE COST CENTERS o
GIFT, FLOWER, COFFEE SHOP & CANTEEN 800 800
PHYSICIANS' PRIVATE OFFICES 17,091 17,091
FITNESS CENTER 3,432 3,432
MARKETING 242 242
NEW DIRECTION 0 0
RESPITE 0 0
WELL CHILD CLINIC 2,767 2,767
Cross Foot Adjustments
Negative Cost Centers
Cost to be allocated (per wkst. B, Part I) 1,047,841 933,303
unit cost multiplier (wkst. B, Part I) 9, (068997 10.065496
Cost to be allocated {per wkst. 8, Part II) 258,362 134,376
unit cost multiplier (wkst. B, Part II) 2.236107 1.449220

MCRIF32 - 2.25.130.0

LAUNDRY & HOUSEKEEPING l DIETARY
LINEN SERVICE {HOURS OF (MEALS
(POYNDS OF SERVICE) SERVED)
tApNORY) L
.8.00 9.90 10.00 .
1.00
. 2.00
| 4.00
5.00
6.00
! 7.00
197,534 ! .00
0 473,567 9.00
ol o! 47,458 10.00
0 0j 0; 11.00
ol 4801 00 13,00
ol 26,175 | 14.00
0 15,735 0 15.00
L ol 5,145 0 16.00
24,640 63,385 7,93‘5} 30.00
11,691 12,670 4.383{ 31.00
0 0 o' 43.00
54,097, 46,928 22.040‘ 44,00
32,460 41,110 5,088, 50.00
0 4,740 0 51.00
o 0 0 52.00
0! 171 0 51.00
19,215 46,319i 741, 54.00
o o 0 56.00
o} 29,694 4 60.00
G 0 of 63.00
11,188 35, 880/ 911 66.00
8,653 35,649 0 69.00
0 ol 0 71.00
0 0 0 72.00
0 L0 0} 73.00
|
0 6,811 131 90.00
0 10,275 6361 90,01
35,581 23,009 1,391! 91.00
o . { o . 92.00
0 9,550 _ _ 183101.00
_______ N o
o] a] 0°116.00
197,534 413,726], 42,4_511;118.00
- J— ]
0 0 0:190.00
0 48,889 0{192.00
0 0 0]194.09
0 242 01194.01
o] 0 01194.02
0; 0 01194.03
o 10,710 0194.04
! '200.00
| 201.00
o 893,377 502,042°202.00
0.000609| 1.886485; 11.824438 203.00
o 22,978 41,175 204.00
0006009 0.048521 0.969782 205.00



Health Financial Systems

WABASH COUNTY HOSPITAL

in_tie

+ of Form CMS-2552-10C

COST ALLOCATION - STATISTICAL BASIS

101.60}

116.00
118.00
196.00
192.00
194.00
194.01
194.02
194.03
194.04
200.00
201. 00
202.60
203.00
204.00
205.00

" cost center bescription

GENERAL SERVICE COST CENTERS

NEW CAP REL COSTS-BLDG & FIXT
NEW CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS
OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
CENTRAL SERVICES & SUPPLY
PHARMACY

MEDICAL RECORDS & tTBRARY

INPATIENT ROUTINE SERVICE COST CENTERS

ADULTS & PEDIATRICS
INTENSIVE CARE UNTT
NURSERY

SKILLED NURSING FACTLITY

ANCILLARY SERVICE COST CENTERS

OPERATING ROOM
RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESTOLOGY

RADIOLOGY-DIAGNOSTIC

RADIQISOTOPE

LABORATORY

BLOOD STORING, PROCESSING & TRANS,
PHYSTICAL THERAPY

ELECTRGCARDIOLOGY

MEBTICAL SUPPLIES CHARGED TC PATIENTS
IMPL, DEV. CHARGED TO PATIENT

DRUGS CHARGED TO PATIENTS —
OUTPATIENT SERVICE COST CENTERS _
CLINIC

SENTOR CARE

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)

OTHER REIMBURSABLE COST CENTERS

HOME HEALTH AGENCY
PURPOSE COST CENTERS

SPECIAL
HOSPICE

SU; ALS (SUM OF LINES 1-117)

NO! BURSABLE COST CENTERS

GIFT, FLOWER, COFFEE SHOP & CANTEEN
PHYSTICTIANS' PRIVATE OFFICES

FITNESS CENTER

MARKETING

NEW DERECTION

RESPETE

WELL CHILD CLINIC

cross foot Adjustments

Negative Cost Centers

cost te be allecated (per wkst. 8, Part I

unit cost muitiplier {wkst. 8, Part I)

cost to be allocated (per wkst. 8, Part II)
unit cost maltipiier {wkst. &, Part II)

provider CCN: 151310 | period:
From 01/01/2011

worksheet B-1

MCREF32

- 2.25.130¢.0

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

Yo 12/31/2011 | pate/Time Prepared:
e L . b 15/14/2012 10:12 am
CAFETERIA HURSING CENTRAL PHARMACY MEDICAL
{HDURS) IADMINISTRATION, SERVICES & (COSTED RECORDS &
SUPpPLY HEQUIS.) L TBRARY
{DIRECT {COSTED | {GROS5 REV)
. _NRSING MRS) REQUIS.} S R
_11.00 .. 1300 _ld00 0 f 0 15.00 CA16.00
N - i - 771
; : \ 2.
5.
6.
7.
8.
9,
; 1 10,
572,687 ! | .
4,459 250,525 ’ | 13
2,475 0 100 : 14,
25,743 0 ! 100 15.
26,687 0 o 0 70,850,508 16.
|
— 1
68,988 68,988 ol of 2,927,071 30.
42,057 42,057 0] 0 2,053,863 3L.
o 0 ) 0 0! 43,
54,709 o 0 0 1,620,843. 44.
41,241 41,241 0 0 3,536, 486: 50.
0 0 0 0 327,799° 51.
0 0 0 0 0: 52.
3,208 0 0 ol 606,489: 53.
43,439 43,439 0 0 12,632,302! 54,
3,862 0 0 0 824,593, 56.
48,589 0 0 0 - 10,200,910’ 60.
0 0 0 0 201,758 63.
25,347 o 0 0 7,339,996 66.
27,226 0| 0) 0 2,479,858 69,
0 o 100| 0 3,987,634} 71.
0 0| o 0 41,314 72.
o 0 o 100 17,577,653 73.
—_ S
0 0 0 c 1,013,828 90.
5,479 0 0‘ ¢ 535,545; 90.
54,800 54,800 i 0 4,927,835: 91.
. — e 92
al N | 0] 1,497,183 /101
0 o} o; o 1,265,703116.
478,309 256,525 _100] 100 70,683,663]118.
0i 0 of i 0 190
91, 449 0 0 0 143,363°192.
1,153 0 0 0 0 194.
1,776 0 0 0 01194,
0 0 0 0 olig4.
0 o 0 0 01194,
0 0 0 0 23,482:194.
200
201
792,717 253,011 1,902,387 3,623,202 1,065,245/202
1.384206 1.009923 19,023.870000! 36,232.020000 0.015035 203
19,264 6,215 57,276 62,358 40,7131204
0.033638 0.024808 572. 760000 623.580000 §.000575 (205



I ueu of Form (M5-2552-19

Health Financial Systems WABASH COUNTY HOSPITAL
COMPUTATION OF RATIO OF COSTS FO CHARGES Tprovider CoN: 151310 ) } period: "worksheat €
From 01701720117 part 1
‘To 12/31/2011! Date/T1me Prepared:
o - B ] R S 5/14/2012 10:12 am
o o . l Title xviit  sospital - Cost -
b ., . Costs e
Cost Center Description Total Cost |Therapy timit Tolal Costs RCE Total Costs
(from wkst. 4, Adj. pisallowance
part 1, col. ;
26 R P - oo ] .
U N X (S RN X CRNS N [ QO R . R B N
INPATIENT ROUTIHE SERVICE COST CENTERS . R L e L _ :
30.00 |ADULTS & PEDIATRICS 2,144,646 72,144,646 0 2,144,646 30.00
31.00 |INTENSIVE CARE UNIT 1,177,451 l 1,177,451 0 1,177,451 31.00
43.00 |NURSERY 0 0 0 0] 43.00
44.00 |SKFLLED NURSING FACTLITY o ) 1,738,546 . i _1,738,5460 Q 1,738,546 44.00
ANCILLARY SERVICE COST CEMTERS L i . L o]
50.00 |OPERATING ROOM 2,028,660 : 2,028,666' 4] 2,028,660] 50.00
51.00 [RECOVERY ROOM 134,065 : 134,065 0 134,065] 51.00
52.00 |DELIVERY ROOM & LABOR RGOM 0 _ o 0 0, 52.00
53.00 |ANESTHESIOLOGY 83,498 : 83,498 0| 83,498 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 3,169,580 ! 3,169, 580! O 3,169,580 54.00
56.00 [RADIOISOTOPE 268,308 | 268,308 0 268,308, 56.00
60.00 |LABORATORY 2,562, 335] 2,562,335 o 7,562,335 60.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 136, 009] i 136,009 o 136,009 63.00
66.00 |PHYSICAL THERAPY 1,556,058 ol 1,556,058 o 1,556,058 66.00
69.00 |ELECTROCARDIOLOGY 1,001,730 1,001,730; OI 1,001, 730 69.00
71.00 |MEDICAL SUPPLIES CHARGED TG PATIENTS 1,962,341 1,962,341 0 1,962, 341 71.00
72.00 [IMPL. DEV. CHARGED TQ PATIENT 23,751 23,751 0| 23, ?Siy 72.00
73.00 |DRUGS CHARGED TQ PATIENTS ) o 3,887,489 1 3,887,489 o 3,8@1,489% 73 a0
OUTPATIENT SERVICE COST CENTERS ) ] - ] ] o B
90.00 |CLINIC 345, 803 345, 801 Iy 345,803 90.00
40.01 |SENIOR CARE 425,021 425,023 0] 425,021 90.0%
93.00 |EMERGENCY 2,385,255 2,395,255 0] 2,395,255 91.00
92.00 |ORSERVATION BEDS (NON-DISTINCT PART) _ . 371,823 371,823 . i 371,823 92.00
OTHER REIMBURSABLE COST CENTERS } s 4
101.00} HOME HEALTH AGENCY | 1,673, 404| . 71,673,404 | 1,673,404'101.00
SPECIAL PURPOSE COST CE NTERS o ) L ] . .
116.00{HOSPICE 955,918 955,918 f 955,918,116.00
200.00i subtotal (see instructions) 23,041,691 0 28,041,691 0 28,041,691@200.00
201.00iLess Observation Beds 371,823 371,823 ! 3171,823'201.00
202.00iTotal {see instructions) 27,669,868 0 27,669,868 0 27,669,868:202.00

MCRIF32 - 2.25.130.0



Health financial systems

WABASH COUNTY HOSPITAL

In tiew of Form CM5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Cprovider ccn:

7151310 | period: Tworksheet €
From 01/01/2011 | Part I

ITo  12/31/2011 J pate/Time Prepared:
_ . o ; 5/14/2012 10:12 am__
- - _ T wittexviy ] _mospital | Cest
. _charges . ;
Cost Center Bescription Inpatwnt outpatient |Total (col. Gi{Cost or Other TEFRA
v col. 1) ratio Inpatient
e ] e _Ratio o
. _ 7.00 _ 800 1 900 __ | 000 " —
INPATIENT ROUTINE SERVICE COST CENTERS o o o S

30.00 (ADULTS & PEDIATRICS 2,437,935 2,437,935 ! 1130.00
31.00 | ENTENSIVE CARE UNIT 2,053,863 2,053,863 | :31.00
43.00 |NURSERY 0 0 43.00
44,00 |SKILLED NURSING FACILITY 1,620,843 1,620,843 I .. 4400

NCILLARY SERVICE COST CENTERS N N y )
50.00 |OPERATING ROOM 378,830 3,157,649 3,536,485 0.573637 0.000006: 50.00
51.00 |RECOVERY ROOM 59,591 268,208 327,799 0. 408985 0,000000: 51.00
52,00 {DELIVERY ROOM & LABOR ROOM ¢ 0 0 {.000000 0.000000! 52.00
53.00 [ANESTHESIOLOGY 85,710 £10, 780/ 696, 490 0.119884 0.0600000! 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 635,912 11,996,390 12,632,302 0.250911 Q. 000000 54.00
56.00 [RADIOISOTOPE 36,422 788,171 824,593 0.325382 0.00Q0001 56.00
60,00 |LABORATORY 1,198,373 9,002,538 10,200,911 0.251187 0.000G00: 60.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 76,831 124,926 201,757 0.674123 G_000000; 63.00
66.00 [ PHYSTCAL THERAPY 449,454 1,890,542 2,339,990 0,664983 0.0000600] 66.00
69.00 | ELECTROCARDIOLOGY 1,372,664 1,307,193 2,47%, 857 0.403947: 0.000¢00" 69.00
71.00 IMEDICAL SUPPLIES CHARGEDR ¥O PATIENTS 1,676,190 2,311,444 3,987,634 0.492107 0.000000; 71.00
72.00 1IMPL. DEV. CHARGED TO PATIENT 26,711 14,795 41,506 0.572231: 0.000600 72.00
73.00 |DRUGS CHARGED TO PATIENTS . 3 3,533,090 14,044,563 17,577,653 0.221161) _0.00000%; 73.00

OUTPATIENT SERVICE COST CENTERS o o
90.00 {CLINIC 0 1.013,828i 1,013,828] 0. 341086 0.000000° 90.00
90,01 |SENIOR CARE 0 535,545 535,545, 0.793623} 0.0480000. 90.01
91,00 | EMERGENCY 107,327 4,820,508 4,827,835 0.48606(":{ 0.000000 91.00
92.00 |OBSERVATTON BEDS (NON-DISTINCF PART) _ 2,000 487,137 489,137 _0,760161; 0.000000 92.00

OTHER REIMBURSABLE COST CENTERS o o ) B 1
101.00[HOME HEALTH AGENCY 1 o of o | T Thotoo

SPECIAL PURPOSE COST CENTERS. o o

116. 00| HOSPICE 0 ‘ ] '116.00
260,00 subtotal (see instructions) 15,551,752 52,374,217 67.925.969! | i200.00
201.00|Less Observation Beds ! [ * 201 oG
202.00] Tota? {see instructions} 15,551,752 52,374, 21?' 67,925,969} ! 202.00

MCRIF32 - 2,25.130.0



Health

Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

90.00
96.01
91.00
92.60

101.00
116.00

200.0C
201.06C

7 cost center Description

PPS Inpatient
... Ratio
L4100

ADULTS & PEDTATRICS
INTENSIVE CARE UNIT

NURSERY

|SKILLED NURSING FACTLITY

ANCILLARY SERVICE COST CENTERS
OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR RQOM
ANESTHESIOLOGY

RADTOLOGY-DIAGNOSTIC

RADIOISOTOPE

LABORATORY

BLOOD STORING, PROCESSING & TRANS.
PHYSICAL THERAPY

E£LECTROCARDIOLOGY

MEDTCAL SUPPLIES CHARGED TO PATIENTS
IMPL, DEV. CHARGED TO PATIENT
DRUGS CHARGED TO PATIENTS
QUTPATIENT SERVICE CO
CLINIC

SENIOR CARE

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)

HOME HEALTH AGENCY

SPECIAL PURPOSE COST CENTERS
HOSPICE
subtotal {see instructions)

Less Observation Beds

202.00

Total (see instructicns)

INPATIENT ROUTINE SERVICE COST CENTERS

0.000000|
(. 000600
0.000000
0.000000
$.000000
0.900000C0
$.0000C0
3.000000
$.000000
.000000G
(.0000C0
3. 000000
. _.0.000000

{.000000
0.000000
0.000000
0.002000

! provider CCN:
]

~Title xvirr

151310 | Period: worksheet C
"From 01/01/2011 | Part I
To 12/31/2011 | bate/Time Prepared:
o . .5/14/2012 10G:317 am
Hospital i cost

MCRIF32 - 2.25.130.0



Health

Financial Systems

WABASH COUNTY HOSPITAL

_Ina tieu of Foram CM5-2552-10C

COMPUTATION OF RATIO OF COSTS TO CHARGES

provider CoN: 151310 periad:

From 01/01/2011

tworksheat €

|

Part 1

.00
0o
00
.00

|\ TO 12/31/2011 | pate/Time Prepared:
_ - o i _ 1 5/14/2012 10:12 am
o _ _Title X¥xX i Hospital | )
. _ costs_
Cost Center bescription fotal Cost |[Fherapy Limit| Total Costs RCE Total Costs
(from wkst. 8, Adj. pisallowance
part I, col.
. e I . 1.00 2.00 _ o .5.00 2
INPATIENT ROUTINE SERVICE COST CENTERS . .
30.00 [ADULTS & PEDTIATRICS 2,144,646 0 2,144,646 30,
31.00 [INTENSIVE CARE UNIT 1,177,451 0 1,177,451 31
43.00 |NURSERY 0 0 0] 43,
44,00 |SKILLED NURSTNG FACILITY . 1,738,346 1,738,546 __ 0 . 1,738,546] 44
ANCILLARY SERVICE COST CENTERS - . T
50.00 {OPERATING ROOM 2,028,660 2,028,060 ol 2,028,660: 50,
51.00 [RECOVERY ROOM 134,085 134,065 0| 134,065, 51.
52.00 [DELIVFRY ROOM & LABOR ROOM [ 0 0! 0i 52.
53.00 | ANESTHESTOLOGY 83,498 83,498, ol 83,498 53
54,00 | RADIOLOGY-DIAGNOSTIC 3,169,580 3,169,580 o 1,169,580 54,
56.00 |RADTOTSOTOPE 268,308 268,308 0 268,308 56.
60.00 |LABORATORY 2,562,335 7,562,335 0 2,562,335 60.
63.00 |BLOOD STORING, PROCESSING & TRANS. 136,009 ) 136,009 o 136,009 63
66.00 |PHYSICAL THERAPY 1,556,058 o 1,556,058 o 1,556,058 606.
659,00 |ELECTROCARDIOLOGY 1,001,730 . 1,001,730 O 1,001,730, 89.
71.00 |MEDECAL SUPPLIES CHARGED TO PATIENTS 1,962,341 i 1,962,341 0 1,962,341 71.
72.00 {IMPL. DEV. CHARGED TO PATIENT 23,751 23,751 0 23,?51! 72
73.00 [DRUGS CHARGED TO PATTENTS _3,887,489 | suesziass] o 3.887,489) 73.
OUTPATIENT SERVICE COST CENTERS o o - _]
90.00 |CLINIC 345,803 r 345, 803] 0 345,8031 90
90.01 |SENIOR CARE 425,021 } 425,021 0: 425,021 90.
91.00 [EMERGENCY 2,395,255 2.395.255{ 0. 2,395,255 91
92.00 {ORSERVATION BEDS (NON-DISTINCT PART) 371,823 b 371,823, 371,823 92
OTHER REIMBURSABLE COST CENTERS N ] i i . _ ot
101.00[HOME HEALTH AGENCY | 1,673,4040 1 __vﬁﬁ?i,_;wd? ; 1.6]‘_3{,_1%101.
SPECIAL PURPOSE COST CENTERS . B _ B B _ a '
116.00|HOSPICE 955,918 i 955,918 i 955,918 116
200.00] subtotal (see instructions) 28,041,691 0 28,041.69ﬂ [}) 28,041,691.200.
201.00{1ess cbservation Beds 371,823 3?1.823[ 371,823/201.
202.00|Total {see instructions) 27,669,868 0 27,66%, 868 0{ 27,669,868‘202

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

In Lieuw of Form CMs-2552-10

COMPUTATION OF RATIO OF COST5 TO CHARGES

Provider CON:

151310 period:
'From 01/01/2011

wWorksheet C
Part I

! . To  12/31/2011 ] Date/Time prepared:
o N B | 5/14/2012 10:12 am__
e _ o | Title xIx [ hospital | _PPS
e Kharges
Cost Center Description Inpatient outpatient |Total (col. 6icost or Other TEFRA
+ cot. 7) rRatio npatient
S L o o ratio
o 6.00 7.00 _8.00 [ 9.00 V7 100
_;_@_EATIENTJQQLLNF SERVICE COST CENTERS ~ B o e
30.00 {ADULTS & PEDIATRICS 2,437,935 2,437,935 ' 30.00
31.00 {INTENSIVE CARE UNET 2,053,863 2,053,863 31.00
43.00 |NURSERY 0 0 l'a3.00
44.00 [SKILLED NURSING FACTLITY _ 1,620,843 : I 1,620,843 : . 44.00
IANCILLARY SERVICE COST CENTERS - L ~ 0
S50.00 |OPERATING ROOM 378,836 31,157,649 3,536,485, (.573637, 0.0000681 50.G0
51.00 [RECOVERY ROOM 59,591 268,208 327,7991 0. 408985 0.000060 51.00
52.00 |DELEVERY ROOM & LABOR ROOM i 8] 0 0.000090 0.000000| 52.00
53.00 |ANESTHESIOLOGY 85,710 610,780 696, 490 0.119884 0.000000!53.00
54.00 |RADIOLOGY-DIAGNOSTIC 635,912 11,996, 349G 12,632,302 0.250911 O.GDOGDD[54.0D
56.00 |RADIOISOTOPE 36,422 788,171 824,593 9.325382 0.000000" 56.00
60.00 | LARBORATORY 1,198,373 9,002,538 10,200,911, 0.251187, 0.000000" 60.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 76,831 124,926 201, 75?! 0.674123 0.000000 G3.00
66.00 | PHYSTCAL THERAPY 44% 454 1,890,542 2,339, 996] 0.664983 6.000000 66.00
69.00 | ELECTROCARDIOLOGY 1,172,664 1,307,193 2,479,857; 0.403947 ©.006000' 69.00
71.00 |MEDICAL SUPPLIES CHARGED TG PATIENTS 1,676,190 2,311,444 3,987,634 0.492107 £.000000 71.00
72.00 |[IMPL. DEV, CHARGED TO PATIENT 26,711 14,795 41,506 0.572231 ¢.000000 72.00
73.00 [PRUGS CHARGED TO PATIENTS 3,533,090 _14,044,563) _ 17,577,653 0.221161 0.000000 73.00
OUTPATIENT SERVICE COST CENTERS ] _ I
90,00 |CLINIC 0 1,013,828 1,013,828 0.341086 0.000000; 90.00
90,01 |SENIOR CARE 0 535,545 535,545 0.793623 0.000000° 90.01
91,00 |{EMERGENCY 1G7,327 4,820,508 4,927,835 0.486066} 0. 00080G 91.00
92.00 |OBSEAVATTON BEDS (NON-DTSTINCT PART) 2,000 487,137, 489,137 _0.7601611  0.000000 92 00
IOTHER REIMBURSABLE COST CENTERS ) o ] - o
101.00{HOME HEALTH AGENCY e of ol o Lo 101.00
SPECTAL PURPOSE COST CENTERS } _
116.00{HOSPICE 0 0l af | 1116.00
200.00isubtotal (see instructions) 15,551,752 52,374,237] 67,925,969 | 206.00
201.00]Less Observation Beds i ? | 701.00
202.00! Total (see instructions) lS,SSl,?SZE 52,374,217 67,925,969 | 202.00

MCRIF3? - 2.25.136G.0



WABASH COUNTY HOSPITAL _ B In tieu of Form €M5-2552-10
j pravider CCn: 151310 | period: Fiworksheat ¢
! CFrom 0170172011 'Part T
| Te 12/31/2031 Date/Time Prepared:
i i5/14/2012 10:12 am

Health Fipancial Systems
COMPUTATEON OF RATID OF COSTS TO CHARGES

b
1
— _ 1 . — -
N . ] 1 Title Xix | Hospital : PPS
Cost Center Description PPS Inpatient
_Ratio
N Y IO .01 S .

INPATIENT ROUTINE SERYICE COST CENTERS | L _ - .
30.00 |ADULTS & PEDIATRICS 30.00
31.00 [INTENSIVE CARE HNIT 31.00
43.00 |NURSERY | 43,00
44 .00 |SKILLED NURSTING FACILITY = N D L o o L 44,00

ANCILLARY SERVICE COST CENTERS . o S
50.00 {OPERATING ROOM 0.573637 50.00
51.00 |RECOVERY ROOM 0.408985 51.400
52.00 |{DELIVERY ROOM & LABOR ROOM 0.000000 1 52.00
53.00 |ANESTHESIOLOGY 0.119884 53,00
54.00 |RADIOLOGY-DIAGNOSTIC 0.250911 54.00
56.00 |RADIOISOTOPE 0.325382 56.00
60.00 |LABGRATORY 0.251187 60. 00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0.67431723 63.00
66.00 |PHYSTCAL THERAPY 0. 664983 | 66.00
69,00 | ELECTROCARDTIOLOGY 0.403947 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.492107 71.909
72.00 |IMPL. DEV. CHARGED TO PATIENT 0.572231 172,00
73.00 |DRUGS CHARGED TO PATIENTS 1 0p.2211B1 ) o . . 17300

OUTPATIENT SERVICE €OST CENTERS . ... [
90.00 [CLINIC 0.341086 ' 90.00
90.01 |SENXCR CARE 0.793623 ; 90 .41
91.00 |EMERGENCY 0.486066 91.00
92.00 |OBSERVATTON BEDS (NON-DISTINCT PARTY .. B.760161 N L . i 92.00

OTHER REIMBURSABLE COST CENTERS . ) . _ . JON o
101.00| HOME HEALTH AGENCY ) | B N 101.00

ISPECIAL PURPOSE COST CENTERS - - |
116.00, HOSPICE i ‘116,00
200,00/ subtotal (see instructions) \ 200.00
201.00{Less Observation Beds . 201 00
202.00i Total (see instructions) ' 202 00

MCRIF3Z2 - 2.25.130.0



__1In iieu of Form CM5-2552-10

Health Financial Systems . WABASH COUNTY HOSPITAL . - . rm_CHS
CALCULATION OF QUTPATIENT SERVICE COST TO CHARGE RATIOS NET OF !Provider e 151310 period: "worksheet €
REDUCTIONS FOR MEDICATD ONLY g :igﬂm %ﬁiﬁgii g:g/ﬂme prepared:
| . R 5/14/2012 10:12 am _
777 - o i Tifle XX | Hospital PPS
cost Center Description Total Cost Capital Cost ‘aperating Cost capital operating Cost
(wkst., B, part/(wkst. B, Partwnt of capital] Reduction reduction
T, cot. 26) IT col. 26) Cost (col. 1 - Amount
_ . N N =3 FUOV- SUUUN SN S
T 2,00 3,00 400 T 5.00
ANCILLARY SERVICE COST CENTERS, . UG
50,00 |OPERATING ROOM 2,028,660 188,449 1,840,211 Gf 4, 50.00
51.00 {RECOVERY ROOM 134,065 8,209 125,856 O} 0 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0 G 0, 52.00
53.00 {ANESTHESIOLOGY 83,498 3,112’ 80,386 0| 0l 53.00
54.00 {RADIOLOGY-DIAGNOSTIC 3,169,580 376,889 2,792,691 OL 0 54.00
56.00 |RADIOISOTOPE 268,308 4,101 264,207 0 0, 56.00
60.00 | LABORATORY 2,562,335 89,9041 2,472,431 0 0 60.00
63,00 |BLODD STORING, PROCESSING & TRANS. 136,009 1,515 134,494 0, Of 63.00
66.00 | PHYSICAL THERAPY 1,556,058 34,664 1,521‘394; 1} 0 65.00
69.00 | ELECTROCARDIOLOGY 1,001,730 36,440 965,290, i 0 69 00
71.00 |MEDICAL SUPPLEES CHARGED TO PATIENTS 1,962,341 59,569 1,902,?72' GL 0 71.00
72.00 [IMPL. DEV. CHARGED FO PATIENT 23,751 267 23,484 4} 0{?2,00
73.00 [DRUGS CHARGED TO PATIENTS 3,887,489 72,439 3,815,050 o 0! 73.00
OQUTPATIENT SERVICE COST CENTERS . i o R e
90,00 | CLINIC 345,803 23,8358 321,968 o 0 90 00
90.01 |SENIOR CARE 425,021 19.?79| 405,242 0} 0 90.01
91.00 | EMERGENCY 2,395,255 62,086' 2,333,169 ol 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) _ 371,823 ol 371,823 0l 0,92 00
OTHER REIMBURSABLE COST CENITERS ] . _ _ o o o
101.00|HOME HEALTH AGENCY o | 1,673,404} 37,523 1,640,881] o ) 0101 .00
SPECIAL_PURPOSE COST CENTERS _ } . _ e . |
116, 00jHOSPICE 355,918 11.085] 944,833 0O 0:116.00
200.00|subrotal (sum of Tines SO thru 199) 22,981,048 1,024,866, 21.956.182| 0; 0200 .00
201.00|tess Observation Beds 371,823 ol 371,823' G, 0%201.00
202.00| Total (Hine 200 minus Tine 201) 22,600,225 1.624.866! 71,584,359} [&] 01202.00

MCRIF32 - 2.25.130.0




WABASH COUNTY HOSPITAL In Liey of Form CM5-2552-10
Perio wWorksheet €

From 01/01/2011 Part 1

'To 12/31/2011 | pate/Time Prepared:
5/i4/2012 16:12 am _

Health Financial Systems
CALCULATION OF OUTPATIENT SERVICE COST TO CHARGE RATIOS NET OF provider CCN: 151310

REDUCTIONS FOR MEDICAID GNLY

e . 1T Twitdexix | | Hospital . PPS
Cost Center Description Cost Net of |Total cimiges‘ gutpatient
capital and |(worksheet €, Cost to charge
Operating costpart I, co]unm Ratio {col. 6
_Reduction | 8) /_col. 7).
_________ e ) 600 e 800 | . _ [ .
ANCIL:ARY_SFr;yICE “COST CENTERS ) o . B
50,00 {OPERATING ROOM 2,028,660 3,530,485 0.573637 . 50.00
51,00 |RECOVERY ROOM 134,065 327,799 0.408985 " 51.00
52.00 iDELIVERY ROOM & LABOR ROGM 0 0 £.000000] 52.00
53.00 IANESTHESIOLOGY 83,498 596, 490 0.119884 53.00
54,00 jRADIOLOGY-DIAGNOSTIC 3,169,580 12,632,302 0.250911 54.00
56.00 |RADIOISOTOPE 268,308 824,593 0.325382 56.00
60.00 | LABORATORY 2,562,335 10,200,911 0.251187 L 6H.00
63.00 18LOOD STORING, PROCESSING & TRANS. 136,009 201,757 0.674123 . 63.00
66.00 1PHYSICAL THERAPY 1,556,058 2,339,996 0.664983 66.00
69.00 |ELECTROCARDIOLOGY 1,001,730 2,479,857 0.403947 69.00
71.00 |MEDICAL SUPPLIES CHARGED TQ PATIENTS 1,962,341 3,987,634 0.492107 ' 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 23,751 41,5086 0.572231 72.00
73.00 |DRUGS CHARGED TO PATIENTS . 3,887,489 17,577,653 0.221161 130
DUTPATIENT SERVICE COST CENTERS ) ) L o - B i
90,00 |CEINIC 345,803 1,013,828 0.341086 " 90.00
90.01 |SENIOR CARE 425,021 535,545 {.793623 | 90.01
91.00 |EMERGENCY 2,395,255 4,927,835 0. 486060 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) ] 371,823 489,137 _0.760161] . 92.00
OTHER REIMBURSABLE COST CENTERS _ _ o ) ) o L
101.00[HOME HEALTH AGENCY T C1,673,404] ol 0.000000] B 101,00
SPECIAL PURPOSE COST. CENTERS . B B o ) ] [
116.00{HOSPICE 955,918 0 o.oeooot}] 1116.00
200.00| subrotal (sum of Tines 50 thru 199) 22,981,048 0 : ‘200.00
201.00|Less Observation Beds 371,823 0 I l201.00
202.00| Total (line 200 minus line 201) 22,609,225 61,813,328 120200

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

__In tieu of Form M5-2552-10

[ Provider ccN: 131310 Period:
From 01/01/2011 part IX
12/31/2011 Date/Time Prepared:
| 5/14/2012 10:12 am

T0
|

worksheet b

- . o T Title xvitt ! Hospital |  _ cCost L
Cost Center Description capital Total Charges |Ratic of Cost Inpatient |capital costs
Retated Cost [(From wksu. C,| to Charges Progean ' eolumn 3 x
(from wkst. &, part 1, col. [(col. 1 + col. charges | column 4)
part 11, col. 8) P} |
. o 1.00 _2.00 300 | T4 1 se0 P
ANCILLARY SERVICE €OST CENTERS I . . . R
50.00 [OPERATING ROOM 188,449 3,536,485 0.053287 155,536 8,288: 50.00
51.00 |RECOVERY ROOM 8,209 327,799 0.025043 231,539 589 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0.000000 O 0 52.00
53.00 |ANESTHESIOLOGY 3,112 696,490 0.004468 24, 480, 109 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 376,889 12,632,302 £.029835 204,647 7,896| 54.00
56.00 |RADIOISOTGPE 4,101 824,591 0.004973 18,756 93! 56.00
60.00 | LABORATORY 89,904 10,200,911 0.008813 541,312 4,771) 60.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 1,515 201,757 0.007509 71,008 533 63.00
66.00 {PHYSICAL THERAPY 34,664 2,339,996, 0.014814 63,539 941, 66.006
69.00 FLECTROCARDIOLOGY 36,440 2,479,857 0014694 305,564 4,4%0! 62.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 59,569 3,987,634 0.014938 698, 894 10,4401 71.00
72.00 [IMPL. DEV., CHARGED TO PATIENT 267 41,506 G.006433 26,711 172 72.00
73.00 [DRUGS CHARGED TO PATIENTS R 72,439 17,577,653 0.004121 1,634,7400 76,]_37j 73.00
CSERVICE COST CENTERS . o B
. 23,835 1,013,828 0.023510 O! ¢ 9G.00
90.01 [SENIOR CARE 19,779 535,545 ©.036932 0 ¢ 90.01
93.00 |EMERGENCY 62,086 4,927,835 0.012599 1.349[ 17 91.090
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) Q 489,137 0.00000C 1,523 0l 92.00
200.00]Total {lines 50-199) 981,258 61,813,328 3,831,598 45,0761200.00

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPETAL

in Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENf'ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CON: 151310 ] period:

* .

EWOrksheet 3]
{ From 01/01/2011!Part Tv

| To 12/31/2011 : pate/Time Prepared:
5/14/2012 16:12 am_

T Cost center pescription

ANCILLARY SERVICE COST CENTERS,
OPERATING ROOM

RECOVERY ROOM

DELEVERY ROOM & LABOR ROOM
ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
RADIOISOTOPE

LABORATORY

BLOOD STORING, PROCESSING & TRANS.
PHYSICAL THERAPY

ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENT
73.00 1p _CHARGED TO PATIENTS
10 IENT SERVICE COST CENTERS
CEINIC

SENTOR CARE

EMERGENCY
OBSERVATION BEDS (NON-DISTINCT PART)
200.00|Total (lines 50-199)

Cost

SO0 ODOOO0 00

cooool

“Title xviIl

Non physician Nursing SchooliAliied Heaith
anesthetist

Cost

A1l other
Medical
education Cosl

Total Cost
(sum of col 1
cthrough col.

i
[
=

il

w
o+
=)
(=]

CCOoO0Q00 000
&
2
=
&

OO OO
jpoccoccooccco

ooo

coooo

cosoo

MCRIF3Z - 2.25.130.90



Health Financial Systems

WABASH COUNTY HOSPITAL

APPORTEONMENT OF INPATIENT/OUTPATIENT ANCIELARY SERVICE OTHER PASS

THROUGH COSTS

[ Provider CoN: 151310 [ 0| Period:

In Lieu of Form CM$-2552-10C

From {}1/01/2611

| Wor ksheet D
Part IV

" Cost Center pescription

[ANCILLARY SERVICE COST CENTERS
OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR RQOM
ANESTHESTOLOGY

RADIOLOGY-DYAGNOSTIC

RADIOISOTOPE

LARORATORY

BLODD STORING, PROCESSING & TRANS.
PHYSICAL THERAPY

ELECTROCARDIOLOGY

MEDICAL SUPPLYES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENT

DRUGS CHARGER TO PATIENTS
IDUTPATIENT SERVICE €OST_CENTERS
CLINIC

SENIOR CARE

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
Toral (Tinas 50-19%)

200 Qo

cot.

| To 12/31/2011} pate/vime Prepared:
} i ' 5/1472012 10:12 am_
) i 1 Title xvIlI _ | _ Hospital ! cost_
Total Totat charges [Ratio of cost| outpatient inpatient
outpatient [(from wkst., C,| to Chmges fatio of Cost Progran
cost (sum of | Part I, col. [(col. 5 + col.] to charges Charges
2, 3 and 8 7) (col. 6 = col,
B> T . 7 o )
6,00 8.00 9.00 _10.00
i 3,536,485 0.000000 0.000000} 155,536¢ 50.00
0 327,799 0. 000000 ©.000000, 23,539 51.00
O ol 0. 000000 0. 000000! 0 52.00
0 696,490 0.000000: 0.0000001 24,480 53.00
0 12,632,302 0.0600000/ 0.000000; 264,647 54,00
0 824,593 0.000000 0.000000. 18,756 56.00
0 10,200,911 9.000000, {. 000000 541,312 60 00
0 201,757 0.000000! 0. 000000 71,008 63.00
0 2,339,996 0.000000] 0. 006006 63,5391 06.00
o] 2,479,857 (.006000 0. 006000 305,564 89.00
0 3,987,634 0.000000 0.,000060 698,8941 71.00
0 41,506 0.000000 0. 000060 26,711 72.00
ol 17,577,853 0.000000 ___0.0600C0] 7_,1,534,740} 73.00
I
1] 1,013,828 0. 000000] 0.0600007 0 906.00
¢ 535,545 O.GGODOO! 0. 000800 0! 90.91
iy 4,927,835 ;. 000000 O.GUDOOOI 1,349: 91.00
0O 489,137 0. 0600000! 0. 600000, 1,523 92.00
o 61,813,328 : 3,831,598°200.00

MCRIF3I2 - 2.25.13C.0



Health

Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Cost Center Description

Impatient
Progi-am
pass-Through
Costs {col. 8

ANCILLARY SERVICE COST CENTERS.
OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC

RADIOISOTOPE

{ABORATORY

BLO0OD STORING, PROCESSING & TRANS.
PHYSICAL THERAPY
ELECTROCARDIOLOGY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. PEV. CHARGED TO PATIENT
DRUGS CHARGED TOQ PATIENTS

OUTPATIENT SERVICE COST CENTERS
CLINIC

SENIOR CARE

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)

200.00

Total {lines 50-199)

DOOCOCOOOCC OO OO

DQO0 oD

Guipatient
Program
Charges

L it e xvIT
e XVITL

12,00

ocoooQ

CODODLoOCOCOO:

outpatient
program
Pass-Through

costs (col. 9

% ol 123
1300

. Hospjtal

Provider coN: 151310 | period:

From 01/031/2011
To

}worksheet D
{ Part Iv

12/31/2011 ; pate/Time Prepared:

_15/34/2012 10:12 am

i .. Cost

PSA Adj. Nop
Physician
Anesthetist

cost

cooconooooo oo

SO0 OO

o0

psAa adj.
Nursing School

cocoooo oo

oo oo
o

r

o

MCRIF32

- 2.45.136.0

|
|
|

=]

oo LOOQO

secoo



Health financial Systems

WABASH COUNTY HOSPEITAL

in Lieu of rorm C4S- 2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTFHER PASS

THROUGH COSTS

provider CCN:

151310 . period:

Tworksheet p

From 03/01/2011 | part Iv

To 12/31/2011 | pate/Tima Prepared:
!5/14/2012 10:12 am

I -, o [ Title XvIIT_ Hospital | Cost
Cost Center Description PSA Adj. psa adj. Al
Allied Healthother Medical
e -..[Education Cost
. . 23,00 24,00 _ .
IANCILLARY SERVICE COsT CENTERS ) o o o L
50.00 [OPERATING ROGM 0 0 50,00
51.00 [RECOVERY ROOM 0 0 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 52.00
53.00 |ANESTHESIGLOGY 0 0 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 S4.00
56.00 |RADIOISOTOPE ¢ 0 56.00
60.00 {LABORATORY 0 0 60.00
63.00 }BLOOD STORING, PROCESSING & TRANS. 0 0 63.00
66.00 { PHYSICAL THERAPY ¢ 0 66.00
69.00 | ELECTROCARDIOLOGY 0 0 | 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS [ 0 ''71.00
72.00 |IMPL, DEV. CHARGED TO PATIENT 0 0 72.00
73.00 |DRUGS CHARGER TO PATTENTS 0 0 ; ~|73.00
OUTPATIENT SERVICE COST CENTERS o o o o
90.00 |CLINIC o 0] 190,00
90.01 |SENIOR CARE 0 0 90.01
91,00 |EMERGENCY 0 0 191,00
92.00 |OBSERVATION BEDS (NON-DISTENCT PART) 1] 0 192,00
200.00j Total (Tipes 50-199) 0 0 1200.00

MCREF32 - 2.25.130.0



Health

Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form C#M5-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

FProvider CCN: 151310‘

period:
From (1/01/2011 pPart v

“worksheet D

t To  12/31/2011' pate/Time Prepared:
. b . P . i 5/14/2012 10:12 am__
- . 7T Title xvITE__ 1 Hospital  _ | Cost
e . _. _ Charges___ I
cost Center pescription cost to ChargelPrs Reimbursed cost Cost
Ratio From jsServices {(see| fReimbuised Reimbursed
worksheet €, linstructions) services services Not
part 1, col. 9 subject To subject To
ped. & coins. |{Ded. & Coins.
(see (see
~|dnstructions) [instructions)
1.00 2.00 3.00 4.00 L _
ANCYLLARY SERVICE COST CENTERS o R ] U - —_ -
50.00 |OPERATING ROOM .573637 0 891,910 0 ;50.00
51.00 |RECOVERY ROOM 0,408985 0 60,717 o o 51.00
52.00 |DELIVERY ROOM & LABOR ROOM (. 006000 Y 0 0 ¢ 52.00
53.00 JANESTHESIOLOGY 0.119884 0 125,175 0 ''53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0.250911 14 3,892, 363! 0 54.00
56.00 |RADIOISOTOPE 0.325382 0 283,972, ] 56.00
60.00 |LABORATORY 9.251187 0 3,436,321 6 " 6600
63.00 |BLOOD STORING, PROCESSING & TRANS. 0.674123 0 198, 147 0 ' 63.00
66.00 [PHYSICAL THERAPY 0.664983 0 665,538 v . 66.00
69.00 |ELECTROCARDIOLOGY 0.403947 4] 613,572 0 | 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.492107 0 483,293 0 71.00
72.00 JIMPL. DEV. CHARGED TO PATIENT 0.572231 0 12,811 0 . 72.00
73,00 [DRUGS CHARGED TO PATIENTS =~ il 0221001 _ 0 5,949,609 2,476, ©73.00
QUTPATIENT SERVICE COST CENTERS B _ N - . - |
90,00 |CLINIC 0.3410806 0 0 U] . 90,00
90.01 {SENTOR CARE 0.793623 0 42,427 0 90.01
91.00 |EMERGENCY 0.486066 0 1,038,730 o 931.00
92.00 |CBSERVATION BEDS (NON-DISTINCT PART) 0.760161 0 137,783 01 92.Q0
200.00|subtotal (see instructions} 0 18,204,388 2,476 200.00
201.00{tess PBP Clinic Lab. Services-Program Only b | 201.00
Charges !
202.00|Net charges {line 200 +/- line 201) 0 18,204,388 2,476 207 .00

MCRIF32 - 2.25.130.0




Health Financial Systems WABASH COUNTY HOSPEITAL In Lieu of Form CM5-2532-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND WACCINE COST Provider CCN: 151310 | period: worksheet D
from 01/01/2011 1 part v
To 12/31/2011 | pate/Time Prepared:
1571472012 10:12 am

e e _ R, ; ~ _ Title XVITY Hospital ! Cost
e e LOSES R,
Cost Center Dascription pPs Services [Cost Services [Cost services
(sae subject To  Not Subject To
instructions) |bed, & Coins. [Ded. & Coins.
(see {see
o ) ipnstructions)} | instructions)
S 1 se0 | 600 700 _ | R R
ANCTLLARY SER - _ - - e —
50.00 {OPERATING ROO! 4] 511,633 0 50.00
51.00 |RECOVERY ROOM 0 24,832 0 51.00
52,00 |DELIVERY ROOM & LABOR ROOM 0 0 0 1 52.00
53.00 |ANESTHESIOLOGY 0 15,006 0 53.00
54,00 |RADTOLOGY-DIAGNOSTIC Q 976,637 0 54.00
56.00 |RADIOISOTOPE 0 92,399 0 . 56.00
60,00 [LABORATORY 0 861,652 0 i 60.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 133,575 0 ' 63.00
66.00 [PHYSICAL THERAPY 0 442,571 ¢} 66.00
69.00 | ELECTROCARDIOLOGY 0 247,851 0 69.00
71.00 |MEDICAL SHPPLIES CHARGED TG PATIENTS 0 237,832 [ 71.00
72.00 |¥MPL. DEV. CHARGED TO PATIENT 0 7,342 0 i 72.00
73.00 |DRUGS CHARGED TO PATIENTS L ol 1,315,821 548 I 73.00
OUTPATIENT SERVICE COST CENTERS o
90.00 [CLINIC 0 0 0 90.00
90G.01 |SENIOR CARE [ 333,661 0 90,01
91.00 | EMERGENCY 0 504,891 0 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 1] 104,737 Q 92.00
200.00|subtotal (see instructions) a 5,810,440 548 i200.00
201.00|tess pep Clinic Lab. Services—Program only 0 201.¢0
Ccharges i
202.00iNet Charges (line 200 +/- line 201) 0 5,810,440 548 202,00

MCRIF32 - 2.25.130.0



WABASH COUNTY HOSPITAL __In Liew of Form CMS-2552-30

Health Financial Systems . — -
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST i Provider con: 151310 Period: worksheet D
: “From 01/01/20311 Part v

: Component CCN:157310 |Ta  12/31/2011 | pate/Time Prepared:
‘ 5/14/2012 10:12 am _

T o o L ! Title XVEIL_ _lswing Beds - SNFl _ cost__
o LCharges_ ]
Cost Center Description Cost to ChargelPrs Reimbursed Cost Cost
ratio From lservices (see| Reimbursed feimbursed
wWorksheet €, pinstructions) services services Not
part 1, col. 9 subject To Subject To
ped. & Coins. |Ded. & Coins,
(sce {see
b |instructions) [instructions).
. . oo 2,00 [ __ 3.00 4.00___ R
ANCILLARY SERVICE COST CENTERS [ . . — e
50,00 [OPERATING ROOM 0.573637 0 01 0 50.00
51.00 | RECOVERY ROOM (.408985 o ol 4] 51.00
52.00 [DELIVERY ROOM & LABOR ROOM {1.006000 0 0 0 52.00
53.00 |ANESTHESEOLOGY 0.119884 0 0 0 53.00
54,00 [RADIOLOGY-DIAGNOSTIC 0.250911 0 0 0 54.00
56.00 JRADIOISOTOPE 0.325382 0 0 0 ' 56.00
60.00 |LABORATORY 0.251187 0 o 0 ' 60.00
63.00 |BLODD STORING, PROCESSING & TRANS, 0.674123 4] 4 6 63.00
66.00 |PHYSICAL THERAPY 0.664983 0 0 0 66.00
69.00 |ELECTROCARDICLOGY 0.403947 g 4 G 6£9.00
71.00 IMEDICAL SUPPLIES CHARGED TO PATIENTS 0.492107 0 0 0 ' 7%.00
72.00 [IMPL, DEV, CHARGED TO PATIENT 0.572231 [ 0 ; . 72.00
73.00 |DRUGS CHARGED TO PATTENTS . . 0.221161 8 o o8 . 73.00
OUTPATIENT SERYICE COST CENTERS . _ o _— . -
90.00 |CLINIC 0.341086 0 of o : 90.00
90.01 |SENIOR CARE 0.793623 0 o 0. 90.61
91.00 |EMERGENCY 0. 486066 0 o 0 91.00
9Z2.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0.760161 0 Q, 0| ©92.00
200.00|subtotal (see instructions) 6 O 0l 200,00
201.00|Less PBP Clinic Lab. Services-program only 0 0 1201.09
charges ‘
202.00|Net cCharges (line 200 +/- Jine 201} ¥ ol ol 202.00

MCRIF32 - 2.25.130.0



Health

Financial Systems

WABASH COUNTY HOSPEITAL

_In tieu of Form CM5-2552-30

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES ANDMVACCINE cosT

| Provider

cen: 151310 period:

“worksheet D

From 01/01/2011 Part v
12/31/2011 pate/Time Prepared:
.3 5/14/2012 10:12 am

! Component CCN:152310 1 To

Y

o Costs
Cost Center pescription PPS Services |Cost Services
{see suhject To
instructions) {ped. & Coins,
{see

.. .. .__|isstructions)
L . 5.00 6,00
ANCILLARY SERVICE COST CENTERS .

50.00 |OPERATING ROOM 0 0
51.00 |RECOVERY ROOM 4] G
52.060 |DELIVERY ROOM & LABOR ROOM Q G
53.00 [ANESTHESIOLOGY 0 G
54.00 |RADICLOGY-DIAGNOSTIC 0 o
56.00 RADIOISOTOPE 0 a
60.00 | LABORATGRY 4 0
63.00 [BLOOD STORING, PROCESSING & TRANS, 0 O
66.00 |PHYSICAL THERAPY o 0
69.00 | ELECTROCARDIOLOGY o 0
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS ¢ 0
72.00 |IMPL. DEV. CHARGED TO PATIENT & 0
73.00 |DRUGS CHARGED TO PATIENYS 4 0
OUTPATIENT SERVICE COST CENTERS )

30.00 |CLINIC 0 0
90.01 |SENIOR CARE ] 0
91.00 |EMERGENCY 0, 0
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 0
200.00|subtotal (see instructions) 0 0
201.00Less PRP Clinic Lab. Services-Program only 0

Charges
] 0

202.00

net charges (line 200 +/- line 201)

e XVITT

Cost Services
Not subject To
ped. & Coins.
{see
instructions)
7.00

OO OCooOoD OO0

Iégingﬂsed§ ;_éﬁF

Cost

OB oo e

<

MCRIF32

- 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

~1In meu of Form €M5-2552-10

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

provider coN: 151319

Component CCN: 155365

Peri

To

1

worksheet b

From 01/01/2011 Part Iv
12/31/2011 ]

Date/Time Prepared:
S/14/2012 10:12 am _

COSt Center DQSC]lﬂt10ﬂ

TANCILLARY SERVICE COST CENTERS
OPERATING ROOM
RECOVERY ROOM
DELIVERY ROOM & LABOR ROOM
ANESTHESTOLOGY
RADIOLOGY-DTAGNOSTIC
RADIOISOTOPE
LABORATORY
BLOOD STORING, PROCESSING & TRANS.
PHYSICAL THERAPY
ELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGER TO PATIENT
|DRUGS CHARGED TO PATLENTS _ _
QUTPATIENT SERVICE COST CENTERS
CLINIC

SENIOR CARE

EMERGENCY
OBSERVATION BEDS (NON-DISTINCT PART)
200,00 Total (lines 50-199)

Title XVIIE

skilled Nursing

PPS

MCRYF32 - 2.25.130.0

e e raciTiey e S
Non Physician Nursing schoollallied Hen}thl A1l other | Total cost
Anesthetist medical (sum of col 1
Cost tducation cost| through col.

e I A 4)

“pee Tl T Eoe T see [T aeoT _ 7 so0
0 ! q 6' 0} 50.00
¢ G 0 0 0! 51.060
G 0 0 0 0 52.00
o 0 o o 0. 53.00
0 0 0 0 0 54.00
0 G 0 0 0 56.00
o 0 0 0 ol 60.00
0 0 0 0 0| 63.00
0 0 0 0 0 66.00
0 0 0 0 0 69.00
0 0 0 0 0 71.00
0 0 o 0 0/ 72.00
ol o N ] i k 73.00
0 ol ol o, 0 90.00
0 ol o 0! 0 9%0.01
0 0 o al 0 91,00
0 0 Gi 0 01 92.00
0 0 ol ol 0'200.00



. _In tieu of Form CMS-2552-10
151310 i Period: worksheet b
i From 01/01/2011: Parg IV
I Component CCN:1553651iTo 12/31/2011 | pate/Time Prepared:
) L 5/14/2012 10:12 am
“skilled Nursing PPS

WABASH COUNTY HOSPITAL

Health Financial Systems .
T - -
| provider CCN:

APPORTEONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Title XVIII

'
1

Ratio of Cost]

facility o .
Inpatient

Cost Center bescription Jotal Total charges outpatient

outpatient [(from wkst. €,/ te Charges [Ratio of Cost Program

cost ¢sum of | part 1, col, Hecol. 5 + col.l to Charges Charges

col. 2, 3 and 8) 7 (col. 6 + col.

VPR > N W I D .

— — 6.00 .00 8.00 8004 10.00 _—
ANCILLARY SERVEICE COST CENTERS . - -
50.00 |OPERATING ROOM 0 3,536,485 G.0D0060 0.0000000 O1 50.00C
51.00 |RECOVERY ROOM 0 327.799 0.000060 0.000000 0 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0.000060 (. 000000 0! 52.00
53.00 |ANESTHESIOLOGY 0 696,490 0.000060 0.000000 0! 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 12,632,302 0.000000, 0.000000 11,202] 54.00
56.00 {RADIOISOTOPE 0 824,593 0.000000 0.660000 0! 56.00
60.00 |LABORATORY 0 10,200,911 0.000060, 0.0600000 51,602 60.00
63.00 |BLOOD STORING, PROCESSING & TRANS. i} 201,757 0.000060, 0.000000 3,915' 63.00
66.00 |PHYSICAL THERAPY 0 2,339,996 0.000000C 0.000000 219, 897! 66.00
69.00 |ELECTROCARDIOLOGY 0 2,479,857 0.000000, 0.000860 70,342! 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 3,987.634 0.000000 0.000000 4,570 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENT 0 41,506 0.000000, 0.000000 8, 72.00
73.00 |DRUGS CHARGER TO PATIENTS B 0 17,577,653 ~ 06.0000001 G.0060000] 312,055 73.00
OUTPATIENT SERVICE _COST CENTERS _ B . _ L

90,00 |CLINIC 0 1,013,828 0.9000000; 0.0000057— 0 90.00
90,01 [SENIOR CARE 0 535,546 0.0000006; 0. 066000; 0 20.01
91.00 [EMERGENCY 0 4,927,835 0.000000, 0.000000i ¢ 91.00
92 .00 [OBSERVATION BEDS (NON-DESTINCT PART) 0 489,137 0.00900060C 0.000900] ¢ 92.00
200.00i Total (lines 50-199}) 0 61,813,328 i 673,5831200.00

MCRIF32

- 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCELEARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 151310

Component CCN: 155365

perjod: worksheet b

From 01/01/2011 | part Iv

To 1273172011 pate/Time Prepared:
5/14/2012 10:12 am _

T Cost center pescription

IANCELLARY SERVICE COST CENTERS
50.00 |OPERATING ROGM

51.00 [RECOVERY ROOM

52.00 |DELIVERY ROOM & LABOR ROOM

53.00 | ANESTHESTOLOGY

54.00 |RADIOLOGY-DIAGNOSTIC

56.00 [RADIOISOTOPE

60.00 |LABORATORY

63.00 |BLOOD STORING, PROCESSING & TRANS.
66.00 | PHYSICAL THERAPY

69.00 |ELECTROCARDIOLOGY

71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 [IMPL. DEV. CHARGED TO PATIENT

73.00 |DRUGS CHARGED TO PATIENTS

90.01 |SENTOR CARE

91.00 | EMERGENCY

92.00 |OBSERVATION BEDS (NON-DISTINCT PART)
200.00| Total (lines 50-199)

TPATIENT SERVICE COST CENTERS .

Title XVIEI skitled Nursing PPS
L L b FaciVity 1 o
Inpatient guipatiesnt ontpatient | PSA adj. Non? PsAa Adj.
Program Program Program physician  Nursing School
pass-Through charges pass-Through | Anesthetist
costs (col. 8 Costs (col. 9 cost
_%.col. 10} B B S <1 I 5 B A
Moo | izo. . _13.00 | 2100 G 22,00 |
0 g o 0 ol 50.00
0 0 0 0 0! 51.00
0 0 g 0 0; 52.00
0 0 a 0 0 53.00
a iy ] 0 0 54.00
0 0 0 0 0 56.00
0 O O 0 0 60.00
o 0 0! 0 0" 63.00
0 0 9l o 0, 66.00
¢} G 0 ol 0 69.00
0 G O ol 0 73.00
[¢] 4] 0 j 0y 72.00
B 0 6 0 o ol _Ojl 73.00
0 0 0‘ i 0 90.00
0 0 0 0] 0 90.01
0 ¢} G 0] 01 91,00
0 a 0 0 0r 92.00
0 0 & 01 Q1200.00

MCRIF32 - 2.25.130.0



Health Financial Systems __WABASH COUNTY HOSPITAL . et In tieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OFHER PASS | Provider CCN: 151310 |pericd:  worksheet D

EFrom 01/01/2011 ] pary 1v
12/31/2011 7 pate/Time Prepared:
5/14/2012 10:32 am_

THROUGH COSTS
Component CCi: 155365

|

) o J Title XvIIT l'skilled Nursing | PPS

. e b _ _ ) _ _racility L - —_

Cost Center Description psA adj. psa Adi. All

Allied Health [other Medical

oo [Education Cost
T30 L 24.00 L _ _

ANCILLARY SERVICE COST CENTERS ) L . ) o
50.00 [OPERATING ROOM 0 0 5{.00
51.00 |RECOVERY ROOM 0 0 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 52.00
53.00 |ANESTHESIOLOGY 0 0 © 53.00
54.00 [RADIGLOGY-DIAGNOSTIC 0 4] ''54.00
56.00 |RADTQOTISOTOPE 0 0 56.00
60.00 |LABORATORY 0 0 60.00
63,00 |BLOOD STORING, PROCESSING & TRANS. 0 0 63.00
66.00 |PHYSICAL THERAPY 0 0 | 66.00
69.00 |FLECTROCARDIOLOGY ¢ 0 , 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 1 §71.00
72.00 |IMPL. DEY. CHARGED TO PATIENT Q iy 72.00
73.00 |DRUGS CHARGED TO PATIENTS _ 0 B ol o - ' 73.00
OUTPATIENT SERVICE COST CENTERS o . L

90.00 |CLINIC G 0 90.00
90.01 |SENYOR CARE b 0 940 .01
91.00 |EMERGENCY [ 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART} G o ; 92.00
200.00| votal {Tines 50-199) 0 0 200.00

MCREF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

_In vieu of Fore (MS-2552-10

APPORTIONMENT OF INPATTENT ROUTINE SERVEICE CAPITAL CO5TS

provider ccn: 151310 ] period:

"worksheet D

TFrom 01/01/201 part I

.00
.00
.00

00
G0

To 12/31/2011 ! pate/Time Prepared:
. i . 15/314/2012 10:12 am_
e ] } Title Xix 1 _ Hospital | __ PPS
Cost Center Description Capital swing Bed Reduced Total Patient er Diem (col.
Related Cost | Adjustment capital pays 3/ col. &
(from wkst, &, related Cost
part 11, col. {col. 1 - col.
26) .- . 2) s
. } S 1.00 ___2.00 3.00 4.00
INPATIENT ROUTINE SERVICE COST CENTERS . . . . S R
30.00 {ADULTS & PEDIATRICS 99,848 3,111 96,717 1,637 59.08] 30
31.00 {ENTENSIVE CARE UNIT 37,556 37,556 736 51.03 31
43,00 |NURSERY 0 4] 4] 0.00; 43
44,00 |SKILLED NURSING FACILITY 93,928 93,928 5,704 16.47 44,
231,332 | 228,201 8,077 200,

200.00;Total (lines 30-199)

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH €O

UNTY HOSPITAL

In Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT ROUTENE SERVICE CAPITAL COSTS

provider CCN:

151310 { Peried:
From 01/01/2011
To 12/31/2011

worksheet D

Part T

Date/Time Prepared:

INPATIENT ROUTINE SERVICE COST CENTERS
30.00 |ADULTS & PEDIATRICS

31.00 |INTENSIVE CARE UNIT

43 .00 |NURSERY

44.00 [SKILLED NURSING FACILITY

200.00iTotal (lines 30-199)

_ Hospital

1 5/14/2012 10:12 am

PPS

I o C Title Xix

Inpatient Inpatient
pProgram days Program

Capital cost

{col. 5 x col.

- _6) i

5.00 F

34 2,009

17 868

0 0

0 0

51 2,877

MCRIF32 - 2.25.130.0

30.00

31.00
{ 43.00
' 44.00
200.00



WABASH COUNTY HOSPTTAL

__In tieu of Form €M5-2552-10

Health Financial Systems B a L
APPORTIONMENT OF INPATTENT ANCILLARY SERVICE CAPITAL COSTS Tprovider CCN: 151310 period: worksheet D
! ‘From 01/01/2011 part 1IX
| To 12/31/2011 pate/Time Prepared:
_ - I . ; 1.5/34/2012 10:12 am_
. e L ! Title x1x | _ Hospital _ | LD
cost Center bescription capital Total ChargesiRatio of Cost| Inpatient |cCapital Costs [

related cost |(From wkst. ¢,| to Charges pProgram (column 3 x

¢front Wksc. B,] Part 1, col. [{col, 1 + col. charges column 4)

part 11, col. 8) 2)

1> R IS S
— I 100 L zoe | 300 _ -

IANCILLARY SERVICE COST CENYERS . R I . . _
50.00 [OPERATING ROOM 188,449 3,536,485 0.053287
51.00 |RECOVERY ROOM 8,209 327,799 (.025043
52.00 |DELIVERY ROOM & LABOR ROOM 0 ¢ 0.600000
53.00 |ANESTHESIOLOGY 3,112 696,490 0.004468
54.060 |RADIOLOGY-DIAGNOSTIC 376,889 12,632,302 0.029835 41,338 1,233} 54.
56.00 |RADIOILSOTOPE 4,101 824,593 0.004973 0 0! 56.
60.00 |LABORATORY 89,904 10,200,911 0.008813 34,756 306 60.
63.00 |BLOOD STORING, PROCESSING & TRANS. 1,515 201,757 0.007509 0 63
66.00 |PHYSICAL THERAPY 34,664 2,339,996 ¢.014814 1,628 24| 66.
69.00 |ELECTROCARDIOLOGY 36,440 2,479,857 0.014694 22,205 1261 69,
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 59,569 3,987,634 0.014938 39,860 5951 71.
72.00 [1MPL. DEV. CHARGED TO PATIENT 267 41,506 0.006433 0 0 72.
73.00 |DRUGS CHARGED TO PATIENTS 72,439t 17,577,653 0.004123) 93,204 _ | 384! 73.
OUTPATIENT SERVICE COST CENTERS _ ) o - o R

90,00 |CLINIC 23,835 1,013,828 0.023510 0 0, 90.
90,01 |SENIOR CARE 19,779 535,545 0.036932 [¢] 0! 90.
91.00 |EMERGENCY 62,086 4,927,835 0.012599| 18,909 218] 91.
972.00 {OBSERVATION BEDS (NON-DISTINCT PART) 17,871 489,137 0.036536| Q 0| g92.
200.00{votat (lines 50-199) 999,129 61,813,328 I 260,944 3,4801200.

MCRIF3Z2 - 2.25.130.0



In Lieu of Form €M5-2552-10

Health Financial Systems WABASH COUNTY HOSPITAL . ]
APPORFIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS provider Cccn: 151310 iPeriod: worksheet D
VFrom 0170172011 | Part T1X
|TO 12/31/2011 | Date/Time Prepared:
5/34/2012 10:12 am
R _ e Title XIX. | Hespital_ _ PPS_
- Cost Center Description INursing schoolallied Heal Lhi A1l other swing-sed Total Costs
cost ! Medical Aadjustment | (sum of cols,
\IEducation cosi| Amount {see | I through 3,
e | S A — _|instructions) Iminus col. 4) |
e 200 3,00 400 T so0 |
[INPATIENT ROUTINE SERVICE COST CENTERS o R, o N
30.00 |ADULTS & PEDIATRICS 0 al 0 ol 0 30.00
31.00 | INTENSEIVE CARE UNIT 0 o 0l ! 0 31.00
43.00 [NURSERY 0 o ol ) 0 43.00
44.00 [SKILLED NURSING FACTLITY 0, o & 0 44.00
200.00| Total {Iines 30-199) 0 0 0. 0 200.00

MCRIF3Z - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL ] In biey of Form CMs-2552-10
provider CCN: 151310 i period: vorksheet D

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS
Serom 01/01/201110 Part TI1
iTo 12/31/2011 | Date/Time Prepared:
i ) G 5/14/2012 10:12 am _

_____ S, e . ! Title XIX __ Hospital __ _ PPS
Cost Center Description Total Fatient|per biem {col.| Inpatient Inpatient Psa Adj.
pays 5 + col., 6) | Program bays program Nursing School
pass-Through
lcost (col. 7 X
[ T N RN < -1 RO . S, T
e B0 ] 700 g.op | 900 I m00_ |
INPATIENT ROUTINE SERVICE COST CENTERS - -, = _— - - _
30.00 |ADULTS & PEDIATRICS 1,637 0.00 34 0 0 30.00
31.00 |INTENSIVE CARE UNIT 736 0. 00] 17 4] 0! 31.00
43,60 |NURSERY 0 0.00 0] 0 0l 43.00
44,00 |SKILLED NURSING FACILITY 5,704 0.00 0 9 0] 44.00
200.00| Total (Yines 30-1993 8,077 51 0 0i200.00

MCREF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL In tieu of Form CM5-2552-10

APPORTICNMENT OF INPATIENT/CUTPATIENT ANCILLARY SERVICE OFHER PASS Fprovider con: 151310 period: | worksheet D
THROUGH COSTS i From 01/01/2011! part ¥V
' To 12/33/2011 | pate/¥ime Prepared:
- - ) | L o L 15/14/2012 10:12 am_
- i o - o Title Xix . Hospital __ PPS
Cost Center prescription Non Physician Nursing Schooliallied Health| ATl other Total Cost
anesthetist Medical {sum of col 1
Cost education Cost| through col.
. e .1.00 .. 2:080 | 3.00 o A200 45,00 | .
IANCILLARY SERVICE COST CENTERS o R , ) . o o ___|
50,00 |OPERATING RGOM [¢] 0 ¢ 0 0’50.00
51.00 1RECOVERY ROOM [¢] 0 4] 0] o' 51.60
52.00 JDELIVERY ROOM & LABOR ROOM v 0 0 0 0 52.60
53.00 [ ANESTHESIOLOGY 0 0 0i 0 D! 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0 0 0, 54.00
56.00 |RADIOEISOTOPE 0 4] ¢ 0! 0, 56.00
60.00 |LABORATORY 0 0 o, ) 0 60.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 o O 0 63.00
66.00 |PHYSICAL THERAPY h; 0 ¢ 0, 0. 66.00
69.00 |ELECTROCARDIOLOGY 0 0 G 0 0] 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 @l 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 0 0 ly Q| 0 72.00
73.00 |DRUGS CHARGED TO PATIENTS o 0 o o n8o73.00
OQUTPATIENT SERVICE COST CENTERS o } , i . o o L B
90,00 [CLINIC 0 [&] 0 0 01 90.00
90.01 |SENIOR CARE 0 0 0 0 0] 90.01
91.00 | EMERGENCY 0 o 0 0 0} 91.00
92.00 |OBSERVATION BEDS {NON-DYSTINCT PART) 0 4] Q ¢} ol 92.00
200.00/total {lines 50-199) 0 0 0 0 0i200.00

MCRIF32Z - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form CM$-2552-10

APPORTIONMENT OF TNPATTENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS

THAROUGH CO5TS

provider Ccn: 151310 |Period:

i Worksheet D

lFrom 01/01/2011 | Part 1v

\To 1273172011 | pate/Time Prepared:
; " i 1.3/14/2012 10:32 am

[ N o Title X1x |  Hospital ____PPS

Cost Center Description Total total Charges [Ratio of Cost| Outpatiemt | Inpatient
outpatient [{(from wkst. C,i to Charges |Ratic of Cost Program
cost {sum of | Part I, col. {tol. 5 = col.| te charges charges
col. 2, 3 and 8) 73 {col. 6 + col.

M I R B N ST M

N . __6.00 CFoo T L B0 900 1000

ANCILLARY SERVICE COST CENTERS — S

50,00 [OPERATING ROOM 0 3,536.485r7 0. 000000 0.000000 6,370 5000
51,00 |RECOVERY ROOM G 327,799 4.00006G0 0.000000 1,100! 51.00
52,00 [DELIVERY ROOM & LABOR ROOM 0 G (. 000660, 0. 000060 01 52.00
53.00 |ANESTHESIOLOGY 0O 696, 490 {.000000 0.0600C0 1,5741 53.00
54.00 {RADICLOGY-DIAGNOSTIC 0 12,632,302 0, 000000 0.000900 41,3387 54.00
56.00 |RADIOISOTOPE 0 824,583 0, 006000 0.600000 0! 56.00
60.00 |LABORATORY 0 10,200,511 9, 000000 0.000800 34,756' £0.00
63,00 |BLOOD STORING, PROCESSING & TRANS. 0 201,757 0.000000 0.000009 0 63.00
66.00 |PHYSICAL THERAPY 9 2,339,996 0.000000, 0.000000; 1,628 66.00
69.00 | ELECTROCARDIOLOGY Q 2,479,857 0.0GOODSi 0.000000; 22,205 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 3,987,634 &, 000000 0.000000 39,860‘ 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENT 0 431,506 0. 000000 0.9000000 1 72.00
73.00 |DRUGS CHARGED TO PATTENTS ol 17,577,653 0.600000) ©,000000 93,204] 73.00

OQUTPATIENT SERVICE COST CENTERS L !
90.00 |CLINIC ls] 1,013,828 0.600000] 0. GO0000 0 90.0C
90.01 |SENIOR CARE 0 535,545 0.000000 0. 000600 ¢ 80.01
91.00 |EMERGENCY 0 4,927,835 0.000000: 0. 000G00; 18,309 91.0C
92.00 |OBSERVATION BEDS {(NON-DISTINCT PART) 0 489,137 0.000000; 0.000000 0l 82.00
200.00|Tetal (Yines 50-199) 0 61,813,328 F 260,944:1200. 00

MCRIF32 - 2.25.13C.0



WABASH COUNTY HOSPITAL _

Health Financial Systems

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILEARY SERVICE OTHER PASS

I'provider cen: 151316? period:

. Worksheet D

From 0:/01/2011 Part 1v

In Liey of Form cms-2552-10

THROUGH COSTS i {To = 12/31/2011 bate/Time Prepared:
B B e i . 15/14/2012 10:12 am_
_ o . L ritlexix [ wespiral PPS _
Cost Center Description Inpatient outpatient outpatient PSA Adj. Non psa Adj.
Program program Program physician  [Nursing School
pass-Through charges pass-Through | Anesthetist
costs {col. 8B Costs {col. 8 Cost
x_col, 10) . B xecol. 1) V0 _ -
- A 1,00 | _12.00 0 . 21.00
ANCILLARY SERVICE COST CENTERS ) .
50.00 [OPERATING ROOM 0 ol 0] 0 01 §0.00
51.00 |RECOVERY RGOM 0 0| ol o 6! 51.00
52.00 |PELIVERY ROOM & LABOR ROOM G of o 0 0 52.00
53.00 [ANESTHESIOLOGY G o 8] Q 0 53.00
54,00 | RADIQLOGY-DIAGNDSTIC G 0‘} 0 g 0 54.00
56.00 |RABRIOISOTOPE a ¢ o o 0 56.00
60.00 |LABORATORY i) ¢ 0f o 0 60.00
63.00 |8100D STORING, PROCESSING & TRANS. a 0 0 0 0| 63.00
66.00 | PHYSICAL THERAPY 0 0 0 0 ] 66.00
£9.00 |ELECTROCARDIOLOGY 0 0 0 0 0 69.00
71.00 |MERECAL SUPPLIES CHARGED TO PATIENTS 0 0 0! 0 Of 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENT 0 0, 0 0 072 .00
73.00 |DRUGS CHARGED TO PATTENTS = . 0 . o o 3 R 0 73.00
OUTPATIENT SERVICE COST CENTERS - — I e i

90.00 [cLINIC 0 a o 0] 01 90.00
90.01 |SENTOR CARE 0 0 ol al o' 90 01
91.00 | EMERGENCY 0 0 0l 0 0 91.00
92.00 |OBSERVATION BEDS (NON-BISTINCT PART) 0 0 0| 0 ¢ 92.00
200.00{ Total (lines 50-199) 0 0l 0| 1] 41200.00

MCRIF3Z2 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPYTAL Tn tiew of form €Ms-2552-1C

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 151310 period: rworksheet )
THROUGH COS5TS | From 01/01/2011 | Part 1V
To 12/31/2011,¥Date/T1me pPrepared:
- . ] i _ o ; . _ 15/14/20312 10:12 am
R e o . ) Title XIX : Hospital ; PPS o
Cost Center pescription PSA Adj. PSA Adj. AHT
Allied nealthjother sedical:
i |Eslucation cost
_____________ R N2 10U Co2a00 L . X ) e
IANCILLARY SERVICE COST CENTERS. . - - - _ ; ﬁ—
50,00 |OPERATING ROOM Q) 1] 50.00
51,00 |RECOVERY ROOM Q 0 51.00
52.00 |DELIVERY ROOM & LABOR ROOM a a 52.00
53.00 |ANESTHESIOLOGY Q 0 53.00
54.00 |RADIOLOGY-DIAGNOSTIC ) 0 54.00
56.00 |RADIQOISOTOPE 0 0 56.00
60.00 |LABORATORY ¢ 0 60.00
63.00 [BLOOD STORING, PROCESSING & TRANS. 0 0 , 63.00
66.00 |PHYSICAL THERAPY 0 0 ; 66.00
69.00 |ELECTROCARDIOLOGY G 0 69.00
731.00 |MEDECAL SUPPLIES CHARGED TO PATIENTS ¢ 0 1 71.00
72.00 [IMPL, DEV. CHARGED TO PATIENT I, ol 72.00
73.00 [PRUGS CHARGED TO PATIENTS L ! ot _ . _ o . _ . ., 73.00
OUTPATIENT SERVICE COST CENTERS 3 o i ) B T
99.00 |CLINIC 4 ol 90. 00
90.01 |SENIOR CARE 0 0l i 90.01
93.00 |EMERGENCY 0 0 ' 91.00
97.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 G~t ©82.00
200.00| Total (lines 50-199) ol ¢ 200.00

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL In Lieu of Form CMS-25572-10
APPORTEONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST provider ccn: 151310 | period: worksheet D
i From 01/01/2011 | Part v
'To  12/31/2011 | pate/Time Prepared:
: - i — 5/14/2012 10:12 am _
_ L e Title xIX 1 Hogpital _PPS _
SR ... Charges R
Cost Center Description Cost to CharygePPs Reimbursed; Cost Cost
patio From lservices (see| Reinbursed Reimbursed
worksheet ¢, {instructions) services services Not
part 1, col. 9 v subject To subject To
ved, & Coins. {ped. & Coinms.
{see (see
L |Znstructiens) [instructions) |
) ) - _ ) 1.00 200,300 | __4.00 -
IANCILLARY SERVICE COST CENTERS . . B ) o . _
50.00 |OPERATING RODM 0.573637 0 162,729 o] 50.
5$1.00 |RECOVERY ROOM 0.408985 0 24,441 8] 51,
52.00 |DELIVERY ROOM & LABOR ROOM 0.000000 9 ] 5] 52.
53.00 |ANESTHESIOLOGY 0.119884 0 39,011 [&] 53,
54.00 [RADIOLOGY-DIAGNOSTIC 0.250911 0 951,905 G 54,
56.00 [RADIOISOTOPE 0.325382 0 16,777 0 ! 56,
60.00 |LABGRATORY 0.251187 0 786,645 0 | 60
63.00 |BLOCD STORING, PROCESSING & TRANS. 0.674123 0 7,798 G: - 63
£6.00 |PHYSICAL THERAPY 0.664983 9 47,276| 0! | 66
£9.00 | ELECTROCARDIOLOGY 0.403947 0 78,780 ol ' 69.
71.00 [MEDECAL SUPPLIES CHARGED TQ PATIENTS {.492107 1] 217,635 ] 71.
72.00 [IMPL. DEV. CHARGED TO PATIENT 0.572231 0 ¢] 0 L 72,
73.00 !PRUGS CHARGED TQ PATIENTS = . | .. 0.221164 _9 648,463 _o .73,
OUTPATIENT SERVICE COST CENTERS o o ]
90.00 JCLINIC 0. 341086, 0 166,958 GE 90,
90.01 ;SENIOR CARE 0.793623 Q 0 C. + 90,
91.00 {EMERGENCY 3. 486066 0 755,157 0 i91
972.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0.760161 0 32,295 [ 192
200.00} subtotal (see instructions} 0 3,869,871 G 1200
201.00]Less eBP Clinic Lab. Services-Program only 0 [ 1201
charges |
202.00|Net Charges {line 200 +/- line 201) 0 3,869,871 ¢ 202

MCREF32 - 2.25.130.0



Health

Financial Systems

_WABASH COUNTY HOSPITAL

in Lieu of Form
u_ov _korm

APPORTIONMENT OF MEDICAL, OTHER HEALTH SEF(VICES AND VACCINE (COST

;ProvidéFVCCN:

151310 1 period:
CFrom 0170172011, part v

worksheet D

CM5-2552-10

To  12/31/2011' Date/Time Prepared:
_ _ i 1 5/14/2012 310:12 am
| Title x1x Hospital PS5

Cost Center Description

PPS Services
(see
instructions)

instructions)

Costs

Cost ServicesTCosE7§EE§ices

subject To
ped. & Coins.
(see

5.00

6.00

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

.00
.01
.00
.00
200.900
201.400

202.00

OPERATING ROOM
RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESTOLOGY

RADICLOGY-DIAGNOSTIC

RADIOISOTOPE

LABORATORY

BLOOD STORING, PROCESSING & TRANS.
PHYSICAL THERAPY

ELECTROCARDIOLOGY

MEBICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. (HARGED TO PATIENY

DRUGS CHARGED YO PATTENTS =
OUTPATIENT SERVICE COST CENTERS
CLINIC

SENTOR CARE

EMERGENCY

OBSERVATEION BEDS {NON-DISTINCT PART}
subtotal (see instructions)

Less PBP Clinic Lab. Services-Program Only
Charges

nNet Charges (line 200 +/- line 201)

ANCILLARY SERVICE COST CENTERS _

OO0 o000

coCc oo

2

9,996
0
4,677
238,843
5,459
197,585
5,257,
31,438
31,823
107,100
0
143,415

34,435
0
367,056
24,549
1,294,990
0

1,294,990

93,347

Hot Subject To

ped. & Coins.

(see

700

instructions)

=N -R-R~-N-- g

&=

jaj o =]

MCRIF3Z - 2.25.130.0



Health Financial Systems

Provider CCN: 151310 1 peried: , worksheet D-1

COMPUTATION OF INPATIENT OPERATING COST |
CFFom O1/01/2011 0

R I VE R N

=]

19.

ii.

12.

13.

14.

16.

17.

18.

i3,

20,

21,
2.

23.

24.

25.

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

.00

00
00
00
G0
00
.00
00
00
0o
Q0
00

00
MY

00
00

a0

Title XvITE . Hospital : __Cost

WABASH COUNTY HOSPITAL In tieu of Form CM5-2552-10

To 12/31/2011 1 pate/Time Prepared:
_.3/14/2012 10:12 am

‘Cost Center Description T j

PART 1 - ALL PROVIDER COMPONENTS T .

INPATIENT DAYS [ I e - e
Inpatient days (including private room days and swing-bed days, excluding 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 observation bed days}

Total swing-bed SNF type inpatient 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 0
reporting period (if calendar year, enter ¢ on this line)

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

Total swing-bed NF type inpatient days (including private rocm days) after December 31 of the cost 1}
reporting period {(if calendar year, enter {0 on this line) |

Total inpatient days including private roem days applicable to the Program {excluding swing-bed and
newborn days}

swing-bed SNF type inpatient days applicable to title XvIIT only (inctuding private room days} 53
through becember 31 of the cost reporting period (see instructions)

Swing-bed SNF type inpatient days applicable to title XVIII only (including private room days}) after 0
pecember 31 of the cost reporting period (if calendar year, enter 0 on this 1ine) '

swing-bed NF type inpatient days applicable to titles v or XIX only (inciuding private room days) 0]

through December 31 of the cost reporting period :

swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) ol

after pecember 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) 0!

Total nursery days {(title v or XIX oniy) i [

Nursery days (title v or X1X only) ____ L e 1 e

SWING BED ADJUSTMENT e e ) I e - o

Medicare rate for swing-bed SNF services applicable to services through pecember 31 of the cost i

reporting period

Medicare rate for swing-bed SNE services applicable to services after becember 31 of the cost

reporting period , }
g.08'

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 ! 0.00!
i

reporting period

Total general imrpatient routine service cost (see instructions) 2,144,646,
swing-bed cost applicable to SNF type services through pecember 31 of the cost reporting period (line Oi
5 % Tine 17)
swing-bed cost applicable to SNF type services after becember 3% of the cost reporting period (line 6| OI
x line 18) i
swing-bed cost applicable to NF type services through December 31 of the cost reporting period {Iine [ G
7 x line 19) ! ’
swing-bed cost applicable to NF type services after Pecember 31 of the cost reporting period (line 8 [ 0,
x line 20} | '
Total swing-bed cost (see instructions} } 67,258
general inpatient routine service cost net of swing-bed cost (Ving 71 minus 1ine 26) o | 2,0??,38§1
[PRIVATE ROOM DIFFERENTIAL ADIUSTMENT o e
General inpatient routine service charges (excluding swing-bed charges) 2,437,935
private room charges {excluding swing-bed charges) 0
Semi-private room charges (excluding swing-bed charges) 2,437,935
General inpatient routine service cost/charge ratio (line 27 + Tine 28) 0.852110
average private room per diem charge (line 29 + 1ine 3) 0.001
1,489, 27

Average semi-private room per diem charge (Tine 30 + line 4)
average per diem private room charge differential (line 32 minus line 33)(see instructions} 6.00:
Average per diem private room cost differential (line 34 x Tine 31) 0.00
pPrivate room cost differential adjustment (1ine 3 x line 35) 0
General inpatient routine service cost net of swing-bed cost and private room cost differential (3ine 2,077,388/]

27 minus Jine 36) o L _ . it

PART II - HOSPITAL AND SUBPROVIDERS ONLY e ) 1
[PROGRAM INPATIENT QPERATING COST 8EFORE PASS THROUGH COST ADJUSTMENFS e . j
adjusted general inpatient routine service cost per diem (see instructions) I 1,269,062
program general inpatient routine service cost {line % x tine 38) | 748,722
Medically necessary private room cost applicable to the Program {(line 14 x Vine 35) 0!

748,722

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

MCRIF3Z? - 2.25.130.0

© 1R

10.

T 17

18.
19.
20,

2.

2.

23,

i 24.

25.

26.

28.
29.
30.
31.
32.
33.
34.
35.

37.

38.
39.
40.
41.

.00

.00
.00

0o

Q0

.00

.00

L0G

N

o0

00

09

[814]

00
oo

06

oo

0c



WABASH COUNTY HOSPITAL

In tieu of Form CMS$-2552-10

Health Financial Systems .
COMPUTATION OF INPATIENT OPERATING COST provider cCN: 151310 [ Period: [worksheet p-1
Hfrom 01/01/2011 |
iF 1273172011 | pate/FTime Prepared:
. . o 1 L 5/14/2002 10:12 am
- . T T Title xviIz. i _ nospital ST st B
Cost Center Description Total Total Average Per | Program Days [ Progran Cost
Inpatient Costilnpatient payspiem (col. 1 + {cal. 3 x col.
e o _fomede 2y SRRDEUNE ) N R
______________________ 1.00 2.00_ ! o 3.00_ 400 5.00 .
42.00 _g:;_lgg_gav (ritle v & XIX _c_)g]_y) o e ¢ 0l .00 o ~ _ 0] 42.00
Intensive Care Type 1npatient Hospital Units o _ R . o
43.00 |INTENSIVE CARE UNIT 1,177,451 736, 1,599.80] 434/ 694,313} 43.00
4400 |CORONARY CARE UNIT i ! : 44.00
45.00 |BURN INTENSIVE CARE UNIT [ 45,00
46.00 |SURGICAL INTENSTIVE CARE UNIT ' 46.00
47.00 |OTHER SPECIAL CARE (SPECIFY) S S . 4700
Cost Center Description R _
e — _— e - —_— — J— l 00
48.00 |program inpatient ancillary service cost (Wkst. D-3, cot. 3, line 200) " 1,246,383] 48.00
49,00 {Total Program inpatient costs (sum of Tines 41 through 48){see instructions) i 2,689,418 49.00
(PASS THROUGH COST ADJUSTMENTS e o |
50.00 |pass through costs applicable to Program inpatient routine services {from wkst. D, sum of Parts t and 0 50.00
11T)
51.00 |pass through costs applicable to Program inpatient ancillary services (from wkst. ©, sum of Parts II 0., 51.00
and IV) ;
52.00 |[Total Program excludable cost (sum of lines 50 and 51) 0 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0 53.00
Imedical education costs (1ine 49 minus tine 523 _ _ o _ B
TARGET AMOUNT AND LIMIT COMPUTATION : R o —
54.00 |Program discharges { 0, 54.00
55.00 |Target amount per discharge 0.00, 55.00
56.00 |Target amount (1ine 54 x line 55) T o' 56.00
57.00 |pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53) | G; 57.00
58.00 [Bonus payment {see instructions) 1 G 58.00
59.00 iLesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by tlsei 0.¢0! 59.00
market basket |
60.00 |Lessar of Tines 53/54 or 55 from prior year cost report, updated by the market basket ' 0.001 60.00
61.00 |1F Tine $3/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by E D 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 imstructions) ; 0; 62.00
63.00 |Allowable Inpatient cost plus incenptive payment (see instructions) k.. o 9jb63.00
PROGRAM TNPATIENT ROUTINE SWEING BFD_ cosT o
64,00 IMmedicare swing-bed SNE mpat'lent routine costs through December 31 of the cost reparting | period {see ! © 67,258 64.00

instructions)(title XVIIT only)
65.00 |Medicare swing-bed SNF inpatient routine costs after December 31 of the cest reporting period (See : 6 65.00
instructions)(titie XVIIT only) ‘ ‘
66.00 ]Total Medicare swing-bed SNF inpatient routine costs (line 64 plus Tine 65){title XVIIT only). For i 67,258| 66.00
CAH (see instructicons) } !
67.00 |Title v or XIX swing-bed NF inpatient routine costs through becember 31 of the cost reporting period | 0l 67.00
(Yine 12 x line 19) !
68.00 [Title v or XIX swing-bed NF inpatient routine costs after becember 31 of the cost reporting period 1: 0, 68.00
(line 13 x line 20)
69.00 |Total title v or XIX swing-bed NF_inpatient routine costs (Yine 67 + line 68} _ ] H 0, 69.00
PART 11 - SKILLED Nunsfwgrfi\;;g]v OTHER NURSING FACIL1TY, AND ICE/MR ONLY  _ _ L *
70.00 |skilled nursing Ffacility/other nursing facility/ICF/MR routine service cost (line 37) T 70.00
71.00 |Aadjusted general dinpatient routine service cost per diem (line 70 : Vine 2} ! 71.00
72.00 iprogram routine service cost {line 9 x Yine 71) i 72.00
73.00 IMedically necessary private room cost applicable to program (Iine 14 x line 35) | - 73.00
74.00 |Total Program general inpatient routine service costs (line 72 + line 73) , 74.90
75.00 {capital-related cost allocated to inpatient routine service costs (from worksheet B, Part IT, column §75.00
26, line 45} i
76.00 |Per diem capital-related costs (line 75 = tine 2) ; 76.00
77.00 |program capital-related costs (line 9 x Tline 76) | 77.00
78.00 |Inpatient routine service cost (Jine 74 minus line 77) | 78.00
79.00 laggregate charges to beneficiaries for excess costs (from provider records) 179,00
80.00 {Total Program routine service costs for comparison to the cost limitation (Tine 78 minus line 79} L 80.00
81.00 {Inpatient routine service cost per diem limitation . 81.00
82.00 |Inpatient routine service cost limitation (lime 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) . §4.00
85.00 [utiltization review - physician compensation (see instructions) ! 85.00
86.00 {Total Program inpatient eperating costs (sum of Vines 83 through 835) ~ o lu R 86.00
PART IV - COMPUTATION OF OBSERVATION BED PASS THROUGH COST o ~ o
87.00 |Fotal observation bed days (see instructions) 1 243" 87.00
88.00 |adjusted general inpatient routine cost per diem (line 27 + Tine 2) : 1,269.02 88.00
89.00 |observation bed cost {1ine 87 x line 83) (see instructions)} ' 371,823 89.00

MCRIF32 - 2.25.136.0



Health Financial Systems WABASH COUNTY HOSPITAL e _In Lieu of Form CM5-2552-10
COMPUTATION OF INPATIENT OPERATING COST "provider CONt 151310 'reriod: “Worksheet D-1
! From 01/01/2011
! TO 12/31/2011 Dbate/Time Prepared:
! . ..5/14/2012 10:12 am

— , . o . Title XVITT | mospital | | Cost___
Cost Center Description cost routine Cost | <olumn 1 = Totat ohservation
(from line 273 column 2 observation Bed Pass

Bed Cost {From Through Cost
Tine 89} |(col. 3 x col.
1) (see

instructions) |
. 3:00

o e |omes || e
[COMPUTATION OF OBSERVATION BED PASS THROUGH COST

90,00 [Capital-related cost 0 0 .000000 0 0 90.00
91.00 [Nursing School cost 0 o (.000000 Q; 0 91.00
92.00 (Allied health cost 4] 0O 0.000000! o 0 92.00
93,00 |A11 ether Medical Education 0 0 {.000000! o] 0 93.00

MCRIF32 - 2.25.130.0



Health rFipancial Systems

WABASH COUNTY HOSPEITAL In tieu of Form CM5-2552-10

COMPUTATION OF INPATIENT OPERATING CO5T

provider ¢CN: 151310 Period: worksheet p-1
From 01/01/2011

comporent CCN: 155365 | 7o 12/31/2011 | pate/Time Prepared:
! | $/14/2012_10:12 am

Title XVIII Pskilled Nursing { PPS
_ e et e - — _ 4 Facility
Cost Center bescription F e N
_ - - , [ N 111 S B
PART I - ALL PROVIDER COMPONENTS o - L
[ENPATIENE DAYS - e - e N
1.00 |Inpatient days (including private recom days and swing-bed days, excluding newborn) ! 5,704 1.99
2.00 |Inpatient days €including private room days, excluding swing-bed and newborn days) ' 5,704  2.00
3.00 |private room days (excluding swing-bed and observation bed days) 0; 3.00
4,00 |[semi-private room days (excluding swing-bed and observation bed days) 5.704! 4.00
$.00 |Total swing-bed SNE type inpatient days (imcluding private room days) through pecember 31 of the cost T 5.00
reporting period
6.00 |Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0- 6.90
reporting period (if calendar year, enter 0 on this 1ine)
7.00 |Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost Oi 7.00
reporting period :
8.00 |Total swing-bed NF type inpatient days (including private room days) after pecember 31 of the cost 0! 8.00
reporting period (if calendar year, enter O on this Tine) i
2.00 |Total inpatient days including private room days applicable to the program {excluding swing-bed and 1,2620 9.00
newborn days) ;
10.00 |swing-bed SNF type inpatient days applicable to title XVIIX only {including private room days) 0+ 10.00
through pecember 31 of the cost reporting period {see instructions) :
11.00 |Swing-bed swF type inpatient days applicable te title xvIII only (including private room days) after 0] 11.00
pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine) |
12.00 |swing-bed NF type inpatient days applicable te titles v or XIX only (iacluding private room days) 6l 12.00
through December 31 of the cost reporting period
13.00 |swing-bed NF type inpatieat days applicable to titles v or XIX only (including private room days) 0.13.00
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine) ; ‘
14.00 |Medically necessary private room days applicable to the program (excluding swing-bed days) H 0l 14.00
15.00 |Total nursery days (title v or XIX only) 0] 15.00
16,00 |Nursery days (title v or XIX only). — _ [ R _0136.00
SWING BED ADJIUSTMENT R R . _ oL _ e —
17.00 iMedicare rate for swing-bed SNF services applicable to services through pecember 31 of the cost ! " 17.00
reporting period ;
18.00 |Medicare rate for swing-bed SNF services applicable to services after December 31 of the cost | 1B.00
raporting period ! ‘
19.00 |Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost } 0.00! 19.00
reporting period |
20.00 |Medicaid rate for swing-bed NF services applicable to services after pecember 31 of the cost | g.00° 20.00
reporting period ‘ )
21.00 |Total general inpatient routine service cost (see instructions) 1,738,546, 21.00
22.00 |swing-bed cost applicable to SNf type services through December 31 of the cost reporting period {}ine ol 22.00
5 x line 17)
23.00 |swing-bed cost applicable to SNF type services after pecembar 31 of the cost reporting period (line & 0 23.00
x Tine 18)
24.00 |swing-bed cost applicable to NF type services through December 31 of the cost reporting period {Tine 0: 24.00
7 % line 19) :
25.00 |swing-bed cost applicable to NF type services after pecember 31 of the cost reporting period (l1ine 8 G! 25.00
x line 20) '
26.00 |Total swing-bed cost (see instructions) ¢l 26.00
27.00 |General inpatient routine service cost net of swing-bed cost (line 21 minus line 26) {1 1,738,546] 27.00
PRIVATE ROOM DIFFERENTIAL ADJUSTMENT - e R s
28.00 |General inpatient routine service charges (excluding swing-bed charges) 1,620,843 28.00
29.00 |private room charges (excluding swing-bed charges) 0. 29.00
30.00 |semi-private room charges {excluding swing-bed charges) 1,620,843| 30.00
31.00 |General inpatient routine service cost/charge ratie (line 27 = Tine 28) 1.072618{ 31.00
32.00 laverage private room per diem charge (line 29 + line 3) i 0.00¢ 32.00
33.00 [Average semi-private room per diem charge (1ine 30 + Tine 4) 284.16 33.00
34.00 |Average per diem private room charge differential (line 32 minus line 33){see instructions)} ; 0.00. 34.00
35.00 {Average per diem private room cost differential (lire 34 x line 31} i 4.00° 35.00
36.00 Iprivate room cost differential adjustment (1ine 3 x line 35} i 01 36.00
37.00 iGeneral inpatient routine service cost net of swing-bed cost and private rcom cost differential (Hnei 1,?38,546! 37.00
27 minus line 363 . _ . o o : I,
SPITAL AND SUBPROVIDERS ONLY L _ . o
NPATIENT OPERATING €0ST BEFORE PASS THROUGH COST ADIUST , e
38.00 {Aadjusted general inpatient routine service cost per diem (see instructions) 38.060
39.00 |program general inpatient routine service cost (lise 9 x line 38) 39.60
40.00 [Medically necessary private room cost applicable to the program (line 14 x Tine 35) ! I 40.00
41.00 jTotal Program general inpatient routine service cost (Jine 39 + Tine 40} ' 41.00

MCRIF32 - 2.25.130.0



_ _WABASH COUNTY HOSPITAL

Provider Con: 151310 Period:
From 01/01/2011

component CCN: 1553651 To

Health Financial Systems
COMPUTATION OF INPATIENT OPERATING COST

| worksheet D-1

In Lieu of Form (Ms-2552-10

12/31/2011 pate/Time Prepared:

1 5/14/2012 10:1Z am

|
T - Title XVILIL {skitted Nursing PeS
- e S I LA I o Faciley 0 _
Cost Center Description Total Total Average Per | Program Days | Program Cost
Inpatient CostfInpatient paysoiem (col. I + {col. 3 x col.
........ ,, col. 2) . LA _
. e 1,00 ~ 200 3.00 4,00 U500 -
42,00 |NURSERY (title Vv & XIX onlyl ) R B | 42.00
Intensive Care Type Inpatient Hospital Units _
43,00 JINTENSIVE CARE UNIT | 43.00
44,00 | CORONARY CARE UNIT ' 44 .00
45.00 |BURN INTENSIVE CARE UNIT % ‘ | , 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT ; i 46,00
47.00 |OTHER SPEGIAL CARE (SPECTFY) . I SR S S _ 1 47.00
Cost Center bescription : e o
e e s e - . ) ; _ | 1.00
48.00 [program inpatient ancillary service cost (wkst. D-3, col. 3, line 200) : 48.00
49.00 [Total Program inpatient costs (sum of Tines 41 through 48)(see_instructigns) _ . 49.00
PASS THROUGIE COST ADJUSTMENTS o . _- . [
50.00 |Pass through costs applicable to Program inpatient routine services {from wkst. o, sum of Parts [ and! | 50.00
IIT)
51,00 |Pass through costs applicable to program inpatient ancillary services (from wkst. 0, sum of parts I1I I ! 51.00
and IV) . i
52.00 |Total Program excludable cost (sum of 1ines 50 and 51} i 52.00
53,00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and . 53,00
medical education costs {line 49 minus line 52) _ . i L 41
TARGET AMOUNT AND LIMIT COMPUTATION o e o
54.00 |Program discharges [ 1 54.00
55.00 |Target amount per discharge ' 55.00
56.00 |Target amount (line 54 x Tine 55) ‘ 56.00
57.00 |pifference between adjusted inpatient operating cost and target amount {Iine 56 minus Tine 53) ) 57.00
58.00 |8onus payment (see instructions) i 58.00
54.00 [tesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the , 58.00
market basket ‘ '
60.00 |Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket . 60.00
61.00 i1f Tine 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by ! ' 61.00
which operating costs (line 53) are less than expected costs (lines 54 x 60), or 1% of the target :
amount (lina 56), otherwise enter zero {see instructions) |
62.00 |relief payment {see instructions) | 1 62.00
63.00 |Altowable Tmpatient cost plus incentive payment (see imstructions) _ . N ©63.00
PROGRAM INPATIENY ROUTINE SWING BED COSY . . R ~ - - - _
64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost reporting period (See [— 64.00
instructions)(title XVIIT only) !
65.00 [Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See | ©65.00
instructions){title xVIII only) |
66.00 |Total Medicare swing-bed SNF inpatient routine costs (line 64 plus Vine 65)(title XVITI only). For | 1 66.00
CAH {see instructions) i i
67.00 [Title v or XIX swing-bed NF inpatient routine costs thirough December 31 of the cost reporting period | ©67.00
(Tine 12 x Yine 19)
68.00 |Title v or XIX swing-bed Nf inpatient routine costs after December 3t of the cost reporting period 68 00
(Tine 13 x 1ine 20) ; |
69.00 [Total title v or XX swing-bed NF inpatient routine costs (lime 67 + line 68) i ! 69.00
PART III - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MR ONLY . E
76.00 {skilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37} 1.738,546! 70.00
71.00 Adjusted general inpatient routine service cost per diem (line 70 + Tine 2) 304.79¢ 71.00
72.00 |{program routine service cost {line 9 x line 71} 384,645 72.09
73.00 |Medically necessary private room cost applicable to program {¥ine 14 x Iine 35} | 0. 73.00
74.00 |Total Program general inpatient routine service costs (line 72 + line 73} ; 384,645 74.00
75.00 |capital-related cost allocated to inpatient routine service costs €from worksheet '8, Pary IT, calumn 01 75,400
26, line 45)
76.00 |per diem capital-related costs (Tire 75 + line 2) 0.00, 76,00
77.00 |Program capital-related costs (line 9 x line 76) } 0 77.00
78.00 |Inpatient routine service cost (line 74 minus line 77) : 0 78.00
79.00 |Aggregate charges to beneficiaries for excess costs (from provider recerds) 0 79.00
80.00 |Total Program routine service costs for comparison to the cost limitation (3ine 78 minus Tine 79) 01 80.00
81.00 |rnpatient routine service cost per diem limitation G.00 81.00
82.00 |Inpatient routine service cost limitation (line 9 x line 81) o 82.00
83.00 |rReasonable inpatient routine service costs {see instructions} 384,645 83.00
84.00 |program inpatient ancillary services {see instructions) 264,317. 84.00
85.00 lutilization review - physician compensation (see instructions) ol 85.00
86.00 [Total Program inpatient operating costs (sum_of lines 83 through 85) 648, 962J 86.00
[PART IV - COMPUTATION OF OBSERVATION BED PASS THROUGH COST ) .
87.00 {votal observation bed days (see instructions) 0; 87.00
88.00 |Adjusted general impatient routine cost per diem (iire 27 + line 2) | 0.00° 88.00
89.00 |observation bed cost (tine 87 x line 88) (see instructions} 0 89.00

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATEENT OPERATING COST

provider CCN: 151310
Component CCN: 155365

pPeriod: "Worksheet D-1
From 01/01/2011
To 12/31/2011 | pate/Time Prepared:

5/14/2012 10:12 am

" Cost center pescriptiom

90.00 |Capital-related cost

91.00 |Nursing School cost

92.00 |Allted health cost

93.00 /a1l other Medical Education

COMPUTATION OF OBSERVATION BED PASS THROUGH

=R=R =]

Title XVIIX skilled Nursing PPS
} o . Facility |
Routine COSE column 1 + Totat [ observation (7
(from Yine 27} column 2 observation I Bed Pass
tedd Cost (From Through Cost
Tine 89) (col. 3 % col.
4) {see
H .+ . instructions) i
| T 3w a0 | 5.00 o
0 0.000000 0] ol 90,00
0 0.000000 1] 01 91.00
0 0.000000 0 0 92 00
3] 0. 000000 0 ¢ 93.00

MCRIF32 - 2.25.130.0




Health Financial systems _WABASH

'Provider'écwrmigigiﬁfﬁeriod: worksheet n-1

COMPUTATION OF INPATIENT OPERATING COST
From 01/01/2011
To  12/31/2011, pate/Time Prepared:

e _ _ Title xix_ . Hespiral __ PPS
Cost Center pescription ; o

_ .. e o - - i 1.00
PART T - ALL PROVIDER COMPONENTS S I [ I e R I
[ENPATIENT DAYS e - e T ] - I —_ o

1.00 [Inpatient days (including private room days and swing-bed days, excluding newborn} 1.718°

2.00 |Inpatient days (including private room days, excluding swing-bed and newbern days) ‘ 1,637

31.00 |[Private room days (excluding swing-bed and observatien bed days} | 3]

4,00 |semi-private room days (excluding swing-bed and abservation bed days) 1,637

5.00 |Totat swing-bed sNF type inpatient days (including private room days) through December 31 of the costi 53
reporting period

6.00 |[Total swing-bed SNF type inpatient days (including private room days} after December 31 of the cost l i
reporting period (if calendar year, enter 0 on this line} : )

7.00 |Total swing-bed NF type inpatient days (including private room days} through becember 31 of the cost 101
reporting period :

8.00 |Toral swing-bed NF type inpatient days (including private room days) after December 31 of the cost o
reporting period (if calendar year, enter 0 on this line) ; ;

3.00 |Total inpatient days including private room days applicable to the program (excluding swing-bed and } 34}
newborn days)

10.00 |swing-bed SNF type inpatient days applicable to title xviIE only (including private room days) i 0
through pecember 31 of the cost reporting period (see instructions) |

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

12.00 {swing-bed NF type inpatient days applicable to titles v or XIX only {including private room days) | 101
through December 31 of the cost reporting period ?

13.00 |swing-bed NF type inpatient days applicable to titles v or XIX enly {(including private room days) ! 0i
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine) ' !

14.00 iMedically necessary private room days applicable to the Program (excluding swing-bed days) G

315.00 [Total nursery days (title v or XiX onlyd o

16.00 {Mursery days (vitle v or x¥x only = . ol o . &
SWING BED ADJUSTMENT T . . - B _ '

17.00 [Medicare rate for swing-bed SNF services applicable to services through oecember 31 of the cost D
reporting period !

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

19.00 |Medicaid rate for swing-bed NF services applicable to services through bDecember 31 of the cost .00
reparting period 3

20.00 |Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost i 0.00.
reporting period

21.00 [Total general inpatient routine service cost (see instructioms) 2,144 646

22.00 iswing-bed cost applicable to SNF type services through December 21 of the cost reporting period (line! 0
5 x line 173 i

23.00 |swing-bed cost applicable to SNF type services after bDecember 31 of the cost reporting period {1ine & OI
%x Tine 18) i :

24.00 |Swing-bed cost applicable to NF type services through pecember 31 of the cost reporting period (line : 1
7 x line 19) ]

25.00 [swing-bed cost applicable To NF type services after December 31 of the cost reporting period (line 8 | 0
X line 20) 5 :

26.00 {Total swing-bed cost (see instructions) 67,2581

27.00 |General inpatient routine service cost net of swing-bed cost (line 21 minus 1ine 26) L. 2,077,388
PRIVATE ROOM BIFFERENTIAL ADJUSTMENT - _ e e - .

28.00 [General inpatient routine service charges (excluding swing-bed charges) i 2,437,93%

29.00 [private room charges {excluding swing-bed charges) i o'

30.00 |Semi-private room charges (excluding swing-bed charges) i 2,437,935

31.00 iGeneral inpatient routine service cost/charge ratio (line 27 + line 28) | 0.852110

32.00 |average private rcom per diem charge {line 29 + line 3) X 0.00:

33.00 |Average semi-private room per diem charge (1ine 30 + Tine 4) i 1,489.27¢

34,00 |Average per diem private room charge differential (line 32 minus line 33)}(see instructions} | 0.90

15.00 [average per diem private room cost differential (Tine 34 x Fine 31) 1 0.00

316.00 [Private room cost differential adjustment (line 3 x line 35) i o'

37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (1inei 2,077,388,
127 minus Vine 36) . e . e . o
PART II - HOSPITAL AND SUBPROVIDERS ONLY L i
PROGRAM INPATIENT OPERATING COST BEFORE PASS THROUGH COST ADIUSTMENTS . . . 5

38.00 |adjusted general inpatient routine service cost per diem {see instructions} r 1,269.02

39.00 |Program general inpatient routine service cost (line @ x tine 38) 43,147

40.00 [Medically necessary private room cost applicable te the pregram (line 14 % Tine 35) o

41,00 [Total Program general inpatient routine service cost (line 39 + Tine 40) 43,147

MCRIF3Z2 - 2,25.130.9
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Health Financial Systems WABASH COUNTY HOSPITAL

In tieu of Form CM5-2552-10

provider CCN: 151310 | period:

COMPUTATION OF INPATIENT OPERATING COST
From 01/01/2011 -

iworksheet D-1

To  12/31/2011 ! Date/Time Prepared:
. . : 5/14/2012 10:32 am
- e - . _ Title XIX T wospital PPS
Cost Center Description Total Total Average Per | Program Days | Program Cost
Inpatient CostiInpatient payspiem {col. 1 = (col. 3 x col.
_ B} e [ A ') N2 S (S S, ) S
2.60 300 f 0 400 s00
, N 0 LU B 0i 42.00
]
43,00 | INTENSIVE CARE UNIT 1,177,451 736 1,599.80 17 27,1971 43.00
44,00 | CORONARY CARE UNIT 44,00
45,00 [BURN INTENSIVE CARE UNIT 45.00
46,00 |SURGICAL INTENSIVE CARE UNIT . 46.00
47.00 |OTHER SPECTAL CARE (SPECIFY) o o o 3 B } - i 47.060
Cost Center bescription o o
el - AR U VI S
48.00 [Program inpatient ancillary service cost (wkst. b-3, col. 3, Tine 200) 82,867, 48.G0
49.00 |{Total Program inpatient costs (sum of lines 41 through 48){see instructions) | o 1. _153,211749.00
PASS THROUGH COST ADJUSTMENTS e - - . e e ]
50.00 |pass through costs applicable to program inpatient routine services (from wkst. D, sum of Parts T and 2,877 50.00
I1I)
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. b, sum of Pares Ir 3,4805 51.00
and IV}

52.00 |Total Program exciudable cost (sum of Jines 50 and 51} 6,357, 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 146,854, 53.00
medical edurcation costs (line 49 minus Tine 523 ) o . S

T AMOUNT AND LIMIT COMPUTATION B . . ;
ram discharges : 01 54.00
55.00 |Target amount per discharge i O.{]D|l 55.00
56.00 |Target amount (line 54 x line 55) l ¢! 56.00
57.00 ipifference between adjusted inpatient operating cost and target amount (line 56 minus Tine 53) | Q! 57.00
58.00 jBonus payment (see instructions} i 01 58.00
£9.00 |Lesser of Tines 53/54 or 55 from the cost reporting period ending 1396, updated and compounded by 1.i1e| 0.00° 59.00
market basket
60.00 iLesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 4.00 60.00
61.00 {If Yine 53/54 is less than the lower of limes 55, 5% 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 (line 56), otherwise enter zero {see instructions) )

62.00 |Relief payment (see instructions) ! 0 62.00
63.00 |alTowable Tupatient cost plus incentive payment {see instructions) L _ 0, 63.00
P ¥ INPATIENT ROUTINE SWING BED _COST o - o - i
64.00 |Medicare swing-bed SNF inpatient routine costs through becember 31 of the <ost reporting period (See ! 0' 64.00

instructions){title XVIII only) ;
65.00 |Medicare swing-hed SNF inpatient routine costs after December 31 of the cost reporting period (See i 0’ 65.00
instructions)(title XvIII only) ! ‘
66.00 |Total Medicare swing-bed SNF inpatient routine costs (¥ine 64 plus line 653 (title XVIIE only). For E 0{ 66.00
CAH (see instructions) !
67.00 |Title v or XIX swing-bed NF inpatient routine costs through pecember 31 of the cost reporting period } 0] 67.00
(line 12 x line 19 ! :
68.00 |Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period \ 0! 68.00
(line 13 x Fine 20} | :
69.00 |Total title v or XIX swing-bed NF inpatient routine costs (line 67 + line 68) G ©9.00
PART III - SKILLED NURSING FACILITY, OTHER NURSING FACILITY, AND ICF/MIL ONLY . . '
70.00 |skilled nursing facilityfother nursing facility/ICF/MR routine service cost (Jine 37) i 7G.00
71.00 |adjusted generat inpatient routine service cost per diem (line 70 + Y¥ine 2) I 71.00
72.00 [program routine service cost (Yire 9 x line 71} i 72.00
73.00 iMedically necessary private room cost applicable to program (iine 14 x line 35) 73.00
74.00 [Total Program general impatient routine service costs (line 72 + Tine 73) 74.00
75.00 jcapital-related cost allocated to inpatient routine service costs (from wWorksheet B, Part IX, column 75.00
26, Tine 45) l
76.00 per diem capital-related costs (1ine 75 + line 2) I 76.00
77.00 {pProgram capital-related costs (¥ine ¢ x lTine 76) 1 77.00
78.00 {Inpatient routine service cost (line 74 minus Tine 773 78.00
79.00 |Aggregate charges to beneficiaries for excess costs {(fram provider records) 79.00
80.00 {Total Program routine service costs for comparison to the cost limitation {}ine 78 minus tine 79) 80.00
81.00 |Inpatient routine service cost per diem limitation 81.00
82.00 |inpatient routine service cost limitation (Tine 9 x ¥ine 81) I 82.00
83.00 |Rreasonable inpatient routine service costs (see instructions} ' 83.00
84.00 [program inpatient ancillary services (see instructions) . 84 .00C
85.00 [utilization review - physician compensation {see instructions} ’ 85.00
$6.00 |Total program inpatient operating costs (sum of 1imes 83 through 85) ) . i _ 86.00
PART IV - COMPUTATION OF OBSERVATION BED PASS THROUGH COST _ o o o
87.00 |Tutal observation bed days (see instructioms) T 203 87.G0
88.00 |Adjusted general impatient routine cost per diem (line 27 + line 2 ! 1,269.02 88.00
86.00 |observation bed cost (line 87 x line 88) (see instructions) 371,823 89.00

MCRIF32 - 2.25.130.0



In Lieu of Form CM5-2552-10

Health Financial Systems WABASH COUNTY HOSPITAL o o
COMPUTATION OF INPATIENT OPERATING COST provider con: 151310 | Period: "worksheet D-1
fFrom 0170172011
To  12/3%/2011 ! pate/Time Prepared:
- i — | . $5/14/2012 10:12 am
e . T 71 Witlexix ___,__Wospital _ [ PPS_
cost Center Description Cost Routine Cost | column 1 = Total chservation
(from line 27) column 2 observation Berl Pass
ged Ccost (from Through Cost
T1ine 89) (col. 3 x eol,
4) (see
_ s B . _linstructiens) ;
1,00 z.oo | 300 O T R Y T
COMPUTATION OF OBSERVATION BED PASS THROUGH COST . o U
90.00 |capital-related cost 949,848 2,0?7.338| 0.048064I 371,823 17,871 90.c0
91.00 jNursing School cost 6 2,077,388 0.000000 371,823 0] 91.00
92.00 |A1lied health cost ¢ 2,077,388 0.000000 371,823 0 92.00
93.00 |A1l other Medical £ducation 0 2,077,388 0.000000! 371,823 0! 93.00

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL _ _ . _En iiew of Form cM5-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider ccN: 151310 period: { worksheet p-3
From 01701720111
[To " 12/31/201110ate/Time Prepared:
_ - - § S i 5/14/2012 10:12 am _
e o s L . . Title XVITL i _wospital 1 __  _ Cost_
Cost Center Description ‘Ratio of Cost Inpatient | Inpatient
' To charges Prrogram iProgram Costs
charges {eol, 1 x col.
. 1 1
I . e 100 [ 200 g 3.00 —
INPATIENT ROUTINE SERVICE COST CENTERS _ o N
30.00 |ABULTS & PEDIATRICS ! 1,000,072! ©30.00
31.00 |INTENSIVE CARE UNIT | 1,024,911 31.00
43.00 INURSERY e L i R _.; 43.00
ANCILLARY SERVICE COST CENTERS _ _ o . {
50.00 |OPERATING ROOM 0.573637] 155,536] £9,221] 50.00
51.00 |RECOVERY ROOM 0.408985! 23,539 9,627 51.00
52.00 [RELIVERY ROOM & LABOR ROOM 0.000000! 0! 0 52.00
53.00 |ANESTHESIOLOGY 0.119884! 24,480 2,935 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 0.250911 264,647 66.4(!3i 54.00
56.00 |RADTOTISOTOPE 0.325382 18,756 6,103: 56.00
60,00 [ LABORATORY 0.251187! 541,312| 135,971} 66.00
$3.00 {BLOOD STORING, PROCESSING & TRANS. 0.674123 71,008 47,868; 63.00
66.00 {PHYSICAL THERAPY 0.6064983 63,539 42.252; 66.00
69.00 ; ELECTROCARDIOLOGY 0.403947 305,564 123,432 69.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0.492107 698,894 343,931 71.09
72,00 {IMPL.. DEV. CHARGED TO PATIENT | 0.572231 26,711 15,285 72.00
73.00 {DRUGS CHARGED TO PATIENTS = ¢ _0.221161 1,634,740 361,541 73.00
[QUTPATIENT SERVICE COST CENTERS . . ) — - . .
90.00 {CLINIC ] 0.341086] ol 0! 90.90
90.01 |SENIOR CARE ! 0.793623 o o' 90.01
91.00 |EMERGENCY 0.486066! 1,349 656 91.00
92.00 |OBSERVATION BEDS {NOM-DISTINCT PART) 0.760161 1,523 1,158 92.00
200.00 Total (sum of lines 50-94 and 96-98) § : 3,831,598 1,246,3831200.00
201.00/Less PBP Clinic Laboratory Services-Program only charges (line 61) i t 4] |201.00
202.00/Net Charges (line 200 minus tine 201) | 3,831,598 l202.00

MCRIF32 - 2.25.130.¢



Health

Financial Systems

WABASH

COUNTY HOSPITAL

In tieu of Form CMS-2552-10

INPATI

ENT ANCILLARY SERVICE COST APPORTTONMENT

provider CCN: 151310 | Period:

Component CCN:152310f7o

From 01/01/2011
1273172011

worksheet p-3

Date/Time Prepared:
5/14/2012 310:12 am

202.00

Tcost Center pescription

ADULTS & PEDIATRICS

INTENSIVE CARE UNIT

NURSERY .
ANCILEARY SERVICE COST CENTERS
OPERATING ROOM

RECOVERY RCOM

DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY

RADIOLOGY-DIAGNOSTIC

RADIOISOTOPE

LABORATORY

BLOOD STORING, PROCESSING & TRANS,
PHYSTICAL THERAPY

ELECTROCARDTOLOGY

MEDTICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENT

|BRUGS CHARGED TG PATIENTS e
OUTPATIENT SERVICE COST CENTERS
CLINIC

SENIOR CARE

EMERGENCY

OBRSERVATEON BEDS (MON-DISTINCT PART)
Total {sum of lines 50-94 and 96-98)

Net Charges (1ine 200 minus line 201)

INPATIENT ROUTINE SERVICE COST CENIERS _

Less PBP Clinic taboratory Services-Program only charges (line 61}

Title XviIII
!Rﬂtiﬁ of Cost

“lswing Beds - SNF|
Inpatient

~ Inpatient

cost__

i To charges Program Program Costs
: charges (col. 1 x col.
)
b oo | 200 300 [
- 7 0| 30.00
; 0 31.00
o . i a ~43.00
1

0.573637] 0 01 50.00

0.408985 6 G} 51.00

¢.000000 0 0’ 52.00

¢.119884! 0 o] 53.00

8. 250011! 3,744 314] 54.00

0.325382) 966 314 56.00

0.251187 7.924 1,990 60.00
0.674123 1,569 1,058, 63.00

0.664983 11,033 7,337 66.00
0.403947] 6,542 2,643 69,00
0.492107 1,187, 5841 71.00

0.572231 o 0 72.00

B 0.221161 71,131] 15,731, 73.00

- — _ [ |

0.341086] ol 0! 90.00

6.793623 o 0 90.01

0. 486066/ o 6, 91.00

0.760161 0 0 92.00

103,596 30,471[200.00

) 201.00

! 103,5%6 i202.00

MCRIF32 - 2.25.130.9



Health Financial Systems

WABASH COUNTY_HOSPITAL __In Lieu of Form CM5-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

I'provider coN: 151310 ! period: [worksheet p-3
i From 01/01/2011
| Component CON: 155365 To  12/31/2011 pate/Time pPrepared:
; ~ /1442012 10:12 am

T Cost center Description

"IINPATIENT ROUTINE SERVICE COST CENTERS

30.00 JADULTS & PEDIATRICS
31.00 jJINTENSIVE CARE UNIT
43.00 |NURSERY

ANCILLQE!_§ERVICE COST CLNT RS
50.00 |OPERATING ROOM

51.00 |RECOVERY ROOM

52.00 |DELTVERY ROOM & LABOR ROOM

53.900 |ANFSTHESTOLOGY

54,00 |RADTOLOGY-DIAGNOSTIC

56.00 |RADTIDISOTOPE

60.00 |LABORATORY

63.00 |BLOOD STORING, PROCESSING & TRANS.
66.00 |PHYSICAL THERAPY

69.00 {ELECTROCARDIOLOGY

71.00 {MEDICAL SUPPLIES CHARGED TQ PATIENTS
72.00 [IMPL. DEV, CHARGED TO PATIENT

73.00 [DRUGS CHARGED TO PATIENTS
IDUTPATIENT SERVICE €OsT CENTERS
90,00 {CLINIC

490,01 {SENIOR CARE

91.00 | EMERGENCY

97.00 OBSERVATION BEDS (NON-DISTINCT PART)
200,00 Tota? (sum of lines 50-94 and 986-93)

201.00!Less PBP Clinic Laboratory Services-program only charges (1line 61) .

202.00{Net charges {(line 200 minus Tline 201)

Title XVIII -5k111ed Nursing PPS
1. o Facititzy. 1 . _
Ratio of Cost Inpatient | Inpatient
To Charges Program Program €osts
Charges (col. 1 x col.
B} o - B _. 2.00 i ] )
o} 30.00
ol ;31,00
_ I ; © 43.00
|
- —_ J— — - b
0.573637 0 0 50.00
0.408985 0 0. 51,00
0.000000 0 ol 52.00
0.119884 o 0 53.00
©.250011 11,202 2,811 54.00
6.325382 0 0| 56.00
§.251187 51,602 32,962| £0.00
0.674123 3,015 2.63%] 63.00
0.664983 219,897 146,228] 66.00
0.403947 70,342 28,414} 69.00
0.492107 4,570 2,249¢ 71.00
0.572231 0 Oj 72.00
| ezuier 312,055 69, 0141 73.00
0.341086 o 05 90.00
0.793623 " ¢! 90.01
0.486066 0 0. 91.00
i 0.760161! ¢ 0 92.00
: 673,583 264,317 200.00
o 201.00
; 673,583 202.00

MCRIF32 - 2.25.130.0



Health Fipancial Systems __WABASH COUNTY HOSPITAL _In tieu of Form CM5-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT provider CCN: 151310 i pariod: |w0rksheet n-3

Fram 01/01/2011
'Te  12/31/2011 ) pate/Time Prepared:
: 1571472012 10:12 am__

R . L _ . Title xIX _ _Hospital _ | Pes |
Cost Center bescription Ratic of Cost Inpatient Inpatient
To Charges Program program Costs
charges (col. 1 x col.

INPATIENT ROUTINE SERYICE COST CENTERS o o S N
30.00 |ADULTS & PEDIATRICS 7 62,098 - 30,00
31.00 [INTENSEVE CARE UNIT 43,252 31,00
43,00 [NURSERY o I b e ]43.00

ANCILLARY SERVICE COST CENTERS | I e I - -
50,00 |OPERATING ROOM 0.573637 6,370 3,654 50.00
51.00 |RECOVERY ROOM &, 408985 1,100 450[ 51.00
52.00 |DELIVERY ROOM & LABOR ROOM , 6.000000 a 0] 52.00
53.00 |ANESTHESIOLOGY 0.119884 1,574 189 53.00
54,00 |RADIOLOGY-DIAGNOSTIC i 0.250911 41,338 10,372; 54.00
56,00 |RADIOISOTOPE i 0.325382 o 01 56.00
60.00 | LABORATORY , 0.251187; 34,756 8,73G, 60.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 1 0.674123 4] 0! 63.00
66.00 |PHYSTICAL THERAPY H 0.664983 1,628 1,083 66.00
69.00 |ELECTROCARDIOLOGY : 0.403947 22,205 8.970' 6%.00
71.00 [MEDECAL SUPPLIES CHARGED TO PATIENTS 0.492107 39, 860 19.615 71.00
72.00 [IMPL. DEV. CHARGED TQ PATIENT 0.572231, ] o 72.00
73.00 |DRUGS CHARGED TFO PATFENTS ) 0.221161] 93,204 _ _20,613j 73.00

OUTPATTENT SERVICE COST CENTERS . . . N
90.00 |CLINIC i 9.341086 0| 0! 90.00
90.01 |SENIOR CARE 0.793623 0 0! 90.01
91.00 |EMERGENCY ; 0. 486066 18,909| 9,191, 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) ! 0. 760161 0| 0' 92.00
200.00| Total (sum of lines 50-94 and 96-98) i 260, 944! 82.867°200.00
201.00|Less PRP Clinic Laboratery Services-Program only charges (Fine 61) j , 4] 201.00
202.00/Net Charges (line 200 minus Tine 201) | | 260,944 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems

_ WABASH COUNTY HOSPITAL ____In Lie _CHS-

Provider cCh: 153310 | Period: i worksheet £

CALCULATION OFf REIMABURSEMEMT SEFTLEMENT .
| From (1/01/2011|rart B

"o 12/31/2011 | bate/Time Prepared:
! [ 5/14/2012 10:12 am _

- _ B o I Title XvITI ___ | _ Hospital . __Cost
PART B - MEDTCAL AND OTHER HEALTH SERVICES . . - _ I
1.00 |Medical and other services {see instructions} i 5,810,988 1.
3.00 ImMedical and other services reimbursed under OPPS (sce instructions) 1 0. 2.
3,00 |PP5 paymenis | of 3.
4,00 |outlier payment (see instructions) Qb 4.
5.00 |enter the hospital specific payment to cost ratio (see instructions) ! 0.000; 5.
6.00 |tine 2 times line 5 ! 9} 6.
7.00 |sum of Jine 3 plus line 4 divided by line 6 } 0.00° 7.
§.00 |Transitional corridor payment (see instructions) ; a: 8.
9.00 |Ancillary service other pass through costs from worksheet D, Part Iv, column 13, Tine 200 | 0: 9.
10.00 |organ acquisitions ‘ 0 10.
11.00 |Total cost (sum of Tines 1 and 18) (see instructions} _ o = n ) 5,810,988} 11.
COMPUTATION OF LESSER OF COST OR CHARGES _ . L ] . :
Reasonable charges . . S oo
12.00 |Aancitlary service charges a| 12
13.00 |organ acquisition charges (from worksheet D-4, Part Tif, tine 6%, col. 4 0' 13
14.00 |Total reasonable charges (sum of limes 12 and 13) L 0 14
Customary charges e . I o
15.00 |[Aggregate amount actually collected from patients liable for payment for services on a charge basis | 0. 15,
16.00 |amounts that would have been realized from patients liable for payment for services on a chargebasis | 0; 16.
had such payment heen made in accordance with 42 CFR 413.13(e) ‘{ )
17.00 |Ratio of 19ne 15 to line 16 (not to exceed 1,000000) ‘ ¢.0000001 17.
18.00 |Total customary charges (see instructions) . 01 18.
19.00 |Excess of customary charges over reasonable cost (complete only if line 18 exceeds line 11) (see . 0 19.
instructions)
20.00 |Excess of reasonable cost over customary charges {complete only if Tine 11 exceeds line 18) (see : 0 26.
instructions) ‘ |
21.00 |Lesser of cost or charges (lire 11 minus line 20} (for CaH see instructions) i 5,869,0981 21.
22.00 |Interns and residents (see instructions) : o 22
23.00 |cost of teaching physicians {see instructions, 42 CFR 415.160 and CMs pub. 15-1, section 2148} ‘ g 23,
24.00 |Total prospective payment (sum of lines 3, 4, 8 and 9} ; - . FE 0, 24
ICOMPUTATION OF REIMBURSEMENT SETTELEMENT . R ) o
25.00 |peductibles and coinsurance {for CAH, see instructions) | 37,1251 25.
26.00 |peductibles and Coinsurance relating to amount on line 24 {for CaH, see instructions) ' 7,940,181, 26.
27.00 |subtotal {(lines 21 and 24 -~ the sum of Yines 25 and 26) plus the sum of limes 22 and 23} (for CAH, | 2,801,792] 27.
see instructions) ' '
28.00 |pirect graduate medical education payments {from worksheet £-4, Tine 50) {)I 28.
29.00 |Esrp direct medical education costs (from worksheet &-4, Tine 36) I Ol 29.
30.00 |subtotal (sum of lines 27 through 29) ! 2.891,?92| 36.
31.00 |primary payer payments i 2,662| 31.
32.00 |subtotal (lipe 30 minus line 31) L o ~ . I 2,889,130, 32.
ALLOWABLE BAD DERTS (EXCLUDE BAD DEBTS FOR PROFESSTOMAL SERVICES) . o 1
33.00 |Composite rate ESRD (from worksheet 1-5, line 11} o 33
34,00 [Aljowable bad debts (see instructions} 487,822 34
35.00 [Adjusted reimbursable bad debts (see instructions) 487,822 35
36.00 |aAllowable bad debts for dual eligible beneficiaries (see instructions) 0; 36.
37.00 |subtotal (sum of lines 32, 33, and 34 or 35) (line 35 hospital and subprovider anly) 3,376,9521 37.
38.00 [MSP-LCC reconciliation amount from PS&R i o' 38,
39.00 |OTHER ADIUSTMENTS {SEE INSTRUCTIONS) (SPECIFY) 0 39
39.99 IRECOVERY OF ACCELERATED DEPRECIATION ' 0 39
40.00 |subtotal (line 37 plus or minus lines 39 minus 38) 3,376,952 40.
41.00 [Interim payments i 3,213,823 41,
42.00 |Tentarive settlement (for contractars use only) i 0 42.
43.00 |Baiance due provider/program (1ine 40 minus the sum of Tines 41, and 423 I 163,129 43.
44.00 |protested amounts (nonallowable cost repert items) in accordance with cws pub. 15-TI, section 135.2 { .0 44
10 BE COMPLETED BY CONTRACTOR_ T T 1
90.00 |original outlier amount (see instructions) i 0! 9g.
91.00 |outlier reconciliation adjustment amount {see imstructions) l 0| 91
92.00 |The rate used to calculate the Time value of Money ! 0.00! 92
93.00 [Time value of Money {see instructions) : 0 93
94.00 |Total (sum of Jines 91 and 933 0 94.

MCRIF32 - 2.25.130.0

In Lieu of Form €MS-2552-10



Health Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form €M5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

provider CoN: 151310 | reriod: worksheet E
From 01/01/2011: Part B
To  12/31/2011 ' pate/Time Prepared:
15/14/2012 30:12 am

 WORKSHEET OVERRIDE VALUES.

WORK L e
112.00’Eerr1de of Ancillary service charges (line 12}

Hospital ; cost
__Overrides_
_1.80

Title xviir __ |

MCRIF32 - 2.25.130.0



#ealth Financial Systems WABASH COUNTY HOSPITAL

provider CcN: 151310 |Period:

CALCULATION OF REIMBURSEMENT SETTLEMENT
Component CCN: 155365 ' To

worksheet E

' From Q1/01/2011| Part B
12/31/2011 | pate/Time Prepared:

In Lien of Form CM5-2552-10

. 5/14/2012 10:12 am

i Titte XVITE "skilied Nursing pPs
e _ _ i . e Facility . .
IPART B_- MEDICAL _AND OTHER HEALTH SERVICES _ R S —
1.00 I|Medical and other services {(see instructionas} : 9 1.60
2.00 |Medical and other services reimhursed under OPPS (see instructions) : 0 2.00
3.00 |PPS payments . 1 3.00
4.00 |outlier payment {see instructions) ! 4.00
5.00 |eEnter the hospital specific payment to cost ratio (see instructions) 5.00
6.00 ltine 2 times tine 5 0| 6.00
7.00 |sum of Jine 3 plus Tine 4 divided by line 6 0.06; 7.00
8.00 |Transitional corridor payment (see instructions) 0, 8.00
.00 |ancillary service other pass through costs from worksheet D, Part Iv, columh 13, Tine 200 ‘ G! 9.00
10.00 |organ acquisitions : G, 10.00
11.00 |Total cost (sum of lines 1 and 10) (see instructions) . . J _ . _ __b;rr00
COMPUTATION OF LESSER OF COST OR CHARGES . .. - . o ]
Reasonable charges ] - L L - L. |
12.00 {Aancillary service charges 0 2.00
13.00 |organ acquisition charges {from Worksheet D-4, Part III, 1ine 69, col. 4) 0 13.00
14.00 |rgtal reasonable charges (sum of lines 12 and 13) . 0, i4.00
Customary charges ... . ._ . . |
15.00 |Aggregate amount actually collected from patients liable for payment for services on a charge basis 0] 15.00
16.00 |Amounts that would have been realized from patients liable for payment for services on a chargebasis | 0f 16.00
had such payment been made in accordance with 42 CFR 413.13(e) i
17.00 |Ratio of }ine 15 to line 16 {not to exceed 1.000000) 1 0.060000¢ 17.00
18.00 |Total customary charges (see instructions) 0f 18.00
19.00 |Excess of customary charges over reasomable cost (complete only if line 18 exceeds line 11) (see i Q0 19.00
instructions) \ |
20.00 |Excess of reasonable cost over customary charges {complete only if 1ine 11 exceeds 1ine 18) (see i Gi 20.00
instructions) : ,
21.00 |Lesser of cost or charges (line 11 minus line 20) (for CAH see instrucrions) 0: 21.00
22.00 [Interns and residents (see instructions} I 0 22.00
23.00 |cost of reaching physicians (see instructions, 42 CFR 415.160 and ¢Ms Pub. 15-1, section 21483 0] 23.00
24.00 |Total prospective payment (sum of 1ines 3, 4, 8 and 9) I R 2 R C
COMPUFATION OF RETMBURSEMENT SETTLEMENT B ] o . L 71
25.00 !peductibles and coinsurance (for CAH, see instructions) 0 25.00
26.00 |peductibles and Coinsurance relating to amount on line 24 (for Can, see instructions) I 26.00
27.00 |subtotal {(}ines 21 and 24 - the sum of lines 25 and 26) plus the sum of Tines 22 and 23} (for CaH, o 27.00
see instructions) )
28.00 |pirect graduate medical education payments (from worksheet £-4, line 50) 0! 28.00
29.00 |EsrD direct medical education costs (from worksheet E-4, line 36) 0] 29.00
30.00 |subtoral (sum of lines 27 through 29} 0} 30.00
31.00 [primary payer payments J ¢l 31.00
32.00 |subtotal (line 30 minus lime 31)  _ _ ~ o o o g' 32.00
ALLOWABLE BAD DEBTS (EXCLUDE #AD DEBTS FOR PROFESSTONAL SERVICES) L - o o
33.00 {Composite rate £SRD (from worksheet I-5, Tine 11) 0{ 33.00
34,00 {Altowable bad debts (see instructions) 0, 34.00
35,00 |adjusted reimbursable bad debts (see instructions} 0! 35.00
36.00 (Allowable bad debts for dual eligible beneficiaries (see instructions) 0+ 36.00
37.00 |subtotal {sum of lines 32, 33, and 34 or 35) (line 35 hospital and subprovider enlyl ! 0 37.00
38.00 |MSP-LCC reconciliation amount from PSER 38.00
39.G0 {OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 15.00
39.99 | RECOVERY OF ACCELERATED DEPRECIATION ! 0 319.99
40.00 |subtotal {line 37 plus or minus lines 39 minus 38) 0| 40.00
41.00 iInterim payments ' 0l 41.00
42,00 |Tentative settlement (for contractors use only) ' 0, 42.00
43.00 |Balance due provider/program (line 40 minus the sum of lines 41, and 42) : 0! 43.00
44,00 {protested amounts (nonallowable cost report items) in accordance with cMs pub. 15-IT, seciion 115.2 | ___ _0 44.00
TO BE COMPLETED BY CONTRACTOR - . I - - i
90.00 joriginal outlier amount (see instructions) ! 90.00
91.00 loutlier reconciliation adjustment amount (See instructions) , 91.00
97.00 iThe rate used to calculate the Time value of Money ' 92.00
93,00 |Time value of Money (see instructions) 93.00
94,00 |Total (sum of lines 91 and 93} 94,00

MCRIF32 - 2.25.130.0



nealth Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form €M5-2552-10

CALCULATION OF REIMBURSEMENT SETTEEMENT

Component CCN: 155365

provider CCN: 151310 period:

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

worksheet E

part 8

Date/Time Prepared:
S5/14/2612 10:12 am

112.00loverride of ancillary servi ce charges (1 ine 12)

Title XvilX

'|Sk111ed NUrsing
Facitity

_ overyides |

PPS

P S

01112.400

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL

ANALYSES OF PAYMENTS TO PROVIDERS FOR SERVECES RENDERED |
CFrom 0170172011

iProvider oG 151310 Period:
i "To

{ worksheet E-1
iPart ¥

in tieu of Form CM5-2352-10

12/31/2011 pate/Time Prepared:

5/14/2012 10:12 am

L o - Title XVII " Hospital Cost
Inpatient Part A Part B
am/dd/yyyy Amount mo/dd/yyyy. | —
o . C_1.00 TTT2e0 0| 3,00 -

1.00 |Total interim payments paid to provider 2,634,380 1.00

2.00 |Interim payments payable on individual bills, either G 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reperting period. If none, ,
write "NONE" or enter a zero

3.00 |List separately each retrcactive Jump sum adjustment t i 3.00
amount based on subsequent revisjon of the interim rate \ :
for the cost reporting period. Alsc show date of each \ :
payment. T none, write "NONE™ or enter a zero. (1) e 1 :

Program_to Provider : - ) . I o

3.01 |APJUSTMENTS TO PROVIDER 0 i 0; 3.01

3.02 0 i Q' 3.02

3.03 0 0 3.03

3.04 0 | 0 3.04

3,05 | S e o . i of . | 0 305
Provider to Progran e e L L

3.50 [ADJUSTMENTS TO PROGRAM 09/19/2011 409,394 09/19/2011 464,2467 3.50

3.51 12/21/7011 71,093 12/21/2011 55,527, 3.51

3.52 0 0] 3.52

3.53 0 ol 3.53

3.54 o 0! 3.54

3.99 [subtotal (sum of Yines 3.01-3.4% minus sum of lines -480,487 j -519,773! 3.99
3.50-3.98) !

4.00 |Total interim payments sum of lines 1, 2, and 3.99) 2,153,893 i 3,213,823/ 4.00
(transfer to wkst. £ or wkst. E-3, line and column as ! :
appropriate) 1 . e =
T0 BE COMPLETED BY CONTRACTOR S o ]

5,00 |List separately each tentative settlement payment after ! 5.00
desk review. Also show date of each payment. IF none, | i |
lwrite "NONE” or enter a zero, (1) ot T ;
program_to provider = -~ L

5.01 |TENTATIVE TO PROVIDER o ! 0 5.01

5.02 G o 5.02

5.63 | ) . o I 0 5.03
Provider to program. L _ 1

5.50 |[TENTATIVE TO PROGRAM 0 0| 5.50

5.51 0 0‘ 5.51

5.52 0f , 0 5.52

5.99 fsubtotal (sum of lines 5.01-5.49 minus sum of linas 0 0 5.9%9
5.50-5.98) : :

6.00 iDetermined net settlement amount (balance due) based on : ;. 6.00
the cost report. (1) |

6.01 [SETTLEMENT TO PROVIDER 308,016 163,129! 6.01

6.02 |SETTLEMENT TO PROGRAM 0 o 6.02

7.00_|Toral Medicare program liability {see instructions) _ 2,461,909 _ _....3.378,952 7.C0

Contractor J Date
e oo Number o (Mo/Day/yYr} —
. . o _ 0 1.00 : 2,00 _
8.00 |Name of Contractor ! 3.00

MCRIF3Z2 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL In Lieu of Form CM$-2552-10

ANALYSTS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

provider con: 351310 | Period: [worksheet E-1
| From 0170172011 | Part I
To 12/31/2011 | pate/Time Prepared:

Component CCN: 152310
15/14/2012 10:12 _am

|

L

|
|

- —— . _ . — - - _ .. Title XVIIT swing Beds - SwFi  Cost
Inpatient Part A part n
um/dd/yyyy | Amount | mm/dd/yyyy | Ametnt

e .00 | 200 | 3.00 4.00

1.00 [7Total interim payments paid to provider 124,236 G, 1.00

2.00 {Interim payments payable on individual bills, either 0 6. 2.00
submitted or to be submitted to the contracter for : |
services rendered in the cost reporting period. If none, ! |
write "NONE" or enter a zero ! !

3.00 |List separately each retreoactive Jump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reperting period. Also show date of each
payment. If none, write UNONE" or enter a zero. (1) _ _ 1 R B -
Program to Provider = _ _ _ - . .

3,01 {ADIUSTMENTS TO PROVIDER i ol \ 0] 3.0t

3.02 ol 1 o 3.02

3.03 o ‘ o 3.03

3,04 o | o 3.04

3.05 1 B I ) o . __i_ . ol 305
provider to Program ) I _

3.50 [ABIJUSTMENTS TO PROGRAM | 1272172011 | 29,714 ! G- 3.50

3.51 ! 0 0 351

3.52 gl : ¢ 3.52

3.53 ‘ 0| : 0, 3.53

3.54 0 : ¢ 3.54

3.99 |subtotal (sum of lines 3.01-3.49 minus sum of Tines -29,714 i ol 3.0
3.50-3.98) | :

4.00 {Total interim payments (sum of Tines 1, 2, and 3.99} ‘ 94,522| i G 4.00
(transfer to wkst. £ or wkst, £-3, tine and column as | ' :
appropriate) e i} | , .

10 BE COMPLETED #Y CONTRACTOR = . ) o -

5.00 |List separately each tentative settlement payment after 1 | i 5.00
desk review. Also show date of each payment. If none, i f i
write "NONE" or enter a zero. (1} I | _ :
Program to Provider _ _ . _ e N !

5,01 |TENTATIVE TO PROVIDER [t} 0, 5.01

5.02 0 o{ 5.02

s.03 | ) ) 1 N T Bl s5.03
provider to Progeam L T

5.50 |[TENTATIVE TO PROGRAM o' ol 5.50

5.51 0 0l 5.51

5.52 0 01 5.52

5.99 |subtotal (sum of lines 5.01-5.49 minus sum of Tines 0 0! 5.99
5.50-5.98)

6.00 |Determined net sertlement amount (balance due) based on . 6.00
tha cost repert. (1}

6.01 |SETTLEMENT TO PROVIDER 3,194 : 0 65.01

6.02 |SETTLEMENT 7O PROGRAM 0 i 0f 6.02

7.00 |Total mMedicare program Tiability {see instructions) I 7Y 5 1| N ____ 9o 7.00

Contractor Ditte
_ . 1 _ _Humber _ | {Mo/pay/yr)._
e . _06_ e koo . 2oo f
8.00 [Name of Contractor i ! : 8.00

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH

COUNTY HOSPITAL

In 1jeu of Form CMS-2552-10

ANALYSTIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

l'provider con:

Component CCN: 155365 ¢ To

[YSIEVE [ PY R DUy Y
(=]
L

W W w
w
s

E-Y
o
=]

[%al
[==]
-

VT WL
wr
ba¥)

.01
.02

~ e &

8.00

“ITotal interim payments paid tdrﬁFoviderm

Interim payments payable on individual bills, either
submitted or to be submitted to the contractor for
services rendered in the cost reporting period,
write "NONE™ or enter a zero

Ltist separately each retroactive lump sum adjustment
amount based on subseguent revision of the interim rate
for the cost reporting period Also show date of each
payment. If none, write "NONE™ or enter a zero, (1)

provider

ADJUSTMENTS TO pROGRAM

subtotal (sum of Jines 3.01-3.49 minus sum of lines
3.50-3.98)

Total interim payments (sum of lines 1, 2, and 3.99)
{transfer to wkst. E or wkst. £-3, lime and column as
appropriate) ] R

TO BE COMPLETED BY CONTRACTOR

List separately each tentative settlement payment after
desk review. Also show date of each payment. If none,
write "NONE" or enter a zero.
progran to provider
TENTATIVE TO PROVIDER

provider to Program

TENTATIVE TO PROGRAM

subtotal (sum of lines 5.01-5.49 minus sum of lines
5.50-5.98)

petermined net settlement amount (balance due) based on
the cost report. (1)

SETTLEMENT TO PROVIDER

SETTLEMENT 7O PROGRAM

00|

| Total Medicare program liability (see instructions)

|name of contractor

If none,

ey

151310 !Period:

: From 01/01/2011
12/31/2011

worksheet £-1

Part I

bate/Time Prepared:
5/14/2012 10:12 am _

MCRIF32 - 2.25.130.0

i TTitle xviir Sskitied Mursing PPS
s : Facility -
Inpatient Part A Part B

| m/dd/yyyy | Amount mm/dd/yyyy Amount T
1.00 0 T 2.8 00 3.60 400 |

313,543 G 1.00

¢ 07 2.00

I 3.00

T ) % 3o

ol o 3.02

0 0{ 3.03

0 0 3.04

. _ o _ 0 3.05
L - 1

4] 0 3.50

0 0 3.51

0 ol 3.52

0 D 3.53

i} G 3.54

0 o] 3.99

313,543 G| 4.00
I a I 1'

i 7E - 0 ) - _'_ - t5.00
o _ ; e
- ) o T s,

DJ 0f 5.02
0] _ _ .. .0 s5.03
9 o *oi 5.50
4] 0| 5.51
0 G 5.52
4] ¢ 5.99

I
. 6.00

i i
0] 0! 6.01
0 9 6.02
_..313,5430 . N 0; 7.00

contractol® Date
o . .. L. _Number _ (Mﬂ/nay[y{)

o_ [ S 75 11 S 2,00 ¢
§8.00




in tieu of Form €M$-2552-10

Health Financial Systems WABASH COUNTY HOSPITAL
CALCULATION ©F REIMBURSEMENT SETTLEMENT - SWING BEDS provider CCN: 151310 | Period: worksheet €-2
From 01/0i/2011
Compeonent CCN:152310 |To  12/31/2011) pate/Time Prepared:
. - 3 _ 5/14/2012 10:12 am
,,,,, e e - Title xvizt __ [Swing Beds - SNF Cost
_Part A | Part B |
R . . e . _Loo 2.00_ |
COMPUTATION OF NET COST OF COVERED SERVICES . _ o ]
1.00 |Inpatient routine services - swing bed-sNF (see instructions) 67,931 ¢ 1.00
2.00 |Inpatient routine services - swing bed-NF (see instructions) ' 2,00
3.00 |Ancillary services (from wkst. D-3, column 3, Yine 200 for part A, and sum of Whkst. D, 310,776 0 3.00
part v, columns 5 and 7, ¥ine 202 for part B) (For CAH, see instructions)
4.00 |per diem cost for interns and residents not in approved teaching program (see 0.000 4.00
instructions) |
5.00 |Program days 53 8! 5.00
6.00 |Interns and residents not in approved teaching program {see instructions) 0 6.00
7.00 lutilization review - physician compensation - SNF optional method only 0 7.00
8.00 |subtotal (sum of tines 1 through 3 plus tines 6 and 7) 9§, 707 ol 8.00
§.00 |primary payer payments (see instructions) 0 Ol 9.909
10.00 |subtotal (line 8 minus Tine 9} 98,707 904 10.00
11.00 |peductibles billed to program patients (exclude amounts applicable to physician 0 07 11.00
professional services)
12.00 |subtotal (Tine 10 minus line 11) 98,707 o] 12.00
12.00 |coinserance billed to program patients {fram provider records) {exclude coinsurance 9491 0! 13.00
for physician professional services) |
14.00 |80% of part B costs (line 12 x 80%} ' ol 14,00
15.00 |subtotal (enter the lesser of line 12 minus Tine 13, or tine 14) 97,716 0! 15.00
16.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) O 0+ 16.00
17.00 |reimbursable bad debts (see instructions) o Q' 17.00
18.00 irReimbursable bad debts for dual eligible beneficiaries (see instructions) 0, 0 18.00
19.00 (Total (sum of lines 15 and 17, plus/minus Tine 16) 97,716 0. 19.00
20,00 [Interim payments 94,522 0: 20.00
21,00 [Tentative settlement {for contractor use only) 0 01 21.00
77.00 [Balance due provider/program (lime 19 minus the sum of lines 20 and 21} 3,194 0! 22.00
0 23.00

23.00 [Protested amounts (nonallowable cost report items) in accordance with (MS rub. 15-I1,
section 115.2

MCRIF32 - 2.25.130.0



WABASH COUNTY HOSPITAL

In Lie

Health Financial Systems

CALCULATION OF RETMBURSEMENT SETTLEMENT Provider CCN: 151310 [period:

worksheet E-3

"From 01/01/2011 | Part v
iTo  12/31/2011 | pate/Time Prepared:
o ) ‘ e 1571472012 10:12 am _
. - - _ Title XVIIX Hospital | cost
. - . Ny L - SR S £(1 I
PART V - CALCULATION OF REIMBURSEMENT SETTLEMENT FOR MEDICARE PART A SERVICES - COST REIMBURSEMENT (CAHS) | _
1.0 [Inpatient services | 2,689,418 1,00
2.00 inursing and Allied Health Managed Care payment (see instruction) ¢ 2.00
3.00 jorgan acquisition ¢ 3.00
4,08 isubtotal (sum of lines 1 thru 33 2,689,418 4.00
5.00 |[pPrimary payer payments | 4,709 5.00
6.00 {Total cost (Jine 4 less Vine 5) . For CAH (see instructions) . __ - . L 2,711,603] 6.00
COMPUTATION OF LESSER OF COST OR CHARGES . . . . ) S _ .
reasonable charges o R . o . e I
7.00 !Routine service charges ] 0 7.00
8.00 |ancillary service charges I 0F 8.00
9.00 |organ acquisition charges, net of revenue J 0. 9.00
10.00 |Total reasenable charges = . ) L RO __0.10.00
customary charges e . . —
11.00 |aggregate amount actually collected from patients liable for payment for services on a charge basis 0 11.00
12.00 |Amounts that would have been realized from patients liable for payment for services om a charge basis! 0 12.00
had such payment been made in accordance with 42 CFR 413.13(e)
13.00 |Ratio of 1ine 11 to l1ine 12 {not to exceed 1.0000002 i 0.000000; 13.90
14,00 |Total custemary charges {(see instructions) i 0’ 14.00
15.00 |Excess of customary charges over reasonable cost (complete only if line 14 exceeds ¥ine 6) (see | 0 15.00
instructions) .
16.00 |Excess of reasonable cost over customary charges (complete oniy if Jine 6 exceeds line 14) (see | 01 16.9D
instructions) !
17.00 |cost of teaching physicians_(from worksheet p-5, Part II, column 3, Tine 20) (see instructions) J_ . 0] 17.00
COMPUTATION OF REIMBURSEMENT SETTLEMENT o .
18.00 |pirect graduate medical education payments (from wWorksheet £-4, line 49) 0 18.00
19.00 |Cost of covered services (sum of lines 6, 17 and 18) 2,711,603] 19.00
20.00 {peductibles (exclude professional component) ‘ 294,288| 20.00
21.00 |excess reasonable cost (From line 16) 0l 21.00
22.00 |subtotal (Yine 19 ainus line 20) ! 2,417,3151 22.00
23.00 [Coinsurance “ 01 23.00
24.00 |subtotal (}ine 22 minus line 23) 2,417,315! 24.00
25.00 iallowable bad debts (exclude bad debts for professicnal services) (see instructions) ! 44,594! 25 00
26.00 lAadjusted reimbursable bad debts {see instructions} 44,594 26.00
27.00 ialiowable bad debts for dual eligible beneficiaries (see instructions) o 27.00
78.00 isubtotal (sum of lines 24 and 25 or 26) 2,461,909’ ?8.00
29.00 {OTHER ADIUSTMENTS (SEE INSTRUCTIONS) (SPECIFY} ! 0} 29.00
29.99 {Recovery of Accelerated bepreciation H 01 29.99
30.00 |subtotal (line 28, plus or minus lines 29) ! 2,461,909} 30.00
31.00 |Interim payments ; 2,153,893\ 31.00
32.00 {Tentative settliement (for contractor use only) 01 32.00
33.00 |Balance due provider/program (1ine 30 minus the sum of lines 31, and 32) | 308,016 33,00
34.00 |Protested amounts (nonallowable cost report items) in accordance with CMS pub. 15-2, section 115.2 i 0 34.00

MCRIF32 - 2.25.130.0



Health Fipancial Systems WABASH COUNTY HOSPITAL o _In L1eu79f7£9rm (M5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Prov%der CCN: 151310 rperiod: "worksheet E-3
From (1/01/2011 Part vI

'Component CCh:155365 To 12/31/2011 ; pate/Time Prepared:
15/14/2012 16:12 am

} Tithe XviII \ skilled Nursing ; PPS
I — i __ Facibity i _
grﬁkrl 00

PART VI - CALCULATION OF REIMBUHSEMENT SETTLEMEMENT - ALL OTHER HEALTH SERVICES FOR TITLE NVIII PART A PPS SNE

SERVICES e e TR e ———

PROSPECTEVE PAYMENT AMOUNT (SEE INSTRUCTIONS) o o o J
1.00 {Resource UYtilization Group Payment (RUGS} i 376,491 1.00
2.00 |routine service other pass through costs 5 0. 2.00
3,00 isncillary service other pass through costs o' 3.00
4.00 |subtotal (sum of Vines 1 through 3} o L o oo o 376,491 4.00

COMPUTATION OF NET COST OF COVERED SERVICES . . .
5.00 |Medical and other services (D6 not use this tine as vaccine costs are included in Tine 1 of w/s E, | ., 5.00

Part 8. This Tine is now shaded.) i
6.00 |Deductible 0: 6.00
7.00 [|Coinsurance 62,948; 7.00
8.00 |Allowable bad debts {see instructions) 4j 8.00
9.00 |rReimbursable bad debts for dual eligible beneficiaries (see instructions) 0! 9.00
10.00 |Allowable reimbursable bad debts (see instructions} 0' 10.00
11.00 lutitization review 0 11.00
12.00 Isubtotal (Sum of lines 4, 5 minus 6 & 7 plus 10 and 11)(see Instructions) 313,543 12.00
13.00 iInpatient primary payer payments 01 13,00
14,00 {OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) i 0, 14.00
14.99 irecovery of Accelerated Depreciation ] 0| 14.99
15.00 |subtotal (line 12 minus 13 = Tines 14 i 313,543| 15.00
16.00 |Interim payments ! 313,543| 16.00
17.00 |Tentative settiement (for contractor use only) ! 0 17.00
18.00 |Balance due provider/program (line 15 minus the sum of lines 16 and 173 . 0 18.00
19.00 |protestad amounts (nonallowable cost report items) in accordance with cMs 19 pub, 15-2, section 115.2: G 19.00

MCRIFIZ2 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL o in Lieu of Form CMS8-2552-10
BALANCE SHEET (If you are nonproprietary and do mot maintain provider ccn: 151310 {peried: Iwwksheet G
fund-type accounting records, complete the Gemeral fund column only) Erom 01/01/2011| .
To 12/31/2011 ! pate/Time Prepared:
R . e ] A -~ o I . e (571442012 10:12 am _
General Fund specific £ ncfowment Fund] plant Fund
. _Purpose Fund | oy e
o 3 N A T 200 |..._.3.00 P 4.00 _
CURENT ASSETS e e e —as o N .. .
1.00 |cash on hand in banks 242,905 1] o 0/ 1.00
2.00 [Temporary investments 5,940,099 [y ¢ 01 2.00
3.00 ([Notes receivable 0 0 ¥ 0] 3.00
4.00 jAccounts receivable 14,529,481 0 o 01 4.00
5.00 jother receivable 244,517 0 G 0| 5.00
6.00 |Allowances for uncellectibie notes and accounts receivable -7,706,857 0 4] 01 6.00
7.00 |Inventory 802,304 0] 0 Q] 7.00
B8.00 |Prepaid expenses 199, 245 0 0! 01 8.00
9,00 |other current assets 0 0l 0] ol 9.00
10.00 |pue from other funds 570,403 o o 01 10.00
11.00 {Total current assets {sum of Tines 1-10) . ; 14,822,097 g 0 G, 11.00
FIXED ASSETS R e - L e - .
12.00 [tand ' ol ei o 0! 12.00
13.00 [Land improvements | 0 o o 0 13.00
14.00 (Accumulated depreciation ol o 0, 0 14.00
15.00 |Buildings 31,517,358t o 0l 0, 15.00
16.00 jaccumulated depreciation -25,317,951 0 0 0: 16.C0
17.00 iLeasehold improvements [ 0 0 0| 17.00
18.00 lAccumulated depreciation ¢ 0 4] Gl 18.900
19.00 {Fixed equipment 0 0 0 Gi 19.900
20.00 |Accumulated depreciation ; 0 ol 0 20.00
21.00 |automobiles and trucks 0 oi 0 0| 21.00
22,00 [accumulated depreciation 0 o 0 O' 22.00
23,00 [Major movahle equipment Q G 0 0 23.00
24.00 |accumulated depreciation 0 G 4] 0 24.00
25,00 {Minor equipment depreciable 0, G, o 0 25.00
26.00 |Aaccumulated depreciation O i G 0 26.00
27.00 [HIT designated Assets ol ¢ 0 0 27.00
28,00 |Accumulated depreciation 0 0 1] 0, 28.00
29.00 |Minor eguipment-nondepreciable 0 0 {}‘ 0] 29.00
30.00 !Total fixed assers (sum of lines 12-29) . ! 6,199,407 o . oL 0, 30.00
OTHER ASSETS A e . _ . !
31.00 |Investments 663,927 o] 0] 0! 31.00
32.00 iDeposits on leases ] 0 0 0| 32.00
33.00 [pue from owners/officers 0 3] 0 a] 33.00
34.00 [other assets 9,522,320 0 0 0 34.00
35.00 |Total other assets (sum of tines 31-34) 10, 186, 247 4] 0 0% 35.900
36.00 {Total assets (sum of lines 11, 30, and 35} o b 31,207,751 a o o _0f 36.00
CURRENT LIABILITIES - o } 3 o
37.00 |Accounts payable 706,334 0 0‘ 61 37.00
38.00 {salaries, wages, and fees payable 1,416,244 0 0 O 38.00
39,00 |Payroll taxes payable 0 0 ol 0l 39.00
40.00 |Notes and toans payable (short term) 0 0 ol 0 40,00
41.00 |peferred income 0 0i 0, 0 41.00
42.00 {accelerated payments f 0 42.00
43.00 toue to other funds | o i ¢ 0 43.00
44 00 lother current Habilities 310, 664 o o 0 44.00
45.00 {Jota} current liabilities (sum of lines 37 thru 44) 2,433,242 a9 o __ _© 45.00
LONG TERM LIABILITIES - L - - 1
46,00 |Mortgage payable 0 0] D{ 01 46.00
47.G0 |Notes payable 0 0 o) 0) 47.00
48.00 |unsecured loans 0 0 0] O‘ 48.00
49,00 |other Tong term liabilities 0 Oi 0] 0 49.00
50.00 |Total long term liabilities (sum of lines 46 thru 49 0 0 0 0, 50.00
51.00 [Total liabilites (sum of lines 45 and 50} o 2,433,242 _ 0! R Ol o 0; 51.00
CAPITAL ACCOUNTS e = i ‘ L T j
52,00 [General fund balance 28,774,509 : + 52.00
53.00 |specific purpose fund | 0 53.00
54.00 |ponor created - endowment fund balance - restricted 0 54.00
55.00 |ponor created - endowment fund balance - unrestricted i 4] , 55.00
$6.00 {Governing body created - endowment fund balance i 0 56.00
57.00 {Piant fund balance - invested in plant i ¢ 57.00
58.00 {Plant fund balance - reserve for plant improvement, ! Q0 58.00
replacement, and expansion ;
59,00 |Total fund balances (sum of 1ines 52 thru 58) 28,774,509 o o 0 5%.00
60,00 [Total 1iabilities and fund balances (sum of lines 51 and 31,207,751 G’ 0} 0¢ 60.00
59 ;

MCRIF32 - 2.25.130.0



Health Fipancial Systems

WABASH COUNTY HOSPITAL in Lieu of Form CM5-2552-1C

STATEMENT OF CHANGES IN FUND BALANCES

00 |Fund balances at beginning of period

00 [Met income (loss) (from wkst. G-3, linme 29
00 |Total (sum of line 1 and line 2}

00 ladditions (credit adjustments) (specify)

Wm NGO WA W
o
&

Toral additions (sum of line 4-9)
subtotal (line 3 plus line 10)
peductions (debit adjustments) (specify}

Total deductions (sum of Tines 12-17)
rund balance at end of period per balance
sheet (1ine 31 minus line 18)

| Provider ccn: 1513101 period:

| i From 01/01/2011
| ‘Fo  12/31/20114 bate/Time Prepared:
I 1 5/14/2012 10:12 am

General Fund special Purpose Fund

jworksheet G-1

Tnen

2.00 . o4.00 L = EJ —
28,247,678 ‘~

-137,094 ‘ ‘
28,110,584

663,925 o, 10.00
28,774,509 0;

=== N-R=
coocoog

0 0
28,774,509 0

MCRIF32 ~ 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form CMS$-2552-10

STATEMENT OF CHANGES IN FUND BALANCES

‘00 |rund balances at beginning of period

.00 {Net income (loss) (from wkst. 6-3, line 29)
00 |[Total (sum of line 1 and line 2)

00 {additions (credit adjustments) (spemfy)

D00 N Y N B N b
o
(=]

10.00 |Total additions (sum of Tine 4-%
11.00 |subtotal (line 3 plus ¥ine 10)
12.00 |peductions (debit adjustments) (specify)

18.00 |Total deductions (sum of lines 12-17)
19.00 |Fund balance at end of peried per balance
sheet (line 11 minus line 18}

Endewment Fund

[Provider ccn:

C500

L oo os

cooooo.

T6.00

151310 | period:

© . Plant Fend t
|
|

[worksheet G-1
CFrom 01/01/20}1t

'To 12/31/2011 | pate/Time Prepared:
L _1.5/314/2012 10:12 am

L

|

[+=R I RV, R S SV S
=]
o

22
=
=]
=
(=)

cCoooD o

=
-~
o
(=

MCRIF3Z2 - 2.25.130.0C



WABASH COUNTY HOSPITAL

In Lieu of Form CM$-2552-10

wealth Financial Systems
STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Tprovider Cci: 151310 | period: | worksheet G-2 Parts
; i From 01701/2011°
i TO 12/31/2011 pate/Time Prepared:
. L . . 15/314/2012 10:12 am _
Cost Center Description Inpatient outpatient 1 __Total
- - | o0 | 2.00 __3.00 o
1.00 |Hospital 2,437,935 i 2,437,935, 1.00
2.09 |SUBPROVIDER - IPF | - 2.00
3.00 |SUBPROVIDER - IRF f i 3.00
4,00 |suBPROVIDER ! Y400
5.00 |[swing bed - SNF 0 0° 5.00
6.00 |swing bed - NF 0 i 0 6.00
7.00 {SKILLED NURSING FACILITY 1,620,843 I 1,620,843 7.00
8.00 [NURSING FACTEITY | ©8.00
9,00 |OTHER LONG TERM CARE ' 9.00
10.00 {Total general inpatient care services (sum of lines 1-9) } ] 4,058,778 . \ B 4,058,778] 10.00
Intensive Care Type Inpatient ospital Services o . .
11.00 {INTENSIVE CARE UNIT : 7,053,863 2,053,863 11.00
12.00 {CORONARY CARE UNIT ‘ : S 12.00
13.00 {BURN INTENSIVE CARE UNIT ; 13,00
14,00 [SURGICAL TNTENSIVE CARE UNIT ! | 14.00
15,00 |OTHER SPECTAL CARE (SPECIFY) ! : 15.00
16.08 iTotal intensive care type inpatient hospital services (sum of lines 2,053,863 2,053,863 16.00
11-15) |
17.00 |Total inpatient routine care services {sum of Tines 10 and 163 6,112,641 ; 6,112,641 17.00
18.00 |ancillary services 9,424,919 50,838.842| 60,263,761 18.00
19,00 |outpatient services o 1,549.373| 1,549,373 19.00
20.00 |RURAL HEALTH CLINIC ¢ 0 Qi 20.00
21,00 |FEDERALLY QUALIFIED HEALTH CENTER ¢ 0 Oi 21.00
22.00 [HOME HEALTH AGENCY 1,492,183 1,492,183; 22.00
23.00 |AMBULANCE SERVICES : 1 23.00
24.00 [CMHC ‘ ‘ ' 24.00
25.00 |AMBULATORY SURGICAL CENTER (D.P.) ' | 25.00
26.00 |HOSPICE : 0l 1,265,703 1,265,703 26.00
27.00 |PRO FEES f ¢l 166, B4di 166,844 27.00
28.00 |Total patient revenues (sum of lines 17-27)(transfer column 3 to wkst. } 15,537,560 55.312, 945 70,850,505 28.00
G:-3, lise 1) : i don - . -
PART IT - OPERATING EXPENSES _ . ) __ o o
29.00 |operating expenses {per wkst. A, column 3, Tine 200) 37,520,041 29,00
30.00 [ADD (SPECIFY) ] ! i 30.00
31.00 0! ! 3100
32.00 ol : 32 00
33.00 o] 33.00
34,00 o ; 34.00
35.00 o ‘ 35.00
36.00 |Total additions (sum of Tines 30-35) ‘ 9 36.00
37.00 |PHYSICIAN PRACTICE EXPENSE 5,930,679 i 37.00
38.00 0i . 38.00
39.00 G 39.06G
40,00 ] 490 .00
41.400 o 41.00
42.00 |Total deductions (sum of lines 37-41) ! 5,930,679 L 42,00
43,00 {Total operating expenses (sum of Tines 29 and 36 minus line 42} (transfer 1 31,589,362 " 43,00
|

to wist. G-3, line 4)

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL B __In Lieu of Form CM5-2552-10
STATEMENT OF REVENUES AND EXPENSES provider CCN: 151310 |period: worksheet 6-3
From 01/01/2011
‘To 17/31/2011 | pate/Time Prepared:
_ _ 1541472012 16:12 _am

. _ T e
1.00 |Total pat'lent “revenues (from wkst. G-2, Part I, cotumn 3, line 28 ’ 70,850,5051 1.0G0
2.00 |eess comtractual allowances and discounts on patients’ accounts 38,606,015 2.C0
3.00 |Net patient revenues (line 1 minus 1ine 2) : 32,244,450) 3,00
4.00 |Less total operating expenses (from wkst. G-2, Part IT, Tine 43) ! 31,589,3621 4,00
5.00 |Net income from service to patients (Tine 3 mipus line 4) o ) ! - 4 6551% 5.00

OTHER INCOME ) . - ) ) B}
6.00 |Contributions, donations, beguests, etc 0o
7.00 |Income from investments

2.00 |revenues from telephone and telegraph service

9.00 |Revenue from television and radio service

10.90 |purchase discounts

11.00 |Rebates and refunds of expenses

12.00 |parking lot receipts

13.00 |Revenue from Yaundry and linen service

14.00 |Revenue from meals sold to employees and guests

15.00 |Revenue from rental of living quarters

16.00 |revenue from sale of medical and surgical sepplies to other than patients
17.00 |Revenue from sale of drugs to other than patients

18.00 |Revenue from sale of medical records and abstracts

19.00 |Tuition (fees, sale of textbooks, uniforms, etc.)

20.00 |Revenue from gifts, flowers, coffee shops, amd canteen )
21.00 |Rental of vending machines :
22.00 |Rentat of hospital space )

[
[
[
=

o
£
=]
=]

[
L)
L)
=

Co000000ODDOOOCOCD
) e
iy w1
o )
= =)

23.00 |Governmental appropriations ' , 23.00
24.00 |OTHER REVENUE . 625,429° 24.00
24.01 |PY ADIUSTMENT : 597,670' 24.01
24,02 |INVESTMENT ACTIVITY i 123,996; 24.02
24.03 0! 24.03
i i 1,347,0051 25.00

25.00 [Total other iacome (sum of lines 6-24)
26.00 |Totad (line 5 plus Tine 25)

27.00 |PRACTICE NET INCOME 2,139,317i 27.00
28.00 |Total other expenses (sum of line 27 and subscripts) 7,139,3171 28.00
29.00 |Met income Car loss) for the period (lire 26 minus Tine 28) : -137,004i 29.00

2,002,223: 26.00

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

ANALYSIS OF PROVIDER*BASEﬁ HOME HEAETH

AGENCY COSTS

GENFRAL SERVICE COST_CENTERS

00 {capital Related - Bldg. & Fixtures

00 icapital Related - Movable Equipment

plant Operation & Maintenance
00 |Transportation

00 iadministrative and General
HHA MBHRRSABLE SERVICES
00 iskitled Nursing Care
physical Therapy

.00 ioccepational Therapy

speech Pathology

medical social Services

Home Health Aide

supplies (see instructions)
Drugs

DME

HHA NONREIMByBgABLE SERVICES
Home Dialysis Aide Services
Respiratory Therapy

private puty Nursing

clinic

tHealth pPromotion Activities
pay Care Program

Home Delivered Meals Program
Homemakey Service

WELL CHILD CLINIC

Total (sum of lines 1-23)

o L.00

salaries

o0

121,893

256,367]

184,242
23,956

217
196,619

47,079
383

coococooo,

830,756

Tprovider coN:

In Lieu of Form CMS-2552-10

151310 LPeriod:

[ worksheet H
“From 01/01/2011:

column,

MCRIF32 - 2.25.130.0

6 line 24 should agree with the worksheet A, column 7,

HRA CON: 157061 To 12/33/2011 Date/Time Prepared:
o o i5f14/2012 10:12 am
! Home Health PPS
S . 1 _Agency I e -
Employee TrauspnrtationCont:acled/?ur “other Costs
ttenefits (see chased
.. |instructions) | services | .. _
_o2.00 _3.00 _4.00 _ 5,00 N
0 ol 1.00
0 0i 2.00
0 0 0 ol 3.00
0; 0 0i 0 4.00
) 0, 1,223 i 0; 455,873 5.00
i
__Tﬂ 72,720 0] 0l 6.00
o 12,703 0] ol 7.00
0| 1,115 o 0i 8.00
0 225 1,746 0: 9.C0
o 125, o 0 10.00
¢ 26,078 0} 0! 11.66
¢ 0} ol 0i 12.00
0 0 of 0! 13.00
a o ol 0] 14.00
0 ol ol 0] 15.00
e ol ol 0! 16.00
0 ol ! 0} 17.60
ol O ol 0] 18.60
of 0! ol 0i 19.00
ol o o 0 20.00
¢ o' 0 0’ 21 oC
il 9,955. 0 0 22.00
ol ol 0, 0 23.00
0! 74, 144! 1,746 455,873, 24.60

1inem101‘ or §hbscripz_ésﬁggbigééb1e,



Health Financial Systems ___WABASH COUNTY HOSPITAL in_tieu of Form (M5-2552-10

ANALYSIS OF PROVIDER-BASED HOME HEALTH AGENCY COSTS provider con: 151310 . Period: ' worksheet H
From 01/01/2011
HHA CCN: 157061 1 To  12/31/20%1 | pate/Time prepared:
- . e l,5/14/2032 10:12 an
' Home Health PPS
PR, . o . ... AgEnCY ¥, -
Total (sum of ReclassificatifRec]nssified Adjustments | Net Expenses
cols, 1 thru on Trial Balance ifor Allocation
5) (col. 6 + :(cnl. 8 + col.
JO— PR [ )7y oo )] [ -
e 6.0 700 B.00 1 deo D Ta0.00 T L
GENERAL SERVICE COST CENTERS . . . _ . . I
1.00 |capital Related - Bldg. & Fixtures 0 0 0 vl 0 1.00
2.00 |capital Related - Movable Equipment 0 0 0 0! 0p 2.00
3.00 jprlant operation & Maintenance 0 0 0 0 0 3.00
4.00 iTransportation 0 0 0 0 01 4.00
5.00 iAadministrative and General R 578,989 0l 578,989 . o 578,989; 5.00
HHA REIMBURSABLE SERVICES . o . L . _ _
6.00 iskilled Nursing Care 279,087 Q) 279,087| 0 279,087 6.00
7.00 }physical Therapy 196,945 Q 196,945; ol 196,945 7 00
8.00 |Occupational Therapy 25,071 0 25,0710 o 25,0711 §.00
9.00 |speech pathology 1,971 0 1,971 ol 1,971 9.00
10.00 |Medical Social services 342 ol 3424 0, 342 10.00
11.60 [Home Health Aide 222,097 0! 222,697 0; 222,697 11.00
12.00 [Suppties (see instructions) o o 0: o 0 12.00
13.00 |prugs G o 0 0! 0 13.00
14.00 ipME ] ] G I ) 0 o 0, 14 00
HHA NONREIMBURSABLE SERVICES o o - ] -
15,00 [Home pialysis aide services & 0f ol 0] 0l 15.00
16.00 |Respiratory Therapy 0 0 0] ol 0! 16.00
17.00 |Private Duty Nursing 0 0 0 ol o' 17 00
18.00 {Clinic ¢ 0 0 ol 0 18 00
19.00 |Heatth Promotion Activities o 0 ol ol 0° 19.00
20.00 |pay care Program o 0 0] o o' 20.00
21.00 [Home pelivered Meals Program 0 0 0] o 0! 21.00
22.00 [Homemaker Service 57,034 0 57,034 0 57,034 22.00
23.00 |WELE CHILD CLINIC 383 0 183 0 383 23.00
24.00 |Total (sum of lipes 1-23) 1,362,519 0 1,362,519 0 1,362,519 24.00

column, 6 Yine 24 should agree with the worksheet A, column 7, Tinéﬂlol, or Sﬁbscript as app1§fab1e.

MCRIF3Z - 2.25.130.0



__WABASH COUNTY HOSPITAL

Health Financial Systems
COST ALLOCATION - HHA GENERAL SERVICE COST

provider CCN: 151310 Period:

00 |capital mRelated - Bldg. & Fixtures
00 |capital related - Movable Equipment
plant Operation & Maintenance
.00 |Transportation

00 |administrative aed General
HHA REIMBURSARLE SERVICES

00 |skilled Nursing Care

physical Therapy

.00 |occupational Therapy

speech Pathology

Medical social Services

Home Health Aide

supplies (see instructions)
orugs

DME___ - , .
HHA NONREIMBURSABLE SERVICES
Home Dialysis Aide Services
respiratory Therapy

pPrivate bDuty Nursing

CHinic

Health Promotion Activities
pay Care Program

Home pelivered Meals Program
Homemaker Service

WEEL CHELD CLINIC

Total (sum of l1ines 1-23)

IGENERAL SERVICE COST CENTERS

Net Expenses
for Cost
Altlocation
(from wkst. H,
_€0l. 103

1]

o000

578,98

279,087
196,945
25,071
1,971
342
222,697
0

0

0

57,034
383

1,362,519

MCRIF32 - 2.25.130.9

. _1n Ligu of Form C45-2552-10

worksheet H-1
from 01/01/2011 part 1

LA con: 157061 | To  12/31/2011 pate/Time Prepared:
| e T T [ 5/34/2012 10332 am
tome Health PPS
) _ agency I S
capital related Coses
Bldgs & Movahie pPlant irrnusportation
Fixtures Equipment operation & |
Maintenance '
1,00 2.00 3.00 : 4.00 i
0 ! ' 1.00
0! , 2.00
i} o 0 ! 3.00
) o 0: 0 4 00
o o 0 0 o500
0 o ol ¢ 600
0 0 0 o] 7.00
0 0. o ¢! g.c0
I 0 i ¢ 9.00
0 o o 0f 10.00
C ol o 0 11.00
¢ 0 0l 0 12.00
¢ o 0 , 13.00
¢ o) R L gi 14.00
0 0 0. 0 15.00
0 g 0 0 16.00
G o o 0 17.00
0 ol ol 0 18 00
o 0 0! 0. 19 00
0i 0 o o' 20 00
ol 0 ¢ 0 21.00
0 o 0, 0. 22.00
0 0 ol o} 23.00
0 0 o ol 24 o0



Health Financial Systems WABASH COUNTY HOSPITAL In tiew of Form CM5-2552-10

COST ALLOCATION - HHA GENERAE SERVICE COST tprovider CON: 151310 Perdiod: | worksheet -1
' From 01/01/201 part I
HHA CCN: 15706 TO 12/31/201} | pate/Time Prepared:
i ; ) ; o . ‘5/1;;/2012 10:12 am
' Home Health PPS
e e e 1. | agemcy:r |
Subtotal |administrativel Total (cols.
_{cols. 0-4) & General | AA ¢ 3)

e 47,00 5,00 1 _6.00___ o R

(GENERAL SERVICE €OST CENTERS I e _ =
1.00 {capital Related - Bldg. & rixtures 0 | 1.00
2.00 {capital Related - Movable Equipment 0 : 2.00
3.00 iplant operation & Maintenance 0 1 3.00
4.00 }¥ransportation ! 4.00
5.00 i{administrative and General ) 578,983 578,989 . - ~ B 5.00

A REIMBURSABLE SERVICES _ . ] ] _]
6.00 [skilled nursing Care 273,087 206,232 485, 319 P 6.00
7.00 {rhysical Therapy 196,945 145,532 342,477 7.00
8.00 |occupational Therapy 25,071 18,526 43,597 8.00
9.00 {speech pathology 1,971 1,456 3,427 9.00
10.00 {Medical social Services 342 253 595| 10.00
11.00 [Home Health Aide 222,697 164,562 387,259 . 11.400
12.00 |Supplies (see instructions) ] ¢ [t 12,00
13.00 |orugs i] G GL 13.00
14.00 oM S ) _ ol G ) o o . 114.00

HHA NONREIMBURSABLE SERVICES ‘ oL - = — j
15.00 |Home Dialysis aide services o ! o 15.00
16.00 |Respiratory Therapy of of 0 16.00
17.00 |Private Duty Nursing ol of ol 17.00
18.00 |Clinic ] o} o} 18.00
19,00 |Heatth Promotion Activities ol ol 0 ©19.00
20.00 [pay Care Program O! o G 20.00
21.00 [Home Delivered Meals Pragram 0 0 G. 21.90
22.00 |Homemaker Service 57,034 47,145 99,17% 22.00
23.00 |WELL CHILD CLINIC 383 283 666 23.00
24.00 |Total (sum of lines 1-23) 783, 530| ; 1,362,519 ; 24.00

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY ROSPITAL

In Lieu of form CM5-2552-10

COST ALLGCATION - HHA STATISTICAL BASIS

| provider oh:

HHA CONG

W B

GENERAL SERVICE CO57 CENTERS
capital Rejated - Bldg. & Fixtures
capital rRelated - Movable Equipment
plant Operation & Maintenance
Transportation (see instructions)
administrative and General
HHA REIMBURSABLE SERVICES
skiltled Nursing Care

physical Therapy
occupational Therapy

Speech pPathology

Medical Social Services

Home Health Aide

supplies {(see instructions)
orugs

PME .. L
HifA NONREIMBURSABLE SERVICES
Home Bialysis Aide Services
Respiratory Ttherapy

Private Duty Narsing

Clinic

Health Promotion Activities
Day Care Program

Home Delivered Meals Program
Homemaker Service

WEEL CHILD CLINIC

Total (sum of lines 1-23)
cost Yo Be allocated {per worksheet H-1,
part I)

Unit Cost Multiplier

Capital Rel

TR
Fixtures
(SQUARE FEET)
o L.00

0

0

0

ol

0

0

0

]

Q

0

0

ol

0

¢

O

¢l

V]

0|

1]

0

0

0|

8]

0. 000000

MCRIF3Z - 2.25.130.0

I
|
I
R R
ated Costs

“Movable

Equipment
(DOLLAR VALUE}

—_ —L

Plant
operation &
Maintenance

(SQUARE FEET) [
3.

151310 ; Period:
157061 To

Transportation

!worksheet H-1
“From 01/01/7201F pPart 1

12/31/2011 , pate/Time Prepared:

Home Health
___Agency 1

{MILEAGE)

b

Reconciliation

233

2,00 00 __4.00 54,00

0
0 0
0 0 , 0
9 0 0i t
0; 0} _ 0 578,989,
o o 0 o{;
0i o' o 0
o 0 o 0
ol ) 0 0
0; o, o 0
0 0! G o
0 ol 0 o'
0 o! o
R ¢ . B ___0_{
¢ 0 o 0
0 0l 0 ol
& 0 0. 01
0 o o 0.
0 0 o 0
0 o o 0
o o 0; 0i
G o o 0
0 oi 0 -578,959

0 0| 0]

, .
0.060000 0000000 0.000000! ;

5/14/2032 10:12 am




Health Financial Systems
COST ALLOCATION - HHA STATISTICAL BASIS

[E NPy

WABASH COUNTY HOSPITAL

in tieu of Form CMs-2552-10

I Provider Ccon: 151310 period:

. HHA CCN: 157061 . To

Pworksheet H-1

‘From 01/01/2011 ' Part II

12/31/2011 pate/Time Prepared:
5/14/2012 10:12 am _

"IGENERAL, SERVICE COST CENTERS

capital Related - Bldg. & Fixtures
capital related - Movable Equipment
plant Operation & Maintenance
Transportation (see fnstructions)
administrative and General

HHA REIMBURSABLE SERVICES

skilled Nursing Care

physical Therapy

occupational Therapy

speech Pathology

medical soctal Services

Home Health Aide

supplies {see instructions)

orugs

oME .

HHA NONREIMBURSABLE SERVICES

Home Dialysis Aide Services
Respiratory Therapy

Private Duty Nursing

Clinic

Health pPromotion Activities

bay Care Program

Home Delivered Meals Program
Homemaker Service

WELL CHTLD CLINIC

Total (sem of }ines 1-23)

Cost To Be Allocated (per worksheet H-1,
Part I)

unit Cost Multiplier

Idministrative
& General
{ACCUM. COST).
_5.00

279,087
196,945
25,071
1,971
342
222,697

0
0
Q

SO0 0

57,034
383
783,530
578,989

783,530

0.738949

|
i' Heme Health J
__Agency T,

PPS

J—

MCRIF32 - 2.25.130.0

1



Health Financial Systems

WABASH COUNTY HOSPITAL

in Liey of Form CMs-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS

HHA CCN:

provider CCN: 151310 Period:

A Trial
Balance (1)

e C e e L m———— - - 0
1.00 ladministrative and General 0
2.00 [skiltled Nursing Care 485,319
3.00 [physical Therapy 342,477
4.00 {occupational Therapy 43,5497
5.00 ispeech pathology 3,427
6.00 Imedical seccial Services 595
7.00 |[Home Health Aide 387,259
8.00 |supplies (see instructions) 0
9.00 |Drugs 0
10,00 [DME 0
11.00 |Home pialysis Aide Services 0
12.00 |Respiratory Therapy 3
13.00 |Private Duty Nursing 0
14.00 |CTinic 0
15.00 [Health Promotion Activities [
16.00 |pay Care Program Y
17.00 |[Home Delivered Meals Program ¢
18.00 {Homemaker Service 99,179
19.00 |WELL CHILD CLINIC 666
20.00 |Total {(sum of lines 1-19) (23 1,362,519
21.00 |unit cost Multiplier: column 26, line 1

divided by the sum of column 26, Tine 20

minus column 26, line 1, rounded to 6

decimal places.

NEW BLDG &

FIXE
1,00

o
boef)
RN~ R~ R~ R~ R~ RN - RN R~ R RN NN 0= I

[=3]
[
L

T UCAPITAL RELATED COS1S

| worksheet H-2
From 01701720111 Part ¥

157061 | To 12/31/2011 . pate/Time Prepared:
e T :5/14/2012 310:12 am
Home Health | PPS
CAgency B e
i
HEW MVELE EMPLOYEE | Subtotal

_oTuIp BENEFLTS. |,, I B
2% S I | S .
0l 30,507i 36,844, 1.00
0 ol 485,3181 2.00
of o 342,4771 3,00
ot o 43,597; 4.00
o o 3,427 5.00
(1Y 0 595, 6.00
o, 9 187,259 7.00
0 0; G| 8.00
¢ 0 0} 9.00
0 0 6! 10.00
0 ol o' 11.00
Gl o 0 12.00
G o 01 13.00
0 0 0 14.00
G 0 0 15.00
0 O 0. 16.00
o 0 0 17.00
o 0; 99,179. 18.00
0, 0! 666 19.00
¢ 30.5071 1,399,363 20.00
; 9.000000! 21.00

1

(1) column O, line 20 must agree with wkst. A, column 7, line 101,

(2) columns O through 26, line 20 must agree with the corresponding columns of wkst. B, Part T, line 101.

MCRIF32 - 2.25.130.0



pealth Finrancial Systems

WABASH COUNTY HOSPITAL

“worksheet #-2

ALLOCATION OF GENERAL SERVICE COSTS TO HHA CDST CENTERS [Provider ccn: 151310 "period: .
| CFrom 01/01/2011 Part I
HHA CON:

) R R

IADMINISTRATIVE
& GENERAL

e 75,00
1.00 |administrative and General 5,182
2.00 |skilled Nursing Care 68,263
3.00 |physical Therapy 48,172
4.00 |Occupational Therapy 6,132
5.00 |speech pathology 482
6.00 |[Medical social Services 84
7.00 |Home Health aide 54,471
2.00 |supplies (see imstructions) G
9.00 |brugs 0
10.00 |DME 0
11.00 |{Home Dialysis Aide Services G
12.900 |Respiratory Therapy 0
13.00 {pPrivate DUty Nursing 0
14.00 |Clinic G
15.00 {Health Promotion Activities 0
16.00 |pay Care Program 0
17.00 {Home pelivered Meals Program 0
18.00 {Homemaker Service 13,950
19.00 |WELL CHILD CLINIC 94
20.00 |Total (sum of lines 1-19) (23 196,830
21.00 {unit cost Multiplier: column 26, line 1

divided by the sum of column 26, Tine 20

minus column 26, line 1, rounded to 6

decimal places.

{1} column G, line 20 must agree with ‘Wwkst. A, column 7, tine 101.

{2} columns O through 26, line 200 must agree with the corresponding columns of wkst. B, rart I,

MCRIF3Z - 2.25.130.0

Home Health PPS
N . Agency B
MATMNTENANCE & OPERATION OF LAUNDRY & l HOUSEKEEPING
REPATRS. | PLANT __ [LINEN SERVICE! |
6.00 T yaeoT | 800 | weo_ |
17,322 19,225 0 18,016, 1.
0 ol 0 o' 2.
0 ol ol o 3.
0 ol o 0 4.
0 0, o VI
0 0, oi 0 6.
0 0 0 0 7.
0 0, 0 0| 8.
9 o] ) o o
0 o 0 0 10,
0 0, o 0 11
9 o o; 012
0 0 hy 0 13,
0 il 0 014
0 0] a 0] 15.
0 0 ol 0' 16.
0 Q 0i 0 17.
0 0 0 0{ 18.
0 0 0 0l 19.
17,322 19,225 0 18,016} 20.
21.
\
w i
i I
Tine 101,

157061 To

__1In tiey of Form CM5-2552-10

12/31/2011  pate/Time Prepared:
L .5/14/2012 10012 am _



Health Fipancial Systems WABASH COUNTY HOSPETAL X __n Liew of form CM5-2557-10

ALLOCATTION OF GENERAL SERVICE COSTS TO HHA COST CENTERS lProvider con: 151310 | peried: [worksheet H-2
i From 01/01/2011 pPart I
"HHA CoN: 157061 To  12/31/2011 iDate/Time Prepared:
- . - _mﬁ. . ) - _15/14/2012 10:1Z2 am
i * tiome Health PPS
,,,,,,,, — , - _ P — Agency I s . _
DIETARY CAFETERIA i NURSING CENTRAL | PHARMACY
DMINISTRATEON| SERVICES &
...... ] | . | supPLY N
et .. 10.00 o6 3,00 __j 1400 | 3500 0
1.00 |Administrative and General 213 0! 0! 0 0 t.co
2,00 |skilled Nursing Care 0 0 0 0 0] 2.00
3.00 |physicat Therapy 0 [¢] 0 0 01 3.00
4,00 |occupational Therapy Q 0 0 0 0! 4.00
5.00 |speech Pathology 0 0 0 ol a{ 5.00
6.00 iMedical Social Services 0 0 0 o 0! 6.00
7.00 [Homa Health Aide ] 0 o 0 0 7.00
8.00 isupplies (see instructions) 0 o ¢ 0 07 8.00
9.00 iprugs 0 [ 0, 0 G 9.00
10.00 [pME 0 [ OE O Oi 10.00
11.00 |Home pialysis Aide Services 0 G 0; ol Gl 11.00
12.00 |Respiratory Therapy 0 ¢ Gt 0l Gj 12.00
13.00 |Private Duty Nursing 0 ] o ol 0 13.00
14.00 |CHinic 0 ¢ G 0; ¢ 14.00
15.00 [Health Promotion Activities 0! o ol | OI 15.00
16.00 {pay care program ol 0 0 ol 0} 16.00
17.00 |Home Delivered Meals Program ol 0 ] o| 0| 17 60
18.00 |Homemaker Service ! 0 vl ] 0 18.00
19.00 {WELL CHILD CLINIC o 0 0 0 0 19 00
20.00 |Total {sum of ¥ines 1-19) (2) 213; 0 Q1 0 0; 20.00
21.00 |unit Cost Multiplier: column 26, tine 1 : | 21.00
divided by the sum of column 26, line 20 ! ] } :
minus column 26, Tine 1, rounded to © [ i '
decimal places. | !

(1} cotumn 0, line 20 must agree with wkst., A, colume 7, Tine 101.
(2} cotumns O through 26. line 20 must agree with the corresponding columns of wkst. &, Part I, Yine 101.

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY_HOSPITAL - ____1In uieu of Form CM5-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS Provider CCN: 151310 Period: ' worksheet H-2
‘From 0170172011 Part I
HHA CON: 157061 ! To 12/31/2011; pate/Time Prepared:
. _ [P R . 15/14/2012 i0:12 am
; 7 Home Health PPS
o L I _ e I o Agency I e
MEDICAL subtotal mtern & subtotal IAllocated Hia
RECORDS & Residents Cost ARG (see Part
LIBRARY & Post 1)
stepdown
. ol adjustments | _ -
e |TTisE0 24,00 25,00 | 26,00 _ | 27.00 |
1.00 JAdministrative and General 22,435 119,237 0 119,237 1.00
2.00 jskilled Nursing Care 0 553,582 0 553,582 42,472 2.00
3.00 iphysical Therapy 0 390,649 4] 390,649 29,971! 3.00
4,00 [occupational Therapy 0 49,729 G 49,729 3,815 4.00
5.00 |speech pathology 0 3,909 ¢ 3,909 300] 5.0C
.00 iMedical Social Services 0 679 G 679 52i 6.00
7.00 {Home Health Aide 0 441,730 G 441,730 33,850 7.00
8.00 isupplies {see instructions) 0 0} o o 0: 8.00
9.00 0rugs 0 Gi [ 1] 6! .00
10.00 |DME 0 0i G C ¢} 10.00
11.00 {Home Dialysis Aide Services 0 0 o G, o' 11.00
12.00 {Respiratory Therapy 0 o! o 0! G 12.00
13.00 {Private buty Nursing €] ni 43 Gi 0 13.00
14,00 {CYinic 0 0 0, 0 0 14.00
15,00 inealth promotion Activities 0 0 0 0 ol 15.C0
16.00 |pay Care Program 0 ¢ ol ¢} 0] 16.00
17.00 |Home belivered Meals Program 0 0 3] G 0] 17.00
18.00 [Homemaker Service 0 113,129 ol 113,129 8,679 18.00
19.00 |WELL CHILD CLINIC 0 760 o 760, 58 19.00
20.00 |votal (sum of lines 1-19) (& 22,435 1,673,404 ol 1,673, 404" 119,237 20.0G0
21.00 |unit cost Multiplier: column 26, line 1 0.076721 21.00
divided by the sum of column 26, Tipe 20 !
minus cotump 26, line 1, rounded to 6
decimal places.

{13 colums 0, 1ine 20 must agree with wkst. A, column 7, line 101.

(2) columns G throwgh 26, line 20 must agree with the corresponding columns of wkst. B, Part I, line 101.

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

In tieu of Form (M5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS

provider CCN: 151310 ; Period: ?worksheet H-2

From 01/01/2011 | Part I

157061 | To  12/31/2011: pate/Time Prepared:
1

HHA CCM:
15/14/2012 10:12 am_

1.00 |administrative and General
2.00 |skilled Nursing Care

3.00 |[physical Therapy

4.00 |Occupational Therapy

5.00 |speech pathology

6.00 |Medical social Services

7.00 |Home Health Aide

8.00 [supplies {see instructions)

9.00 |prugs

10.00 [DME

11.00 |Home Dialysis Aide Services

12.00 IRrespiratory Therapy

13.00 {Private puty Nursing

14.00 [Clinic

15.00 jHealth pPromotion Activities

16.00 [pay Care Program

17.00 iviome pelivered Meals Program

18.00 iHomemaker Service

19.00 [wELL CHILD CLINTIC

70.00 iTotal (sum of lines 1-19) (2)

21.00 {unit Cost multiplier: column 26, line 1
divided by the sum of column 26, line 20
minus column 26, tine 1, rounded to 6
decimal places.

" votal HHA
__tosts

28.00

596,054
420,620
53,544
4,209
731
475,620

o000 0T

121,808
818
1,673,404

7 fome Health | PPS
__1“44439§E££_I i ; e

W00 NGV R
[
[y

(1)} coltumn 0, line 20 must agree with wkst. A, columa 7, Jine 101.

(2} columns O through 26, line 20 must agree with the corresponding columns of wkst. 8, Part I, line 101,

MCRIF32 - 2.25.130.0



Health Financial Systems ~ __WABASH COUNTY HOSPITAL = . __ __ In kieu of Form (M5-2352-10
ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATESTICAL | provider con: 151310 period: i worksheet H-2
From 01/01/2011 Part II

BASLS , HHA CON: 157061 1 To  12/31/2011 | pate/Time Prepared:
- : o 1 5/14/2012 10:12 am__
i ™ Home Heatth | PPS
. - i} , - I b _ Agency T f
CAPITAL RELATED COSTS i
f
NEW BLDG & NEW MVBLE |  EMPLOYEE Reconcitiat ionADMINISTRATIVE
FIXT EQUIP I BENEFITS lA & GENERAL
{SQUARE (OOLLAR | {GROSS | (ACCUM.
FEET) L OVALUEY | SALARIES) } i £OST) I N
o _ _ 1.00 2.00 4.00 i SA ; 5.00
1.00 [Administrative and General 1,910 0 830,756, Q! 36,844, 1.00
2.00 |skilled nursing Care 0 0 0 0 485,319 2.00
3.00 |physical Therapy 0 0 0 o 342,477) 3.00
4.00 |occupaticnal Therapy ) 0 0 of 43,5971 4.00
5.00 |speech pathology 0 0 v o 31,4270 5,00
6.00 |Medical social Services 0 0 1] 0 595  6.00
7.00 |Home Health aide H] 0 0 i 387,259 /.00
8.00 |supplies (see instructions) 0 0 0 01 0 8.00
9.00 |Drugs 0 0 0 a DJ 9.00
10.00 |DME 0 0 0 a 0! 10.00
11.00 Home Dialysis Aide services 0 0 0 ) ol 11.00
12.00 {Respiratory Therapy i 0 4] al 0‘ 12.00
13.00 iPrivate Duty Nursing o 0 0 ] 01 13.00
14.00 {Clinic o 0 0 0 0. 14.00
15.00 {Health pPromotion Activities 0| oi 0] o 0; 15.00
16.00 {pay Care Program 9| 0 0 0| 0! 16.00
17.00 {Home pDalivered Meals Program o! 0 0 i 0! 17.60
18.00 |Homemaker Service 0 0 0 ol 99.1?’91 18.00
19.00 [WELL CHILD CLINIC 9j 0 o 0; 6661 19.00
20.00 {votal (sum of lines 1-19) 1,910 0 830,756, . 1,399,363 20.00
21.00 ivotal cost to be allocated 6,337 0 30,507 . 196,830 21.00
22.00 junit cost multiplier 3.317801 0.040000 0.(}36722! i 0.140657; 22.00

MCRIF32 - 2.25.130.0



Health Financial Systems N WABASH COUNTY HOSPITAL . _In tieu of Form M5-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL | provider con: 151310 [period: ; Worksheet H-2
BASIS  From 01/01/2011 | Part II
‘ HHA CCN: 157061 | Te 12/31/2011 | pate/Time Prepared:
- W_ . i 5/14/2012 10:12 am
| | tome Health PPS
e [, [, U UUUURPRES. B, _ o1 _Agency T - — -
MAINTENANCE &| oPERATION OF | LAUNDRY & HOUSEKEEPING | DIETARY
REPAINRS PLANT LINEN SERVICE] {MHOURS OF (MEALS
(SQUARE {SQUARE (POUNDS OF SERVICE) SERVED)
 FEET) .. FEET) | _LAUNDRYD | . I
N 6.00 o 7.00 8.00 9.00 | 16.00
1,00 Jadministrative and General 1,910 1,910 0 g9,550| 18] 1.00
2.00 |slkilled Nursing care ) 0 0 gl ol 2.00
3,00 |physical Therapy of 0 0 o 0 3.00
4,00 |occupational Therapy of [t} 4] 0 ¢ 4.00
5.00 |speech pathology o 0 o 0 ¢ 5.00
6.00 |medical social Services 0l 0 o; o; 0 6.00
7.00 |[Home Health aide 0 e 0 9 01 7.00
8.00 |supplies (see instructions) 0 o 0 0 ol &.00
9.00 |Drugs 1] 0 0 Ol 0l 9.00
10.90 |DME 0 G 0 0 4! 10.00
11.00 lHome pialysis Aide Services 0 0 0 0. G' 11.00
12.00 |Respiratory Therapy 0 0 Qi o ¢ 12.00
13.00 |private Duty Nursing c o 0 i G 13.00
14.90 |CTinic [ 8] 0 ol 0! 14.00
15.00 [Health Promotion Activities 0 0 0 0 0i 15.00
16.00 lpay Care Program 5 (&) Qi 0 G 16.00
17.00 |Home Delivered Meals Program 0 o y 0 0 17.00
18.900 |Homemaker service 0 0 0 o 0; 18.00
19.00 [WELL CHILD CLENIC 0 0 ! 0 ol 19.00
20.00 |Total {sum of Jines 1-19) 1,910 1,910 o 9,5501 18! 20.00
21.00 |Total cost to be allocated 17,322 19,225 0 18,016 213" 21.00
22.00 |unit cost multiplier 9,069110 10.065445| 0. 000000, 1.886492 11.833333' 22.00

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPETAL In tieu of Form ¢M5-2552-10

ALLOCATION OF GENERAE SERVEICE COSTS TO HHA COST CENTERS STATISTEICAL Verovider Con: 151310? Period: T'worksheet H-2
BASIS | CErom 01/01/2011 . Part IX
{ HHA CCN: 157061 To 12/31/2011 pate/Time Prepared:
- . - S S o .. .:15/14/2012 10:12 am
| Home Health PPS
R e . _ Lo : o - Agency I
CAFETCRIA HURSING CENTRAL. PHARMACY MEDICAL
(HOURS) IADMINISTRATION, SERVICES & {COSTED RECORDS &
SUPPLY REQUIS.) LIBRARY
{DIRECT (COSTED {GROSS REV)
e NRSING HRS) REQUIS.Y | ]
- o fx.00 0 13.00 14.00 LAswo 16,00 0
1.00 [administrative and General G ] 0} 4] 1,492,183 1.00
2.00 [skilled mursing Care 0 i} 0 0 0 2.00
3.00 |rhysical Therapy 0 0 4] 0 0l 3.00
4,00 |occupational Therapy 0 0 o' 0 0 4.00
5.00 |Speech pathology 0 0 0 o 0 5.00
6.00 |Medical Social services 0 0| 0 0, 0 6.00
7.00 [Home Health Aide 0 ol 1) ) 0 7.60
8,00 |supplies {see instructions) ) 0 ol O 0] 8.00
9.00 |Drugs a 0 ol ol o! 9.c0
10.00 |DME 0 Oi o Gi 0 10.00
11.00 lHome pialysis aide Services ) 0 0 o 0 11.60
12.00 [Respiratory Therapy g 0 0 o ¢ 12.00
13.00 fprivate puty Nursing 0 0 0 0 0} 13.00
14.00 {Clinic 0 0 0 O 0| 14.00
15.00 [Health promotion Activities 0 i} 0 Y 0] 15.00
16.00 |pay Care Program 0 0 0 0 0 16.00
17.00 [Home Delivered Meals Program 0 4] 0 0 0f 17.00
18,00 |Homemaker Service 0 0 0 ) 0i 18.00
19.00 |WELL CHILD CLENIC 0 0 G o 01 19.00
20.00 |Total {sum of lines 1-19) Q 8] 0! ] 1,492,183 20.00
21.00 |Total cost to be allocated 0j o) Ql 0. 22,435 21.00
22.00 |unit cost multiplier (.000000 0.000000 0.000000! €. 0000004 G.015035 22.00

MCRIF3Z - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form CM$-2552-10

APPORTIONMENT OF PATIENT SERVICE COSTS

provider CON: 151310 :r};em'od:

Tworksheet H-3

iFrom 01/01/2011 | Parts I-I1
HHA CON: 157061 t1o  12/31/2011 | pate/Time Prepared:
_ 1 [ 5/14/2012 10:12 am _

Cost Center Description

PART T - COMPUTATION OF LESSER OF

Cost Per Visit Computation
00 |skilled Nursinrg Care

.00 |ehysical Therapy

00 |occupational Therapy
speech Pathology

.00 |{Medical social services
.GD  |Home Health Aide

00 [Total (sum of lines 1-§

B ) T - SR )
<
<

Cost Center pescription

Limitation Cost Computation

8.00 |[skilled Nursing Care

9.00 |physical Therapy

10.00 |occupational Therapy

11.00 |speech pathology

12.00 |Medical Social Services

13.00 |Home Health Aide

14.00 |Total (sum of Yines 8-13)
Cost Center Description

lsupplies and prugs Cost Computations
15.00 [Cost of Medical Supplies
16.00 (Cost of drugs
Cost Centey Description

"TPART 11 - APPORTIONMENT OF COST OF MIA SERVICES FURNISHED

1,00 |pPhysical Therapy

2.00 |occupational Fherapy
3.00 |speech Pathology

4.00 |cost of Medical supplies
5.00 {cost of prugs

AGGREGATE
BENEFICIANY COST LIMITATION

| From, wkst.

H-2, Part i,
col. 28, line

HHOWV
PROGRAM COST,

2.00!

From Wkst. H-2
Part 1, col.

28, Hne
[¢]
8.6G0
9.00

iome Health
| agency I
shareid ] Total HIA

ancillary

Fitle XVIII

racility costs
{from wkst.

! PPS
3

| rotal visits

osts (cols. I

-2, part 1) | Costs {from + B f
e part 11y . e o
I L/ 0" TN N RS AR L B I
AGGREGATE OF THE PROGRAM LIMITATION COST, OR J
596,054 566,054, 4,180 1.00
420,620 0? 426,620 2,170 2.00
53,544 0l 53,544 3841 3.00
4,209 ol 4,200 25 4.00
731 731 130 5.00
475,620 i 475,620 7,530 6.00
1,550,778 ol 1,550,778 14,306, 7.00
B program _visits
Part 8 R S
CBSA No. (1) gary A Not Subject tol Subject to
veductibles & peductibles
, _ o Coinsurance
I I 3.00 4.00
15999 551} 531 8.G0
15999 495 435 9.G0
15999 86| 68, S 10.C0
15999 7! o] 11.60
15999 0 3 12.60
15999 79 759 13.00
1,218, 1,796| - | 14.00
Facility Costs shared Total vA  |Total charges
{from Wkst. ancillary Costs (cols. 1 (From HHA
-2, part 1) | costs (from 1+ 2) Record)
_ part 11} _| __ — ) .
1.00 00 | 30 L 400 |
[y 0 0 257 15.00
0 0 0 0| 16.00
Firom wkst. ¢, Cost to Charge] Total HHA HilA shared
pary 1, col. Ratio cCharge {(irom ancillary
9, Yine provider Costs (col. 1
N _records) . xcol. 22 i
o i 100 20 T 300 1T
BY SHARED 1IOSPITAL DEPARTMENTS i
66.60 0.664983| 0 . 1.00
? 2 00
: | v 3.00
71.00 0.492107! 0| ol 4.00
73.00 0.221161 0l ©5.00

MCRIF3Z2 - 2.25.13C.0



Health Financial Systems

WABASH COUNTY HOSPITAL

__In 1iey of form CM5-2552-10

APPORTIONMENT OF PATIENT SER\/ICE CDSTS

Fprovider Cen:

! HHA CON:

153310 lPer10d
157061 To

12/31/2011

_Tr
worksheet H-3
From 01/01/2011 pParts I-IT

pate/Time Prepared:
5/14/2012 10:12 am

N B N
[=
[

10.00
11.00
12.00
13.00
14.00

1.00
2.00
3.00
4.00
5.00

Cost Center Description

IPART 1 - COMPUTATION OF LESSER OF AGGREGATE

BENEFICIARY COST EIMITATION

Average Cost

par visit
(col. 3 =+ col.
_4)

skilled Nursing care
physical Therapy
occupational Therapy
speech pathology
Medical social Services
Home Health Aide

|Total (sum of lines 1-6)

Cost Center E]QSC]'I!)LIOH

W Cost computation
skilled Nursing care
physical Therapy
occupational Therapy

speech pathology

Medical Social Services
Home Health aide

Total (sum of lines 8-13)

Cost Center Description

Cost of Medical Supp1ies

} {Cost_of Drugs

Cost Center pescription

‘Physical Therapy
cccupational Therapy
speech pathology

cost of Medical Supplies
cast of prugs

supplies and Drugs €ost Comptitations

Ratio {cot. 3

4}

4+ col.
500

0.000000C
0. 000000

TPART II - APPORTIONMENT OF COST OF HHA SERVICES FURNISHED BY

]

'

1 e
| Title XVIII

!

Home Health PPS
. S __Aqency I
| B Program visits
__ Part B
part A Not sub]ect to Sub]ect o |
peductibles &|peductibles &
coinsurance coinsurance E
600 7.00 ”800 I
AG(‘RFGATE OF TIIE I‘RDGRAM LiMITATI()N €osT, OR
551 531 ' io1.00
495 435 . . 2.00
86 68 ; | 3.00
7 0j : C4.00
0 3 . 5.00
i 79; 759’ k 6.00
[ _1,28  __ 1,79 I 7.00
6.00 7.00 8.00 { 9.00 L____
b
8.00
9.00
: 10.00
i 11.00
©12.00
| 13.00
! [ S i T
program Coveied charges
[ _part 8 _
part A Not subject to] subject o |
‘peductibles &|peductibles &:
i cofnsurance | Coinsurance
_6.00 | . 7.00 8.00 * .
0 108’ 0| 15 0C
N L/ o S 9 o .il16.00
Transfer to Part 1 as
ndicated
. 4.00 oL . _ -
f MO‘SI’ITM UU’MUME_NTS
‘col. 2. line 2.00 I1.00
‘ 2.00
I 3.00
col. 2, lime 15.00 I 4.00
‘col. 2, Tire 16.00 i 5 00

MCRIF3Z2 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAE In tieu of Form €M5-2532-10

APPORTIONMENT OF PATEENT SERVEICE COSTS | provider con: 151310 Pperiod worksheet H-3
; | From 01/01/201.t | Parts E-IT1
HHA CCN: 157061 | 7o 12/31/2011 pate/Time Prepared:
- - - ] __15/14/2012 10:12 am_
| Title XVIII | Home Health PPS
o Agency 1 [ —

cost of Services i
Part '
Cost Center Description part A Not Subject “tol subject te |Total Program
peductibles &{peductibles &) Cost (sum of
| coinsurance | toinsurance _cols, 9- 10)____[

. el | M0.00 11.00 | __12.00 R
PART I - COMPUTATION OF LESSER OF AGGREGATE PROGRAM COST, I\GGRFGATE OF THF PRDGRAM lIMI TATEON COST, or i
BENEFTCIARY COST LIMITATION R - _ . |
Cost Per visit Computation ) ) ) B 5 f

1.00 {skilled Nursing Care 78,573 75,721 : 154,294 1.00

2.00 |physical Therapy 95,946 84,316 i 180,262, z.00

3.00 loccupational Therapy 11,992 9,482 T 21,474 b o300

4.00 |speech patholeay 1,179 0 1,179 b ogoo

5.00 iMedical social Services 0 169 | 169} i 5.00

6.00 iHome Health aide 4,987 47,916 ! 52,903, 6.00

7.00 |Toral (sum of 1lines 1-6) ) 192,677t 217,604 ‘ 410,281; 7.00

Cost Center Descr n)tmn S L o . 7*4
________ | dgeo | iteo 1 r200 R R
Limitation Cost mmputatmn ) B ) . . B

2.00 Iskilled Nursing Care | i 8.00

9.00 iphysical Therapy : 9.00

10.00 [cccupational Therapy 10.90

11.00 ispeech pathology i 11 .00

12.00 iMedical social Services i | 12 .00

13.00 iHome Health Aide 13.00

14,00 jtotal (sum of tines §-13) L I .., 1s.00

cost of services
e ijﬂt B
Cost Centelr Description Part A Not Subject to ‘;ub}ect to |
peductibles &|peductibles &
o | coinsurance | Coinsurance
P 9.00 10.00 100 _ ! .. .= _
supplies and brugs Cost Computations ) ) ~ . N ) |
15.00 (Cost of Medical supplies 0 ol 0| © 15 .00
16.00 iCost of Drugs ol ol o 16 00

MCRIF32 - 2.25.130.0



WABASH COUNTY HOSPITAL in tieu of Form CM5-2552-10

provider Cci: 151310 | period: Tworksheet H-4
‘From 031/01/2011 | Pary I-EI

Health Fipancial Systems
CALCULATION OF HHA REIMBURSEMENT SETTLEMENT

HEA CCN: 157061 'To 1273172011 ' pate/Time Prepared:
o T 1571442012 10112 am
' Title ®vIiL T iome Health PPS
— ——- . e e . L - - _Agency I : . .
i T partn ] _
Part A ot subject to' subject to
l peduct ibles &;peductibles &
} . cahasg:ranﬁce%_igoj nsurance_ |
e , I Ao G 2.00 oo
PART I - COMPUTATION OF THE LESSER OF REASONABLE COST OR CUSTOMARY CHARGES _ I
neasonable Cost of Part A & Fart B services - — i
1.00 iReasonable cost of services (see instructions) i } 0: o 100
2.00 iTotal charges . . . ~ i 0l [¢5 0 200
Customary_Charges . ; _ - o f
3.00 lamount actually collected from patients liable for payment for services o Ol 0, 3.00
on a charge basis (from your records) i ‘
4.00 lamount that would have been realized from patients Tiable for payment 0 0 Q9 4.00
for services on a charge basis had such payment been made in accordance :
with 42 CFR 413.13(b) f {
5.00 IRatio of line 3 to line 4 {not to exceed 1.000000) 0.000000 G.000000] 0.0000003 5.00
6.00 !Total custemary charges (see instructions) a 0. 0 6.00
7.00 lexcess of total customary charges over total reasonable cost (complete 0, 0. ¢, 7.00
only if line & exceeds line 1) ! i i
8.00 |[Excess of reasonable cost over customary charges (complete orly T Hine 0! 0 D| 8.00
1 exceeds line &) i i '
9.00 jprimary payer amounts _ I e 9 c G 9.00
Part A Part B
_ Services Services -
[FART 11 - COMPUTATION OF BHA RETMBURSEMENT SETTLEMENT ] N
10.00 [Total reasonable cost {see instructions) ¢ ¢! 10.00
11.00 iTotal PPS Reimbursement - Full Episodes without outliers i 217,237 204,556; 11.00
12.00 |Total pPS Reimbursement - Full Episodes with outliers ‘ o 1,205 12.00
13,00 Total PPS Reimbursement - LUPA Episodes ! 3,26% 2,762 13.00
14,00 iTotal ppS Reimbursement - PEP Episcdes ol 2,4431 14.00
15.00 [Total PPS cutlier Reimbursement - Full Episodes with outliiers 0 308° 15.00
16.00 |Total PPS outlier Reimbursement - PEP Episodes ol 0' 16.00
17.00 Total Other Payments ' 0; 0’ 17.00
18.00 iDME yayments o 0 18.00
19.00 [Oxygen Payments oi 0 19.00
20.00 {prosthetic and Orthotic payments Oi 0, 20.00
21.00 |part B deductibles billed to Medicare patients (exclude coinsurance) ! 0] 21.00
22.00 [subtotal (sum of lines 10 thru 20 minus line 21} 220,506 21L,274" 22 90
23.00 |Excess reasonable cost {from line 8) ) [+ 0 23.00
24.00 |subtotal (Tine 22 minus Vine 23} : 220,506, 211,2741 24 00
25 00 |coinsurance billed to program patients (from your records) i . ol 25 00
26.00 |net cost (Tine 24 minus tine 25) | 220, 506! 211,274] 26.00
27.00 |reimbursable bad debts {from your records) i | 0, 27 Q0
28.00 |Reimbursable bad debts for dual eligible beneficiaries (see instructions) [ 0 0] 78.00
29.00 |Total costs - current cost reporting period (line 26 plus Tine 27) } 220,506, 211,274 29.00
30.00 |OTHER ADIUSTMENTS (SEE INSTRUCTIONS) (SPECEFY) 0, 0 30.00
31.00 |subtotal (line 29 plus/minus iine 30) 220,506 2131.274| 31.00
32.00 |Interim payments (see instructions) 220,506 211,274° 32.0C
33.00 |Tentative settlement (for contractor use only) 0l 0, 33.00
34.00 |galance due provider/program (1ine 31 minus lines 32 and 33) . 0 0+ 34 .00
35.00 |protested amounts (nonallowable cost report items) in accordance with ¢MS pub, 15-11, ! 0! O 35.00
section 115.2 ' i '

MCREF32 - 2.25.130.0



Health Financial Systems

WABASH COQUNTY HOSPETAL

In iieu of Form (MS-2552-10

ANALYSIS OF PAYMENTS TO PRDVIDER—BASED HHAS FOR SERVICES RENDERED TO

PROGRAM BENEFICIARIES

Provider ccn: 151310 | Period: i

{ From 01/01/2011 !

worksheet H-5

pate/Time Prepared:

HHA CCN: 157061 [To  12/31/2011
. ~ i L . o 15/14/2037 10:12 am_
i Home Health PPS
I _ I _ . _ . Agengy T [
Inpatient Part A part 8
U m/dd/yyyy | amount_ | am/dd/yyyy Amount _
o ] ] | 100 2.00 C3.00 4,00 L
1.00 Trotal interim payments paid to provider 220,506 211,274 1.00
2.00 !interim payments payable on individual hills, either 0 0 200
submitted or to be submitted to the contractor for i
services rendered in the cost reporting period, If none, !
wirite "NONE" or enter a zero
3.00 |List separately each retroactive Tump sum adjusiment i3.00
amount based on swbsequent revision of the interim rate
for the cost reporting period. Also show date of each !
|payment. If none, write "NONE' or enter a zers. (1) _ ! o |
program to Provider e o . ]
3,01 of o] 3.01
3.02 o 0 3.02
3.03 6! ‘ o' 3.0%
3.04 ¢ | O 3.04
305 | o ) [ 0. oy o iol 3.05
3.50 0] ! 0 3.50
3.51 o ; o 3.51
3.52 ol ERY.
3.53 0| el 3.53
3.54 ol oi 3.54
3.99 |subtotal (sum of lines 3,01-3.49 minus sum of Tines Q 0, 31.99
3.50-3.98)
4.00 IiTotal interim payments (sum of lines 1, 2, and 3.99) 220,506 211,2741 4.00
(transfer to wkst. H-4, Part 1, column as appropriate, f
line 32) . - — IS S I B :
TO BE_COMPLETED BY CONTRACTOR } . [, _ [
5.00 [1st separately each tentative settlement payment after l > | 5.00
desk review. Also show date of each payment. If none, i ; ‘
write "NONE" or enter a zero. N e o I N D N 0
program to Provider o . - L - 1
5,01 ’ 0] 0 5.01
5.02 0 0. 5.02
5.03 o i oo . 0] 5.0
provider to Progran o _ . I
5.50 | ) | ol 5.50
5.51 { o i o 5.5t
5.52 ! o : o] 552
5.99 |subtotal (sum of lines 5.01-5.49 minus sum of Tines 0 i o' 5 99
5.50-5.98) 1 ,
6.00 |petermined net settlement amount (balance due)} based on | } . i 6.00
the cost report. (1} 1 : :
§.01 |SETTLEMENT TO PROVIDER \ ol 0 6.01
6.02 |SETTLEMENT TO PROGRAM t [ ; 0 6.02
7.00 ITotal Medicare program Tiability (see instructions} o . i 2290, 5061,_ i 211,274 7.00
contractor thate
L } Number ] _(Mo/Day/yrd
o _ o _woo P00
8.00 |[wame of Centractor : ! 8.00

MCRIF32 - 2.25.130.0



WABASH COUNTY HOSPITAL

In Lieu of Form (M5-2552-10

Health Financial Systems
ANALYSIS OF PROVIDER-BASED HOSPICE COSTS

Provider CCN:

151310 Perio

From 01/01/2011

IGENERAL SERVICE COST_CENTERS o
1.00 {capital related Costs-Bldg and Fixt.
2.00 |capital Related Costs-Movable Equip.
3.00 |plant operation and Maintenance
4.00 |Transportation - staff
5.00 [volunteer Service Coordination
6.00 |Administrative and General

INP@IEEQT CARE SERVICE
Inpatient - General Care
Inpatient - Respite Care

VISITING SERVICES
physician Services

NUrsing Care

Nursing Care-continuous Home Care
pPhysical Therapy

Occupational Therapy

speech/ Language Pathology

Medical social Services

spiritual Counseling

pietary Counseling

Counseling - Other

Home Healtth aide and Homemaker

HH Aide & Homemaker - Comnt. Home Care
.00 |other
OTHER HOSPICE SERVICE COSTS

orugs, Biological and Iafusicn Therapy
Analgesics

sedatives / Hypnotics

Other - Specify

purable Medical Equipment/Oxygen
Patient Transportation

Imaging Services

Labs and Diagnostics

Modical supplies

0o~
[
<

Radiation Therapy

Chemotherapy

Other

HOSPICE NONRLIMBURSAnLE SERVICE
Bereavement Program Costs
volunteer Program Costs
Fundraising

other Program Costs

Total (sum of lines 1 thru 38)

outpatient Services (inciuding E/R Dept.)

salaries (fro
wkst, K-1)

L0

.409,46

409,46

Pworksheet K

Haspice CCN: 151545 To 12/31/2011: pate/Time Prepared:
_ . !5/14/2012 10:12 am_

H0$p1ce I :47 o B

@ hmployee hlanspo:tatlon contracted i other (

senefits (from (see inst.) [services (from

wkst., K-2) | _ | wkst. £-3_3 0 _ o
2.0 300 . 4w0_ | se0 |
0 . 1.00
a 0, 2.00
0 0 o 0 ol 3.00
0 0 0 0 0] 4.00
0 0 0 0 8! 5.00
4 160,185/ 30,7500 o 10,633 6.00
0] 0 al ol 0, 7.00
0 o oL e tj g} 8.00
] 0 o o] 27,5000 9.00
0 0 ol o 6 10.00
0 0 o ol 0 11.00
0 0 o 0l 0 12.00
0 0 0 0! 0] 13.00
0 0 0 ol 0l 14.00
0 0 G 0 0 15.00
0 0 C 0 0! 16.00
0 0 & 0 0 17 00
0 0 6 0 0' 18.00
0 0 ol ol 0: 19.00
0 0 o] 0i 0 20.00
0 . o o 0, 21.60

3

- . S . -
0 ol ol 0 102,558 22.00
0 0i o o' 0 23.00
0 0l 0; 0 0. 24.00
0 0 o 0 0] 25.00
0 0 0 0 62,58k 26,00
0 0 0| o ob 27.00
0 0 ] o 0! 28.00
0 Q o o) 0 29.00
0 0 G 0 2,651 30.00
0 0 G 0 ol 31.00
0 0 0 o o] 32.00
0 0 G 0 0} 33.00
0 I - S a[ ) 0l 34.00

|
0] oi o ol 6! 35.00
0 o o o 0| 36.00
0 B 0 9 o' 37.00
0 of ¢l ol 0] 38.00
4 160, 1851 30, 750' 0 205,923 39.00

MCRIF3I2 - 2.25.130.0




WABASH COUNTY HOSPITAL it Lieu of Form CM$-2552-10

Health Financial Systems _ _
ANALYSIS OF PROVIDER-BASED HOSPICE CO5TS provider Con: 151310 | period; worksheet K
YErom 01L/01/2011

Hospice CoN: 151545 iTe  12/31/2011 pate/Time Prepared:
. , 5/14/2012 10:312 am_ _

e L ] - . i tospice T ~ _ _
total fcols. Reclassificatiisubtotal (col. AdjustmmﬁsTTota] (col. 8
S £33 b _.en Gl 73 L <) U ) S
6.00 | | 7.00 B WY R ANV S U Y T -
GENESBLAEBVIC!;._GQST CENTERS  __ e - . — . o
1.00 |capital Related Costs-Eldg and Fixt. 0 0 ol 9! ol 1.00
2.00 |capital Related Costs-Movable Equip. G 0 0' 0 0l 2.00
3,00 |[Plant Operation and Maintenance G 0 0 o 0 3.00
4,00 |Transportation - staff G 1} 0 0. 0 4.00
5,00 |volunteer Service Coordination 0 0 ol 0] o 5.00
6.00- |[Administrative and General __ _ = . . e11,032 o 5 611,032 . _ 0 611,032, 6.00
INPATLENT_CARE SERVICE [ — - \ . , . _ — . -
7.00 |Inpatient - General Care 0 G OL 0 0f 7.00
8.00 |TInpatient - Respite Care = __ __ . ~ 0l _ 6 B o o QJ___kf 0] 8.00
VISETING SERVICES o e e i .
9.00 |physician Services 27,500 [¢] 27,500 OI 27,500 9.00
10.00 |Nursing Care 0 g 0 0 g 10.00
11.00 |Nursing Care-Continuous Home Care 0 3 0 0 0 11.00
12.00 |physical Therapy 0 6 0 0 0 12.00
13.00 |occupational Therapy G 0l 0 0 0 13.00
14.00 |speech/ Language Pathology 0 ol o Qi 0! 14 00
15.00 |Medical social Services 0 ol 0, D, o 15.00
16.00 |spiritual Counseling 0 0 0 0 0 16.00
17.00 |Dietary Counseling ¢ 0 0 0 01 17.00
18.00 |counseling - Other 0 o 0 0 Q! 18.00
19.00 |Home Health Aide and Homemaker s} G o ol 0. 19.90
20.00 [HH Aide & Homemaker - Cont. Home Care 0 0 Oi i 0. 20.00
21.00 |other L B 0] ¢ R _ 0j_ 0, 21.00
OTHER HOSPICE. 'SERVICE COSTS . e . i
22.00 |prugs, Biclogical and Infusion Therapy 102,558 0 102,558 0 102,558; 22.00
23.00 (analgesics 0 [ 4] 0 0 23.99
24.00 [Sedatives / Hypnotics 0 0 0l 0 0, 24.00
25.00 {other - Specify 0 0 i 0 0! 25.00
26.00 iourable Medical Equipment/Oxygen 62,581 G 62,581 0 62,581 26.00
27.00 [patient Transpertation 0 ¢ o 0l 0 27.00
78.00 | Imaging services 0 0 ol 0 9 28.00
29.00 {Labs and Diagnostics 0 o 0} 01 ot 29.00
30.00 jMedical Supplies 2.651 G 2,651 ) 2,651 30.00
31.00 |outpatient Services (including E/R Dept.) ol ol 0 o' 31.00
32.00 |radiation therapy ol 0| il a 0 32.00
33.00 |chemotherapy i ol 0 ol 8. 33.00
34.00 |other IR . ol o _ o 0; _0] 34.00
HOSPICE NONREIMBURSABLE SERVICE ‘ . - -
35.00 |Bereavement Program Costs 0 0 Q af 01 35.00
36.00 |volunteer Program Costs 0 0 ol 0| 0] 36.00
37.00 |fundraising o 0 ol 01 0| 37.00
38.00 [other Program Costs G 0 ] ) 0| 38.00
39.00 [Total (sum of lines 1 thru 38) 806,322 0 806,322| O 306,322 39.00

MCRIF32 - 2.25.130.0



Health Financial Systems __WABASH COUNTY HOSPITAL . __1n_ tieu of rorm (M5-2552-10
HQSPICE COMPENSATION AMALYSIS SALARIES AND WAGES Provider CC: 151310 Period: T worksheet k-1
From 01/01/2011

| Hospice CCN: 151545 Vo 12/31/2011° Date/Time Prepared:
i R 5/14/2012 10:12 am__

] i e . I Wospice T | L
atdministrator pirector social supervisors Nurses

e mervices b ._______.’_.__ R -

) ) 160 | T C7e0 [ zeo f a0 [ 500 4

IGERERAL SERVICE COST CENTERS _ o o L L o
1.00 |capital Related Costs-gldg and Fixt. | | ! 1.06
2.00 |capital Related Costs-Movable Equip. l l 2.00
31.00 |[rlant operation and Maintenance 0 ¢ 0| 0 07 3.00
4,00 |Transportation - staff 0 ol o ol 6] 4.00
5.00 |volunteer Service Coordination 0 o ol ol 0¢ 5.00
6.00 ladministrative and eral o ol I & 01 6.00

INPATIENT CARE SERVI . i o o

7.00 |Inpatient - General care ol of l 4 7.00
8.00 |[Inpatient - Respite Care o o o O' o; 9 0l 8.00

VISITING SERVICES - . R o . I
$.00 iphysician Services o 0 0 ol 0; 9.00
1¢.00 iNursing Care 0 o 0| 0 0; 10.60
11.00 [Nursing Care-Continuous Home Care o 0 0 0 0; 11.c0
12.00 {Physical Therapy 0 0 0 0 12.00
13.00 [occupational Therapy ¢ 0 0| 0 ol 13.00
14,00 [speech/ Language Pathology 0 i O’ 4] 0|14.00
15.00 [Medical social Services 0 G 0 0 0j 15.00
16.00 |spiritual Counseling o 0 ol 0 0f 16.00
17.00 |pietary Counseling G o 0 0 0 17.00
i8.00 {cCounseling - Other 0 ] o 0 0i 18.00
19.00 |Home Health Aide and Homemaker 0 0 ol 0 0] 19.00
20.00 |1 Aide & Homemaker - Cont. Home Care 0 0 0l 0| 0! 20.00
21.00 [other . _ Y . o .G 0 21.00

OTHER HOSPICE SERVICE COSTS L e
22.00 |prugs, siclogical and Infusion Therapy ’ ) L 22 .00
23.00 janalgesics ! . 1 23.00
24.00 |sedatives / Bypnotics | . 24.00
25.00 |other - Specify ! | P 25.00
26.00 |purable Medical Equipment/Oxygen | i . 26.00
27.00 |patient Transportation h) 0 0| 0 i 27 00
28.00 |imaging Services 0 0 0 0 0: 28.00
29.00 |Labs and Diagnostics 0 0 0 1) 01 29.00
30.00 (Medical supplies ) 9 0! ol 0} 30.00
31.00 joutpatient Services (including E/R Dept.) 0 0 0 0| OfSl.OO
32.00 [radiation Therapy 0 0 O o 0 32.00
33.00 |Chemotherapy 0 o o ] 0. 33.00
34.00 [other ) o o o| 0 G B ) 0, 34.00

HOSPICE NONREIMBURSABLE SERVICE o ) o L B - ]
35.00 igereavement Program Costs di 0’ O} Of g1 35.00
36.00 {volunteer Program Cpsts 0 9l 0 ol ol 36.00
37.00 [Fundraising Oi Ol g o 0. 37.00
38.00 |other program Costs 0 0 0l o 0 38.00
39.00 |Total (sum of tines 1 thru 38) 0 ol ol o 0 39.00

MCREIF32 - 2.25.130.0



#eatth Financial Systems

WABASH COUNTY HOSPITAL . _In tieu of Form CM5-2552-1C

HOSPICE COMPENSATION ANAL-YSIS SALARIES AND WAGES

Verovider con: 151310 period: worksheet -1
From 01/01/2011
| Hospice CCN: 151545 To 12/31/2011 pate/Time Prepared:
. _ . ..5/14/2012 10:12 am

.00
G0
.60
00
.00
.00

o bW N

capital Related Costs-Bldg and rixt.
capital selated Costs-mMovable Equip.
ptant Operation aad Maintenance
Transportation - staff
volunteer Service Coordination
administrative and General

{other

Inpatient - General Care
|Inpatient - Respite Care

IVESITING SERVICES
physician Services

Nursing Care

Nursing Care-Centinuous Home Care
pPhysical Therapy

Occupational Therapy

speech/ Language Pathology

Medical Social Services

spiritual Counseling

pietary Counseling

Ccounseling - other

Home Health Aaide and Homemaker

HH Aide & Homemaker - Cont. Home Care
OTHER HOSPICE SERVICE COSTs .
prugs, Biclogical and Infusion Therapy
analgesics

sedatives / Hypnotics

ather - specify

purable Medical £quipment/Oxygen

patient Fransportation

Imaging Services

t.abs and piagnostics

Medical Supplies

outpatient Services (including /R Dept.)
rRadiation Therapy

Chemotherapy

'HOSPICE NONREIMEURSABLE SERVICE

gereavement Program Costs
volunteer Program Cosks
Fundraising

Other Program Costs

Total (sum of lines 1 thru 38)

GENERAL SERVICE COST CENTERS -

e oL L _ I_ Hospice T _ i ——
Total Aides AlT-other Totral (1)
| Therapists | . N N
6.00 7,00 _. 900
1.00
2.00
0 0 0 3.00
0 0 0 4.00
0 0 0 5.00
) . 0 409, 464! 409,464 6.00
i i 0i 0 ol 7.00
o ~ 0l o 0] togLa0
-]
0] ol 0 . 9.00
0 o ¢] 10,00
o 43 0. 11.00
0 o G ¢l 12.00
0 0 0l 0 13.00
0 6 of ¢ | 14.00
0 0 0 | 15.00
G 0 o | 16.00
¢ ol 0 | 17.00
h ' of i 18.00
0 0 0 . 19 00
0 o) ol 20.00
o ; 9 a! 2100
|
22.00
23.00
24.00
I 25,00
! 26.00
0 0 0i 27.00
0 0 0 " 28.00
0 0 0 . 29.00
0 ) ) | 30.00
0 ¢ G | 31.00
0 0 0 '32.00
0 0 ¢ ' 33.00
0 0 o 34.00
0 0 0] :! 35.00
0 o 0 136,00
) 0] ei ! 37.00
0 o o 38.00
0 0i 409, 464, 409, 464! 39,00

MCRIF32 - 2.25.130.8



WABASH COUNTY HOSPITAL __In ticu of Form (M5-2552-10

Health Financial Systems B i :
HOSPICE COMPENSATION ANALYSTS EMPLOYEE BENEFITS (PAYROLL RELATED) “provider cOn: 151310 i period: " worksheet K-2
Frem 01/01/2011

| Hospice CCN: 131545 To 12/31/2011 pate/Time Prepared:
1 5/14/20%2 10:12 am

o ' __ ‘ L _Hospice T _

NUrses

Adfministrator Director sacial supervisors |
I . . .services l> N R
. o ) 1,00 2.00 | 300 [ 4,00 17 500 _
GENERAL SERVICE COST CENTERS . . . _ — —_— _
1.00 {capita) related Costs-sldg and Fixt. | (. 1.00
2.00 icapital Related Costs-Movable Equip. | ; 2.00
3.00 [Plant Operation and Maintenance Ol 0 O i o 3.00
4,00 iTransportation - staff 0 4] 0] 0: 0 4.00
5.00 [volunteer Service Coordinatien 01 0 ¢ o § 5.00
6.00 administragive and General i o _ _ _ 0 th Lt .9 6.00
HINPATIENT CARE SERVICE . - ) - — B
7.00 Inpatient - General Care 0 0 Gi —_jﬂ g 7.00
8.00 [Inpatient - Respite Care = PR S 01 o o e 6__. ___ 0 8.00
VISITING SERVICES _ o _. . ;
9.00 |rhysician Services 0 0 0j Q 0' 9.00
10.00 [Nursing Care o] Ol ol 2] o 16.00
11.00 {Nursing Care-Continuous Home Care 0 0 0 0 0. 11.00
12.00 jrhysical Therapy 0 0 0 o] 0j 12.00
13.00 |occupational Therapy ¢ 0 0 o] 0, 13.00
14.006 |speech/ Language pathology 0 0 4] 0 0 14.00
15.00 iMedical Social services 6 0] 0 0 0 15.00
16.00 |spiritual Counseling t 0 ¢ o 0] 16.00
i7.00 {pietary Counseling 0 G 0 0 01 17.00
18.00 |counseling - other 0 0 o Q. 0 18.¢0
19.00 |Home Health Aide and Homemaker 0 0 0. 9 G 19 .00
20.00 [HH aide & Homemaker - Cont. Home Care 0 0 0] 0 ¢l 20.00
21.00 |other _ S ool o 0] 0 - 0} 21.00
OTHER HOSPICE SERVICE COSTS _ - - . _ i
22.00 [Drugs, Biclogical and Infusion Therapy : ‘ 22.00
23.00 |Analgesics ! i 23.006
24.00 |sedatives / dypnotics ? i | 24.00
25.00 |other - specify ' | | 25.00
26.00 |purable Medical Equipment/Oxygen i 26.00
27.00 |patient Transportation 0 0 G 0 0. 27.00
28.00 |Imaging Services 0 0 o 0l 01 28.G0
29,00 |Labs and Diagnostics 0 0 Gi [ 0. 29.00
30.00 [Medical supplies 0 0 G G} 0. 30.00
31.00 |outpatient Services {including E/R Dept.)} 0 o] o G; 0i31.GO
32.00 |Radiation Therapy 0 a o o 0] 32.00
33.00 |chemotherapy 0 0 g e 0. 13.060
34.00 |Other o o o G 0 0. 34.00
HOSPICE NONREIMBURSABLE SERVICE ~ . _ . . ] s
35.00 |Bereavement Program Costs 0 0 8] 0! 0135.00
36.00 |volunteer Program Costs 0 0 OI 01 0! 36.00
37.00 {fundraising 0 0 o 0i 0! 37.00
38.00 |other Program Costs 0 0 0 0 0! 38.00
39.00 |Total {sem of iimes 1 thru 38} 0 0 01 ol 0i 39.00

MCRIF32 - 2.25.130.0



Health Financial Systems
HOSPICE COMPENSATION ANALYSIS EMPLOYEE BENEFITS (PAYROLL RELATED)

WABASH COUNTY HOSPITAL

In iieu of Form CMS-2552-1C

i pProvider CC

N: 151310 | reriod:
| From 01/01/2011

‘worksheet X-2

MCRIF32 - 2.25.130.0

Hospice cow: 151545 .To  12/31/2011: Date/Time Prepared:
_ - | ; i 5/14/2012 10:12 am
[ — _ . I [ Hospice T i .
Total Atdes all-other Total (1)
_ Therapists D S I
. - _5.00 _7.00 __ _.8.00 _9.00  d [
GENERAL SERVICE COST CENTERS ) o B
1.00 |[capital Related costs-sldg and Fixt. | | \ I 1.00
2.00 |capital related cCosts-Movable Equip. | 1 ‘ 2.00
3,00 |plant operation and Maintenance ! 0 0 3.00
4.00 |Transportation - staff Q 0 0 | 4.00
5.00 |volunteer Service Coordination 0 0 il | 5.00
6.00 |Administrative and General I 0i 160,185 160,185 = . 6.00
INPATIENT CARE SERVICE N . ]

7.00 |Inpatient - Gemeral Care 0] 0/ 0 7.00
8.00 |Inpatient - Respite Care ) o _ o b _ 0 8.00
VISITING SERVICES . ) _ . “ ﬂ
9.00 |Physician services 0 0 0| | 9.00
10.00 |Mursing care 0 0 o ' 10.00
11,00 INursing Care-Continuous Home Care 0 0 0l . 11.90
12.00 |[Physical Therapy 0 0 0 0) 112,00
13.00 !occupational Therapy 0 0 0 0 ~13.00
14.00 1speech/ ranguage pathology 0 0 0 01 114,00
15.00 1Medical social services 0 0 0 1 15.00
16.00 |spiritual Counseling 0 ol 0 16.400
17.00 ipietary Counseling 0 o 0, 17.00
18.00 [Counseling - Other o 0 o 18.00
19.00 jHome Health Aide and Homemaker a 0 0 , 19.00
20.00 iHH Aide & Homemaker - Cont. Home Care 0 0 0 | 20.900
21.00 {other 0 0 0] | 21.00
OTHER HOSPICE SERVICE COSTS - L o
22.00 {Drugs, Biological and Infusion Therapy v 22.00
23.00 janalgesics 23.00
24,00 |sedatives / Hypnotics | 24.00
25.00 |other - specify ! 25.00
26.00 |purable Medical Equipment/Oxygen 1 26.00
27.00 |Patient Transportation 0 ) 0 | 27.00
28.00 |Imaging Services 0 4] 0 ‘ 28.00
20.00 |Labs and piagnostics [ o 0 ! 29.00
30.00 [Medical supplies 0 ol o , 30.00
31.00 {outpatient Services {including E/R Dept.)} 3} i3 o i 31.00
32.00 {radiation Therapy Ol o {Ji | 32.00
33.00 |chemotherapy 0 o o | 33.00
34.00 [other ] ) oJ_ o 0. ) | 34.00
HOSPICE NONREIMBURSABLE SERVICE - ] B !

35.00 |Bereavement Program Costs o, 0 of + 35.00
36.00 |velunteer Program Costs 0 0l 9| , 36.00
37.00 |Fundraising 0 0 0 i 37.00
38.00 |other Program Costs 0 0 0} 1 38.00
39.400 |total {sum of ¥ines 1 thru 383 ] 0l 160, 185! 169,185 ' 39.00



WABASH COUNTY HOSPITAL In tieu of Form CMS-2552-10

Heaith Fipancial Systems )
COST ALLOCATION -~ HOSPICE GENERAL SERVICE COST provider CCN: 151310 | Period: worksheet K-4
From 01/01/2011 ! Part 1

Hospice CCN: 151545 ‘to  12/31/2011 | pate/Time Prepared:
. | 5/14/2012 10:12 am _

- ) ) ’ T Hospice 1 o

CAPITAL RELATED COST
NET CXPENSES | BULLDINGS & |  MOVABLE PLANT TRANSPORFATICH
FOR COST FIXTURES EQUIPMENT CPERATION &
ALLOCATION A i MATNT.
il 0 1.00_ 2.00 3.00 4.00
IGENERAL SERVICE COST CENTERS . . . _ - I
1.00 |capita) Related Costs-Bidg and Fixt. 0 0 | | b1.00
2.00 |capital Related Costs-Movable Equip. 0 0 ! 2.00
3.00 |Plant oOperation and Maintenance 0 G 0! o 3.00
4.060 |Transportation - staff 0 G 1] 0 0 4.00
5.00 |voluntear Service Coordination 0 G 0 y 0, 5.00
6.00 |administrative and Gemeral 611,032 0 0l o 0} 6.00
INPATIENT CARE SERVICE . - |
7.00 |Inpatient - General care G ! ol 0‘ o 7.00
8.00 |[Impatient - Respite Care . 0 I R || R _ 4 B 0 8.00
VISITING SERVICES — . . .
9.00 iphysician Services 27,500 1] 1] Hl ol 9.00
10.00 |Nursing Care o 0 0 0 0! 10.00
11.40 {Nursing Care-Continuous Home Care G O ol 9 0 11.00
12.00 {physical Therapy G 0 0 ] 0| £2.00
13.00 joccupational Therapy ¢ 0 0 0] 01 13.00
14.00 |speech/ Language Pathology ¢ {}‘ o 0 0 14.00
15.00 [Medical social services G O o 0 0 15.00
16.00 [spiritual Counseling ¢ 0 0 ol 0 16.00
17.00 |pietary Counseling G 0 0i 9 0 17.00
18.00 |Counseling - Other G 0 0 O Gy 18.00
16.00 |Home Health aide and Homemaker iy H] 0 ol 0| 1%.00
20.00 |HH Aide & Homemaker - Cont. Home Care v 0 ol ol ol 20.00
21.00 |other _ q o o o, o|z2.co0
OTHER HOSPICE SERVICE COSTS T - S . _
22.00 |prugs, Biolegical and Infusion Therapy 102,558 0 0! | o! 22.00
23.00 |Analgesics 0 0 0; ol o 23.00
24.00 |Sedatives / Hypnotics 0 0 o ol ol 24.60
25.00 |{Oother - Specify 0 0 o 0 0t 25.00
26.00 |{ourable Medical Equipment/Oxygen 62,581 o ol 0l 0 26.00
27.00 |Patient Transportation 0 0 o ol 0127 .00
28.00 |Imaging services 0 0 0! 0 0f 28.00
29.00 |Labs and Diagnostics 0 0 0 g 01 29.00
30.00 [Medical supplies 2,651 4] 0 0 01 30.00
31.00 |outpatient Services (including £/R Dept.) 0 0 0 o ol 31,00
32.00 |Radiation Therapy 0 0 0 0 o' 32.00
33.00 |Chemotherapy Q 0 g 0 g1 33.00
34.00 [other o ) 0 0 of 0 0, 34.00
HOSPICE NONREIMBURSABLE SERVICE ) _ ,41
35.00 iBereavement Program Costs [} Q 4] 5] 0. 35.00
36.90 ivolunteer Program Costs 0 0 6 ol 36.00
37.00 | Fundraising 0 0 0 l'37.00
38.00 [other Program Costs 0 0 a [ i 38.00
39.00 [Total (sum of Tines 1 thru 38) 806,322 0 ] ol 0! 39.00

MCRIF32 - 2.25.130.0



WABASH COUNTY HOSPITAL ,ﬁ En tieu of Form €MS-2552-10
preriod: worksheet K-4

From 0170172011 | Part T

To 12/31/2011 ! Date/Time Prepared:
;5/14/2012 10:12 am

Health Financial Systems _—
COST ALLOCATION - HOSPICE GENERAL SERVICE COST provider CCN: 151310

Hospice CCM: 151345

T D T T wospice T -
VOLUNTEER SUBTOTAL  ADMINISTRATIVETOTAL (col. 5A
SERVICES (eols., 0 - 5} | & GEMERAL + col. 6)
CODRDINATOR _ S .

o I o 5.00 A 6.00 _7.00 . I

'GENERAL SERVICE COST CENTERS L o L o o
1.00 [capital Related Costs-Bldg and Fixt. [ o 1.00
2.00 licapital Related Costs-Movable Equip. 1 0] i 2.00
3.00 |plant Operation and Maimtenance 0 o 3.00
4.00 {Transportatioa - staff 0 i ‘ 4.00
5.00 |veolunteer Service Coordination 0 5.00
6.00 [Administrative and General e ] _ 611,037 _ _(1 ] 6.00

INPATIENT CARE SERVICE . R ‘ . . e R
7.00 |Inpatient - General Care 0 0 0, 0 7.00
8.00 |fnpatient - Respite Care 0 of _ _ _ _ 0 G .. 8.00

VISIT 1CES . . .
9.00 |{physician Services 0 27,500 86,043) 113,543 9.00
10.00 |Nursing Care 0 0 ol G 10.00
11.00 iNursing Care-Continuous Home Care 0 0 ol & 11.00
12.00 {physical Therapy 0 o] ¢} o 12.00
13.00 ioccupationat therapy 0 Q 0 0 0 13.00
14,00 |speech/ Language Pathology 0 0 0 0 [ 14.00
15.00 [Medical secial Services 0 Q 0 0 15.00
16.00 [spiritual Counseling 0 8 0 0 16.00
17.00 |pietary Counseling 0 0 y 0 , 17.00
18.00 |Counseling - other o] 0 0 0 1 18.00
19.00 [Home Health Aide and tHomemaker a v 0 0 19.00
20.00 |HH Aide & Homemaker - Cont. Home Care 0 G 0 0 20.00
21.00 |other o 0 0 o _e __ _ __l2too

OTHER HOSPICE SERVICE COSTS . L. -
22.00 |prugs, Biological and Infusion Therapy 0 102,558 320,888i 423,446 i 22.00
23.00 |Anatgesics G 0 0 | ' 23.00
24.00 [Sedatives / Hypnotics [t 0 0 ' 24 .00
25.00 [other - Specify G 0, 4] 0 25.00
26.00 ipurable Medical Equipment/Oxygen 0 62,581 195, 806 258,387 26.00
27.00 {patient Transportation 0 0 0 0 27.00
28.00 [Imaging Services 0 0 0| , 28.00
29.00 |iabs and piagnostics 0 0 o 0| 29,00
30.00 [Medical supplies 0 2,651 8,295 10, 946 . 30.00
31.00 |outpatient Services (including E/R Dept.) 0 4] [+ 0 131,00
32.00 |Rradiarion Therapy 0 4] 0 ¢ 32.00
33.00 |Chemotherapy 0 0 G G 33.00
34.00 [other o ) o of _ ¢ . _o _ ____ 13400

HOSPICE NONREIMBURSABLE SERVICE - L o *?
3%.00 |Bereavement Program Costs i 4] 0 o U ©35.00
36.00 |volunteer Program Costs 0 0 0 i) 36.00
37.00 |Fundraising 0 0 0 U; i 17.00
38.00 [other Program Costs 0 0 0 0| . 38.00
39.00 {Total (sum of lines 1 thru 38) 0 195, 280 611,032 806, 3221 19.00

MCRIF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAE

COST ALLOCATEON - STATISTECAL BASIS

provider cen: 151310 [period: ,
From 01/61/2011: part IT

'GENERAL SERVICE COST. CENTERS.
00 |(capital related Costs- Bldy and Fixt.
00 lcapital Related Costs-Movable Equip.
00 [plant operation and Maintenance
Transportation - Staff
00 ivolunteer Service Coerdination
00 |[adwinistrative and General
INPATIENT CARE SERVICE
.00 |Inpatient - General Care
Inpatient - Respite Care
VISITING SERVICES
physician Services
Nursing Care
Nursing Care-Continuous Home (are
physical Ttherapy
oOccupational Therapy
speech/ Language pathology
Medical Social Services
spiritual Counseling
pietary Counseling
counseling - Other
Home Health aide and Homemaker
HH Aide & Homemaker - Cont. Home Care

Other

[~ IRV VU
[
<@

00~
o
o

Brugs, B1o]og1ca] and 1nfus1on Therapy
Analgesics

sedatives / Hypnotics

other - Specify

purable Medical Equipment/OxXygen
patient Transportation

Imaging Services

Labs and Diagnostics

Medical Supp]xes

Radiatien Therapy

Chemotherapy

other

Hosg}gf NONREIMBURSABLE SERVICE
gareavement Program Costs
volunteer Program Costs
Fundraising

other Program Costs

Cost to be Allocated (per wkst.
unit Cost Multiplier

outpatient Services (including E/R Dept. )

K-4, part I}

CAPTTAL RELATED €OST

'BUILDINGS &

FIXTURES (SQ.
F¥.)
.. ..1.00

4]
3]
4]
4]
4]
0
4]
4]
ol
0
¢
¢
0
[
0
8]
8]
8]
0
8]
4]
ai
0
0
0
3]
14}
0
0
4]
0
0
0
G
it
0
0
0
0
0.000000

MCRIF3Z2 - 2.25.130.0

in Lieu_pf Form CMS-2552-10
'Worksheet K-4

Hospice CCN: 151545 To 12/3172011 | pate/Fime prepared:
\ R T [5/14/2012 106:12 am_
o Hosp1ce S B
MOVABLE PLANT TTRANSPORTAT TGN VOLUNTEER
EQUIPMENT (3% | OPERATION & {MILFAGE) SERVICES
VALUE) MATHT. (50, COURDINATOR
o CFTLY | | (nours) |
2.00 3.00 400 5.00 __
1.00
0 2.00
0 0 3.00
0 0 0 4.00
0 0 0 0| 5.00
o o _ . o__ _ ol 6.00
1
| ol 0 ol 7.00
R I ) (_)_L 0l .00
o' g o 6 9.00
& o' o o 10.00
o 0l o 0, 11.80
0 | o 0, 12.00
0 ¢ o 0 13.00
0 ¢ oi 0! 14.00
0 o ol ol 15.00
0 ol ol g! 16.00
0 ol 0 o' 17.00
0 o) Iy 0: 18.00
0 0] 0 01 19.00
0 0 0 Q' 20.00
L S ) 0! 21.00
0 0 of 0, 22.00
0 0 0 o 23.00
0 0 0 0| 24.00
0 0 o a| 25.00
0 o o o! 26.00
0 o o 0. 27.C0
0 0 0 0} 28.00
0 0 0 0: 29.00
0 0 0 ol 30.00
) 0 0 ol 31.00
) 0 0 o] 32.006
0 0 0 ol 33.00
o e 0 0y 34.00
0 [ 0 0! 35.00
0 ol 0 0l 36.00
o ol 0 ol 37.00
@ o 0 0i 38.00
o 0 9 0 39.00
0.000000! 0.003000 0.000000: 0.000000 40.00



Health Financial Systems

WABASH COUNTY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CoN:

Hospice CON:

151310 | Period: Cworksheet K-4
'fFrom 01/01/2011  Part IT

151545  To 12/31/2011 | pate/Time prepared:
| | 571472012 10:12 am

capital Related Costs-Bldg and Fixt.
Capital Related Costs-Movable Equip.
plant Operation and Maintenance
Transportation - staff

volunteer Service Coordination
ladministrative and General
INPATIENT CARE SERVICE

npatient - General Care
Inpatient - Respite Care

“|GENERAL SERVICE COST CENTERS |

=0, TP
<
[

physician Services

Nursing Care

Nursing Care-Continuous Home Care
physical Therapy

Occupational Therapy

speech/ Language Pathology
mMedical social services

spiritual Counseling

Dietary Counseling

Counseling - Other

Home Health Aide and Homemaker

HH Aide & Homemaker - Cont. Home Care

OTHER HOSPICE SERVICE COSTS
Drugs, Biological and Infusion Therapy
Analgesics

sedatives / Hypnotics

other - specify

purable Medical Equipment/Oxygen
pPatient Transportation

Imaging Services

Labs and Diagnostics

Medical Supplies

Radiation Therapy

Chemotherapy

lother

HOSPICE NONREIMBURSABLE SERVICE
Bereavement Program Costs
volunteer Program Costs
Fundraising

Other Program Costs

unit Ccost Multiplier

outpatient Services (including E/R Dept.)

Cost to be Allocated (per wkst. X-4, part I)

]

6n

[ e I ]

-611,032

oo

BB o Y v o oo Y oo Y on Y o I e B e g oo

COoOCOLOOCOQO OO0

cooo.

RECONCIL IATIONADBMINISTRATIVE

& GENERAL

_{acc. cosT)

6.00

195,290

1 Hospice 1 -

[ R

0

27,500}

OO DOOCoOm

o

o5~
]
o

[y
(o8

611,032

3.128844

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL in tieu of form CMs-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS provider ccn: 151310 | Period: worksheet K-5
| From 01/01/2011 I part T
Hospice CCN: 151545 To 12/31/2011‘ pate/Time Prepared:
| . 5/14/2012 10:12 am

IR I e . B _ _Hospice T o S
CAPITAL RELATED COSTS
Cost Center Description Hospice Trial; HNICW BLDG & NEW MVBLE EMPLOYEE subtotal
galance (1) | __ FIXT_ EQUIP BENEFITS,

I 0 1.00 2.00 4.00 A

1.00 |administrative and General ly 0 15,036 15,036, 1.00
2.00 !Inpatient - General Care 0 o 4] 0 [ 2.00
3.00 Inpatient - Respite Care ¢ G 4] ] g 3.90
4.00 lphysician services 113,543 0 ol 0 113,543 4.00
5.00 |nursing care 0 0 o 0 0 5.00
6.00 !Nursing Care-Continuous Home Care ¢ 0 O 0 0 6.90
7.00 irhysical Therapy O 0 ) 0 01 7.00
§.00 ioccupational Therapy 0 0 0 0 ar 8.00
9.00 |[speech/ Language Pathology G 0 0 0 ol 9.00
10.00 [Medical social services 0 0 0 ol 0! 10.00
11.00 ispiritual counseling 0 0 0 0 0} 11.00
12.00 ipietary counseling 0 0 0 o 0! 12.00
13.00 iCounseling - Other 0 0 ] 0 0 13.00
14.00 Home Health Aide and Homemaker 0 0| 0 0] 0, 14.00
15.00 iHH Aide & Homemaker - Cont. Home Care 0 0 ¢ * 0! 15.00
16.00 iother 0 0 o 0 0, 16.00
17.00 iorugs, 8iological and Infusion Therapy 423,448 0 0; o 423,446 17.00
18.00 {analgesics 0 0 o o Q- 18.00
19.00 isedatives / Hypnotics 0 0 ¢ i 0 19.00
20.00 jother - specify g 0 0 0. 20.00
21.00 [purable HMedical Equipment/Oxygen 258,387 0 0 0 258,387] 21.00
22.00 ipatient Transpertation 0 0 0 Y Q] 22.00
23.00 {Imaging Services 0 0 0 0l 0 23.00
24.00 ILabs and Diagnostics ] 0 0 G! ol 24.00
25.00 [Medical supplies 10, 946 g 0 o 10,946| 25.00
26.00 [outpatient Services (including E/R Dept.) 0 0 0 G} 01 26.00
27.00 (rRadiation Therapy 0 o 0 G 0y 27.0C
28.00 {Chemotherapy 0 o o o 01 28.00
29.00 jother O 0 o' ol 0! 29.00
30.00 !Bereavement Program CoStS 0 ol o o Q' 30 GO
31.00 ivolunteer Program Costs 0 ol 0! o 0 31.00
32.00 iFundraising 0 0 ol 0, 0] 32.00
33.00 jother Program Costs 0 0 ! 1- 0{ 33.00
34.00 ITotal {(sum of 1ines 1 thru 33} (2} 806,322 0] ol 15,036 821,358 34.0C
35.00 iUnit Cost Multiplier (see instructions) | ! ; 0.000000' 35.00

MCREF3Z - 2.25.130.90



Health Financial Systenms

WABASH COUNTY HOSBITAL

in Lieu of rorm ¢M5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS

Hospice CCM: 151545

Provider CCH: 151310 | Period:

From 01/01/2011

MATNTENANCE & OPERATION OF

REPATRS 4

_. 6.0 _

Cost Center Description ADMEINISTRATIVE
_. & GENERAL

o S . 5.00 _ |
1.00 |administrative and General 2,115
2.00 |Inpatient - General Care 0
31.00 |Inpatient - Respite Care 0
4,00 |ephysician Services 15,971
5.00 |[Nursing Care G
6.00 [Nursing care-Continucus Home Care 0
7.00 |Physical Therapy 0
8.00 |occupational Yherapy 0
9.00 {speech/ Language Pathology 0
10.00 |{Medical social Services 0
11.00 |spiritual Counseling 0
12.00 |pietary Counseling 0
13.00 |Counseling - Other 4]
14.00 {Home Health Aide and Homemaker 0
15.00 |HH Aide & Homemaker - Cont. Home Care Q
16.00 |other 4]
17.00 |prugs, Biclogical and Infusion Therapy 59,560
18.00 |analgesics 0
19.00 |sedatives / Hypnotics 0
20.00 |other - specify 0
21.00 |purable Medical Eqeuipment/Oxygen 36,344
22.00 |patient Transportation 0
23.00 |Imaging Services

24.00 {Labs and Diagnostics 0
25.00 |{Medical supplies 1,540
26.00 |outpatient Services (including €/R Dept.) 0
27.00 |Radiation Therapy 0
28.00 |Chemotherapy 0
25.00 |other 4]
30.00 |Bereavement Program Costs 0
31.00 [volunteer Program Costs 0
32.00 |Fundraising 0
33.00 [other Program Costs 0
34.00 |Total ¢sum of Jines 1 thru 33} (2) 115,530
35.00 |unit cost Multiplier (see instructions) H

7.00

[ PLANT

TO

‘ worksheet K-5

part I

1273172011 l pate/Time Prepared:

5/1472012_10:12 am _

Hospice I
LAUNDRY &
LINEN SERVICE

8.00

COoODOoOOooO D000 000OODODDDO DO D

0

2

L0000 00O EDDOD,

R R N R R R R R e N - R R R N RN R R =P RN =R =R=F =]

I

HOUSEKEEPING

L 9.00

MCRIF32 - 2.25.130.0



sealtth Finmancial Systems WABASH COUNTY HOSPITAL ~ ~ In Lieu of Form CM5-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS provider Con: 151310 | periocd: worksheet K-5
Fram 01/01/2011Part
Hospice CON: 151545 [To  12/31/2011 Date/Time Prepared:
: 5/14/2012 10:12 am

— _ . . ! _ .. Hospice 1 ——
Cost Center Description DIETARY CAFETERIA NURSING CENTRAL [ PHARMACY
IADMINISTRATEON: SERVICES &

U . ce ) | - sumLy | B -

e 10,00 11,00 1300 | w00 T iS00 [
1.00 |administrative and General 0 ) 0 o) 0. co
2.00 {Inpatient - General Care 0 0 0 0; o' 2.00
3.00 |Inpatient - Respite Care 0 0 0 ¢] 0. 3.00
4.00 |physician services 0 0 0 & Oi 4.00
5.00 |Nursing Care 0 0 0 0 0! 5.00
6.00 |Nursing Care-Continuous Home Care 0 0 0 Oi 0 6.60
7.00 |[physical Therapy 0 0 0 0l o 7.00
8.00 |occupational Therapy 0 0 0 0 o' g.00
9.00 |speech/ ranguage Pathology 0 0 0 Q 0, $.00
10.00 |Medical social Services Q ! 0 0 0] 10.00
11.00 |[spiritual Counseling Q 0 4] 0 0] 11.00
12.00 |pietary Counseling 4] 0 0 0 0] 12.60
13.60 [counseling - Other @ i 4] ol 0| 13.00
14.00 {Home Health Aide and Homemaker 0 0 ] 0, 0l 14.00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 ol 0 15.00
16.00 {other 0 0 Qi 0 0] 16.06
17.00 |prugs, Biolegical and Infusion Therapy 0 0 0, 0 0] 17.00
18.00 |analgesics 0 0 ol 0 0| 18.00
19.00 |sedatives / Hypnotics 0 0l o 0l 01 19.00
20.00 |other - specify 0 0l 0 4] 0 20.00
21.00 {purabie Medical Eguipment/Oxygen G 0] o 43 0 21.00
22.00 |Patient Transportation v 0 0| 0! 0, 22.00
23.00 |Imaging Services o 0 0 0 0| 23.00
24.00 |tabs and pDiagnostics G 0 0 0! 0] 24.00
25.00 |{Medical supplies v 0 0 o! 0 25.00
26.00 [outpatient Services (including £/R Dept.) 0 0 0 o o' 26.00
27.00 |Radiation Therapy ¢ o 0 o ol 27 oc
28.00 |chemotherapy 0 0 Q o 0 28.00
29.00 |other 0 0 0 o 0 29.00
30.00 |Bereavement Program Costs 0 ¢ 0 0! o 30.00
31.00 [volunteer Program Costs G 0; O o 0 31.00
32.00 |Fundraising 0 ¢ o 0 0 32.00
33.00 |other Program Costs o G ol o 0' 33 co
34,00 [Total (sum of lines 1 thru 33) (2) G ¢ 3 Oi 0| 34.G0
35.00 |unit cost Multiplier (see instructions) | i | 35.60

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPITAL In tieu of Form CM5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HOSPEICE COST CENTERS provider CCn: 151310 | Period: fworksheet K-5
I From 01/01/2011 | Part ¥

Hospice CCN: 151545 7o 12/31/2011 | bate/Time Prepared:
S . 5/14/2012 30:12 am

“Hospice, T

Cost Center Description MEDICAL subtotal Intern & subtotal Allopcated
RECORDS & {cols. 4A-23) Residents Cost] (cols. 24 = Hospice ARG
. IBRARY & Post 25) ¢ (Sseec Part 1)
stepdown ;

—_— Cadjustments | L
R N (1 77 24,00 25.00 | 26,00 i 2n.00 [
1.00 Jadministrative and General 19,030 36,181 1.C0
2.00 |Inpatient - General Care O 0 0 0 0] 2.60
3.00 |[Inpatient - Respite Care 0 0 0 0 0ol 3.00
4.00 |physician Services G 129,514 0 129,514 5,095 4.60
.00 |Nursing Care G 0 0 0 0] 5.00
6.00 |[Nursing Care-Contimucus Home Care G 6 Q 0 0, 6.00
7.00 {pPhysical Therapy G 0 0 ol 0| 7.00
8.00 |occupational Therapy G 0 0, o 0| 8.00
4,00 |Speech/ Language Pathology 0 0 0; ol 0l 9.00
10.09 |Medical social services 0 ¢ 0 O 0l 10.00
11.08 |spiritual Counseling 0 0 o' ot 0 11.00
12.00 |pietary Counseling 0 0 0, o 0, 12.00
13.00 {Counseling - Other 0 0 ol e 0 13.00
14.00 |Home Health Aide and Homemaker 0 0 0 0 0} 14.00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0 o 0j 0} 15.00
16.00 |other a 0 Oi Oi 0! 16.00
17.00 |orugs, Biclogical and Infusion Therapy 0 483,000 0 483,008 19,001F 17.00
18.00 |Analgesics 0 0 0! 0| 0l 18.00
19.00 |sedatives / Hypnotics 0 0 0 0 0! 19.00
20.00 |other - Specify 0 0 ol ol 0! 20.00
21.00 |purable Medical Equipment/Oxygen 0 294,731 ol 294,731 11,5941 21.00
22.00 |patient Transportation 0 0 0 0 0 22.00
23.00 |Imaging Services 4] 0 0 ¢l 23.00
24.00 |Labs and piagnestics 0 ol o 0 0. 24.00
25.00 [Medical supplies 0 12,486 0 12,486 491" 25.00
26.00 |outpatient Services (including E/R Dept.) 0 0 s 0 0 26.00
27.00 |radiation Therapy 0 0 0 0 @) 27.00
28.00 jchematherapy 0 0 0 0 ¢l 28.00
29.00 [Other 4] [1] 0 0 0| 29.00
30.00 [Bereavement Program Costs 0 0 0 0 gl 30.00
31.00 |volunteer Program Costs ! 9 0 0 G| 31.00
32.00 {Fundraising 0 0 0| 0 0 32.00
33.00 {other Program Costs 0 0 0 0 ol 33.90
34.00 [Total €sum of Tines 1 thru 33) (2} 19,030 955,918 s 955,918 ! 34.00
35.00 [unit Cost Multiplier (see imstructions) 0.039338] 35.00

MCRIF32 - 2.25.130.0



Health Financial Systems . WABASH COUNTY HOSPITAL _ R ) __In tieu of Form €M5-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS , Provider CoN: 151310 Period: | worksheet k-5
from 03170172011 | parc I

'Mospice CCN: 151545 'To  12/31/2011 | Date/Time Prepared:
; B L _ . 5/34/2032 10:12 am

= _ o Hospice T _, _ e
Cost Center pescription Total Hospice
Costs (cols.
_.26.x 27}
I . 28.00 o A R
1.00 |Administrative and General i 1.00
2.00 |Inpatient - General Care G 2.00
3.00 |Inpatient - Respite Care G 3.00
4.00 |physician Services 134,609 4,00
5.00 INursing Care Y b5.00
6.00 |{Nursing care-Continuous Home Care o i 6.00
7.00 iPhysical Therapy 0 7.00
8.00 joccupational Therapy 0 8.00
a 00 [speech/ Language Pathology 0 9.00
10.00 IMedical social Services G 10.00
11.00 ispiritual Counseling 0 1 11.00
12.00 |[bietary Counseling G 12.00
13.90 jcounsaling - other 0 13.00
14.00 |Home Health Aide and Homemaker 0 14.00
15.00 {HH Aide & Homemaker - Cont. Home Care 0 15.00
16.00 jother 0 , 16.00
17.00 iprugs, Biological and Infusion Therapy 502,007 ; 17.00
18.00 [Analgesics 0 | 18.00
19.00 sedatives / Hypnotics 0 1 19.00
20.00 iother - Specify 0 20.00
21.00 (Durable Medical Equipment/Oxygen 366,325 21.00
22.00 patient Transportation 0 1 22.00
23.00 [rmaging Services 0 ©23.a0
24.00 (Labs and Diagnostics o] ''24.00
25.00 medical supplies 12,977 [ 25.00
26.00 joutpatient Services {including £/R Dept.} 0 26.00
27.00 [Radiation Therapy 0 27.00
28.00 [Chemotherapy 0 28.00
29.00 [other 0 - 29.00
30.00 {Rereavement Program Costs 0 | 30.00
31.00 ivolunteer Program Costs 4] 31.00
32.00 {Fundraising 0 ‘ 32.00
33.00 jother Program Costs 0 , 33.00
34 .00 {Total (sum of lines 1 thru 33} (2) 955,918 ' 34.00
35.00 {unit cost Multiplier €see instructions) I 35.00

MCRIF32 - 2.25.130.0



Health financial Systems

WABASH COUNTY HOSPEITAL

In tieu of Form €M5-2552-10

ALLOCATION OF GENERAL SERVICE COéTS T0O HOSPICE COST CENTERS
STATISTICAL BASTES

LDCZ)‘\JO’\M-&WNI-‘}
- |
o

[Provider ccn: 151310 | Period:
"From $1/01/2011 part I

Hospice CCN: 151545 7o i2/31/2011

worksheet K-5

pate/Time Prepaved:
5/14/2012 19:12 am

Cost Camter pescription

Administrative and General

Inpatient - General Care

Inpatient — Respite Care

physician Services

Nursing Care

Nursing Care-Continuous Home Care
physical Therapy

Occupational Therapy

speech/ Language pathology

Medical Social services

spiritual Counseling

pietary Counseling

counseling - other

Home Health Aide and Homemaker

HH Aide & Homemaker - Cont. Home Care
other

prugs, Biolagical and Infusion Therapy
Analgesics

sedatives / Hyphotics

other - specify

purable Medical Equipment/Oxygen
patient Transportation

Imaging Services

Labs and piagnostics

Medical supplies

outpatient Services (including E/R Dept.)
rRadiation Therapy

Chemotherapy

other

Bereavement Program Costs

volunteer Program Costs

Fundraising

gther program Costs

Total (sum of lines 1 thru 33) (2)
fotal cost to be allocated

ynit Cost Multiplier (see instructions)

CAPITAL RELATED COSTS

T NEW BLDG &

FIXT
(SGUARE

____FEET) |

1.00

0
0
4]
0
0
0
0
0
0
0
0
[¢]
0
0
0
0
Q
0
0
0
8]
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

€,00000

TUNEW MVBLE

EQUIP
(DOLLAR
_._VALUE)
2.00

0
0
0
&
9
9
4]
Q
9
0
Q
0
4]
0
0
Q
0
0
0
0
0
0
0
Q
0
0
0
0
0
0
0
a
0
0
0

(.00060

Hospice I
EMPLOYEE reconciliation
BENEFITS
{GROSS
_ SALARIES) —
4,00 1 50
409,464 0
0 0
o 0
0 0
¢ i
¢ ]
o 0
ol 0
c! i
0! 0
ol 0
ol 0
13 0
v 0
13 0
ol 0
ol 0
o o
ol 0
o 0
v 0
G 0
ol 0
| i
of 1]
0 0
0 0
0 o}
v 0
ol 0
o 0
ol 0
0 0
409,464
15,036 |
0.036721 |

ADMINISTRATIVE

& GENERAL
(ACCHM,
L. L05T)
5.00 |
15,036
0
0

113,543

[

wn D00 S M LW B b
=3
<

OO0 T
s
[

-
g
s
-
£
f=31

258,387

1G,9246

[

oSS OSO
L
&

821,358
115,530
0.140657

MCRIF32 - 2.25.130.C



Health Fimancial Systems

WABASH COUNTY HOSPITAL

ALLOCATTON OF GEMNERAL SERVICE COSTsﬁ.TO HOSPICE COST CENTERS

STATISTICAL BASIS

Torovider CON: 151310 1 Period:
‘Erom (1/01/2011

in Lieu of Form CMS-2552-310
worksheet K-5
part 11

" Cost Center bescription

00 |administrative and General

00 |Inpatient - General Care

00 |Impatient - Respite Care

00 |rPhysician Services

Nursing Care

00 |Nursing Care-Continuous Home Care

00 |rPhysical Therapy

.00 |occupatioral Therapy

00 |speech/ Language pathology

Medical Social services

spiritual Counseling

pietary Counseling

Counseling - Other

Home Health Aide and Homemaker

15.00 |R4 Aide & Homemaker - Cont. Home Care
other

prugs, Biological and Infusion Therapy
Analgesics

sedatives / Hypnotics

other - Specify

purable Medical Equipmert/Oxygen
patient Transportation

Imaging Services

Labs and Diagnostics

Medical suppiies

outpatient Services (including E/R Dept.)
radiation Yherapy

chemotherapy

other

Bereavement Program Costs

volunteer Program Costs

Fundraising

other Program Costs

Total (sum of Tines 1 thru 33} (2)
Total cost to be allocated

unit Cost Multiplier {see instructions)

Dot v B
<
=}

"Hospice Ccn:  151545:To  12/31/2011 Date/Time Prepared:
" o _ 5/14/2012 10:12 am
_ i _ ) . Hospice 1 .

MAINTENANCE & | OPERATION OF LAUNDRY & HOUSEKEEPENG ! DIETARY
REPAIRS PLANT LINEN SERVICE {HOURS OF ' (MEALS
{SQUARE (SQUARE (POUNDS OF SERVICE) SERVED)

__FEET) | FEET) LAUNDRY) R -

6.00 7.00 8.00 9,00 ) ]

0 0 o of 0j 1.00

0 0 G 0, o) 2.00

0 o o 0; 9. 3.00

0 0 0, 0 0, 4.00

0 v o 0; 0, 5.00

0 0 o 0] ol 6.00

0 0 0 ol 9! 7.00

0 0 o ) 0. 8.00

0 0 0o o 0 900

0 o o 0 0 10.00

0 0 Y O 0 11.00

0 0 0 ol ot 12.00

0 0 o i 0 13.00

0 0 0. ol 0 14.00

0 0 o} 0i 0. 15.00

0 0 0 0 0. 16.00

0 0 0 0 0} 17.00

0 0 0 0 of 18.00

0 ) 0 0 0j 19.00

0 0 0 0 0; 20.00

0 0] 0 Q 01 21.00

0 0 O 0! 01 22.00

0 0 ol ol 0! 23.00

0 0 0 of 9! 24.00

0 0] o! o 91 25.00

0 o o ol 0! 26.00

0 0 ] 0, Q' 27.00

0 0 o o 0 28.00

0 0 0 o1 0 29.00

0 0 o 0l 0 30.00

0 0 o| 9 af 31.00

0 0 0 o 0 32.00

0 0 ol o 0| 33.00

0 0 ' 0! 01 34.00

0 0 o ol 0| 35.00

0.000900 0.000000 0.000000? 0. 0000001 0.000000| 36.00

MCRIF32 - 2.25.130.0




Health Financial Systems _ WABASH COUNTY HOSPITAL i Liey of Form CMS-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS provider cCnN: 151310 Period: Pworkshaet x-5
STATISTICAL BASIS ' Frem 01/01/2011 | Part 11
Hospice Ccn: 151545 |To  12/31/2011 | Date/Time Prepared:
! 5/14/2012 16:12 am _

o o f _ _ __.  Hospice I e
Cost Center Description CAFETERIA NURSTNG | CENTRAL PHARMACY MEDICAL r
(HouRS) ADMINISTRATION SERVICES & {cosTeD RECORDS &
SUPPLY REQUIS.Y L IBRARY
(DIRECT (COSTED (GROSS REV)

e NRSING MRS} |  REQUIS.) e [

e N 11.00 13.00 | 14.00 _15,00 b 16.00 -
1.00 {Administrative and General 0 0 t] G 1,265,703 1.00
2.00 |Inpatient - General Care 0] 0 0 G 0! 2.00
3.00 |Inpatient - Respite cCare 0 0 o o ol 3.00
4,00 |physician services 0 0 0 0 B, 4.00
5.00 INursing Care 0 0 0 0 6; 5.00
6.00 [Nursing Care-Continuous Home Care 0 G 0 0 0l 6.00
7.00 iprhysical Therapy 0 o 0 o ol 7.00
8.00 |Occupational Therapy 0 o 0 0, 0 8.00
9,00 |speech/ Language Pathology 4} G 0 0! 01 9.00
10.00 |mMedical Social Services o 0 ol 0 0: 10.00
11.00 {spiritual Counseling 0 0 0 ai 0} 11.00
12.00 |pietary Counseling 0 0 0 Q 0 12.00
13.00 {Counseling - Other 0 0 0 0 0] 13.00
14.00 {Home Health Aide and Homemaker 0 0 0 0 0! 14.00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 0 0 15.00
16.00 |other 0 Q 0 & 0 16.00
17.00 |prugs, Biological and Infusion Therapy G 0 0 0 0, 17.00
18.00 |analgesics 0 0 0 0 0! 18.00
19.00 iSedatives / Hypnotics & 0 0 0 0! 19.00
20.00 jother - specify 0 0 0 o 0: 20.00
21.00 lourable Medical Equipment/Oxygen 0 0 O ol 0 21.00
22.00 lpatient Transportation 0 0) 0 0 0' 22.90
23.00 [tmaging Services 0 0 Gi 0 o, 23.00
24.00 |Labs and Diagnostics 0 0 ol 0 ol 24.00
25.00 |Medical supplies 0 0 o 6 0’ 25.00
26.00 |outpatient Services {(including E/R Dept.) 0 0 0 G 0I 26.00
27.00 |[Radiation Therapy 0 0 0 [ 0, 27.00
28.00 |chemotherapy 0 0 0 0 01 28.00
29.00 {other 0 0 0 0 0! 29.00
30.00 |Bereavement program Costs 0 G 0 0 0 30.00
31.00 |volunteer Program Costs 0 ¢ Q 0 0‘ 31.00
32.00 jFundraising 0 G 0 0 0| 32.06
33.00 jother Program Costs 0 0 0 0 0] 33.00
34.00 [Total (sum of ¥ines 1 thru 33) (2) 0 ¢ 0 0 1,265,?03] 34.00
35.00 {Total cost to be allocated 0 0 0 0 19,0301 35.00
36.00 |unit cost Multiplier (see instructions) {.000000 0.000000 0.000000 0.000009 0.015035] 36.00

MCREF32 - 2.25.130.0



Health Financial Systems

WABASH COUNTY HOSPITAL_

COMPUTATION OF TOTAL HOSPICE SHARED {OSTS

Tprovider CCn: 151310 Period:
‘ From ¢1/01/2011 Part II1
| Hospice CCH: 151545 To

| , s

" ‘Cost center bescription

IANCILLARY SERVICE COST CENTERS
00 PHYSICAL THERAPY
00 |[OCCUPATIONAL THERAPY
8} SPEECH PATHCLOGY
00 |DRUGS CHARGED TO PATIENTS
00 |DURABLE MEDICAL EQUIP-RENTED
LABORATCRY
01 (BLODD LABORATORY
00 |MEDICAL SUPPLIES CHARGED TO PATIENTS
00 |OTHER OUTPATIENT SERVICE COST CENTER
.00 RARECLOGY-THERAPEUTIC
10.00 {SLEEP LAB
11.00 {Totals (sum of lines 1-10)

Woa o O b N e
o
Q

| ) i
;

worksheet K-5

_In tieu of form M5-2352-10

12/31/2011 4 pate/Time Prepared:
| 5/14/2012 30:12 am

! e _ Hospice I ; -
wkst. €, Part Cost to Charge]total nespice [Hospice Shared
1, col. 1} Ratio Charges T ancillary
Tine (provider Icosts (cols. |
B _ o — Records) 3> SRS
) 0 o, _1.00 200 _ :  31.00

i 66.00 0. 664983 ol 0 1.
' 67.00 2.
68.00 3.
73.00; 0.221164 102,558 22,682 4.
96.00 | L5,
60.00 0.251387| ol o 6.
60.01 ! 6.
71.00) 0.492107| 2,651 1,305 7.
93.00 ! . 8
55.00 i I 9.
76.00 i . |10,
I ! 23,987 11.

MCRIF32 - 2.25.130.0



Health Financial Systems WABASH COUNTY HOSPETAL _In_tieu of Form CM5-2552-10

CALCULATION OF HOSPICE PER DIEM COST provider CoN: 151310 i Period: Fworksheet K-6
{From 01/01/2011 |

| Hospice cod: 151545 To 12/3}./201119ate/1’ime Prepared:

543442012 10:32 am _

S I . " Hespice 1

Title XvIil Title Xix other l Total

e 1.00 2,00 3.00 4.00
1.00 |[Total cost {see instructions) | 979,905 1.00
2.00 lrTotal unduplicated bpays {(worksheet $-%, column 6, line §) i 8,.6361 2.Q0
3.00 faverage cost per diem (line 1 divided by line 2) | 113.47  3.00
4.00 jupduplicated Medicare Days (worksheet $-9, column 1, line 7,941 ‘ 4,00

5)

5.00 |Aggregate Medicare cost (line 3 time line 4) 901,065 ’ i 5.00
6.00 junduplicated Medicaid pays {Worksheet $-9, column 2, line 323 : l 6.08
53 : ;

7.00 |Agygregate Medicaid cost (1ine 3 time Fine 60) 36,651 | { 7.00
8.00 lupduplicated SNF pays (worksheet 5-9, column 3, line 5) 0 ; 8.00
9.00 Aggregate SNF cost (line 3 time line 8) 0 i ! g.00
10.00 junduplicated NF Days (Worksheet 5-9, column 4, line 5) i 0 i 16.00
11.00 |Aggregate NF cost (line 3 times line 10) o ! i 11.00
12.00 jother unduplicated days (Worksheet 5-9, column 5, line 5) ; 372 " 12.00
13.00 |Aggregate cost for other days (line 3 times line 12) 42,211 1313.00

MCRIF3Z2 - 2.25.130.0
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