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ts made since the beqinninq of the cost reoortino oeriod bei rs (42 usc 1 oM8 NO. 093
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICAT]ON
AND SETTLEMENT SUMMARY

Worksheet s
PATts I-III

10.NPR DAIE:
ll,contractor's vendor code: 4
L2. [ 0 ]rf line 5, column l- is 4: Enter

number of times reopened = 0-9.

provi der
use only

Contractor
use only

1.
2.
3.
4.

Date/Ti me

x I Electronical ly filed cost report
I tuanually submitted cost report

Datei L/22/20Lj
t
t
t

rf.this is an.amended report enter the nunber of times the provider resubmitted this cost report
l,tedicare utilization. Enter "F" for full or "L" for low.

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

CERTIFICATION 8Y OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above certification 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 TERRE HAUTE REGToNAL HoSPTTAL ( 150046 ) for the cost reporting period beginning 09/O1/2OLI
and ending O8/3t/20f2 and to the best of my knowledge and be'lief, this report and statement are true, correct,
complete and prepared fron the books and records of the provider in accordance with applicable instructions,
except as noted. r further certify that I am familiar with the laws and regulations regarding the provision of
health care services, and that the services identified in this cost report were provided in gompliance with such
laws and regulations. ,"\*, /1 , / Z.llt
Encryption Information
@
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ncBuf 0aHcF5dywvpsRWt0tl DKyzFl
bMtrlDuxwn0i KDUM

Pr: Datet I/22/20L3 Time: L:43 om
tyoNrj 94s0i x. Ec3Er6wAFQAlf 1w9L
TbTuE0pi oJ xRvSunHd. c26Bug9f7L0

(si gned)
of erovider(s)

1.00
2 .00
3 ,00
4 .00
5 .00
6.00
7 .00
8 .00
9.00
10.00
11.00
12 .00

1.00
2 .00
l .00
4 .00
5 .00
6.00
7 .00
8. O0
9.00

10. 00
11. 00
12 .00

above amounts
n9 to the Paperwork Reduction Act of 1995, no persons are required to to a collection of in tion unless it

displays a valid oMB control number. rhe valid oMB control number for this information collection is 0938-0050, rhe time
required to complete and review the information collection is estimated 673 hours per response, includ'ing the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. rf you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: cMs,
7500 security Boulevard, Attn: PRA Report clearance officer, Mail stop c4-26-05, Baltimore, l,raryland 2].244-LBSO.

Provider col:150046 Period:
Frcn 09/0L/20L1
ro O8/3L/2OLZ

5. [ 1 ]cost Report status 6. oate neceived:(1) As submitted 7, Contractor No,
(2) settled without nudit 8. I tl ] rnitial Report for this Provider c
(3) Settled with eud.it 9. I N ]rinal neport for this provider CCN

(4) neopened
(5) mended

ceo

uospi ta1
subprovider - rPF
subprovider - rRF
SUBPROVIDER I
swing bed - sNF
Swing bed - NF

SKILLED NURSING FACILITY
NURSING FACILITY
HOME HEALTH AGENCY I
RURAL HEALTH CLINIC I
FEOERALLY QUALIFIED HEALTH CENTER I
CMHC I

0
0
0
0
0
0
0
0
0
0
0
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Health Financial Systems TERRE HAUTE REGTONAL HOSPITAL In Lieu of Form CMS-2552-10
This report is required by law (42 USc 13959; 42 cFR 413.20(b)). ra'lure to report can result in a'll interim FoRM APPRoVED

provider ccN:150046 period:
Fron 09/0I/7OLL
ro 08/31/2oL2

made since the beqinninq of the ino oeriod beino deemed ove
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION
AND SETTLEMENT SUMMARY

cont ractor
use only

42 USC oMB No. 0938-0050
worksheet s
PATTS I-III
Date/Time P

provi der
use only

x I electronically filed cost report
I tuanually submitted cost report

0 I rf this is an amended report enter the number of times the provider resubmitted this cost report
r ll4edicare utilization. Enter "F" for fu]l or "L" for low.

5. [ 1 ]cost Report Status 6. oate Received:
(1) As submitted 7. contractor No.

10.NPR DAIE:
ll.contractor's vendor code: 4
12. | 0 lrf line 5, column 1 is 4: Enter

number of times reopened = 0-9.
(4) Reopened
(5) Amended

MISREPRESENTATION OR FALSIFICATION OF ANY INFORIIATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDEML 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 IMPRISONMENT MAY RESULT.

CERTIFTCATION BY OFFICER OR ADMINISTMTOR OF PROVIDER(s)

r HEREBv cERTrFy that r have read the above certification statement and that r have examined the accompanying
e'lectronically filed or manually submitted cost report and the Balance sheet and statement of Revenue and
Expenses prepared by TERRE HAUTE REGToNAL HosPrrAL ( 150046 ) for the cost reporting period beginning 09/01/2OIL
and ending O8/3L/20t2 and to the best of my know'ledge and belief, this report and statement are true, correct,
complete and prepared from the books and records of the provider in accordance with applicable instructions,
except as noted. r further certify that r am familiar with the laws and regulations regarding the provision of
health care services, and that the services identified in this cost report were provided in comp'l'iance with such
laws and regu'lations.

(si gned)
officer or Administrator of Provider(s)

Title

L.
2.
3.
4.

(2) settled without audit 9. I N ] rnitial Report for this Provider c'
(3) settled with eudit 9, t N I Final Report for this provider ccN

1.00
2.00
3 .00
4 .00
5 .00
6. 00
7 .00
8 .00
9 .00
10. 00
LL.00
12.00

1.00
2.00
3.00
4. 00
5 .00
6.00
7.00
8.00
9 .00

10.00
11.00
12.00

200.00

required to complete and review the information collection is estimated 673 hours per response, inc'luding the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. rf you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: cMS,
7500 Security eoulevard, Attn: pRA Report clearance officer, tuail stop c4-26-05, galtimore, tutaryland 2L244-L85O.

subprovider - ter
subprovider - rar
SUBPROVIDER I
Swing bed - SNF

sw'ing bed - nr
SKILLED NURSING FACILITY
NURSING FACILITY
HOME HEALTH AGENCY I
RURAL HEALTH CLTNIC I
FEDEMLLY QUALIFIED HEALTH CENTER I
CMHC T

-4,560,362

0
0
0
0
0
n

0
0
0
0

-4, 560. 362

MCRrF32 - 3.4.136.0



Health Financial systems TERRE HAUTE REGToNAL HoSPTTAL In Lieu of Form cMS-2552-10
This report is required by]aw (42 usc 13959; 42 cFR 413.20(b)). ralure to report can result in a'll interim FoRM APpRovED

s made since the beqinninq of the cost inq period beinq deemed overpayments (42 usc 1395s). oMB No, 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFTCATION
AND SETTLEMENT SUMMARY

worksheet s
PATTS I-III

provi der
use only

cont racto r
use only

L.
2.
3.
4,

oate/ri me

x I electronical'ly filed cost report DatetI/22/20L3 Time: L:43 pm

lManually submitted cost report
0 I rf this is an amended report enter the number of times the provider resubmitted this cost report
r luedicare uti1ization. Enter "F" for full or "1" for low.

10.NPR DAIE:
ll.contractor's vendor code: 4
12. [ 0 ]rf line 5, column 1 is 4: Enter

number of times reopened = 0-9.

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINTSTMTIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAII,. FURTHERMORE, IF SERVICES IDENTIFTED IN THTS REPORT WERE

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

CERTIFICATION BY OFFTCER OR ADMINISTRATOR OF PROVIDER(S)

r HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
e'lectronical'ly filed or manually submitted cost report and the Ba'lance Sheet and statement of Revenue and
Expenses prepared by TERRE HAUTE REGToNAL HosPrrAL ( 150046 ) for the cost reporting period beginning O9/0L/2OIL
and ending 08/31,/20t2 and to the best of my know'ledge and belief, this report and statement are true, correct,
complete and prepared from the books and records of the provider in accordance with app'licable instructions,
except as noted. r further certify that r am familiar with the laws and regulations regarding the prov'ision of
health care services, and that the services identified in this cost report were provided in compliance with such
'laws and regulations.

Encrvotion Infornation (si gned)
EcR: DatetL/22/2013 Time:1:43 pm

GgOkG4a0zTT : dYNIZon JwDaj CkbR30
ncBuf0aHcFSdywpsRWt0tl DKyzFl
bMt rLDuxlvn0i KDUM

Pr: oate:L/22/2013 Time:1:43 pm

tyoNrj94s0i x. Ec3Er6wAFQALf 1w91
TbTuE0Di oJxRvsunHd. cz6Buq9f7L0

Hospi ta
subprovider - rlr
subprovider - rnr
SUBPROVIDER I
sw'ing bed - srur
swing bed - Nr
SKILLED NURSING FACILTTY
NURSING FACILITY
HOME HEALTH AGENCY T
RURAL HEALTH CLINIC I
FEDEMLLY QUALIFIED HEALTH CENTER I
CMHC I

officer or Administrator of provider(s)

0
ritle

1.00
2 .00
3 .00
4. 00
5 .00
6.00
7. 00
8.00
9 .00
10.00
11.00
12 .00

1.00
2.00
3. 00
4.00
s.00
6.00
7.00
8. 00
9. 00

10.00
11.00
12.00

200.00
The a.bove amounts 

"eo"es-ent 
aue to" or "aue tro e ibove comoiex indicatea,

nccording to the Paperwork neduction Act of L995, no persons are required to respond to a collection of information unless it
displays a valid oMB control number. rhe valid oMB contro'l number for this information collection is 0938-0050, the time
required to comp'lete 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. rf you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: cMs,
7500 Security eoulevard, Attn: pRA Report clearance officer, tutail stop c4-26-05, galtimore, Maryland 21244-1850.

Period:
F?on 09/0],/2O1I
ro 08/3I/2OL2

5. [ 1 ]cost Report Status 6. Date neceived:
(1) As Submitted 7. contractor No.
(2) settled without audit !. I N ] rnit'ial Report for. this provider c
(3) settled with audit 9. t N lFinal Report for this Provider CCN

-224.734

-4, 560, 362
0
0
0
0
0
0
0
0
0
0
0

-4. s60. 362

MCR1F32 - 3.4.136.0



Period:
Fron 09/07/20LL
ro O8/31/2OI2

StTEEt: 3901 HOSPITAL LANE

Code: 47802

ider - rPF

ider - rRF
ider - (other)

ng Beds - SNF

ng Beds - NF

tal-Based sNF
tal-gased nr
tal-Based oLTc
tal-Based HHA

rately certified Asc
tal-aased gospice
tal-aased Health clinic - RHc
tal-Based Health clinic - FQHcrtal-Based Health c

ital-eased (cMHc) r
pital-eased (coRF) r
1 oialysis

HAUTE REGIONAL
AL

TERRE HAUTE PSYCHIATRIC

HAUTE REHAB UNIT

150046

15s046

15r046

45460

45460

45460

/01/1,966

t Reporting period (
of control (see instructions

s facility qualify for and is it currently receiving payments for
sproportionate share hospital adjustment, in accordance with 42 cFR 5412.L06? In
lumn 1, enter "Y" for yes or "N" for no. rs this facility subject to 42 cFR section
12.06(c)(2)(pickle amendment hospital?) In column 2, enter "v" for yes or "N" for no.
ich method is used to determine nedicaid days on lines 24 and/or 25 below? tn column

, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. rs the
of identify'ing the days in this cost reporting period different from the method

enter "Y" for ves or "N" for no.

If this provider is an IPPS hospital, enter t
in-state uedicaid paid days in col. 1, in-state

icaid eligible unpaid days in col. 2,
-of-state medicaid paid days in col. 3,
-of-state uedicaid eligible unpaid days in col.

, uedicaid HMo paid and elig'ib1e but unpaid days in
lumn 5, and other Medicaid days in column 6.

f this provider is an rRF, enter the in-state
icaid paid days in col. 1,, the in-state uedicaid

ligible unpaid days in col. 2, out-of-state
caid days in col. 3, out-of-state t4edicaid

ligible unpaid days in col. 4, trtedicaid HMo paid
eligible but unpaid days in col. 5, and other

HOSPTTAL

HOSPTTAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

ter your standard geographic classification (not wage) status at the beginning
cost reportjng period. Enter "1" for urban or "2" for rural,
Enter your standard geographic classification (not wage) status at the end of the cost
reporting period. Enter in co'lumn L, "1" for urban or "2" for rural. If applicable,
enter the effective date of the geographic reclassification in column 2.
rf this is a sole community hospital (scH), enter the number of periods scH status in
ffect in the cost reporting period.

ial In Lieu of Form cMS-2552-10
worksheet S-2
PATI I
Date/Ti me

1.00

3 .00

4. 00

5 .00
6.00
7.00
8.00
9. 00

10.00
11.00
12 .00
13.00
L4.00
15.00
16.00
17 .00
L7.70
18.00

20.
21.00

22.00

23 .00

24.OO

25.00

26. 00

27.00

3s .00

1.00
2 .00

3 .00

4.00

5 .00
6.00
7.00
8. 00
9. 00
10.00
11.00
12 .00
13 .00
14. 00
L5 .00
16.00
17.00
t7.t0
18.00
19 .00

20. 00
21.00

27.00

23 .00

26.00

27.00

35 .00

MCRrF32 - 3.4.115.0



Provider CCN:150046 Peri od:
Fron 09/01/2071
ro 08/37/2012

nter applicable beginning and ending dates of ScH status. subscript line 36 for number
f periods in excess of one and enter subsequent dates.

rf this is a uedicare dependent hospital (mou), enter the number of periods MDH status
n effect in the cost reporting period.

applicable beginning and ending dates of MDH status. subscript line 38 for number

this facility qualify for the rnpatient uospital Payment Adjustment for Low volume xospitals in
with 42 cFR Q412.101(b)(2)(ii)? Enter i

this facility qualify and receive capital payment for disproportionate share in
th 42 cFR section 94L2.320? (see instructions)

rs this facility eligible for additional payment exception for extraordinary circumstances
rsuant to 42 cFR 5412.348(f)? rf yes, complete worksheet L, Part III and L-1, Parts r through

rs this a new hospital under 42 cFR 5412.300 PPS capital? Enter "Y for yes or "N" for no.
rs the facility electinq full federal capital payment? Enter "Y" for yes or "N" for no.

rs this a hospital involved in training residents in approved GME programs? Enter "Y" for yes
r "N" for no.
f line 56 is yes, is this the first cost reporting period during which residents in approved

programs trained at this facility? Enter "Y" for yes or "N" for no in column 1. rf column 1

s "y" did residents start training in the first month of this cost reporting period? Enter "Y"
for yes or "N" for no in column 2. If co'lumn 2 is "v", complete worksheet E-4. rf column 2 is
"N", complete worksheet D, part rrr & rv and D-2, Part rr, if applicable.N", complete worksheet D, part rrr & rv and D-2, Part rr, if applicable.
f line 56 is yes, did this facility elect cost reimbursement for phys'icians' services as
fined in cMS Pub. 15-1, section 2L48? rf yes, complete worksheet D-5.

re costs claimed on line 100 of worksheet l? rf yes, complete worksheet D-2, Part r.
re you claiming nursing school andlor al'lied health costs for a program that meets the

riteria under 6413.85? Enter "Y" for ves or "N" for no. (see instru

N

N

N

N

N

d your facility receive additional rre slots under AcA section 5503?
ter "Y" for yes or "N" for no in column 1. rf "Y", effective for
rtions of cost reporting periods beginning on or after July 1, 2011
er the average number of primary care FTE residents for ltutE in column

and direct GME in column 3, from the hospital's three most recent cost

ter the number of rrE residents that your hosp'ita'l trained in this
ost reporting period for which your hospital received HRSA PCRE funding
see instructions)

the number of rrE residents that rotated from a .reaching uea'lth
ter (rnc) into your hospital during in this cost reporting period of

your fac'ility trained residents'in non-provider settings during this
t reporting period? Enter "Y" for yes or "N" for no in column 1. tf

xealth rinancial
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

36.00

37 .00

38.00

In Lieu of Form
worksheet
PATI I
oate/ti me

s-2

45 .00

46.00

47 .OO
48.00

s6. 00

57.00

36.

37.00

38.00

39. 00

45 .00

46.00

47 .00
48.00

56. 00

57.00

s8.00

s9.00
60.00

61.00

62 .00

62 .01

63 .00

64.00

s8. 00

59. 00
60. 00

6L.00

62 .00

62 .01

63 .00

64. 00 Enter in column 1, if line 63 is yes, or your facility trained res
in the base year period, the number of unweighted non-primary care
resident FrEs attributable to rotations occurring in all non-provider
ettings. Enter in column 2 the number of unweighted non-primary care

resident FTES that trained in your hospital. Enter in column 3 the ratio
(column 1 divided by (column 1 + column 2)). (see instructions)

McRrF32 - 3.4.L36.0



Provider CCN:150046 Period:
Ffon 09/01/201r
ro 08/3L/2012

er in column 1, if line
s yes, or your fac'ility
ained residents in the base
ar period, the program name.
ter in column 2 the program

, enter in column 3 the
of unweighted primary

FrE residents attributable
rotations occurring in all
-provider settings. enter in

lumn 4 the number of
ighted primary care

sident FrEs that trained in
ur hospital. Enter in column
the ratio of (column 3

ivided by (column 3 + column

ter in column 1 the number of unweighted non-primary care resident
es attributab1e to rotations occurring in all non-provider settings.

r in column 2 the number of unweighted non-primary care resident
s that trained in your hospital. Enter in column 3 the ratio of

column L divided bv (column 1 + col

Hea
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

65 .00

67.00 f line 63 is yes, then,
pr]mary care resloency

rogram in which you are
raining residents, enter in
lumn 1 the program name.

r in column 2 the program
. Enter in column 3 the

of unweighted primary
rre residents attributab'le

rotations that occurred rn
ider settings for each

licable program. Enter in
lumn 4 the number of

ted primary care FTE

idents in your hospital for
ch app'licable program. Enter
co'lumn 5 the ratio of column

divided by the sum of columns
3 and 4. use subscripted lines

,01 through 67.50 for each
itional primary care

rogram. If you operated a
rimary care program that did
ot have rre residents in a

ider setting, enter zero i

In Lieu of Form CMS-2552-10
worksheet s-2
PATI I
oate/rime Prepared:
1/1O/2O13 9:17 am

column 3 and complete a1'l 
I

her columns for each i

plicable program. I

66.00

67.00

MCRrF32 - 3.4.136.0



Provider CCN:150046

this facility an Inpatient esychiatric racility (IpF), or t contain an Ier subprovider?
er "Y" for yes or "N" for no,'line 70 yes: column 1: oid the facility have a teaching program in the most recent cost

filed on or before November L5, 2004? Enter "y" for yes on "N" for no. column 2: oid
is facility train residents in a new teaching program in accordance with 42 cFR 5412.424

d)(1)(iii)(D)? Enter "v" for yes or "N" for no. Column 3: rf column 2 is v, enter 1, 2 or 3
pectively in column 3, (see instructions) rf this cost reporting period covers the beginning

f the fourth year, enter 4 in co1umn 3, or if the subsequent academic years of the new teaching
am in existence. enter 5. 't nst ructl 0n

Is this facility an Inpatient nehabilitation Facility (IRF), or does it contain an IRF
subprovider? Enter "y" for yes and "r.t" for no.
rf line 75 yes: column 1: Did the facility have a teaching program in the most recent cost
reporting period ending on or before November 15, 2004? Enter "Y" for yes or "N" for no. Column
: Did this facility train residents in a new teaching progr:rm in accordance with 42 cFR

54].'2.424 (d)(1)(iii)(D)? Enter "Y" for yes or "N" for no. co'lumn 3: If column 2 is v, enter 1, 2
3 respectively in column 3. (see instructions) rf this cost reporting period covers the
inning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the

s this a lono term Enter "Y" for yes and "N" for no.

s this a new hospital under 42 CFR Sect .40(f)(1)(i) TEFRA? Enter "y" for yes or "N" for no.
this facility establish a new other subprovider (excluded unit) under 42 cFR section

and "tt" for no.

this facility title v andlor XIX ient hospital services? Enter
or "N" for no in the applicable column.

rs this hospital reimbursed for title v and/or xIX through the cost report either in
full or in part? Enter "y" for yes or "N" fon no in the applicable column.

title xrx NF patients occupying title xvrrr SNF beds (dual certification)? (see
instructions) Enter "Y" for yes or "N" for no in the applicab'le column.

this faci'lity operate an rcF\MR facility for purposes of title v and xrx? Enter
"Y" for yes or "N" for no in the applicable column.

title v or xrx reduce capital cost? Enter "y" for yes, and "N" for no in the
applicable column.
rf line 94 is "Y", enter the reduction percentage in the applicable column.

s title V or xlx reduce operating cost? Enter "y" for yes or "N" for no in the
licable column.

f line 96 is "v". enter ion percentaqe in the applicable column.

N

N

N

N

0.
N

N

N

N

N

0.
N

this hosp'ita1 qualify as a critical Access tal (cAH)?
rf this facility qua'lifies as a cAH, has it elected the all-inclusive method of payment
for outpatient services? (see instructions)

lumn 1: rf this facility qualifies as a cAH, is it eligible for cost reimbursement
for r &R training programs? Enter "y" for yes or "N" for no in column 1. (see
nstructions) If yes, the GME elimination would not be on worksheet B, part I, column
5 and the program would be cost reimbursed. rf yes complete worksheet D-2, part Ir.
olumn 2: If this facility is a cAH, do r&Rs in an approved medical education program
rain in the cAH's excluded tpr andlor rRF unit? Enter "y" for yes or "N" for no in
lumn 2. (see instructions)
this a rural hospital qua'lifying for an exception to the CRNA fee schedule? see 42
Section 641"2.113(c). Enter "Y"

h'is hospital qualifies as a CAH or a cost provider,
apy services provided by outside supplier? Enter "y"

or "N" for no for

TERRE HAUTE REGIONAL
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Is this an all-inclusive rate provider? Enter "y" for yes or "N" for no in column 1. If yes,
enter the method used (n, a, or e only) in column 2. If column 2 is "E", enter in column 3
either "93" percent for short term hospital or "98" percent for 'long term care (includes

atric, rehabilitation and 'long term hospital providers) based on the definition in cMS
15-L, 52208.1.
Is this facility classified as a referral center? Enter "y" for yes or "N" for no.
rs this facility 1ega11y-required to carry ma'lpractice insurance? Enter "y" for yes or "N" for

rn Lieu of Form C!rS-
worksheet s-2
PATI I
oate/time p

70.00

7L.00

75 .00

76.00

80.00

85 .00
86.00

90.00

91.00

92 .00

93 .00

94.00

95 .00
96.00

97.00

105.
106.

L07.

1-15.

70. 00

71.00

75.00

76.00

80.00

85.00
86.00

90.00

9L.00

92.00

93 .00

94. 00

95 .00
96.00

97.00

05 .00
.00

.00

108.00

116.
r77.

118.

N

N

s the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is
lain-made. Enter 2 if the po'l'icy is occurrence.

MCRrF32 - 3.4.136.0
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Provider ccN:1-50046 Period:
Fron 09/07/2071
ro O8/37/2Ot2

ist amounts of maloracti

malpract'ice premiums and paid losses reported in a cost center other than the
nistrative and General? If yes, submit supporting schedule listing cost centers
amounts contained therein.

NOT USE THIS LINE
Is this a ScH or EACH that qualifies for the outpatient ttold Harmless provision in aca
53121 and app'licable anendments? (see instructions) Enter in column 1 "v" for yes or
"t't" for no. rs this a rural hospita'l with < 100 beds that qualifies for the outpatient

ld Harmless provision in AcA 53121 and applicable amendments? (see instructions)
in column 2 "Y" for yes or "N" for no.

d this facility incur and report costs for implantab'le devices charged to patients?
"Y" for yes or "N" for no.

s facility operate a transplant center? Enter "y" for yes and "tt" for no.s tnrs racrtlty operate a transptant center? Enter "y" tor yes and "N" for no. I
yes, enter certification date(s) (mn/dd/yyyy) be]ow.
rf this is a laedicare certified kidney transplant center, enter the certification date
n column 1 and termination date, if applicable, in column 2.
f this is a uedicare certified heart transplant center, enter the certification date

in column 1 and termination date, if applicable, in column 2.
rf this is a tr,tedicare certified liver transplant center, enter the certification date
n column L and termination date, if app'l'icab1e, in column 2.
f this is a t"tedicare certified lung transplant center, enter the certification date in
lumn 1 and termination date, if applicable, in column 2.

rf this is a medicare certified pancreas transplant center, enter the certification
in column 1 and termination date, if applicable, in column 2.

f this is a Medicare certified intestinal transplant center, enter the certification
date in column 1 and termination date, if app'licab1e, in column 2.
If this is a laedicare certified islet transp]ant center, enter the certification date
in column 1 and termination date, if applicab'le, in column 2.
If this is a medicare certified other transplant center, enter the certification date
in column L and termination date, if applicable, in column 2.
If this is an organ procurement organization (oeo), enter the opo number in column 1

termination date. if aoolicable. in col

any related organization or home office costs as defined in cMS pub. L5-1,
r 10? Enter "y" for yes or "N" for no in column 1. rf yes, and home office costs

claimed. enter in col

AME: HOSPITAL CORP. OF AMERICA
tTEEt:ONE PARK PLAZA

actor's Name: CAHABA ractor's Number:

provider based physicians' costs inc
f costs for renal services are claimed on worksheet e, line 74, are they costs for inpatient

"Y" for ves or "N" for

s the cost allocation methodology changed from the prev'iously filed cost
ter "Y" for yes or "tt" for no in column 1. (see cMS pub. 1.5-2, section 4020) rf yes,
ter the approval date (nn/dd/yyyy) in column 2.

there a change in the statistical basis? Enter "v" for yes or "N" for no.
there a change in the order of allocation? Enter "v" for yes or "N" for no.
there a change to the simplified cost finding method? Enter "y" for yes or "N" for

Ith Fi TERRE HAUTE
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

1L9.
120.

125.

L26.

L27.

L2 8.

129.

L30.

131.

1J2.

133.

134.

L4!.
L42.
1.43.

L44.
l-45.

41.00
42.00

.00

.00

143 .00

144.OO
145 .00

146.00

L47 .O0

155.
156.
L57.
158.
ls9.
160.
161 .
161.

tal
ider - rPF
ider - rRF

DER

HEALTH AGENCY
N

N

N

N

N

N

N

N

N

N

N

N

N

N

N

5 .00
.00

7.00

.00

.10

158.00
159 .00
160.00

In Lieu of Form CMS-z
worksheet s-2
PATI I
Date/Time prepared:

118.01

1L8.02

119.00
.00

21.00

1 25 .00

126.00

I27.00

1.28.00

129.00

30.00

3L.00

32.00

33 .00

L34.00

140.00

MCRrF32 - 3.4.L36.0



rinancia] Svstems TERRE HAUTE REGIONAL HOSPTTAL rn Lieu of rorm ctlts-
worksheet s-2
PATI I
Date/Time P

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

this provider a meaningful user under Section 51886(n)? Enter yes or or no.
f this provider is a cas (line 1"05 is "v") and is a meaningfu'l user (line L67 is "Y"), enter the

sonable cost incurred for the Hrr assets (see instructions)
f this provider is a meaningful user (line 167 is "v") and is not a cAH (line 105 is "N"), enter the
ansition factor. (see instructions)

L67.
168.

169.

165 .00

z .00
168.00

1.00r.69 .00

MCRrF32 - 3,4.136.0



Provider CCN:150046 Period:
Frcn o9/07/201L
ro 08/3]-/20L2

Has the provi ownership immediatel prior to the beginning of the cost
in column 2, (see instructi

Has the provider terminated participation
yes, enter in column 2 the date of termination and in column 3, "v" for
voluntary or "r" for involuntary.
Is the provider involved in business transactions, including management
contracts, with individuals or entities (e.9., chain home offices, drug
or medical supply companies) that are re'lated 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
relationshios? (see inst

statements prepared by a certified public
Accountant? Column 2: If yes, enter "A" for nudited, "C" for Compiled,
or "R" for Reviewed. Submit complete copy or enter date available in
column 3. (see instructions) rf no, see instructions.
Are the cost report total expenses and total revenues different from
those on the filed financial statements? rf yes, submit reconciliation.

column 1: Are costs claimed for nursing school? column 2: yes, is the provider is
the lega1 operator of the program?
Are costs claimed for allied uealth erograms? rf "v" see instructions.
were nursing school andlor allied hea'lth programs approved andlor 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.
was an Intern-nesident program been initiated or renewed in the current cost reporting
period? If yes, see instructions.
Are GME cost directly assigned to cost centers other than I & R in an npproved

N

N

N

N

N

N

rs the provider seeking reimbursement for bad debts? rf yes, see instructions.
rf line 12 is yes, did the provider's bad debt collection policy change during this cost reporting
period? tf yes, submit copy.
If line 12 is yes, were patient deductibles andlor co-payments waived? rf yes, see instructions.

nanc'ial systems
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

1.00

2.00

3 .00

4.00

5 .00

IN Li

12/03/2072

-10

1 .00

2 .00

3.00

4. 00

5 .00

6.00

7. 00
8.00

9. 00

10.00

11.00

worksheet s-2
PATI II
Date/Time erepared:
t/30/20IJ 9:17 am

6.00

7.OO
8. 00

9.00

10.00

11-.00

12.00
13 .00

14.00

15 .00

12 .00
13.00

L4.00

16.00 was the cost report prepared using the es&n
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

17 .00
i nst ructi ons)
was the cost report prepared using the es&n
Report for totals and the provider's records
for allocation? rf either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)
rf line 16 or 17 is yes, were adjustments
made to ps&R Report data for additional
claims that have been billed but are not
included on the PS&R neport used to file
this cost report? rf yes, see instructions.
rf line L6 or 77 is yes, were adjustments
made to Ps&R Report data for corrections of
other PS&R Report information? If yes, see
i nst ructi ons ,

rf line L6 or 77 is yes, were adjustments
made to PS&R Report data for other? oescribe
the other adjustments:

18.00

19.00

20.00

16.00

17. 00

18. 00

19 .00

20.00

MCRrF32 - 3.4,136.0



Provider CCN:150046 Period:
Fron 09/ot/20L7
ro 08/3r/20L2

was the cost report prepared only using the
providerrs records? If yes, see
i nst ructi ons .

Have assets been relifed for laedicare purposes? rf yes, see instructions
Have changes occurred in the tledicare depreciation expense due to appraisals made during the cost
reporting per"iod? rf yes, see instructions.
were new leases and/or amendments to existing leases entered into during this cost reporting period?
rf yes, see instructions
Have there been new capita'lized leases entered into during the cost reporting period? rf yes, see
i nstructi ons .

were assets subject to sec.2314 of DEFM acquired during the cost reporting per-iod? rf yes, see
instructions.
Has the provider's capitalization po'licy changed during the cost reporting period? tf yes, submit

N

N

N

N

N

N

were new'loans, mortgage agreements or letters of credit entered into during the cost reporting
period? rf yes, see instructions.
Did the provider have a funded depreciation account andlor bond funds (oebt Serv'ice Reserve Fund)
treated as a funded depreciation account? rf yes, see instructions
ttas existing debt been replaced prior to its scheduled maturity with new debt? rf yesr see
instructions.
Has debt been reca'lled before scheduled maturity without issuance of new debt? rf yes, see
i nstructi

Have changes or new agreements occurred in pat'ient care services furnished through contractua
arrangements with suppliers of services? rf yes, see instructions,
rf line 32 is yes, were the requirements of sec. 2135.2 applied pertaining to competitive bidding? r

Are services furnished at the provider facility under an arrangement with provider-based physicians?
rf yes, see instructions.
rf line 34 is yes, were there new agreements or amended existing agreements with the provider-based

riod? rf ves. see instructions.

were home office costs claimed on the cost report?
rf line 36 is yes, has a home office cost statement been prepared by the home office?
rf yes, see instructions,
rf 'line 36 is yes , was the fisca'l year end of the home office different from that of
the provider? rf yes, enter in column 2 the fiscal year end of the home office.
rf line 36'is yes, did the provider render services to other chain components? rf yes,
see instructions.
rf line 36 is yes, did the provider render services to the home office? rf yes, see
i nstructi ons .

L2/31-/20LL

Ith rinancial svstems
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

In Lieu of Form cMS-2552-10
worksheet s-2
PATI II
oate/time Prepared:

21.00

22.OO
23 .00

24.00

25 .00

26.00

27.00

28.00

29. 00

30.00

31.00

32.00

33.00

34. 00

35 .00

22.oo
23.00

24.O0

2s .00

26.00

27.00

28.00

29.00

30.00

31.00

32 .00

33 .00

34.00

35 .00

36. 00
37.00

38. 00

39. 00

40.00

36.00
37. 00

38.00

39.00

40.00

41.00

42.O0

43.00

Enter the first name, last name and the title/position
held by the cost report preparer in columns 1, 2, and 3,
respectivel y.
Enter the employer/company name of the cost report
preparer.
Enter the telephone number and email address of the cost
report preparer in columns 1 and 2, respectively.

-344-6t47

4L.00

42 .00

43.00

McRrF32 - 3.4.136.0



Provider CCN:150046 Period:
Frcn 09/oL/20L1
ro 08/31/2AL2

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
i nstructi ons)
was the cost report prepared using the PS&R

Report for totals and the provider's records
for allocation? rf either column L or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)
rf 'fine 16 or 17 is yes, were adjustments
made to Ps&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? rf yes, see instructions.
rf line 16 or 17 is yes, were adjustments
made to Ps&R Report data for corrections of
other PS&R Report information? If yes, see
i nst ructi ons .

rf line 76 or L7 is yes, were adjustments
made to Ps&R Report data for other? Describe
the other adjustments:
v{as the cost report prepared only using the
provider's records? rf yes, see
i nst ructi ons .

12/03/2072

TERRE HAUTE REGIONAL HOSPITAL IN Li
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

16.00

17.00

19.00

20.00

21. 00

4l-.00

42.OO

43 .00

Enter the first name, last name and the title/position
held by the cost report preparer in columns 1-, 2, and 3,
respecti vel y .

Enter the employer/company name of the cost report
preparer,
Enter the telephone number and email address of the cost
report preparer in columns 1 and 2, respectively.

worksheet S-2
Part rr
oate/ri me

MANAGER

L6.00

1-7.00

18.00

19 .00

20. 00

21.00

41. 00

42.00

43.00

MCRrF32 - 3.4.136.0



Hea]th Financial
VOLUNTARY CONTACT INFORMATION

1.00
2.00
3.00
4. 00
5.00
6.00

7.00
8.00
9.00
10.00
11.00
12 .00

1l .00
14.00
15 .00
16.00
17.00
18.00
19.00
20.00
21,.00
22.O0
23 .00
24.00

Fi rst Name
Last Name
Title
Empl oye r
Phone Number
E-mail Address
Department
Mailing Address
Mailing Address
city
State
zip

L
2

Provider CCN:150046 Period:
Frcn o9/0'J,/20L'l',
ro o8/31/20t2

Fi rst Name

Last Name
T'i tl e
Empl oye r
Phone Number
E-mail Address

Department
Mailing Address
Mai'l i ng Address
city
state

IMBURSEMENT MANAGER

15) 344-6147
. CUNNINGHAM@HCAHEAL

ILDING II - 3W

Non-CMS HFS Workshee
worksheet s-2
PATI V
Date/Ti me

1.00
2.00
3.00
4.00
5 .00
6.00

7 .00
8.00
9 .00

10.00
11.00
12 .00

13.00
14.00
15.00
16.00
17. 00
18.00
19 .00
20.00
21.00
22.00
23 .00
24.00

MCRrF32 - 3.4.136.0



h rinancial
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

rn Lieu of Form CMS-2552-10
worksheet s-3
PATI I
oate/time Prepared:
a/lolzolf 9:17 am

1.00

2.00
3.00
4. 00
5 .00
6.00
7.00

8.00
9 .00
10.00
11. 00
12 .00
13.00
14.00
15 .00
16.00
17 .00
18.00
19.00
20.00
2r..00
22.O0
23 .00
24.00
25 .00
25.10
26.00
26.25
27 .OO
28.00
29 .00
30.00
31.00
32 .00
33 .00

44.
45.
46.

10r..

116.
99.
99.
88.
89.

1-.00

2 .00
3 .00
4.00
5 .00
6.00
7 .00

8.00
9.00

10.00
11.00
12 .00
13 .00
14.00
15 .00
16.00
L7. 00
18. 00
L9. 00
20. 00
21.00
22.OO
23.00
24.OO
25.00
25.10
26.00
26.25
27.O0
28 .00
29.00
30.00
31. 00
32.00
33.00

uospital Adults & Peds. (columns 5,
8 exclude swing eed, observation eed and
Hospice days)
HMO

HMO IPF Subprovider
HMo rRF subprovider
xosp'ita'l Adults & eeds. swing Bed SNF

Hospital Adults & eeds. swing aed nr
rotal adults and peds. (exc]ude observation
beds) (see instructions)
TNTENSIVE CARE UNIT
CORONARY CARE UNIT
BURN INTENSIVE CARE UNTT

SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
NURSERY

total (see instructions)
clu visits
SUBPROVIDER - IPF
SUBPROVIDER - IRF
SUBPROVIDER
SKILLED NURSTNG FACILIW
NURSING FACILITY
OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D,P.)
HOSPICE
CMHC - CMHC

CMHC - CORF

RURAL HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
total (sum of lines 14-26)
observation eed oays
embulance trips
employee discount days (see instruction)
employee discount days - rnr
Labor & delivery days (see instructions)
LTCH non-covered days

40.
4L.

Provider ccN:150046 Period:
pron 09/OI/20LL
ro 08/3].'/20L2

MCRrF32 - 3.4.136.0



TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form cMS-2552-10
worksheet S-3
PATI I
Date/Ti me red:

3,95

1.00

2 .00
3. 00
4.00
5.00
6.00
7.00

8.00
9. 00

10. 00
1-1.00
12.00
13 .00
14.00
15 .00
16.00
17 .00
18.00
1.9.00
20.00
21. 00
22.00
23. 00
24.00
25.00
25.10
26. 00
26.2s
27.00
28.00
29 .00
30.00
31.00
32 .00
33. 00

2,

HOSPITAL AND HOSPITAL HEALTH CARE COII4PLEX STATISTICAL DATA

1.00

2.00
3 .00
4.00
5.00
6.00
7.00

8.00
9 .00
10. 00
11.00
12 .00
13 .00
14.00
15.00
16.00
17.00
18. 00
19.00
20.00
21. 00
22.OO
23 .00
24.00
25 .00
25.10
26.00
26.25
27.00
28. 00
29. 00
30. 00
31-.00
32 .00
33 .00

Hospital Adu'lts & Peds. (columns 5, 6, 7
Bed and8 exclude swing sed, observation

uospice days)
HMO

HMo rPF suborovider
HMo rRF subprovider
Hospital edults & eeds. swing Bed sNF
nospital Adults & peds. swing Bed NF

rotal adults and peds. (exclude observation
beds) (see instructions)
TNTENSIVE CARE UNIT
CORONARY CARE UNIT
BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
NURSERY.rotal (see instructions)
cau visits
SUBPROVIDER - TPF
SUBPROVIDER - IRF
SUBPROVIDER
SKILLED NURSING FACILITY
NURSING FACILIW
OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

CMHC - CMHC

CMHC - CORF

RUML HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
total (sum of lines 14-26)
observation aed oays
ambulance trips
emp'loyee discount days (see instruction)
employee discount days - tnr
Labor & delivery days (see instructions)
LTCH non-covered days

L7,

2,

L2,

L,5
1.,

Provider ccN: 150046 j eeriod:
Fron 09/OL/2O\!
ro 08/3t/2012

MCRrF32 - 3.4.1"36.0



-2552-10
HOSPITAL AND HOSPTTAL HEALTH CARE COMPLEX STATISTICAL DATA

Hospi ta . (columns 5, b,
8 exclude swing aed,
xospice days)

observation Bed and

HMO

HMo rPF suborovider
HMo rRF subprovider
rospital Adults & eeds. swing Bed sNF
Hospita'l Adults & eeds. swing sed rur
rotal adults and peds. (exclude observation
beds) (see'instructions)
INTENSIVE CARE UNIT
CORONARY CARE UNIT
BURN INTENSTVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
NURSERY

total (see instructions)
ceg visits
SUBPROVIDER . TPF
SUBPROVTDER - IRF
SUBPROVTDER

SKTLLED NURSING FACILITY
NURSING FACILITY
OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE
CMHC - CMHC

CMHC . CORF

RUML HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
total (sum of lines 14-26)
observation Bed oays
ambulance trips
employee discount days (see instruction)
employee discount days - tnr
Labor & delivery days (see instructions)
LTCH non-covered days

Fron 09/O1"/2OI1
ro 08/31/2012

worksheet s-3
PATI I
oate/ti me

2 .00
3.00
4.00
5 .00
6.00
7 .00

8.00
9 .00
10. 00
11.00
12 .00
13 .00
L4.00
15 .00
16.00
17 .00
18.00
L9 .00
20.00
21.00
22.O0
23.00
24.00
25.00
25.10
26. 00
26.2s
27.00
28.00
29 .00
30.00
31.00
32 .00
33.00

579. 30

24.76
\6.12

0.00
0.00
0.00
0. 00
0.00
0.00
0.00
0.00
0.00
0. 00

620. 18

U.

0.
U.

2,424

t7J

2,424

240
121

1".00

2.00
3.00
4. 00
5 .00
6.00
7 .00

8. 00
9.00

10. 00
11.00
12 .00
L3 .00
L4 .00
15 .00
16.00
17. 00
18.00
19 .00
20.00
21.00
22.00
23.00
24.00
25.00
25.10
26.00
26.25
27.00
28. 00
29. 00
30. 00
31.00
32 .00
33. 00

provider ccN:150046

MCRrF32 - 3.4,136.0



HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

.00 Hospi ta ts & Peds.
8 exclude swing aed, observation Bed
xospice days)
HMO

sealth rinancia'l Stems

HMo rPF subprovider
HMo rRF subprovider
uospital adults & eeds. swing Bed sNF
uospital Adults & eeds. swing Bed Hr
rota] adults and peds. (exc'lude observation
beds) (see instructions)
INTENSIVE CARE UNTT

CORONARY CARE UNIT
BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
NURSERY.rotal (see instructions)
cAH visits
SUBPROVIDER - TPF
SUBPROVIDER - IRF
SUBPROVIDER
SKILLED NURSING FACILITY
NURSING FACILITY
OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE
CMHC - CMHC

CMHC - CORF

RUML HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
total (sum of lines 14-26)
observation aed oays
embulance trips
emp'loyee discount days (see instruction)
emp'loyee discount days - tnr
Labor & delivery days (see instructions)
LTCH non-covered days

TERRE HAUTE REGTONAL HOSPITAL

1, 39 4, 83

IN Li
worksheet s-3
PATI I
oate/time p

6,7 and
and

1.00

2 .00
3.00
4.00
5 .00
6.00
7 .00

8.00
9.00

10. 00
11.00
12 .00
1.3.00
14. 00
1"5 .00
16.00
17 .00
18. 00
19. 00
20. 00
21.00
22.OO
23.00
24.OO
2s.00
25.10
26.00
26.25
27.00
28.00
29 .00
30. 00
31.00
32.00
33.00

2 .00
3 .00
4.00
5 .00
6.00
7 .O0

8.00
9.00
10.00
11.00
12 .00
13 .00
14.00
15 .00
1"6.00
L7.00
18. 00
19.00
20.00
21.00
22.OO
23 .00
24.00
2s.00
2s.10
26. 00
26.25
27 .O0
28.00
29.00
30. 00
3r_. 00
32.00
33 .00

Provider CCN:150046 period:
rrom 09/O1/2011
ro O8/3L/20r2

MCRrF32 - 3.4.136.0



HOSPITAL WAGE INDEX INFORT/iATION worksheet S-3
PATI II
Date/Time

1.00

2 .00

3 .00

4.00

4.0L
5 .00
6.00
7.00

7.OL

8.00
9.00
10.00

11.00

12 .00

13 .00

14.00

15 .00

16.00

L7 .00

18.00

19 .00
20.00

21.00

22.0A

22.OL
23 .00
24.00
25 .00

26.00
27.00
28.00

29.00
30.00
31.00
32 .00
33.00

34.00
35 .00

36.00
37.00
38. 00
39.00
40.00

374,33
3 , 3s0, 19

102,8s

37 4 ,33
3 , 16L,

102,85

777 ,

25,38
858, 34

388, s
382,

372,L

11,901.
82,87s .

482.

1.00

2.00

3 .00

4.00

4.01
5 .00
6.00
7.00

7.OL

8.00
9 .00

L0.00

11.00

12.00

13 .00

1,4 .00

1.5 .00

16.00

17 .00

18. 00

19. 00
20.00

21.00

22.00

22.O1
23.00
24. 00
25.00

26.00
27 .00
28 .00

29. 00
30.00
31. 00
32 .00
33 .00

34.00
3s .00

36. 00
37. 00
38.00
39.00
40.00

Employee Benefits
Admini strative & General
Administrative & General unde
contract (see inst.)
Maintenance & Repairs
operation of plant
Laundry & Linen Service
Housekeepi ng
Housekeeping under contract
(see instructions)
Di etary
Dietary under contract (see
i nst ructi ons)
cafeteri a
Maintenance of Personnel
Hursing admini stration
central services and supply
Pharmacy

3L.4
38. 1

717,67
25,38

858,

760,7

0.00
27,060.001

2 , 1,48.001
68,031. 001

o. ool

I

31, s2o. ool
r1,272.ool

30, r.88.001
0.001

15 , 438. 001

o. ooi
0. 001

2t3.

0.

L2.3

26.5
11. 8
12.

n

12.3
33.9

77)

188,
0.

44.
0.
0.

Provider ccN:150046 Period:
Fron 09/Ol/20L1
ro O8/3t/2OLz

total salaries (see
i nst ructi ons)
Hon-physic'ian anesthetist Part
A.

tton-physician anesthetist Part
B

Physician-Part A -
Admi ni st rati ve
ehysicians - Part A - teachi
Physician-Part B

Hon-physician-Part B

rnterns & residents (in an
approved program)
contracted interns and
residents (in an approved
prog rams)
ttome office personnel
SNF
excluded area salaries (see

34,622,2r

2,584,54

34,6?2,2t

2,584,54

1, 294, 935 .

fl

0.

0.

n
n

0.
0.

U.

0.
0.

102 , 906.

0.

0.

0.

0.

0.
0.

0.

0.
0.00

75.r2

contract labor (see
i nst ructi ons)
contract management and
admini strative servi ces
contract labor: ehysician-
A - Administrative
ttome office salaries &
wage-related costs
ttome office: Physician Part A
- Administrative
tome office and contract
ehysicians Part A -
Admi ni st rati ve

0.

2 ,206.

150,944.

n

0.

5,L59,74

0.

L93.

34.

0.

n

wage-related costs (core) wks
S-3, Part ry iine 24
wage-re'lated costs (other)wks
s-3, Part rv line 25
excluded areas
Hon-physician anesthetist Part
A
tton-physician anesthetist Pa
I
ehysician Part A -
Admi ni st rati ve
ehysician Part A - teaching
Physician Part B

wage-related costs (nuc/reuc)
Interns & residents (in an

9,634,

766,

9 , 634,

766,

MCRrF32 - 3.4.136.0

382,

689,



Health Financia'l
HOSPITAL WAGE INDEX INFORMATION

Lieu of Form CMS-z552-10
worksheet 5-3
PATI II
Date/time Prepared:

41.00

42.O0
43 .00

16.

!7.
18.

41.00

42.00
43.00

Records Library
social service
other General Service

0.
21, 305 .

22.

0.
26.

McRrF32 - 3.4.136.0



lth Fi
HOSPTTAL WAGE INDEX INFORMATION

In Lieu of Form cMs-
worksheet s-3
PATI III
Date/Ti me

1.00

2 .00

3 .00

4.00

5 .00

6.00
7. 00

Net salaries (see
i nst ructi ons)
excluded area sa'laries (see
i nst ructi ons)
subtotal salaries (line 1
minus line 2)
subtotal other wages & re
costs (see i nst. )
subtotal wage-related costs
(see inst.)
total (sum of ]ines 3 thru 5)
Total overhead cost (see
i nstructi ons)

35 , 108,

?,584 ,54

32,523,

6,338,

9,634,

48 ,496, 59
7 ,71,9,78

35 , 108,004

2,584,54

32,523 ,46

6,338,

9 , 634, 96

48, 496, 59
7 ,719,78

1, 306, 689 .

102 ,906.

L,203,783.

166. 128 . 75

L, 369 , 911. 7
305 , 410.

26.

25.

27.

38.

29.

35.
t5. t

1.00

2.00

3 .00

4.00

5 .00

6.00
7. 00

Provider ccN:150046 Period:
Frcn 09/OI/2Otl
ro 08/3L/2O\2

MCRrF32 - 3.4.136.0



Health Financi
HOSPITAL WAGE RELATED COSTS

OTHER WAGE RELATED COSTS (SPECIFY)

TERRE HAUTE REGIONAL HOSPITAL
Worksheet S-3
PATI IV
Date/Tj me

1.00
2 .00
3 .00
4.00

5 .00
6.00
7 .00

8.00
9.00
10.00
1.1.00
12 .00
13.00
14.00
L5 .00
16.00

1-7 .00
1"8.00
19.00
20.00

21.00

22.00
23 .00
24.O0

25.00

1.00
2 .00
3,00
4.00

5.00
6.00
7. 00

8. 00
9.00

10.00
1L.00
12 .00
13 .00
14.00
15 .00
16.00

17. 00
18. 00
19.00
20.00

21.00

22.00
23. 00
24.00

25.00

Provider CCN:1.50046 Period:
Frcn 09/ot/20I1
ro o8/3r/20L2

Employer contributions
Tax Sheltered Annuity (rsa) employer contribution
Honqualified oefined Benefit Plan cost (see instructions)

lified oefined eenefit plan cost (see i

Legal/eccounting/uanagement Fees-Pension Plan
care Proqram Administration Fees

Health rnsurance (Purchased or se
erescript'ion Drug Plan
Dental, uearing and vision Plan
Life hsurance (tf employee is owner or beneficiary)
nccident rnsurance (rf employee is owner or beneficiary)
oisab'i1ity rnsurance (rf employee is owner or beneficiary)
Long-Term care rnsurance (rf emp'loyee is owner or beneficiary)
'workers' compensation rnsurance
Retirement uealth care Cost (only current year, not the extraordinary accrual required by FASB L06.

lative oorti

5 , 869, 433
U

186, 570
34, 668

0
1, 51L

0
77,430

0

Portion on
t"tedicare Taxes - Employers Portion only
unemp-l oyment rnsurance
state or rederal unemployment raxes

Executive oeferred compensation (other rhan Retirement cost Reported on lines 1 through 4 above. (
i n st ructi ons) )
Day Care Cost and Allowances
tuition Reimbursement

of lines 1 -2

MCRrF32 - 3.4.136.0



TERRE HAUTE REGIONAL HOSPITAL of Form CMS-2552-10
worksheet s-3
P TI V
Date/Time Prepared:

0
0
0
0
U

0
0
0
0

1.00
2.00
3 .00
4. 00
5.00
6.00
7.00
8.00
9. 00

10.00
1L.00
12 .00
13.00
14. 00
L5 .00
16.00
16.1"0
17. 00
18. 00

HOSPITAL CONTMCT LABOR AND BENEFIT COST

1.00
2.00
3.00
4. 00
5 .00
6.00
7.00
8.00
9.00
10.00
11.00
12 .00
13 .00
1"4.00
15 .00
16.00
16. 10
17 .00
18.00

Total facilityrs contract labor and benefit cost
Hospi ta1
subprovider - reF
subprovider - rRF
Subprovider - (other)
swing eeds - srur
swing Beds - NF

ttospital-eased str
Hospital-aased Hr
Hospita"l-eased oLtc
Hospital-Based HHA

Separately certified Asc
Hospital -eased Hospi ce
ttospital-gased Health clinic RHc
Hospital-aased Health clinic FeHc
Hospi ta1 -eased-ct,tHc
tospital-eased-cMHc 10
nenal oialysis
Other

0
0
0

provider ccN: L50046 Period:
F?on 09/0L/2Ol1
ro 08/3t/2O12

MCRrF32 - 3.4.136.0



Hea'lth Financial svstems
HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA

Does the amount in line 20 column 2 include charges for pat'ient days be
imposed on patients covered by ttledicaid or other indigent care program?
tf line 24 is "yes," charges for patient days beyond an indigent care program's length of stay
rotal bad debt expense for the entire hospita] complex (see instructions)
t,tedicare bad debts for the entire hospita'l complex (see instructions)
Non-Medicare and lton-neimbursable bad debt expense (line 26 minus line 27)
cost of non-Medicare bad debt expense (line 1 times line 28)
cost of non-Medicare uncompensated care (line 23 column 3 plus line 29).rotal unreimbursed and uncompensated care cost (line 19 plus'line 30)

In Lieu of Form cMS-2552-
worksheet s-10

oate/time Prepared:

L.00

2.00
3 .00
4. 00
5 .00
6.00
7.00
8.00

9 .00
10. 00
1L.00
12 .00

13 .00
14. 00

15.00
16.00

17. 00
18. 00
19. 00

1.00

2 .00
3. 00
4. 00
5 .00
6. 00
7 .00
8.00

9.00
10.00
1L.00
12.00

13 .00
14 .00

15 .00
16.00

17.00
18. 00
19 .00

21. 00

22.00

20.00

21-.00

22.00
23 .00

24.00

25 .00
26.00
27 .O0
28.00
29.00
30.00
31.00

t

limit 2,018
9,522,641.

399,728
9,r22,9L3
r,83L,762
2 , L56, 004
6,037 , 856

2s.00
25.00
27.OO
28 .00
29 .00
30. 00
31". 00

Provider CCN:150046 period:
rron 09/OI/20!7
ro O8/3I/2OL2

ratio (tdorksheet c, Part r line 202 column 3 d

Net revenue from uedicaid
Did you receive DSt or supplementa'l payments from uedicaid?
rf line 3 is "yes", does line 2 include al'l osu or supplemental payments from i4edicaid?
rf line 4 is "no", then enter osH or supplemental payments from laedicaid
medicaid charges
uedicaid cost (line 1 times line 6)
Difference between net revenue and costs for l,tedicaid program (line 7 minus sum of lines 2 and 5; if
< zero then enter zero

0
65 ,021, 975
13,05 5 , 567

3, 881, 852

Net revenue from stand-alone scHrP
Stand-alone SCHIP charges
stand-alone scHrP cost (l'ine 1 times line 10)
oifference between net revenue and costs for stand-alone scHrP (line 1L minus line 9; if < zero then

Net revenue from state or local indigent care program (Hot inc'luded on lines 2, 5 or 9)
charges for patients covered under state or local indigent care program (Hot included in lines 6 or
10)
state or 1oca1 indigent care program cost (line 1 times line 14)
oifference between net revenue and costs for state or local indigent care program (line 15 minus li

Private grants, donations, or t income restricted to
Government grants, appropriat'ions or transfers for support of hospital operations.rotal unreimbursed cost for uedicaid , scHrP and state and local indigent care programs (sum of lines

Total initial obligation of patients ty care (at
charges excluding non-reimbursable cost centers) for the entire facility
cost of initial obligation of patients approved for charity care (line 1

times line 20)
Partial payment by patients approved for charity care
cost of charity care (line 21 minus line 2

MCRrF32 - 3.4.136.0



Health Financial TERRE HAUTE REGTONAL

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES
In Lieu of Form

worksheet A

Date/Ti me

1.00
2.00
3.00
4.00
5.00
7.00
8.00
9.00
10.00
11.00
13 .00
16.00
18.00

30.00
31.00
40.00
41.00
43.00
44.00
45 .00
46.00

50.00
51.00
52 .00
53.00
54.00
54.01
54.02
55.00
56.00
57.00
58.00
59. 00
60.00
60.01
61.00
62 .00
63 .00
64. 00
65 .00
66.00
67 .00
68.00
69. 00
70.00
71.00
72.00
73.00
74.OO
75 .00
76.00
76. 01
76.02
76.03
76.04

88.00
89.00
90.00
91.00
92 .00

94 .00
95 .00
96.00
97.00
98. 00
99.00
99. 10

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
CMHC

CORF

0
0
0
0
0
0
0

1.00
2 .00
3 .00
4.00
5 .00
7.00
8.00
9.00

10.00
11.00
13 .00
16.00
18. 00

30.00
31.00
40.00
41.00
43 .00
44.00
45 .00
46.00

50.00
5L.00
52 .00
53. 00
54.00
54. 01
54.02
55.00
56. 00
57 .00
58 .00
59.00
60.00
60.01-
61.00
62 .00
63.00
64.00
65 .00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73 .00
74.OO
75.00
76. 00
76.Or
76.O2
76.03
76.04

88.00
89 .00
90.00
91.00
92 .00

94.00
95 .00
96.00
97.00
98. 00
99.00
99.10

Provider CCN:150046 Period:
Fron 09/ot/20l1.
ro 08/3I/2012

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-ITIVBLE EQUIP
OTHER CAP REL COSTS

EMPLOYEE BENEFITS
ADMTNISTMTTVE & GENERAL
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINISTMTION
MEDICAL RECORDS & LIBMRY
INSERVICE EDUCATION

374,33
3 , 350, 19

2s,38
858, 34
760,74

3,333,51

15 , 667, 6s

1, 679 , 05

3,333,5L7
2 , 309,

7,478,
19, 01.7 ,

3 , 396,
5 56,

2 ,439 ,

783,
11 5,

-1, L94,5
1, 190, 8

,546,607
3,2s7 ,895

0
7 , 56L, 101

18, 605 ,041
3,393,494

556,890
t,262,L89
1,245,220
1, 190 , 875

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVTDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILIry
NURSING FACILTry
OTHER LONG TERM CARE

t,tgt,7

r,267,4
4L7,7

23L,24

2 ,3L0,37
7,682,57
1, 162 , 195

537,427

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

MDIOLOGY-THERAPEUTIC
RADTOISOTOPE

CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES.PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSTNG & TMNS.
INTRAVENOUS THEMPY
RESPIRATORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC

1 , 035 ,04
1,236,85

477 ,95
44,t7

5 , 259, s3

7,641.,96

r,264,9

2,67t,71

5,497 ,L2

135 ,03

,302,r75
577,306

L,25s,735

L,450,675
248,472
340,494

L,L21,271
823,645
544,426
265,677
945,703

2,567 ,972
0
0

83s,934
0
0

|,250 ,7 44
L,574,707

846,578
102,501

s,803,92s
5,757 ,937
9,212,22L

480, 581
0

49,283
1, 585 , 436

135,037
724,365

RURAL HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY 1, 715 , 85

MCRrF32 - 3.4.136.0



Health Financial TERRE HAUTE
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

cMS-2552-10
worksheet A

Date/Time Prepared:
1/3O/2Oa3 9:17 am

r.00. 00
101.00

100.
101.

L05.
1-06.
t07.
108.
109.
110.
111.
113.
11-4.
115.
L1-6.
L18.

105.00
106.00
107. 00

.00

.00
10.00
11.00
13 .00
14.00
15.00
16.00

118.00

56, 1 190.00190.
191.
t92.
193.
L94.

GIFT, FLOIVER, COFFEE SHOP & CANTEEN
RESEARCH

PHYSICTANSI PRIVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS
SITTERS
rorAL (suM oF LrNEs L18-199)

25,4

277 ,

77,7
8L, 7,2

34,622,2 68,829 ,77

24L,
430,

518,
507 ,

91..00
92.00
93.00
94. 00
94.01
94.O2

.00

194. 0

88,81
103 , 4s1,99

5L9,O27
505,923
88, 817

t 03 , 451,991
794.
200.

Provider CCN:150046 Period:
Fron o9/0L/2011
ro o8/3L/20t2

I&R SERVICES-NOT APPRVD PRGM

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE
UTILTZATTON REVIEI,V-SNF
AMEULATORY SURGTCAL CENTER (D,P.)
HOSPICE

SUBTOTALS (sUM OF LINES 1- 68. 119. 87

0
U

0
0
0
0
0
0
0
0
0

MCRrF32 - 3.4.136.0



Provider CCN:150046 Period:
rron 09/01/20Lt
ro 08/3L/20L2

CAP REL COSTS-BLDG & FTXT
CAP REL COSTS-MVBLE EQUIP
OTHER CAP REL COSTS

EMPLOYEE BENEFITS
ADMINISTMTIVE & GENERAL
OPEMTION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY
CAFETERIA
NURSING ADMINISTRATION
MEDICAL RECORDS & LIBMRY
INSERVICE EDUCATION

3,877 ,57
3,735,77

8,081,992

3,376,O]4
556,

L,275,
L,244,

773,tL3

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACTLIry
OTHER LONG TERM CARE

OPEMTING ROOM

RECOVERY ROOM

DELTVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
MDIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABOMTORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNS.
INTMVENOUS THERAPY
RESPIMTORY THERAPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRTSION CLINIC
WOUND CARE

OPIC

-3J2,97

3,932, s

1,255,74

945,70
2,567 ,83

835,9

L,248,6

5,757 ,93
9 , 211, 03

480, 58

49,28
L,437 ,35

RUML HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT
2,OL8,42

Health Financial TERRE HAUTE REGIONAL HOSPITAL
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

L.00
2 .00
3.00
4 .00
5 .00
7 .00
8.00
9 .00
10.00
11.00
13 .00
16.00
18.00

30.00
31.00
40.00
41.00
43.00
44.00
45 .00
46.00

50.00
51.00
52 .00
53.00
54.00
54. 01
54.02
55 .00
56.00
57 .00
58 .00
59 .00
60 .00
60.0r.
61.00
62 .00
63 .00
64.00
6s .00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73 .00
74.OO
75 .00
76.O0
76. 01-

76.O2
76.03
7 6.04

88.00
89 .00
90 .00
91.00
92 .00

Date/Time P

1.00
2.00
3.00
4.00
5 .00
7 .00
8.00
9. 00

10. 00
1L.00
13.00
16.00
18.00

30.00
31.00
40.00
41. 00
43 .00
44. 00
45 .00
46.00

50.00
51. 00
52.00
53.00
54 .00
54.01-
54.02
55.00
56.00
57.00
58. 00
59. 00
60.00
60.01
61.00
62 .00
63.00
64. 00
65.00
66.00
67 .00
68. 00
69.00
70.00
7L. 00
72.OO
73.00
74.00
7s .00
76.00
76.01
tb.uz
76.03
76.04

88. 00
89.00
90.00
91.00
92 .00

94.00
9s .00
96.00
97.00
98. 00
99.00
99. 10

94. 00
9s .00
96.00
97 .00
98.00
99 .00
99. 1,0

100. 00
101.00

100.
101.

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUTP-SOLD
OTHER REIMBURSAELE COST CENTERS
CMHC

CORF

I&R SERVICES-NOT APPRVD PRGM

HOME HEALTH AGENCY

MCRIF32 - 3.4.136.0



Provider CCN: L50046 Period:
Fron 09/ot/2o1l
ro 08/3L/2o12

KIDNEY ACQUISITION
HEART ACQUISITION
LTVER ACQUISITTON
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUTSITION
ISLET ACQUISITION
TNTEREST EXPENSE
UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

-6, 149. 41

Ith rinancial
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

105.
106.
to7.
108.
109.
110.
111.
113.
114.
115.
1L6.
L18.

n Lieu of Form CMS-2552-I-0
worksheet I
Date/Time

.00

.00

.00

.00

.00
10.00
11.00
13 .00

190.
191.
t97.
193.
194.

GIFT, FLo{t'lER, COFFEE SHOP

RESEARCH

CANTEEN

PHYSICIANS' PRIVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS
SITTERS
rorAL (suM oF LrNEs L18-199)

56,1

L6, 535,707
-42,81 463,

88, 81
-6,175,5 97 ,276,4

114.00
115 .00
116.00
118.00

190.00
1 91. 00
r.92 .00
L93 .00
194. 00
194.01

.02

.00

194.0
1.94.
200.

MCRrF32 - 3.4.136.0



Health Financial
RECLASSIFICATIONS

1".00
2.00
3 .00
4.00
5 .00
6. 00
7. 00
8. 00
9.00
10.00
L1.00
12 .00
L3 .00
14 .00
15 .00
16.00
1"7 .00
18.00
19.00
20.00
21.00
?2.OO
23 .00
24.00
25 .00
26.00
27.00
28.00
29. 00

1".00

1.00
2 .00

1.00

1.00

2 .00
3 .00
4.00
s.00
6.00
7.00
8. 00
9. 00
10.00
11.00
12 .00
L3 .00
14.00

1.00

2.00
3.00
4.00
5 .00
6.00

1.00

1.00

2 .00

SUPPLIES CHARGED TO

INTENSIVE CARE UNIT

Provider CCN:150046 Peri od:
Fron og/ot/zo7l
ro 08/31,/2012

1. 101. 22

REL COSTS-BLDG & FIXT
REL COSTS-MVBLE EQUIP

lEqL qoS_rS-BLDG EL FIXT
rALS

.sr{q
IALS

BENEFITS
ApqrlllrMrroN _

3A,u
372,1(

DICAL SUPPLIES CHARGED TO

TIENTS
7L.

0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.

IMPL. DEV. CHARGED TO

worksheet A-6

Date/Time

L.00
2 .00
3 .00
4.00
5 .00
6.00
7.00
8. 00
9.00

10.00
11.00
12 .00
13 .00
14.00
1.5 .00
16.00
17 .00
18.00
19 .00
20.00
21.00
22.00
23.00
24. 00
25.00
26.00
27.00
28.00
29.00

1.00

1.00
2 .00

1".00

1. 00

2.00
3.00
4. 00
5.00
6.00
7 .00
8.00
9.00

10.00
11.00
12 .00
13 .00
14. 00

1.00

2 .00
3.00
4 .00
5 .00
6.00

1.00

1.00

2.00

MCRrF32 - 3.4.1,36.0



RECLASSI FICATIONS

.00
4 .00
5 .00

1 .00

s00.00 Total: Increases

Provider CCN: 150046 i Period:
',rron 09/OI/7O!I

LIVERY ROOM & LABOR ROOM

In Lieu of Form CMS-2
worksheet a-6

oate/ri me

.00
4.00
5 .00

1.00

500.00

MCRrF32 - 3.4.136.0



Provider CCN:150046 Period:
Fron 09/0t/201L
ro 08/3L/2OI2

INISTMTIVE & GENERAL

TION OF PLANT

NG ADMINISTRATION
RECORDS & LIBRARY

INSERVICE EDUCATION
T5 & PEDIATRICS

NTENSIVE CARE UNIT

IVERY ROOM & LABOR ROOM

IOLOGY.DIAGNOSTIC

PIMTORY THEMPY

ELECTROENCEPHALOGRAPHY
SUPPLIES CHARGED TO

CHARGED TO PATIENTS

NONREIMBURSABLE COST

4.
5.
7.
o

10.
13.
l-b.
18.
30.
3L.
40.
41.
43.
50.
52.
54.
54.
)).
60.
65.
66.
70.
7L.

t5.

,rrNr_srRATrvE & cExEEaL _

STRATIVE & GENERAL

8,0;

TS & PEDIATRICS

LIVERY ROOM & LABOR ROOM

OGY-DIAGNOSTIC

TIC RESONANCE IMAGING

IMTORY THERAPY
ECTROCARDIOLOGY
PL. DEV. CHARGED TO
TIENTS

CHARGED TO PATIENTS
CARE

RCqNCY

4L.
50.
52.
54.
54.
56.

60.
o).
69.
72.

t5.

91. (

TENSIVE CARE UNIT
LIVERY ROOM & LABOR ROOM

TOLOGY-DIAGNOSTIC
IOLOGY-THERAPEUTIC
ICAL SUPPLIES CHARGED TO

CHARGED TO PATIENTS
TALS

ialFin In Lieu of Form CMS-2552-10
worksheet e-6

oate/time Prepared:

RECLASSIFICATIONS

1. 00
2 .00
3.00
4.00
s .00
6.00
7.00
8.00
9 .00
10.00
11.00
12 .00
13 .00
14.00
15 .00
16.00
17 .00
L8.00
19.00
20.00
21.00
22.00
23 .00

24.00
25.00
26. 00
27.00
28. 00
29. 00

1.00

1.00
2.00

1. 00

1.00
2.00
3 .00
4.00
5 .00
6.00
7 .00

8 .00
9.00
10.00
11".00

12 .00
13 .00
14.00

1.00
2.00
3.00
4.00
5 .00

6.00

1.00

1.00
2 .00
3 .00
4.00
5 .00
6.00
7 .00
8.00
9 .00

L0.00
L1.00
12 .00
13 .00
14.00
15.00
16.00
17. 00
18. 00
19. 00
20.00
21.00
22.OO
23.00

24.00
25.00
26. 00
27.00
28. 00
29. 00

1.00

1.00
2.00

L.00

1.00
2.00
3.00
4.00
5 .00
6.00
7 .OO

8.00
9.00

10.00
11.00

12 .00
13 .00
14.00

1.00
2 .00
3 .00
4.00
5 .00

6.00

1.009, 14
9,84ALS

MCRrFl2 - 3.4.136.0



Period:
Frcn 09/07/201L
ro 08/31/2012

Provider CCN:150046

CAL RECORDS & LIBMRY
TS & PEDIATRICS

INTtNSIVE CARE -UNIT-
TOTALS

Ith pinancial
RECLASSIFICAT|TONS

TERRE HAUTE REGIONAL HOSPITAL rn Lieu of Form cMs-2552-10
worksheet a-6

oate/time

1.00
2 .00
3 .00
4.00
5 .00

1.00

500.00

1.00
2 .00
3.00
4.00
5 .00

1.00

500. 00

MCRrF32 - 3.4,136.0



Ith rinancial svstems
RECONCILIATION OF CAPITAL COSTS CENTERS

1.00
2.00
3.00
4 .00
5 .00
6. 00
7.00
8.00
9.00
L0

1.00
2.00

.00

HAUTE REGIONAL HOSPITAL

86,770 ,

r20,696,2

IN Li of Form cMS-2552-10
worksheet A-7
PATTS I-III
Date/Ti me

1.00
2 .00
3 .00
4 .00
5.00
6.00
7.00
8.00
9 .00

10.00

1.00
2 .00
3.00

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-I'IVBLE EQUIP
Total (sum of lines 1-2)

33,975,99 0.
86,720,294 0.7

120 , 696, 1.

0
0
0

1.00
2 .00
3.00

1.00
2 .00
3.00

Land
Land rmprovements
suild'ings and Fixtures
euilding rmprovements
Fixed Equipment
t*tovable equipment
HrT designated Assets
subtotal (sum of lines 1-7)
neconcil"ing ttems

I (line 8 minus line 9

3 , 166, 36
30, 548, 76

2?,O37,7L3
61,973,035

L17 ,725,8

75,4L2
2,696,622

75,41
2,696,62

3,032,90

McRrF32 - 3.4.136.0



i nanci al
RECONCILIATION OF CAPITAL COSTS CENTERS

1.00
2 .00
3.00
4. 00
s .00
6.00
7.00
8.00
9 .00
10.00

1.00
2.00
3.00

1.00
2 .00
3 .00
4.00
5 .00
6.00
7 .00
8.00
9.00

10.00

CAP REL COSTS.BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
total (sum of Iines 1-2)

3,664,
2,787 ,

1.00
2 .00
3.00

L.00
2 .00
3 .006,4s1,9

L52,898
948, 32 5

1,L0!,223

worksheet A-7
PATTS I-III
Date/Tjme erepared:
L/3O/2OL3 9:17 am

3 , 166, 367

22,L73,72
64,607 ,

120, 696,

120 , 696,

McRrFlz - 3.4.L36.0



RECONCILIATION OF CAPITAL COSTS CENTERS
Fron o9/oL/70L!
ro O8/3L/20L2

worksheet A-7
PATTS I-III
Date/Ti me

1.00
2 .00
3 .00

CAP REL COSTS-8LDG & FIXT
CAP REL COSTS-MVBLE EQUIP
Total (sum of lines 1-2)

60, 1

60, r.

1. 00
2.00
3 .00

3,735,774
7 ,613,349

MCRrF32 - 3.4.136.0



rinancial svstems
ADJUSTMENTS TO EXPENSES

Investment lncome - CAP REL COSTS-BLDG &

- CAP REL COSTS-I.IVBLE

- other (chapter 2)
and time discounts (chapter

Frxt (chapter 2)
Investment income
EQUIP (chapter 2)
Investm€nt income
trade, quantity,
8)
nefunds and rebates of expenses (chapter 8)
nental of provider space by suppliers
(chapter 8)
Telephone services (pay stations excluded)
(chapter 21)
television and radio service (chapter 21)
earking lot (chapter 21)
provider-based physician adjustment
sale of scrap, lvaste, etc. (chapter 23)
Related organization transactions (chapter
10)
Laundry and linen service
cafeteria-employees and guests
nental of quarters to employee and others
sale of medical and surgical supp'lies to
other than patients
sale of drugs to other than patients
sale of medica] records and abstracts
Hursing school (tuition, fees, books, etc.)
vending machines
hcome from imposition of interest, finance
or penalty charges (chapter 21)
rnterest 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 limitation (chapter 14)
utilization review - physicians'
compensation (chapter 21)
oepreciation - cAp REL cosrs-BLDG & Frxr
oepreciation - cAp REL cosrs-MVBLE EQUrP
non-physician Anesthetist
ehysicians'assistant
Adjustment for occupational therapy costs i
excess of limitation (chapter 14)
Adjustment for speech pathology costs in
excess of limitation (chapter 14)
cAH HrT Adjustment for oepreciation and
Inte rest
X-RAY COPY

CAFETERIA
VENDING

EDUCATION OTHER

MEDICAL RECORDS

SCRAP METAL

BADGE DEDUCTIONS
COMP. REHAB

OTHER

INTEREST INCOME
UNCLAIMED PROPERry
PATIENT ACCOUNT INTEREsT
PATIENT TELEPHONES
PATIENT TELEPHONES
PATIENT TV'S
PATIENT TV'S
PATIENT TV'S
PATIENT TV'5
PATIENT TV'S
ADMIN, TMVEL
ADMIN. MEALS

MISC.

In Lieu of Form CMS-2552-10
worksheet e-8

oate/ti me

1.00

2 .00

3 .00
4. 00

5.00
6.00

7.00

8.00
9 .00
10.00
11.00
12 .00

13 .00
14.00
15 .00
16.00

17 .00
18.00
19 .00
20.00
21.00

22.OO

23 .00

24.OO

2s.00

26.00
27.00
28.00
29.00
30.00

31.00

32.00

33 .00
33 .01
33.02
33.03
33.04
33.05
33.06
33.07
33 .08
33 .09
33.10
33.11
33.12
33.13
33.14
33.15
33.16
33.17
33.18
33.19
33.20
33.2r

A-8-3

A-8-3

B

B

B

B

B

B

B

B

B

B

B

A
A
A
A
A
A
A
A
A
A
A

-L,
-l-,

54.00
11.00
11.00
18.00
16.00

5 .00
5 .00

66.00
5 .00
5 .00
5 .00
5 .00
4.00
5 .00
2.
7.

30.
54.
73.

5.
).
4.

A-8-2

A-8-L

A-8-3

A-8-3

-3,344,522

-2 ,446,232

2 .00

0.00
0.00

0.00
0. 00

0. 00

0. 00
0. 00

0. 00

0. 00
0. 00
0.00
0.00

0.00
0.00
0.00
0.00
0.00

0.00

6s.00

66.00

114.00

1.00
2.00

19. 00
0. 00

67. 00

68. 00

0.00

2.00

3 .00
4.00

5 .00
6.00

7.00

8.00
9 .00

10.00
L1.00
L2 .00

13 .00
14.00
1s .00
16.00

17.00
18.00
19.00
20.00
21.00

22.OO

23.00

24.00

25.00

26. 00
27.00
28.00
29 .00
30.00

31.00

32 .00

33 .00
33 .01
33 .02
33 .03
33 .04
33 .05
33 .06
33.07
33.08
33 .09
33.10
33.11
33.12
31.13
33.14
33.15
33.16
33.17
33.18
33.19
33.20
33.21

TIONAL THERAPY

ECH PATHOLOGY

-DTAGNOSTIC

-39r,27 TERIA
-26,4 ETERIA
-77,30 ERVICE EDUCATTON

REL COSTS-BLDG & FIXT

REL COSTS-MVBLE EQUIP

SPIRATORY THEMPY

CAL THERAPY

ILIZATION REVIEW-SNF

REL COSTS-BLDG & FTXT

REL COSTS-IIVBLE EQUIP

cost center Deleted *+*

RECORDS & LIBMRY
TRATIVE & GENERAL
TMTIVE & GENERAL

THERAPY
TIVE & GENEML
TIVE & GENEML
TIVE & GENEML

STMTIVE & GENERAL
BENEFITS

NISTMTIVE & GENERAL
NISTMTTVE & GENEML

-4
-1?
-18,
-25,4

-2,
-8,47

-37,2

-54,

TMTIVE & GENEML
REL COSTS-IIVBLE EQUIP

OF PLANT

-2 TS & PEDIATRICS
OGY-DIAGNOSTIC
CHARGED TO PATIENTS

-3, l
-6,2
-L,7

Provider ccN:150046 period:
rron 09/OL/20L\
ro O8/3L/20L2

MCRrF32 - 3.4.136.0

BENEFITS



I svstems
AD]USTMENTS TO EXPENSES

MISC.
MISC.
MISC.
OTHER
TAXI
TAXI
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS

PATIENT GTFTS
ALCOHOL
ALCOHOL
ALCOHOL
COUNTRY CLUB DUES

PHYSICIAN RECRUITMENT

PHYSICIAN RECRUITMENT

PHYSICIAN RECRUITMENT

NONALLOIVABLE COST

CONTRIBUTIONS
CONTRIBUTIONS

LEGAL FEES

DEPRECIATION BUILDING
DEPRECIATION MME

HBP ACCRUAL REVERSAL

HBP ACCRUAL REVERSAL

WOUND CARE AMORTIZATION
SOFTWARE AMORTIZATION
CAPITALIZED RENOVATIONS

LOBBYING DUES

MOB

MOB

USEFUL LIFE ADJUSTMENT

PHYSICIAN RECORD STOMGE

CONSULTING
PENALTIES
PENALTIES
PENALTIES
REVENUE MARKUP

HOSPITAL Form CMS-2552-1-0
worksheet A-8

oate/rime Prepared:

33.22
33.23
33.24
33.25
33.26
33.27
33.28
33.29
33.30
33.31
33.32
33.33
33.34
33. 35
33.36
33.37
33. 38

33.39
33.40
33.41
33 .42
33.43
33.44
33.45
33.46
33.47
33.48
3t.49

33. s0
33.51
33.52
33. 53
33.54
33.5s
33. 56
33.57
33.58
33. s9
33. 60
33.61
33.62
33.63
33.64
33.6s
33.66
33.67
33.68
33.69
33.70
33.71-
33.72
33.73
33.74
33.75
33.76
33.77
33.78
33.79
33.80
33.81
33.82
33.83
33.84
31.85
33.86
33.87
33.88

60
)).

33.22
33.23
33.24
33.25
33.26
33.27
33.28
33.29
33.30
33. 31
33.32
33. 33
33.34
33. 3s
33.36
33.37
33. 38

33. 39
33.40
33.41
33 .47
33.43
33.44
33.45
33.46
33 .47
33.48
33.49

33.50
33.51
33.52
33.53
33.54
5f.))

33. s6
33.57
33.58
33.59
33.60
33.6L
33.62
33. 63
33.64
33.65
33.66
33.67
33.68
33.69
33. 70
33.71-
33.72
33. 73
33.74
33. 75
33.76
33.77
33.78
33.79
33.80
33. 81
33.82
33.83
33.84
33.85
33.86
33.87
33.88

A
A
A
A
A
A

A
A
A

A
A
A
A
A
A
A
A

A
A
A
A
A

A
A

A
A
A

ISTRATIVE GENERAT

TORY

THERAPEUTIC
NISTMTIVE & GENERAL

NG ROOM

CHARGED TO PATIENTS
BENEFITS

ISTMTIVE & GENERAL

EEPING
INSERVICE EDUCATION

TS & PEDIATRICS
- TRF

-DIAGNOSTIC
OGY-THERAPEUTIC

ICAL THEMPY

NONREIMBURSABLE COST

MTING ROOM

ISTMTIVE & GENEML
IETARY

,OGY-THERAPEUTIC
ISTRATIVE & GENERAL

ISTRATIVE & GENERAL
MTTNG ROOM

ARY

STRATIVE & GENEML
STMTIVE & GENERAL
NONR€IMBURSABLE COST

& GENEML
REL COSTS-BLDG & FIXT
REL COSTS-IIVBLE EQUIP

TIONAL MEDICINE
& GENEML

REL COSTS-IN/BLE EQUIP
REL COSTS-BLDG & FIXT

& GENEML
& GENEML

BENEFITS
REL COSTS-BLDG & FIXT
TION OF PLANT

& GENEML
& GENEML

-THERAPEUTIC
CHARGED TO PATIENTS

& GENEML

),

5

_19

-!tLt

-40,77
1

-1

-2
-2
-27

50.
73.
4.
).
9.

18.
30.
4L,
54.
55.
66.
91.

50.
5.

10.
55.
).
).

)u.

194.01

-2,3
-1,5

-t2
-)

-42,

-12,
16s,2

7,47

425,
16,
19,

52,
93,
-o

-44,
-42,

10.00
5.
5.

1,94.01

5 .00
1..00
2 .00

194.00
s .00

76.03
2.00
1.00
5.00
5.00
4.00
1.00
7.00
5.00
s.00

55 .00
73 .00

s .00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0. 00
0. 00
0. 00
0. 00
0.00
0. 00
0.00
0. 00
0.00
0.00

A
A
A

A
A
A
A
A

A

A

A
A

A

A

-133,81
-2,7

provider ccN:150046

MCRrF32 - 3.4.136,0



Ith rinancial svstems
ADJUSTMENTS TO EXPENSES

ToTAL (sum of lines 1 thru 49) (transfer to
worksheet A, column 6, line 200.)

TERRE HAUTE REGIONAL HOSPI

-6,175,55

In Lieu of Form cMS-2552-10
worksheet A-8

oate/time Prepared:

33.89
33.90
33. 91
33.92
33.93
33.94
33.95
33 .96
33.97
33 .98
33 .99
s0.00

33. 89
33. 90
33 .91
33.92
33.93
33.94
33.95
33.95
33.97
33. 98
33.99
s0.00

McRrF3z - 3.4.136.0



AD]USTMENTS TO EXPENSES

2 .00

3.00
4. 00

5.00
6.00

7 .00

8.00
9 .00
10.00
11.00
12 .00

13 .00
14.00
15 .00
16.00

17. 00
18.00
19.00
20.00
21.00

22.O0

23 .00

24.00

25.00

26.00
27 .OO
28.00
29 .00
30.00

31.00

32 .00

33 .00
33 .01
33.02
33 .03
33.04
33 .05
33 .06
33.47
33 .08
33 .09
33.10
33.11
33.72
33.13
33.14
33. 15
33.16
33.L7
33.18
31.19
33.20
33.21
33.22
33.23
33.24
33.2s
33.26
33.27

Provider CCN: L50046 Period:
Fron 09/oL/2011
ro 08/3t/2O72

Investment income - cAP REL COSTS-BLDG &
Frxr (chapter 2)
rnvestment income - cAP REL COSTS-MVBLE
EQUIP (chapter 2)
Investment income - other (chapter 2)
trade, quantity, and time discounts (chapte
8)
nefunds and rebates of expenses (chapter 8)
nental of provider space by suppliers
(chapter 8)
telephone services (pay stations excluded)
(chapter 21)
television and radio service (chapter 21)
earking 1ot (chapter 21)
provider-based physi cian adjustment
Sale of scrap, waste, etc. (chapter 23)
Related organization transactions (chapter
1,0)
Laundry and linen service
cafeteria-employees and guests
nental of quarters to employee and others
sale of medical and surg'ica'l supplies to
other than patients
Sale of drugs to other than patients
Sale of medica'l records and abstracts
Nursing school (tuition, fees, books, etc.)
vending machines
rncome from imposition of interest, finance
or penalty charges (chapter 21)
rnterest expense on Medicare overpayments
and borrowings to repay l'tedicare
ove rpayments
Adjustment for respiratory therapy costs in
excess of limitation (chapter 14)
Adjustment for physica'l therapy costs in
excess of limitation (chapter 14)
utilization review - physicians'
compensation (chapter 21)
oepreciation - cAp REL cosrs-BLDG & Frxr
Depreciation - cAp REL cosrs-ltvBLE Eeurp
tlon-physi cian Anesthetist
ehys'icians' 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 oepreciation and
Interest
X-RAY COPY

CAFETERIA
VENDING
EDUCATION OTHER

MEDICAL RECORDS

SCRAP METAL
BADGE DEDUCTIONS
COMP. REHAB

OTHER

INTEREST INCOME
UNCLAIMED PROPERTY

PATIENT ACCOUNT INTEREST
PATIENT TELEPHONES
PATIENT TELEPHONES
PATIENT TV.S
PATIENT TV.S
PATIENT TV'S
PATIENT Tv,S
PATIENT w'S
ADMIN. TRAVEL
ADMIN. MEALS
MI5C.
MISC.
MISC.
MISC,
OTHER

TAXI
TAXI

In Lieu of Form cMS-2552-
worksheet a-8

oate/ti me

1.00

2 .00

3.00
4. 00

5.00
6. 00

7 .00

8.00
9. 00

r.0.00
LL.00
1.2.00

13 .00
14 .00
15 .00
16.00

17.00
18. 00
19.00
20.00
21.00

22.00

23 .00

24 .00

25.00

26. 00
27 .OO
28.00
29. 00
30.00

31. 00

32 .00

33 .00
33 .01-
33.02
33.03
33.04
33.05
33 .06
55.V/
33 .08
33.09
33.10
33.11
33.12
33. r-3
33.14
33.15
33.16
33.17
33.18
33. r.9
33.20
33.2L
3f.22
33.2]
33.24
33.25
33.26
33.27

MCRrF32 - 3.4.136.0



TERRE HAUTE R IN Li Form CMS-z552-10
worksheet A-8

Date/Time

ADJUSTMENTS TO EXPENSES

NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GTFTS
NONPATIENT GIFTS
NONPATIENT GIFTS
NONPATIENT GTFTS
NONPATIENT GIFTS
PATIENT GIFTS
ALCOHOL
ALCOHOL
ALCOHOL

COUNTRY CLUB DUES

PHYSICIAN RECRUITMENT
PHYSICIAN RECRUITMENT

PHYSICIAN RECRUITMENT
NONALLOV'ABLE COST
CONTRTBUTIONS
CONTRIBUTIONS
LEGAL FEES
OEPRECIATION BUILDING
DEPRECIATION MME

HBP ACCRUAL REVERSAL

HBP ACCRUAL REVERSAL

WOUND CARE AMORTIZATION
SOFTWARE AMORTIZATION
CAPITALIZED RENOVATIONS

LOBBYING DUES

MOB

MOB

USEFUL LIFE AD]USTMENT

PHYSICIAN RECORD STOMGE
CONSULTING
PENALTIES
PENALTIES
PENALTIES
REVENUE MARKUP

ToTAL (sum of lines 1 thru 49) (transfer to
worksheet e, column 6, line 200.)

33.28
33.29
33.30
33. 31
33. 32
33.33
33.34
33.35
33.36
33.37
33.38
33.39
33.40
33.41
33.42
33.43
33.44
33. 45
33. 46
33 .47
33.48
33 .49
33. 50
33. 51
33.52
33.53
33.54
33. 55
13. 56
33.57
33.58
33.59
33. 60
33. 61
33.62
33.63
33.64
33.65
33 .66
33.67
33.68
33.69
33.70
33.71
33.72
33.73
33.74
33.75
33.76
J3.77
33.78
33.79
33.80
33.81
33.82
33.83
33.84
33.85
33.86
33. 87
33.88
33.89
33 .90
33.91
33.92
33.93
33. 94
33.95
33.96
33.97
33.98
33.99
50.00

33.28
33.29
33.30
33.3L
33.32
33.33
33.34
33.35
33.36
33.37
33. 38
33. 39
33.40
3l. 41-

33.47
33.43
33.44
33. 45
33. 46
33.47
33.48
33. 49
33. 50
33.51
33.52
33. 53
33. 54
33. 55
33. s6
33.57
33.58
33.59
33.60
33.61
33.62
33. 63
33.64
33.6s
33.66
33.67
33.68
33.69
33.70
33.77
33.72
33.73
33.74
33.75
33.76
33.77
33.78
22 70

33. 80
13.81
33.82
33. 83
33.84
33.8s
33.86
33.87
33.88
33.89
33.90
33.91
33.92
33.91
13. 94
33. 9s
33.96
33.97
33.98
31.99
50.00

oi

I

provider ccN: 150046 period:
F?on O9/OL/20!L
ro o8/3L/2072

McRrF32 - 3.4.L36.0



Health Fi TERRE HAUTE REGIONAL HOSPITAL

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME

OFFICE COSTS

CHARGED TO PATIENTS
BENEFITS

& GENERAL
& GENEMT
& GENEMT
& GENEML
& GENEML
& GENERAL

IIVE & GENERAL

LIVERY ROOM & LABOR ROOM

ICAL SUPPLIES CHARGED TO

ECTROENCEPHALOGMPHY
ING ADMINISTMTION

INISTRATTVE & GENEML
INISTMTTVE & GENERAL
INISTMTIVE & GENEML
INISTRATIVE & GENEML
INISTRATTVE & GENEML
INISTMTTVE & GENEML
INISTRATIVE & GENEML

STRATIVE & GENERAL
ISTMTIVE & GENERAL
ISTMTIVE & GENERAL
ISTMTIVE & GENEML

NONREIMBURSABLE COST

TS & PEDIATRICS
ROOM

CHARGED TO PATIENTS
ISTRATIVE & GENERAL

BENEFITS
OYEE BENEFITS

NISTMTIVE & GENEML
NISTMTIVE & GENERAL
REL COSTS-BLDG & FIXT
NTSTMTIVE & GENERAL

OFFICE MGT. FEE

OFFTCE DIRECT COMP.

SERVICE CENTER
SERVICE CENTER

f Form cMs-2552-10
worksheet A-8-1

Date/Time

INTEREST

1.00
2 .00
3.00
4.00
4.01-
4.O2
4. 03
4.04
4.05
4.06
4.O7

4.08
4.09
4. 10
4. 1.1

4.L2
4.L3
4.L4
4. 15
4.76
4.17
4. 18
4.20
4.2L
4.22

4 -23
4.24
4.25
4.26
4.27
4.28
4.29

4. 30
4.3L
4.32
4. 33
4.34
4. 35
4.36
4.37
4. 38
4. 39
4.40
4.4L
4.42
4 .43
4.44
4 ,45
4.46
4 .47
4.48
4.49
4. 50
4. 5L
4.52
4.53
4.54
4. 55
+. )o
4.57
4. 58
4. 59
4. 60
4.6L
4.67
4. 63
4.64
4. O)
4.66
4.67

1.00
2.00
3 .00
4.00
4.01
4.02
4.03
4.O4
4. 05
4.06
4.07

4.08
4 .09
4.10
4.11
4.12
4. 13
4.L4
4. 15
4. 16
4.17
4.18
4.20
4.27
4.22

4 -23
4.24
4.25
4.26
4.27
4.28
4.29

4. 30
4.3t
4.32
4. 33
4.34
4. 35
4.36
4.37
4. 38
4. 39
4.40
4.4L
4.42
4 .43
4.44
4 .45
4.46
4 .47
4.48
4.49
4. 50
4. 51"

4.52
4.53
4. 54
4. 55
4.56
4.57
4. 58
4. 59
4.60
4. 61
4.62
4. 63
4.64
4. 65
4.66
4.67

aa

4.
).
).
).
5.
).
5.
).

52.

70.
L3.

).
).
).
).
5.
).
).
).
5.
5.

194.

Y CHAIN
L ABOI'T STAFFING
L ABOUT STAFFING

L ABOUT STAFFING
L ABOUT STAFFING
YROLL

ITAL DIVISION IT&S

INTEGRITY
EDENTIALING

HEALTH

L CENTER
ICIAN RECRUITING

ICIAN SALES
DIVISION ALLOCATION

AL DIVISION ALLOCATION

PARTNERS

PARTNERS

PARTNERS

ICO MEDICAL CENTER
INE MEDICAL CENTER

F INSURANCE POOLING
STMENT

STORATION PLAN EXPENSE

ION OF PLANT

EEPING

OFFICE INTEREST
HOSPITAL SPACE
HOSPITAL SPACE
HOSPTTAL SPACE
HOSPITAL SPACE
RAL INSUMNCENISTRATIVE & GENEML

Provider CCN:150046 Period:
Frcm 09/01/201L
ro 08/31/20tz

MCRrF32 - 3.4.136.0



Provider cCN:150046 Period:
Frcn 09/SI/20LL
ro 08/3t/2072

* The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, lines as
appropriate, positive amounts increase cost and negative amounts decrease cost. por related organization or home office cost

ttealth Financial systems
STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME

OFFICE COSTS

t A-8-1

oate/rime p

4. 68
4.69
4.70
4.7L
4.72
4.73
4.74
4.75
4.76
4.77
4.78
4.79
4. 80
4. 81
4.82
4. 83
4.84
4.85
4. 86
4.87
4.88
4. 89
4.90
4. 91
4.92
4. 93
4.94
4. 95
4.96
4.97
4. 98
4.99
5.00

4.68
4.69
4.70
4.71
4.72
4.73
4.74
4.75
4.76
4.77
4.78
4.79
4. 80
4. 81
4.82
4. 83
4.84
4. 85
4. 86
4.87
4. 88
4. 89
4. 90
4.9L
4.92
4. 93
4,94
4. 95
4.96
4.97
4. 98
4.99
5 .00ToTALS (sum of lines 1-4).

6, line 5 to worksheet A-8,
Transfer column
column 2, line

which has not been oosted to worksheet A, columns 1 2. the amount allowable should be indicated in column 4 of this

The secretary, by virtue of the authority granted under section 1814(b)(1) of the social security Act, requires that you furnish
the information requested under Part e of this worksheet.

this information is used by the centers for ttedicare and t'4edicaid services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or
control represent reasonable costs as determined under section 1861 of the Social Security act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title xvttr.
6.00
7. 00
8. 00
9 .00

B

B

B

B

B

B

B

B

B

B

100.
5l-.

100.
100.
100.
100.
100.
100.
100.
100.

0.
U.
0.
n

0.

6.00
7 .00
8.00
9 .00

10.00
10.01
L0. 02
10. 03
1.0.04
10. 05
10.06
10.07
10.08
10.09
10. 10

L0.0L
1.0.02
10. 03
1-0. 04
10.05
10.06
10.07
10.08
10.09
10. 1"0

100.00 G. other (financial or non-financial)
speci fy:

MCRrF32 - 3.4.136.0

.00



(L) use the following symbo'ls to indicate interrelationship to related organizations:

Ith pinancial svstems TERRE HAUTE REGIONAL HOSPITAL ieu of Form cMS-2552-1-0
STATEMENT OF COSTS OF SERVICES
OFFICE COSTS

FROM RELATED ORGANIZATIONS AND HOME worksheet l-8-L
oate/ti me

e. lndividual has financial interest (stockholder, partner, etc.) in both related organization and'in provider.
B. Corporation, partnership, or other organization has financial interest in provider.
c. Provider has financial interest in corporation, partnership, or other organization.
D. Director, officer, administrator, or key person of provider or relative of such person has financial interest in related
organi zati on .
r. rndividual is director, officer, administrator, or key person of provider and related organization.
F. Director, officer, administrator, or key person of related organization or relative of such person has financial interest in
orovi der.

MCRrF32 - 3.4.136.0



a'l svstems REGIONAL HOSPITAL

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME

OFFICE COSTS

worksheet A-8-1

Date/Ti me
20

1.00
2 .00
3 .00
4.00
4.01
4.02
4 .03
4 .04
4 .05
4 .06
4.O7
4.08
4.09
4. 10
4. 1"L

4.L2
4. L3
4.L4
4. 15
4.16
4.17
4. 18
4.20
4.2t
4.22
4.23
4.24
4.25
4.26
4.27
4.28
4.29
4. 30
4. 31
4.32
4.33
4.34
4.35
4.36
4.37
4. 18
4. 39
4.40
4.4L
4.42
4 .43
4.44
4 .45
4.46
4.47
4.48
4.49
4. 50
4.51
4.52
4. 53
4.54
4. 55
4.56
4.57
4. 58
4.59
4. 60
4.6L
4.62
4. 63
4.64
4. 65
4.66
4.67

34,74
l., 190,
L,159,1

L37 ,25
65,
90, 8

129,

2,3
1)q

L02,7
70,o

9,

2,
12,

L,737,
135,
65,

L1L,

36,64
1, L89, 57

1,
68,

1,635,3
1,558,3

s,24
2,700,27

991,25
9,84

-5,

t,
1.47 ,

1, 495 , l.
7 ,629,4

L.00
2 .00
3.00
4.00
4. 01
4.02
4. 03
4.04
4. 05
4.06
4.O7
4. 08
4. 09
4. L0
4. L1
4.r2
4. 1.3

4.14
4. 15
4. 16
4.L7
4. L8
4.20
4.ZL
4.22
4.23
4.24
4.25
4.26
4.27
4.28
4.29
4. 30
4.37
4.32
4.33
4.34
4. 35
4.36
4.37
4. 38
4. 39
4.40
4.4L
4.42
4.43
4.44
4 .45
4 .46
4.47
4.48
4.49
4.50
4.51
4.52
4.53
4.54
4. 55
4. 56
4.57
4. 58
4.59
4. 60
4.61
4.62
4.63
4.64
4. 65
4. 66
4.67

2,700,2
L8,7

99L,2

-78,64
140,

-6,071,
5,2

-578,
2,

737,5
702,7

39, 43
73,

523,2
163,

68
-20,7
-39 ,4
-73,

-523,2
-163,

-)
534,56

3,622,
s68, 60
116,7

50,42
79,34
14, 51
-)

70,
55,92
69,47

55,92
69,47

5,4 5,4

2,
-534,

-3 ,6?2,
s68,
t-1-6,
50,42
79,34
14, 51

Provider ccN:150046 Period:
Frcn 09/ot/20t1.
ro 08/37/2012

MCRrF32 - 3.4.136.0



Hea'lth Financi
STATEMENT OF COSTS OF SERVICES FROM RELATEO ORGANIZATTONS AND HgqE

OFFICE COSTS

4. 68
4.69
4.70
4.7L
4.72
4.73
4.74
4.75
4.76
4.77
4.78
4.79
4. 80
4. 81
4.82
4. 83
4.84
4. 85
4. 86
4.87
4. 88
4. 89
4. 90
4. 91
4.92

HOSPITAL
Provider CCN:150046 A-8-1

Date/Time P
201

4.el 
I4.94 I

4.es I

4.96
4.97
4. 98
4. 99
5 .00

4. 68
4. 69
4.70
4.71
4.72
4.73
4.74
4.75
4.76
^ 

aa

4.78
4.79
4. 80
4. 81
4.82
4.83
4.84
4. 85
4. 86
4.87
4. 88
4. 89
4. 90
4.91
4.92
4.93
4.94
4.95
4. 96
4.97
4. 98
4.99
5 .00ToTALS (sum of lines 1-4).

6, line 5 to worksheet A-8,
Transfer column
column 2, line

n The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, lines as
appropriate. positive amounts increase cost and negative amounts decrease cost. ror related organization or home office cost
which has not been posted to worksheet A, columns 7 and/or 2, the amqunt allowable should be indicated in column 4 of this part.

The secretary, by virtue of the authority granted under section 1814(b)(1) of the social security Act, requires that you furnish
the information requested under Part g of this worksheet.

rhis information is used by the centers for tutedicare and uedicaid Services and its intermediaries/contractors'in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownersh'ip or
control represent reasonable costs as determined under section 1861 of the Social security act. rf you do not provide all or any
part of the request information, the cost report is considered 'incomplete and not acceptab'le for purposes of claiming

6,00
7.00
8.00
9.00
10.00
10.01
10. 02
10. 03
10. 04
10. 05
10.06
10.07
10. 08
10.09
10. 10
100.

rco
INE

100.
51.

100.
100.
100.
100.
100.
100.
100.
100.

0.
0.
0.
0.
0.

6.00
7 .00
8.00
9. 00

10. 00
10.01
10.02
10.03
10.04
10.05
10.06
10.07
10.08
10.09
10. 10

100.00

DIVISI
ABOUT STAFF

MGT.
ING

SURANCE

AL MGT.
IONAL BU

TAL
AL

G. other (financial or non-financial)
speci fy:

Period:
From 09/01/20u
ro 08/3L/2oL2

-2 ,446 ,210, 921, s2

reimbursement under title xvtrr.

McRrF32 - 3.4.L36.0

PHYSICIAN



STATEMENT OF COSTS OF SERVICES
OFFICE COSTS

FROM RELATED ORGANTZATIONS AND Hgt4E worksheet A-8-1

Date/Time P

(1) use the following symbols to indicate interrelationship to related organizations:

n. rndividual has financial interest (stockholder, partner, etc.) in both related organization and in provider.
B. corporation, partnership, or other organization has financial interest in provider.
c. provider has financial interest in corporation, partnersh'ip, or other organ'ization.
D. Director, officer, administrator, or key person of prov'ider or relative of such person has financial interest in related
organi zati on .

e. tndividual is director, officer, administrator, or key person of provider and related organization.
F. Director, officer, administrator, or key person of related organization or relative of such person has financial interest in
provi der.

MCRIF32 3.4.136.0



Health Fi
PROVIDER BASED PHYSICIAN AD]USTMENT

L.00
2.00
3.00
4. 00
5 .00
6.00
7 .00
8.00
9 .00
10.00
200.

REGIONAL HOSPTTAL

T5 & PEDIATRICS
R-IPF

TING ROOM

DIAGNOSTIC

LECTROCARDIOLOGY

ESPIRATORY THEMPY
CARE

THERAPY

rn Lieu of Form cMS-2552-10
worksheet A-8-2

Date/Ti me

30.
40.
5U.
54.
76.
69.
65.
76.
to.
66.

L06,
318, 2.00

3 .00
4.00
5 .00
6.00
7 .00
8.00
9.00

10.00

1.

2,383 ,92
330, 92
172,

290, 102
2 , 360, 081

330,922
5L,
23,97s

1, 140
3 ,000

0
2,500

3, 099, 944

53,9
2,8

35,
69,4
52,

3,526, .00

MCRrF32 - 3.4.136.0



hFi ial
PROVIDER BASED PHYSICIAN AD]USTMENT

L. 00
2.00
3.00
4. 00
5 .00
6.00
7.00
8.00
9.00
10.00
200.

TERRE HAUTE REGIONAL HOSPITAL rn Lieu of Form CMS-2552-L0
worksheet a-8-2

oate/time Prepared:

t.
12,33227,

23,

121,
30,

49,
426,

r,7
32,
69,4

L42,
204,
23L,
t7L,
L7t,
L7L,
L7L,
T7L,
T7I,

16, 9

24,727
16, 48

742
77,964
32,302
28,01

182,

617
849

0
t,236

824
37

898
1, 615
1, 401
9, 105

2 .00
3 .00
4.00
s.00
6.00
7. 00
8.00
9.00

10.00
200.00

2
392

2,20

provider ccN:150046 period:
rron 09/O1/2071
ro 08/11/2012

MCRrFS2 - 3.4.136.0



TERRE HAUTE REGIONAL In Lieu of
PROVIDER BASED PHYSICIAN ADJUSTMENT worksheet A-8-2

Date/Time Prepared:
1-/3O/2OL3 9:17 am

1.00
2 .00
3.00
4.00
5 .00
6.00
7. 00
8.00
9 .00
10.00

32, 550
]'2,332
16,

24,7

1.00
2 .00
3 .00
4.00
5.00
6.00
7.00
8 .00
9 .00

10.00
200.

L6, 481
742

t7 ,964
32,302
28,017

182 ,085 .00

provider ccN:150046 Peri od:
prom 09/O7/2O\L
ro O8/3L/2O72

MCRrF32 - 3.4.136.0



Health Financia
PROVIDER BASED PHYSICIAN ADJUSTMENT

Date/Time Pr
2013 9:

t.

200.

2 .00
3 .00
4.00
5 .00
6.00
7. 00
8.00
9.00
10. 00

37,
15,
6,

96,7
13,51

74,
305,6

2 ,366,94
330,92
148, 0

1.00
2.00
3 .00
4. 00
5.00
6.00
7. 00
8.00
9.00

10.00

5t,
')

14,73
37,77

L7 ,7

21,4
244,5

37,17
23,98

3,344,52 .00

period:
pron O9/OL/20L1
ro O9/3L/zOLz

Provider ccN:150046

McRrF32 - 3.4.136.0



TERRE HAUTE REGI IN Li
COST ALLOCATION - GENEML SERVICE COSTS worksheet B

PATI I
Date/Time Prepared:
1/1O/2O13 9:17 am

1.00
2 .00
4. 00
5.00
7.00
8.00
9 .00
10.00
11.00
13 .00
16.00
18.00

30.00
31.00
40.00
41. 00
43 .00
44.00
45 .00
46.00

s0 .00
51..00
s2 .00
53.00
54 .00
54 .01
54.02
55 .00
56.00
57 .00
58.00
59.00
60.00
60.01
6L.00
62 .00
63 .00
64.00
6s .00
66.00
67 .00
68. 00
69.00
70.00
71.00
72.OO
73 .00
74.O0
75 .00
76.00
76.01
76.02
76.O3
76.04

88.00
89.00
90.00
91.00
92 .00

94 .00
95 .00
96.00
97.00
98.00

1.00
2.00
4. 00
s.00
7.00
8 .00
9.00

10.00
11.00
13 .00
16.00
r.8.00

30. 00
31.00
40.00
41. 00
43 .00
44 .00
45 .00
46.00

50.00
733,8071 51.00

1,642,5051 52.00
0l 53.00

't-,478,2251 54.00
304, 384 1 54.0L
420,9101 s4.02

1,38s,9491 ss.00
889.178i 56.00
647.9451 57.OO
327,1141 s8.00

1-,129,1211 59.00
2,997,040 60.00

0 ,o4t,764
2 ,935 , 504
1,872,L52
L,629,

665,

0
0

843,148
0
0

1, s32 , 396
2 ,003 ,43s

60.01.
61.00
62 .00
63 .00
64.00
65.00
66.00

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

0i 67.00
0i 68.00

972.4731 69.OO
141.664 70.00

6,052,004 7l-.00
s,757 ,937 | 72.oO
9,646,6111 73.00

49L,2741 74.OO
0l 75.00

49.283t 76.00
L,697,292J 76.Ot

330.6261 76.02
769.579 76.O)
572.7161 76.04

88.00
89. 00
90.00
91.00
92 .00

94 .00
9s .00
96.00
97.00
98.00

0
0
0
0

Provider ccN:150046 Period:
rron O9/OI/?OLL
ro 08/31/20t2

8, 1-66, 5 35
16, 058 , 602

642,774
L,509, 355
1,467 ,444

2L2,252

3,877 ,57
3,735,77

14,925,86
3 ,376,

5s6,
L,275,
L,244,

3,877 ,57

43,
t92,
936,

40,
]-4,
66,
42,
11,
52,

3,735,77
CAP REL COSTS-BLDG & FIXT
CAP REL COSTS.IIVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTMTIVE & GENERAL

OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY

452,55
ADULTS & PEDIATRICS
INTENSTVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACTLITY
NURSING FACILITY

2,243,32
1", 37L, 63

L,255,74

5,757 ,93
9 , 211,03

49,28
L,437,3s

126, 39

73L,72
308, 54

294,932

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-TH ERAPEUTIC

MDIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMACING (MRI)
CARDIAC CATHETERIZATION
LABORATORY

BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

E BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTMVENOUS THER,APY

RESPIRATORY THEMPY
PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART

2,Ot8,4

McRrF32 - 3.4.136.0



Health Financial svstems
COST ALLOCATION - GENEML SERVICE CO5T5

99.00
99. 10
100.
101.

105.
106.
to7 .

108.
109.
110.
111.
LL3.
L14.
115.
116.
118.

190.
191.
L92.
193.
L94.
L94.
L94.
200.
201.
202.

99.00
99. 1-0

100. 00
10L.00

105 .00
106.00
L07 .00
108 .00
1"09.00
110.00
111. 00

GIFT, FLOh'ER, COFFEE SHOP & CANTEEN
RESEARCH

PHYSICIANS, PRTVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS

SITTERS
cross Foot Adjustments
Negative cost centers
rorAL (sum lines L18-201)

56, 1

116.00
.00

90.00
.00

.00

.00

.00

92.00
93.00

.00

.00

.00

535,
463,

43 ,05
34,2

4L,
33,

66,2
18,

686,4 t94. 00
795 548, 791 .01

19, 45 108, 2 94.O2

3,877 ,57 3,735,77 8, 166, 53 97,276,437

88, 8

97,276,4

Provider CCN:150046 Period:
rron 09/0L/2Oll
ro 08/37/2072

CMHC

CORF

I&R SERVICES-NOT APPRVD PRGM

KIDNEY ACQUISTTION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISTTTON

PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE
UTILIZATION REVIEIiI-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

3.793.27

0
0
0
0
0
0
0

95 . 857. 014

In Lieu of Form
worksheet B
PATI I
oate/time p

MCRrF32 - 3.4.136.0



Health Fi
COST ALLOCATION - GENEML SERVICE COSTS

1.00
2 .00
4.00
5 .00
7 .00
8.00
9 .00
10.00
11.00
13 .00
16.00
18.00

30.00
31.00
40.00
41.00
43.00
44.00
45 .00
46.00

s0.00
51.00
s2 .00
53 .00
54.00
54.01
54.O2
55.00
56.00
57 .00
58 .00
59.00
60.00
60.01
6r".00
62.00
63.00
64.00
6s.00
66.00
67.00
68. 00
69. 00
70. 00
71.00
72.OO
73 .00
74.00
75 .00
76.00
76.O1
76.02
76.03
76.04

88.00
89.00
90.00
91. 00
92 .00

TERRE HAUTE REGIONAL HOSPITAL
worksheet B
PATI I
Date/Time

94. 00
95 .00
96.00
97 .OO
98.00
99 .00
99.10 099

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUIP.RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

CMHC

CORF

I&R SERVICES-NOT APPRVD PRGM

HOME HEALTH AGENCY

1.00
2 .00
4.00
5 .00
7.00
8.00
9. 00

10.00
11.00
13.00
16.00
18. 00

30.00
31.00
40.00
41.00
43 .00
44.00
45 .00
46.00

50.00
51.00
52 .00
53.00
54. 00
54. 01
54.02
55.00
56. 00
57.00
58.00
59.00
60.00
60.01
61.00
62 .00
63.00
64. 00
65.00
66.00
67. 00
68. 00
69. 00
70. 00
71. 00
72.00
73 .00
74.OO
75 .00
76.00
76.0L
7 6.02
76. 03
76.04

88. 00
89.00
90.00
9L.00
92.00

94. 00
95.00
96.00
97.00
98.00
99.00
99. 10

L00.00
1.01.00

0
0
0
0
n

0
0
n

0
100.
101.

Provider CCN:150046 Period:
F?on 09/ot/z0Ll
ro 08/3t/2O72

CAP REL COSTS_BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTMTIVE & GENERAL

OPEMTION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
INSERVICE EDUCATION

1, 064 , 81"

1, 845 , 70
50, 37
32,L2

1, 980,092
0
0
0
0

ADULTS & PEDIATRICS
TNTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVTDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILIW
OTHER LONG TERM

316,3r.
285,57

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADTOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC GATH ETERIZATION
LABOMTORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS

BLOOD STORING, PROCESSING & TRANS.

INTMVENOUS THEMPY
RESPIMTORY TH€RAPY

PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

223,25

L,L38,47
1, 907, 35

97 ,L3

0
0
0
0
0
0
0
0
0
U

0
0
0
0
0
0
0
0
0

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART

MCRrF32 - 1.4.136.0



Health Financial
COST ALLOCATION GENEML SERVICE COSTS

HOSPITAL rn Lieu of Form cMs-2552-10
worksheet B
PATI I
Date/Time Prepared:

5.00105.
106.
107.
108.
109.
110.
111.
1.13.
114.
115.
116.
118.

190.
191.
LgZ.
193.
r94.
794.
L94.
200.
201.
202.

.00

.00

.00

.00
r.0.00
11.00
13.00
1"4.00
15 .00
16.00
L8.00

19
19
19
0
0

GIFT, FLOVER, COFFEE SHOP & CANTEEN

RESEARCH

PHYSICIANS' PRWATE OFFTCES

NONPAID IVORKERS

OCCUPATTONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS

SITTERS
cross Foot Adjustments
Negative cost centers
ToTAL (sum lines 118-201)

190.00
91.00

192 .00
r93 .00

0795

720, 588

1, 980 , 092

t94.02

94.00
94.01

.00

.00

.006,450,2 875,24 1, 845 ,

rron O9/0L/20!l
ro 08/3!/20\2

0
0
0
0
0
0

1. 259. 504

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUTSITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE

UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D,P.)
HOSPICE
SUBTOTALS (SUM OF LINES 1.117

MCRrF32 - 3.4,136.0



COST ALLOCATION . GENEML SERVICE COSTS

1.00
2 .00
4.00
s .00
7.00
8.00
9.00
10.00
11.00
13 .00
16.00
18.00

30 .00
31.00
40.00
4L.00
43 .00
44.00
45 .00
46.00

50 .00
51.00
52 .00
53.00
54 .00
54.01-
54.02
55.00
56.00
57.00
58 .00
59 .00
60.00
60.01
61.00
62 .00
63 .00
64.00
6s .00
66.00
67 .00
68.00
69 .00
70.00
71.00
72.00
73 .00
74.00
75 .00
76.00
76.07
76.O2
76.03
76.04

88.00
89 .00
90.00
91.00
92 .00

94 .00
95 .00
96.00
97.OO
98.00
99.00
99. 10

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

CMHC

CORF

Provider ccN:150046 peri od:
rron 09/01/20L'J.
ro o8/3t/2012

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-IVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTMTIVE & GENEML
OPEMTION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY
CAFETERIA
NURSING ADMINISTRATION
MEDICAL RECORDS & LIBMRY

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER . IRF
NURSERY
SKILLED NURSING FACILIry
NURSING FACILIW
OTHER LONG TERM CARE

6, 645 ,088
4, 356, 266

7 ,750,4t2
990,762

2,427 ,677
0

2,209,375
402,790
593,732

7,972,026
1, 120,078

883, 730
442,798

1, 508 , 608
3,922,62L

0
0

1,026, 814
0
0

I,979,945
2,532,209

0
0

1, 3L5 , 189
214,95L

7 ,756,062
6, 909 , 405

L1.,8t4,847
609,522

0
s9,191

2,224,064
401,2L2

1,028 ,064
87 4 ,952

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTMSOUND
MAMMOGMPHY
MDIOLOGY-THERAPEUTIC
MDIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD 5TORIN6, PROCESSING & TMNS.
INTMVENOUS THERAPY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

EL ECTROCARDIOLOGY
EL ECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTTNCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

0600L
061

064

03021
03022
03023
03024

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

worksheet B
PATI I

al

0
0
0
0
0

1.00
2.00
4.00
5 .00
7.00
8.00
9.00

10.00
11.00
13 .00
16.00
18.00

30.00
31. 00
40.00
41.00
43 .00
44.00
45 .00
46.00

50. 00
51.00
52.00
53.00
54. 00
54.0L
54.02
55.00
s6.00
57. 00
58.00
59. 00
60. 00
60.01
61.00
62.00
63..00
64.00
65.00
66. 00
67.00
68. 00
69. 00
70. 00
71.00
72.00
73 .00
74.00
75.00
76. 00
76.01
76.O2
76.03
76.04

88. 00
89.00
90. 00
91.00
92.00

94. 00
95.00
96.00
97. 00
98.00
99.00
99. 10

MCRrF32 - 3.4.136.0



Provider CCN:150046 Period:
Fron og/ot/zotl,ro o8/3r/20t2

I&R SERVICES-NOT APPRVD PRGM

HOME HEALTH AGENCY

L,r74,4

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUTSITION
LUNG ACQUISITION
PANCREAS ACQUISITTON
TNTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE
UTILTZATION REVIEW-sNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

s (suM oF LrNEs 1-11 L,252,32

Ith rinancial svstems
COST ALLOCATION - GENERAL SERVICE COSTS

L05.
L06.
107
108.
109
110.
11-1.
113

HOSPITAL

1,2,55

worksheet B
PATI I
Date/Ti me

1L6, 182

114.
l-15.
r.16.
118.

.00

.00

.00

.00

.00

0.00
1.00

L0.00
1L.00
13 .00
1"4.00
L5 .00
L6.00
18.00

90.00
91.00
92 .00
93.00
94.00
94.0L
94.02

190.
191.
L92.
193.
194.
L94.
194.
200.
201.
202.

GIFT, FLOIVER, COFFEE SHOP & CANTEEN

RESEARCH

PHYSICIANS' PRIVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS

SITTERS
cross Foot Adjustments
Negative cost centers
ToTAL (sum lines 118-201)

1, 93

L7,32

7,

852,
L, 493 ,

L,273,7 433, L,L82,7

136, 991
0
0

97,276,437 .00

MCRrF32 - 3.4.136.0



Period:
F?on o9/0L/2011
ro O8/3L/2012

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENEML
OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINISTMTTON
MEDICAL RECORDS & LIBMRY
INSERVICE EDUCATION

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILIry
NURSING FACILIry
OTHER LONG TERM CARE

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERTZATION
LABOR,ATORY

BLOOD LABOR,ATORY

PBP CLINICAL LAB SERVICES-PRGM ONLY
E BLOOD & PACKED RED BLOOD CELLS

BLOOD STORING, PROCESSTNG & TMNS.
INTRAVENOUS THEMPY
RESPIMTORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
E L ECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)

LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

2,427,67

2 ,209 ,37

L,L20,O7

3,922,62

r.,026, 81"

L,979,94

11, 81.4, 84

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINTC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PAR

Hea]th Financial
COST ALLOCATION - GENERAL SERVICE COSTS

TERRE HAUTE REGIONAL HOSPITAL In Lieu of Form cMS-2552-10
worksheet B
Part r
Date/Time

1.00
2 .00
4.00
5 .00
7 .00
8.00
9.00

10.00
11.00
13.00
16.00
18. 00

30.00
31. 00
40.00
41.00
43.00
44 .00
45 .00
46.00

50. 00
51. 00
52 .00
53 .00
54 .00
54.01
54 .02
55.00
56. 00
57.00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
65.00
67.00
68. 00
69.00
70. 00
7L.00
72.00
73 .00
74.00
75 .00
76.00
76. 01
76.O2
76. 03
76.04

88. 00
89.00
90.00
91..00
92 .00

94.00
95 .00
96.00
97.OO
98. 00
99.00
99. 10

1.00
2 .00
4 .00
5 .00
7.00
8.00
9 .00
10.00
11.00
13 .00
16.00
18.00

30.00
31".00
40.00
41.00
43 .00
44.00
45 .00
46.00

50. 00
51.00
52 .00
53.00
54.00
54.01
54.02
5s .00
56.00
57 .00
58.00
59 .00
60 .00
60.01
61.00
62 .00
63.00
64.00
65.00
66.00
67.00
68.00
69 .00
70.00
71.00
72.40
73 .00
74.O0
7s .00
76.00
76.01
76.02
76.03
76.04

88.00
89 .00
90.00
91.00
92 .00

94.00
9s .00
96.00
97 .00
98 .00
99.00
99.10

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP.SOLD
OTHER REIMBURSABLE COST CENTERS
CMHC

CORF

MCR1F32 - 3.4.136.0



Provider CCNr 150046 Pe ri od:
Fran o9/07/20IL
ro 08/3r/20t2

I&R SERVICES-NOT APPRVD PRGM

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
TNTEREST EXPENSE

UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE
SUBTOTALS (SUM OF LINES 1.11

COST ALLOCATION - GENEML SERVICE COSTS

TERRE HAUTE REGTONAL HOSPITAL

852,
L, 493 , 61

136, 99

97 ,276,43

ial of Form CMS-2552-L0
worksheet B
Part r
Date/Time Prepared:
l/3O/2O13 9:17 am

100.
101.

105.
106.
107.
L08.
1.09.
1 1.0.
111.
L13.
l-L4.
115.
116.
118.

100.00
1"01.00

105 .00
106. 00
I-07.00

.00

.00
10. 00
11..00
r.3 .00
14. 00

r15 .00

190.
191.
L92.
193.
L94.

!94.
200.
201.
202.

194.0

GIFT, FLOIVER, COFFEE SHOP & CANTEEN
RESEARCH

PHYSICIANS' PRIVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS
SITTERS
cross Foot Adjustments
Negative cost centers
roTAL (sum lines 118-201)

16.00
1 8.00

90.00
91.00

192 .00
193 .00
194.00
194. 01
L94.O2
200. 00
201. 00
202 .00

MCRrF32 - 3.4.136.0



Health Fi
ALLOCATION OF CAPITAL RELATED COSTS

REGIONAL HOSPITAL rn Lieu of Form cMs-2552-10
worksheet B
PATI II
Date/Time Prepared:
1/7O/2O14 9:17 am

1.00
2.00
4. 00
5.00
7.00
8.00
9.00
10.00
11.00
I-3 .00
16.00
18.00

30.00
31.00
40.00
4L.00
43 .00
44.00
45 .00
46.00

50.00
51. 00
52 .00
53 .00
54.00
54.01
54.O2
55 .00
56. 00
57.00
58.00
59. 00
60. 00
60. 01
61.00
62 .00
63 .00
64 .00
65 .00
66.00
67 .00
68.00
69 .00
70.00
71.00
72.O0
73 .00
74.00
75 .00
76. 00
76.01
76.02
76. 03
76.O4

88.00
89.00
90.00
91.00
92 .00

94.00
9s .00
96.00
97.00
98.00
99.00

L.00
2.00
4.00
5.00
7 .O0
8.00
9 .00

10.00
11.00
13 .00
16.00
18.00

30.00
31.00
40. 00
41.00
43.00
44. 00
45 .00
46.00

s0.00
51.00
52.00
53.00
54. 00
54 .01.
54.02
55.00
56. 00
57.00
58.00
59 .00
60.00
60.0L
6r..00
62 .00
63 .00
64 .00
65 .00
66.00
67 .00
68. 00
69. 00
70.00
71. 00
72.00
73.00
74.00
75 .00
76. 00
76.01
76.OZ
76.O3
76.04

88.00
89 .00
90.00
91.00
92 .00

94.00
95 .00
96.00
97.00
98. 00
99.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUTP-RENTED

DUMBLE MEDICAL EQUIP-sOLD
OTHER REIMBURSABLE COST CENTERS

CMHC

0
0
0
0
0

Period:
Fron 09/01/701L
ro 08/37/2012

Provider CcN:150046

1,956,892

28,72
130, 40

84,543
7, 806
1,772

63
2,119

959
919

1,702
178

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTMTIVE & GENERAL

OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINISTRATION
MEDICAL R€CORDS & LIBMRY

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY
SKILLED NURSING FACILIW
NURSING FACILITY

36,9s
77L,54

7,555
1,253
2,328

0
1,943

484
484

1, 309
505
698
393

t,364
3,195

0

0
0
0

2,556
3 ,054

0
0

L,180
151
>61

0
3, 883

L
0
0

2,242
274
171"

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LAEORATORY

BLOOO LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS

BLOOD STORING, PROCESSING & TRANS.

INTRAVENOUS THERAPY

RESPTRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

EL ECTROCARDIOLOGY
EL ECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS

IMPL. DEV, CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)

LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

TION BEDS (NON-DISTIN T PART)

MCRrF32 - 3.4.1.36.0



Health Fi
ALLOCATION OF CAPITAL RELATED COSTS

99. 10
100.
r.01.

GIFT, FLOIdER, COFFEE SHOP & CANTEEN
RESEARCH

PHYSICTANS' PRIVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS
SITTERS
cross Foot Adjustments
Negative cost centers
rorAL (sum lines 1"18-201)

TERRE HAUTE REGIONAL HOSPITAL

43.
34,2

3,877 ,5 3,735,77 9 , 191,

worksheet
PATI II
oate/ri me

105.
106.
LO7.
108.
109.
110.
111.
11 3.
1"14.
115.
116.
118.

190.
191.
r92.
193.
L94.
L94.
L94.
200.
20L.
202.

99. 10
1.00.00
1"0r..00

105 .00
106.00
107 .00
108.00
109 .00
r-1,0.00
l-L1.00
113 .00
1L4 .00
115 .00
116. 00
118.00

L
L

1.

90.00
91.00
92.00
93 .00

.00

.00

.00

194.00
194.01
t94.O2

0795
07952 1

19
20

84, 543

peri od :
pron 09/Ot/2011
ro o8/3t/2012

CORF

I&R SERVICES-NOT APPRVD PRGM

HOME HEALTH AGENCY

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITTON
INTEREST EXPENSE
UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

TOTALS (SUM OF LINES ].-1 3,793,27 3,654,55

0
0
0
0
0
0

0
0

83,403

MCRIF32 - 3,4.136.0



Heal th
ALLOCATION OF CAPITAL RELATED COSTS

TERRE HAUTE REGIONAL HOSPITAL
worksheet B
Part Ir
Date/Time Prepared:
I/3O/2O73 9:17 am

1.00
2.00
4.00
5.00
7.00
8 .00
9 .00
10.00
11.00
13 .00
16.00
18.00

30.00
31.00
40.00
41.00
43 .00
44.00
45 .00
46.00

50.00
51.00
52 .00
53.00
54.00
54.01
54.O2
55.00
56.00
57.00
58.00
s9.00
60.00
60.01
61.00
62 .00
63 .00
64.00
6s .00
66.00
67 .00
68 .00
69.00
70.00
71.00
72.00
73 .00
74.OO
75 .00
76.00
76. 01
76.02
76.03
76.O4

88.00
89.00
90.00
91.00
92 .00

1.00
2 .00
4.00
5 .00
7.00
8. 00
9. 00

10.00
11.00
13.00
16.00
18. 00

30.00
3L.00
40.00
41.00
43 .00
44.00
45 .00
46.00

50.00
5t .00
52 .00
53.00
54.00
54. 01
54.O2
55.00
56.00
57.00
58.00
59 .00
60.00
60.0L
61.00
62 .00
63 .00
64.00
65 .00
66.00
67. 00
68. 00
69. 00
70. 00
71-. 00
72.OO
73 .00
74.OO
75 .00
76.00
76.OL
76.02
76.03
76.O4

88.00
89.00
90.00
91.00
92 .00

94.00
9s.00
96.00
97. 00
98. 00
99. 00
99. 10

100.00
101.00

94 .00
95 .00
96.00
97.00
98.00
99.00
99. 10

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURAELE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
CMHC

CORF

I&R SERVICES.NOT APPRVD PRGM

HOME HEALTH AGENCY

0
0
0
0
U

0
0
0

100.
101.

Period:
rrom O9/O],/2OII
ro 08/3!/2012

Provider CCN:150046

221,589
0
0
0
0

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-IIVBLE EQUIP
EMPLOYEE BENEFITS
ADMTNISTRATIVE & GENEML
OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINISTRATION
MEDICAL RECORDS & LIBMRY
INSERVICE EDUCATION

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILIW
NURSTNG FACILITY

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
MDIOLOGY- DIAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

MDIOLOGY-TH ERAPEUTTC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES_PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNS.
INTRAVENOUS THERAPY
RESPIMTORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

EL ECTROCARDIOLOGY

ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
AsC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

0
0
0
0
0
0
0
0
0

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART

MCRrF32 - 3.4.136.0



Health Financial svstems
ALLOCATION OF CAPITAL RELATED COSTS

HOSPITAL

27,13

105 .00
106.00
L07 .00
108.00
109 .00

In Lieu of Form CMS-2552-10
worksheet B
PATI II
oate/time

105.
106.
r07.
108.
109.
110.
111,.
113.
L14.
115.
116.
L18.

190.
191.
192.
193.
794.
194.
194.
200.
201.
202.

.00

.00
3 .00

114 .00
5 .00

116. 00
00

GIFT, FLOV'ER, COFFEE SHOP & CANTEEN

RESEARCH

PHYSICIANS' PRIVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS

SITTERS
cross Foot Adjustments
Negative cost centers
ToTAL (sum lines 118-201)

2,67

0
0
0
0
0

80,640
0

1-6,
L3,

.00

.00

.00

.00

.00

.01

.02

.00

.00

.00rz7 ,6 78,9 22t,5

provider ccN:150046 period:
Frcn 09/Ot/2OIl
ro O8/3L/2oLz

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE
UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE
SUBTOTALS (sUM OF LINES ].-117

0
0
0
0
0
0
0

0
0

L40.949

MCRrF32 - 3.4.136.0



Health Fi
ALLOCATION OF CAPTTAL RELATED CO5T5

TERRE HAUTE REGIONAL rn Lieu of Form CMS-2552-10
worksheet B
PATI II
Date/Time

1. 00
2.00
4. 00
5 .00
7.00
8.00
9 .00
10.00
11.00
13 .00
16.00
1"8.00

30. 00
31.00
40.00
41".00
43 .00
44 .00
45 .00
46.00

50.00
51.00
52 .00
53.00
54. 00
54 .01
54.02
55.00
56.00
57 .00
58. 00
s9 .00
60.00
60.01
61.00
62 .00
63 .00
64 .00
65 .00
66.00
67.00
68.00
69.00
70.00
71.00
72.OO
73.00
74.OO
75.00
76. 00
76.O\
76.O7
76.03
76.O4

88.00
89 .00
90.00
91.00
92 .00

94.00
95 .00
96. 00
97 .00
98 .00
99.00
99. 10

1.00
2.00
4. 00
5.00
7.OO
8. 00
9.00

10.00
11.00
1.3 .00
16.00
18 .00

30.00
31.00
40.00
41.00
43 .00
44.00
45 .00
46.00

50.00
51.00
52 .00
53.00
54.00
54.01
54.02
55 .00
56.00
57 .00
58.00
59.00
60.00
60.01
6L.00
62 .00
63 .00
64.00
6s .00
66.00
67 .00
68.00
69 .00
70.00
71.00
72.00
73 .00
74.OO
75 .00
76. 00
76.O1
76.O2
76. 03
76.04

88. 00
89. 00
90. 00
91.00
92.00

94. 00
95 .00
96.00
97. 00
98.00
99.00
99. 10

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP.RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

CMHC

CORF

0
0
0
0
0
0
0

Provider CCN:150046 Period:
Ffon o9/0t/2oLl
ro o8/3!/20L2

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-IWBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENEML
OPEMTION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY
CAFETERIA
NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
INSERVICE EDUCATTON

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILTry

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY

RADIOLOGY-DIAGNOSTIC
ULTRASOUND

MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOTSOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING. PROCESSING & TRANS.

INTMVENOUS THEMPY
RESPIMTORY THERAPY

PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLTES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

1,002 ,051
75,677

293,354
0

298,477
23,359
61, 68s

241,O75
50, 114
76,237
43,82L

112,829
270,794

0

32,264
0
0

103,167
237,23s

0
0

702,920
39,014

449,494
143,831
361, 816
28,O24

0
L,249

\2L,238
177,939

78,722

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PAR

MCRrF32 - 3.4.136.0



Health Fi
ALLOCATION OF CAPITAL RELATED COSTS

GIFT, FLOI,VER, COFFEE SHOP & CANTEEN

RESEARCH

PHYSICIANS' PRIVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS

SITTERS
cross Foot Adjustments
Negative cost centers
TorAL (sum lines 118-201-)

HOSPITAL Form CMS-2552-10
worksheet B
PATI II
Date/Tj me

105.
106.
L07.
108.
109.
110.
111.
1"13.
Lt 4.
115.
116.
118.

L41, 85 152 ,05 L14, 81

27,544
0
0
0

104, 306
189,749

3,634
0
0

9, 191, 709

100.00
101.00

10s .00
106.00
107 .00
1"08.00
109 .00
]t 0.00
111.00
113 .00
114.00
115 .00
116.00
118.00

190.00
191.00
192.00
193 .00
194 .00
194.01
L94.O7
200.00
201.00
202 .00

Peri od:
Fron 09/0L/2O7L
ro 08/31/2072

provider ccN:150046

I&R SERVICES-NOT APPRVD PRGM

0
0
0
0
0
u

0
0

8.872.476

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUTSITION
ISLET ACQUISITION
INTEREST EXPENSE

UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

LrNEs 1-11.7

MCRrF32 - 3.4.136.0



Provider CCN:150046 Period:
Fron 09/01/2011
ro 08/31/2012

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-IIVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTMTIVE & GENERAL

OPEMTION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINISTMTION
MEDICAL RECORDS & LIBMRY
INSERVICE EDUCATION

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUEPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILIW

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY- DIAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

MDIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS

BLOOD STORING, PROCESSING & TMNS.
INTMVENOUS THEMPY
RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THEMPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

1, 002 ,05
75,6L

L,2
r2t,2

0540
05402

0600

0302
03022
0302

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DTSTINCT PART

Ith rinancial
ALLOCATION OF CAPITAL RELATED COSTS

1.00
2.00
4 .00
5 .00
7 .00
8.00
9 .00
10.00
11.00
13 .00
16.00
1-8.00

30 .00
3r.. 00
40.00
41 .00
43 .00
44.00
45.00
46.00

50.00
51.00
52 .00
s3 .00
54 .00
54.01-
54. 02
55 .00
56.00
57 .00
58.00
s9 .00
60.00
60.01-
61.00
62 .00
63 .00
64.00
6s .00
66.00
67 .00
68.00
69 .00
70 .00
7l-.00
72.OO
73 .00
74.OO
75 .00
76.00
76. 01
76.02
76.O3
76.04

88.00
89.00
90.00
91.00
92 .00

TERRE HAUTE REG In Lieu of Form CUS

worksheet g
PATI II
oate/time Prepared:
7/10/207! 9:17 am

94.00
95 .00
96.00
97 .00
98.00
99.00

1.00
2.00
4. 00
5 .00
7.00
8. 00
9.00

10. 00
11. 00
13.00
L6.00
18.00

30. 00
31. 00
40. 00
41. 00
43.00
44. 00
45.00
46.00

50.00
51. 00
52 .00
s3 .00
54 .00
){.ul
54.O2
55 .00
56.00
57 .00
s8. 00
s9 .00
60.00
60 .01
61.00
62 .00
63 .00
64 .00
65 .00
66.00
67.00
68.00
69.00
70.00
71.00
72.OO
73 .00
74.OO
75 .00
76.00
76.0L
76.OZ
76.03
76.04

88.00
89 .00
90.00
91.00
92 .00

94.00
95 .00
96.00
97 .OO
98.00
99 .00
99.1099.L0 i

HOME PROGRAM DIALYSIS
AMBULANCE SERVTCES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

CMHC

CORF

MCRrF32 - 3.4.136.0



Provider CCN:150046

I&R SERVICES-NOT APPRVD PRGM

HOME HEALTH AGENCY

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
TNTEREST EXPENSE
UTILIZATION REVTEV'-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

SUBTOTALS (SUM OF LINES 1_117

Health Financi
ALLOCATION OF CAPITAL RELATED COSTS

GIFT, FLOV'/ER, COFFEE SHOP & CANTEEN
RESEARCH

PHYSICIANS' PRIVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS

SITTERS
cross Foot Adjustments
Negative cost centers
rorAL (sum lines 1,1"8-201)

TERRE HAUTE REGIONAL HOSPITAL

9 , L91,

tliorksheet
PATI II
Date/Ti me

105.
106.
107 .

108.
109.
110.
]t 1.
113.
114.
1L5.
116.
118.

190.
191.
192.
193.
1-94.
L94.
L94.
200.
201.
202.

.00

.00

.00

.00

.00

.00

0795
0795

11.00
3 .00

.00
5 .00

LL6.00
.00

190.00
19L. 00
192.00
193.00
194.00
194.01
L94.02
200.00

r-.00
.00

0l
oi

MCRrF32 - 3.4.136.0



Health Financial
COST ALLOCATION - STATISTICAL BASIS

TERRE HAUTE REGIONAL HOSPITAL
worksheet B-1

Date/Time Prepared:
t/3O/2013 9:17 am

1.00
2 .00
4.00
5.00
7.00
8.00
9.00
10.00
11.00
13 .00
16.00
18.00

30.00
3r.. 00
40.00
4L.00
43 .00
44.00
45 .00
46.00

50.00
5L. 00
52 .00
53.00
54.00
54.01
54.02
55 .00
56.00
57 .00
58.00
59 .00
60.00
60.01
61.00
62 .00
63.00
64.00
65 .00
66.00
67 .00
68.00
69 .00
70.00
71. 00
72.00
73 .00
74.OO
75 .00
76.00
76.01
76.02
76. 03
76.04

88.00
89.00
90.00
91.00
92 .00

94.00
9s .00
96.00
97 .00
98.00
99. 00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
CMHC

L.00
2 .00
4.00
5 .00
7. 00
8.00
9. 00

10. 00
11.00
13 .00
16.00
18.00

30.00
31. 00
40. 00
41.O0
43 .00
44.00
45 .00
46.00

50. 00
51. 00
52 .00
53.00
54.00
54.0L
s4.02
55 .00
56.00
57 .00
58.00
59.00
60.00
60. 0r.
6L.00
62.00
63.00
64.00
65 .00
66.00
67 .00
68.00
69.00
70. 00
71. 00
'72.00

73.00
74.00

. 75 .00
76.00
76.0r
76.02
76. 03
76.04

88.00
89.00
90.00
91.00
92 .00

94.00
95 .00
96.00
97 .00
98.00
99. 00

Provider ccN:150046 period:
rrom 09/01,/2011
ro 08/3t/2O12

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-IWBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTMTIVE & GENEML
OPEMTTON OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINISTRATION
MEDTCAL RECORDS & LIBMRY
TNSERVICE EDUCATION

34,247 ,

3, L61,
717,672

372,t65
689, 315

57 4 .455

-L6, 0s8 , 81,2L7 ,835

642,774
1,509,3ss
L,467,444

2L2,252

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILIry
NURSING FACILITY
OTHER LONG TERM CARE

OPERATING ROOM

RECOVERY ROOM

DELTVERY ROOM & LABOR ROOM

ANESTHESIOLOGY

RADIOLOGY-DIAGNOSTTC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDTAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINICAL LA8 SERVTCES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNS.
INTMVENOUS THEMPY
RESPIMTORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

EL ECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATTENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINTC
WOUND CARE

oPrc

c

786,95J
196, 091
195,89i
530, 053
204,672
782,663
1s9, 343
552,405

7,293,924
n

1,035,040

733,807
1, 642 , 505

0
|,478,225

304, 384

1, 385 , 949
889,178
647 ,945
327 ,L74

L,129,t21
2,997 ,040

0

843,148
0
0

1, 532 , 396
2 ,003 , 435

0
0

972,473
141.,664

6, 0s2 , 004
5,757 ,937
9 , 646, 611

49L,274
0

49,?83
I,697,292

330, 626
769,579

RUML HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

McRrF32 - 3.4.136.0



ial
worksheet B-L

Date/Ti me

cMS-2552-10

99. 10
100.00
10L.00

COST ALLOCATION - STATISTICAL BASIS

99. 10
l_00.
101.

105.
L06.
707.
108.
109.
L10.
111.
113.
1t4.
115.
1L6.
LL8.

190.
191.
792.
193.
794.
194.
194.
200.
zAt.
202.

205.

.00

.00

.00

.00

.00

GIFT, FLOIVER, COFFEE SHOP

RESEARCH

CANTEEN

PHYSICIANS' PRIVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDTCINE

OTHER NONREIMBURSABLE COST CENTERS
STTTERS
cross Foot Adjustments
Negative cost centers
cost to be allocated (per wkst.
Part I)
unit cost multiplier (wkst. B,
cost to be allocated (per wkst.
Part II)
unit cost multiplier (wkst. e,
II)

686, 4
548,
t-08, 2

16,058,602

0.197723
1, 964 , 698

0. 024190

110. 00
111.00
L13 .00
11"4.00
1.L5 .00
116.00
118.00

190.00
1"91.00

.00

.00

.00

.0L

.02

.00

.00

.00

75,890
0
0
n

B,

Part r)
B,

Part

3,877 ,5

11.

277 ,

77 ,1.

81,,

3,735,77 8, 166. 5

11. 0.2384
84, 54

0.002 .00

provider ccN:150046
Frcn 09/01-/2OIL
ro 08/31/20tz

CORF

I&R SERVICES-NOT APPRVD PRGM

HOME HEALTH AGENCY

KTDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE
UTILIZATTON REVIEW-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

-16.0s8,

0
0

0
0
0
0

0
0

79 .798.41'2

MCRrF32 - 3.4.136.0



COST ALLOCATION - STATISTICAL EASIS

1.00
2.00
4.00
5 .00
7.00
8.00
9 .00
10.00
1L.00
13 .00
16.00
18.00

30.00
31.00
40.00
41.00
43.00
44.00
45.00
46.00

50.00
51. O0
s2 .00
53 .00
54. 00
54 .01
54.O2
55 .00
56. 00
57.00
s8. 00
59.00
60.00
60. 01
61.00
62.00
63 .00
64.00
6s .00
66.00
67.00
68.00
69. 00
70.00
71.00
72.00
73.00
74.OO
75 .00
76. 00
76.O7
76.02
76.O3
76.04

88. 00
89. 00
90.00
91.00
92 .00

worksheet B-1.

Date/Time

94.00
95 .00
96.00
97 .00
98.00
99 .00
99. 10

1.00
2 .00
4.00
5.00
7. 00
8.00
9. 00

10. 00
1L.00
13.00
16.00
18. 00

30. 00
31.00
40. 00
41 .00
43 .00
44.00
45 .00
46.00

50.00
51.00
52 .00
5l .00
54.00
54 .01
54.O?
55 .00
56.00
57.00
58. 00
59.00
60.00
60.01
61.00
62 .00
63.00
64. 00
65.00
66.00
67. 00
68.00
69. 00
70.00
71. 00
72.00
73.00
74.00
75.00
76. 00
76. 01
76.02
76.03
76.04

88. 00
89.00
90. 00
9L.00
92 .00

94. 00
95.00
96.00
97.00
98.00
99. 00
99. 10

100.00100.

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE M€DICAL EQUIP.RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
CMHC

CORF

I&R SERVICES-NOT APPRVD PRGM

0
0
0
0
0
0
0
0

Provider ccN:150046 I period:
lrron 09/OL/2O1L
I ro o8/31/2oL2

L,04L,7L2
15,438

3.1"90

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-IWBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL

OPEMTION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINISTRATION
MEDICAL RECORDS & LIBMRY
INSERVICE EDUCAT

216,7 4
3,54
r,27

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - TPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILIry

62,4621 62,
10,6291 6,94
9,5961 15,14

11,4081 7,84

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-TH ERAPEUTIC
RADIOTSOTOPE

CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABOMTORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORTNG, PROCESSING & TRANS.

INTRAVENOUS THEMPY
RESPIMTORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON.DI5TINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
IdOUND CARE

OPIC

1

6,

1,
t,

5,

3201

0l
0l

1, 63el
0i
ol
0l

z rqrl
1, O90l
8,4e1l

ol
2,68sl

472i
ol
ol

111, 128
14,294
30, 810

0
36, 946
6,O37
7,607

L6, 711"

5,677
LO,672
5,298

15,807
59,918

0

0
0
0

36,677
31, 445

0
0

19, 001
2,240

13,267
U

44, 851
6
0
0

28, 81,9
3,841
2,L33

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

OBSERVATION BEDS (NON

MCRrF32 - 3.4.136.0



COST ALLOCATION - STATISTICAL BASIS

In Lieu of Form CMS-z
worksheet B-1

Date/Ti me

105.
106.
107.
108.
109.
110.
111.
113.
tr4.
115.
116.
118.

.00

.00

.00

.00

.00

.00
11.00
L3.00
4. 00

15.00

190.
191.
LgZ.
193.
194.

194.
200.
201.
202.

1, s83
0
0
0

9,256
736

s,972

.00

.00

90. 00
9L.00

2 .00
3 .00
4 .00

1

1

19
GIFT, FLOIVER, COFFEE SHOP

RESEARCH

CANTEEN

PHYSICIANS' PRIVATE OFFICES
NONPAID WORKERS

OCCUPATIONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS

SITTERS
cross Foot Adjustments
Negative cost centers
cost to be al]ocated (per wkst. e,
Part I)
unit cost multiplier (wkst. B, Part
cost to be allocated (per wkst. e,
Part rr)
unit cost multiplier (wkst. B, Part
II)

19

194. 0 .0L
.02
.00

201..00
202.001, 980,092

13. 607290
221,589

t.52777L

L,273,788

r.223370
141,857

0.L36242

.00i
I

.001
I

I

203
204

205

6, 450 ,

29.75939 61.
7,970 ,

9. 09040s

875,24 1, 845 ,

8. 7089
I27,6 78,93

0.3724s

203 .00
204.00

205 .00

provider ccN: L50046 Peri od:
Fron O9/OL/20L\
ro 08/31/20L2

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE

UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D,P.)
HOSPTCE

L.023.665

MCRrF32 - 3.4.136.0



Provider CCN:150046 Period:
Fron 09/0I/20L7
ro 08/3L/20L2

CAP REL COsTs-BLDG & FIXT
CAP REL COsTs-lIVBLE EQUIP
EMPLOYEE BENEFITS
ADMINTSTRATIVE & GENEML
OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING
DIETARY
CAFETERIA
NURSING ADMINTSTRATION
MEDICAL RECORDS & LIBMRY
INSERVICE EDUCATION

47L,532,5

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILTW

15,832,2
s,764,9

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSTNG & TMNS.
INTMVENOUS THEMPY
RESPIRATORY THERAPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSTS
AsC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

56,517,23
8,L7L,72
5 , 31r., 82

8, 8L3, 20
2,61s,6r.

9,233,9s

t9,871.,2
4, 583, 81

2L,O73,
44 ,728,

LO,O37 ,23

96,052 , 323

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY 27,53L,5

Health Financial
COST ALLOCATION - STATISTICAL BASTS

TERRE HAUTE REGIONAL HOSPTTAL In Lieu of Form
Worksheet B-L

Date/Ti me

1.00
2.00
4.00
5 .00
7. 00
8.00
9.00
10.00
11.00
13 .00
16.00
18.00

30.00
31.00
40.00
41.00
43 .00
44.00
45 .00
46.00

50.00
51.00
52 .00
53 .00
54.00
54. 01
54.02
5s .00
56.00
57 .00
s8.00
59.00
60.00
60. 01
6l-.00
62 .00
63 .00
64.00
6s .00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73 .00
74.00
75 .00
76. 00
76.01
76.02
76. 03
76.04

88.00
89.00
90.00
91.00
92 .00

94.00
95 .00
96.00
97.00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDTCAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

1.00
2.00
4.00
5.00
7. 00
8. 00
9.00

10.00
11.00
13 .00
16.00
L8. 00

30.00
3L.00
40.00
41.00
43.00
44 .00
45 .00
46.00

50. 00
51. 00
52 .00
53 .00
54.00
54. 01
54.02
5s .00
56. 00
57 .00
58. 00
59.00
60. 00
60.01
61.00
62 .00
63.00
64. 00
65.00
66.00
67.00
68.00
69. 00
70. 00
71.00
72.OO
73.00
74.OO
75 .00
76. 00
76.01
76.O2
76.O3
76.04

88.00
89.00
90.00
91.00
92.00

94. 00
95 .00
96.00
97 .00
98.00

McRrF3z - 3.4.136.0



Provider CCN:150046 Period:
rron 09/oL/?AL1
ro o8/3t/20L2

CMHC

CORF

I&R SERVICES-NOT APPRVD PRGM

HOME HEALTH AGENCY

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
TNTEREST EXPENSE

UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

SUBTOTALS (SUM OF LINES 1-11

Health Fi
COST ALLOCATION - STATISTICAL BA5I5

99.00
99.10

TERRE HAUTE REGIONAL HOSPITAL

9,2

of Form CM5-2552-10
worksheet B-1

Date/Tjme P

99 .00
99.10

100.00
101.00

L00.
101.

105.
106.
107.
108.
109.
1L0.
111.
113.
114.
115.
116.
118.

105.00
r,06.00
107. 00
1-08.00
109. 00
r.10.00
1 11.00

13 .00
114 .00
115 .00
116.00
L8.00

190.
191.
r92.
193.
r94.

L94.
200.
201.
202.

194. 0

90.00
91.00
92.00
93 .00
94.00
94.01-
94.O2

19
19
19

GIFT, FLOV/ER, COFFEE SHOP & CANTEEN

RESEARCH

PHYSICIANS' PRIVATE OFFICEs
NONPAID WORKERS

OCCUPATTONAL MEDICINE
OTHER NONREIMBURSABLE COST CENTERS
SITTERS
cross Foot Adjustments
Negative cost centers
cost to be a'llocated (per wkst.
Part r)
unit cost multiplier (wkst. B,
cost to be allocated (per wkst.
Part rr)
unit cost multipfier (wkst. B,
II)

B,

Part I)
B,

Part

1.35
58,47

0. 06684

152 ,05

0.00032

1.. 50304
114, 81

0. L4

433, 7,182 ,7

0.0009

.00
201.00
202 .00

203. 00
204. 00

205.00

203.
204.

205.

MCRrF32 - 3.4.136.0



Health Fi
COMPUTATION OF RATIO OF COSTS TO CHARGES

30.00
31.00
40.00
41.00
43 .00
44.00
45 .00
46.00

50.00
5L.00
52 .00
53 .00
54.00
54.01
54.O2
55.00
56.00
57 .00
s8.00
59.00
60.00
60.01
6L.00
62 .00
63 .00
64.00
6s .00
66.00
67.00
68.00
69 .00
70.00
71.00
72.OO
73.00
74.OO
75 .00
76.00
76.OL
76.02
76. 03
76.04

88. 00
89.00
90. 00
9L.00
92 .00

TERRE HAUTE REGIONAL
worksheet c
PATI I

PPS

52-10

30.00
31.00
40.00
41.00
43 .00
44.00
45 .00
46.00

50.00
51.00
52 .00
53. 00
54. 00
54. 01
54. 02
55 .00
s6. 00
57. 00
58. 00
59. 00
60.00
60.01
6L.00
62.00
63.00
64. 00
6s.00
66.00
67.00
68.00
69.00
70.00
71..00
72.00
73 .00
74.O0
75 .00
76.OO
76.01
76.O2
76. 03
76.O4

88.00
89.00
90.00
91.00
92 .00

94.00
95 .00
96.00
97. 00
98.00
99.00
99.10

100.00
101.00

105 .00
106.00
107.00
108. 00
109.00
1L0.00
r.11.00
113.00
114. 00

Date/Time Prepared:
1/l0/20t3 9:17 am

302
302

94. 00
95.00
96.00
97.00
98. 00
99.00
99. 10
100.
101.

105.
106.
LO7.
108.
109.
1 10.
111.
113.
7L4.

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISTTTON
PANCREAS ACQUISTTION
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE
UTILIZATION REVIEW-SNF

0
0
0
0
0
0
0

Period:
rron 09/01/20t1
ro 08/31/2OL2

provider ccN:150046

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILIW
NURSING FACILIW
OTHER LONG TERM CARE

2,4?7,67

2,209 ,375

593,732

1, 120 , 07

3 ,922,621

1, 979, 945
2,532,

1, 315 ,
2L4,957

7,756,062
6, 909 , 40s

t 1-, 814 , 84
609, 52

59, 19

990,762
2,427,677

n

2,209 ,37s
402,790
593, 732

t,972,026
1, 120 , 078

883,730
442,798

1, 508 , 608
3,922,621

0
0

1, 026, 814
0
0

1, 980, 913
2,s53 ,692

U

0
1, 328, 708

21.4,951"
7 ,7s6,062
6, 909, 40s

IL,8'1.4,847
609,522

0
s9, 191

2,320,843
40L,2L2

1,042 , 800

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY- DIAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERTZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES.PRGM ONLY

WHOLE ELOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTRAVENOUS THEMPY
RESPIMTORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY

ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATTENTS

RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

7 ,750,47
990, 76

2,427,67

3,922,62

274,95
7,756,06

11, 814, 84

RURAL HEALTH CLTNIC
FEDEMLLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

RVATION EEOS (NON-DISTINCT

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

CMHC

CORF

I&R SERVICES-NOT APPRVD PRGM

HOME HEALTH AGENCY

0
0
0
0
0
0
0
0

MCRrF32 - 3.4.136.0



I svstems
COMPUTATION OF MTIO OF COSTS TO CHARGES

TERRE HAUTE REGIONAL HOSP

95,397 ,64
720,t

94,677 ,

tn tieu of Form cMS-2552-10
worksheet c
PATI I
oate/rime

011L5 .00
01116.00

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

Subtotal (see instructions)
Less Observation geds

total (see instructions)

95,397 ,64
720,

94,677 ,

244,57

244,57

95 , 642 , 223 1200.00
720, 1_63 1201.00

94,922,0601202.00

MCRrF32 - 3.4.136.0



Health F

COMPUTATION OF RATIO OF COSTS TO CHARGES

30.00
31. 00
40. 00
41.00
43 .00
44.00
45 .00
46.00

50.00
51.00
52 .00
53 .00
54.00
54.01,
54.02
5s .00
56.00
57 .00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
66.00
67 .00
68.00
69 .00
70.00
71.00
72.00
73 .00
74,00
75 .00
76. 00
76. 0L
76.02
76.03
76.04

88.00
89. 00
90.00
91.00
92 .00

TERRE HAUTE REGIONAL HOSPTTAL rn Lieu of Form CMS-2552-10
worksheet c
PATI I
Date/Time Prepared:
l/10/20L1 9:17 am

94.00
95 .00
96.00
97 .00
98.00
99 .00
99.10

30. 00
31..00
40. 00
41.00
43.00
44.00
45 .00
46.00

50.00
51. 00
52 .00
53.00
54.00
54. 0L
54.02
55.00
56. 00
57.00
58.00
59 .00
60.00
60.01
61.00
62 .00
63.00
64.00
65.00
66.00
67.00
68. 00
69. 00
70.00
71.00
72.00
73 .00
74.00
75 .00
76.00
76.OL
76.02
76. 03
76.04

88.00
89.00
90. 00
91.00
92.00

94. 00
9s.00
96.00
97. 00
98. 00
99. 00
99. 10

100.00
101.00

105 .00
r-06.00
107.00
108.00
109 .00
1r-0.00
11L.00
1l"3.00
114. 00
115 .00

100.
101.

105.
106.
107.
108.
L09.
110.
111.
113.
L74.
115.

KIDNEY ACQUISITION
HEART ACQUTSITTON

LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITTON
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE
UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D.P,)

Provider ccN:150046 Period:
Fron 09/0t/2011
ro a8/3L/2012

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIOER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILIW
NURSING FACILIW

13,725,8
5,764,9
6,960,67
2,25t,84

6, 960, 67
2,251,84

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

RADIOLOGY-TH ERAP EUTIC
RADTOISOTOPE

CT SCAN

MAGNETIC RESONANCE II4qGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORTNG, PROCESSING & TRANS.

INTMVENOUS THEMPY
RESPIRATORY THERAPY
PHYSICAL THERAPY

OCCUPATIONAL THEMPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATTENTS

IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRTPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

22,067 ,
2,43L,
5,113,

2,637,9

915,45
11, 300, 14
21, 906, 15

4 , 056, 84

L36,27
18, 338,99

7 ,250,
55,401,
3,L70,

L,429,62
33

L1,2,34

34,449,3
5,740,S

L98, 5

6,17s ,24

13 , 936, 62
3, 668,
9,772,

22,822,

993,34

490,24
3 , 450, 32

4,665,74
522,35

17 , 130, 5

6,870,53
40, 650, 6

25 ,736,34
29,54

4 .087. 53

56,517,2
I,L7L,72
5 , 311, 82

2,61-s,6
r,780,2
9,233,9s
8,770,75

t9,87L,22
4,583,8

27,O73,t
44 ,728,63

s ,050, 19

L0,037 ,23

96,0s2 , 32

3 , 588, 73
4.129.234

o.t2t24

0.333s
0.213s

1.3 .42924

0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
U.
U.
0.
0.
0.000000
0.000000
0.000000
0. 000000
0. 000000
0. 000000
0.000000
0. 000000
0.000000
0.000000
0 .000000
0 .000000
0.000000

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

755 . 33 1.351.047
27,531,5s

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-sOLD
OTHER REIMBURSABLE COST CENTERS
CMHC

CORF

I&R SERVICES-NOT APPRVD PRGM

HOME HEALTH AGENCY

McRrF32 - 3.4.136.0



I svstems
COMPUTATION OF RATIO OF COSTS TO CHARGES

REGIONAL HOSPITAL of Form cMs-2552-10
worksheet c
PATI I
Date/Time Prepared:

1l-6.
200.
201.
202.

HOSPICE
subtotal (see instructions)
Less observation Beds
total (see instructions)

224,O47 ,L7

224,O47 ,L

247 ,485,4

247 ,485,4

471,532,5

471,532,5

MCRrF32 - 3.4.136.0



Period:
Fron o9/01/2OIL
ro 08/luzo17

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILITY
OTHER LONG TERM CARE

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-TH ERAP EUTTC
MDIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNs,
INTMVENOUS THERAPY
RESPIRATORY THERAPY
PHYSTCAL THEMPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC

o.13725
0.L2L24

0. 333s1

0. 48931

]-3.42924703022
0302 3

03024

RURAL HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

OBSERVATTON BEDS (NON.DISTINCT PAR

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER RETMBURSABLE COST CENTERS
CMHC

CORF

I&R SERVICES-NOT APPRVO PRGM

HOME HEALTH AGENCY

Health Financial
COMPUTATION OF MTIO OF COSTS TO CHARGES

In Lieu of Form CMS-2
Provider CCN:1-50046

TitIe XVIII

Worksheet C
PATI I
Date/Time Prepared:

:l/ am

30. 00
31. 00
40.00
41.00
43 .00
44.00
45 .00
46. 00

50.00
51. 00
52 .00
53.00
54.00
54.01
54.02
5s .00
56. 00
57.00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64.00
6s .00
66.00
67.00
68.00
69.00
70.00
71.00
72.OO
73 .00
74.OO
75 .00
76. 00
76.0L
76.02
76. 03
76.O4

88.00
89 .00
90.00
9L.00
92 .00

30.00
31.00
40.00
41.00
43.00
44.00
45 .00
46.00

50.00
51. 00
52 .00
53.00
54. 00
54. 01
54.02
55 .00
56.00
57. 00
58. 00
59.00
60.00
60.0r.
6L. 00
62 .00
63 .00
64.00
65.00
66.00
67 .00
68.00
69. 00
70. 00
71.00
72.00
73.00
74.00
75 .00
76.00
76. 01
76.02
76.03
76.O4

88. 00
89. 00
90.00
91.00
92.00

.00

.00

94.00
95 .00
96.00
97.00
98.00
99. 00
99. 10

100.00
.00

.00
00

.00
108. 00

.00
1-0.00
11.00
L3.00
4. 00

15 .00

94 .00
9s.00
96.00
97 .00
98.00
99 .00
99. 10
l-00.
101.

10s.
106.
]07.
L08.
109.
110.
111.
113.
114.
115.
116.
200.

L
11.

L1

1

11

KIDNEY ACQUISITTON
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE
UTILTZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE
Subtotal (see instructions)

MCRrF32 - 3.4.136.0



1

COMPUTATTON OF RATIO OF COSTS TO CHARGES

Less Observat'ion Beds
Total (see instructions)

ieu of Form cMs-2552-10
worksheet c
PATI I
oate/ti me

MCRrF32 - 3.4.136.0



Health Financial
COMPUTATION OF MTIO OF COSTS TO CHARGES

TERRE HAUTE REGIONAL HOSPITAL cMs-2552-1"0
tdorksheet c
PATI I
Date/Time Prepared:

30.00
31.00
40.00
41.00
43.00
44.OO
45 .00
46.00

50.00
51. 00
52.00
53.00
54.00
54. 01
54.02
5s.00
56. 00
57.00
58.00
59.00
60.00
60. 01
61".00
62.00
63 .00
64.00
65 .00
66.00
67. 00
68.00
69 .00
70.00
71.00
72.OO
73.00
74.00
75 .00
76.00
76. 01
76.02
76. 03
76.O4

88.00
89. 00
90.00
91.00
92 .00

94.00
95 .00
96.00
97.00
98.00
99 .00
99.1.0

100.00
101.00

105 .00
106.00
107.00

.00

.00

30.00
31. 00
40. o0
41.00
43.00
44.00
45 .00
46.00

50.00
51.00
52 .00
53 .00
54 .00
54.01
54.02
55.00
56. 00
57.00
58.00
59 .00
60.00
60.01
6L.00
62 .00
63 .00
64 .00
65 .00
66.00
67.00
68.00
69 .00
70.00
7l_. 00
7?.OO
73.OO
74.OO
75 .00
76.00
76.OL
76.07
76. 03
76.04

88.00
89.00
90.00
91.00
92 .00

94.00
95 .00
96.00
97 .00
98.00
99.00
99. 10
100.
101.

105.
106.
LO7.
108.
l-09.
11-0.
111.
113.
114.

KIDNEY ACQUTSITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE
UTTLIZATION REVIEW-SNF

0
0
0
0

1

1

t

10.00
r.1.00
13 .00
14.00

Provider CCN:150046 Period:
From 09/oL/20!L
ro 08/31/2012

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILIW
NURSING FACILTTY

0
0
0
0
0
0
0

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
MDIOLOGY-DIAGNOSTIC
ULTRASOUND

MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOTSOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABOMTORY
BLOOO LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING. PROCESSING & TRANS.
INTRAVENOUS THEMPY
RESPIMTORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

EL ECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LTTHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

593,7
1,972,0

3,922,62L

593,732
L,972,026
1,, 120 , 078

883,7301
442,7981

1' :99'9991
3,922,6271

1, 315 ,18S
2I4,951

7,756,062
6, 909 , 40s1

2,224,064

0
0
0
0
0

0
0
n

0
0
0
0
0
0
0
0
0
0
0

RUML HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

SERVATION BEDS (NON-DISTINCT PART

HOME PROGMM DIALYSTS
AMBULANCE SERVICES
DURABLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSAELE COST CENTERS
CMHC

CORF

I&R SERVTCES.NOT APPRVD PRGM

McRrF32 - 3.4.136.0



Health Financial svstems
COMPUTATION OF RATIO OF COSTS TO CHARGES worksheet c

Part I

cost

oate/rime Prepared:
t/3O/2073 9:17 am

115.
116.
200.
201.
202.

AMEULATORY SURGICAL CENTER (D.P.)
HOSPICE

subtotal (see instructions)
Less Observation geds

total (see instructions)

95,397 ,64
720,

94,677,

95 , 397, 645
720,

94,677 ,482

0
0
0
0
0

McRrF32 - 3.4.136.0



Heal
COMPUTATION OF MTIO OF COSTS TO CHARGES

HOSPITAL
Worksheet C
PATI I
Date/Time Prepared:

30.00
31.00
40.00
41.00
43.00
44.00
45 .00
46.00

50.00
51. 00
52 .00
s3.00
54.00
54.0L
54.02
55 .00
s6.00
57 .00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73 .00
74.00
75 .00
76.00
76.OL
76.O2
76.03
76.04

88.00
89.00
90.00
91.00
92.00

30. 00
31_. 00
40. 00
41.00
43 .00
44. 00
45.00
46.00

50.00
51.00
52 .00
53 .00
54. 00
54. 01
54 .02
55 .00
56.00
57 .00
s8. 00
s9.00
60.00
60.0L
61.00
62 .00
63 .00
64.00
6s .00
66.00
67 .00
68. 00
69.00
70. 00
71.00
72.OO
73.00
74.00
75.00
76.00
76. 01
76.O2
76. 03
76.04

88.00
89.00
90.00
91-.00
92 .00

94 .00
95 .00
96.00
97.00
98.00
99 .00
99.10

100.00
101. 00

105.00
106.00
107. 00
L08. 00
109. 00

.00
1.00

113.00
L1
LL

94 .00
9s .00
96.00
97 .OO

98.00
99 .00
99.10
100.
1"01.

105.
106.
to7.
108.
109.
1r.0.
1LL.
113.
L14.
115.

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
TNTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE

UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D,P.)

4.00
s .00

From 09,/01,/2011
ro 08/31./2012

Provider CCN:150046

Title xrx

L,397,87

INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILIW
OTHER LONG TERM CARE

L,397,87

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGR,APHY

RADIOLOGY.THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABOMTORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS

BLOOD STORING, PROCESSING & TRANS.

INTMVENOUS THERAPY

RESPIMTORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLTNIC
WOUND CARE

OPIC

2,437,7
5,11-3,

2,637 ,

1L, 300 ,

21., 906,

4,056,

t0 ,376,7

L36,27
18,338,99

34,449 ,3

6,775 ,24

7,764,2
8, 6s2 ,

7 ,944,
13,936,

9 ,772,96
22,822,4

4,665,7
s22,35

17,130,51
6, 870, s

s6,5L7 ,2
8,r7L,7
5,311,8

2 , 615 ,61,
0. 333
0. 213
o.727

9,233,95

]',9,87r,2

2L,073,11.

5,

10,
10,

9,

35,
14,
96,

3,

27,

3,
4.

ol
0i

0s0,1e3i

oi
867 ,00si
037,2331

0l

779,56:]
6s8, 62sl
469,506
\20,6291
0s2,3231
r.9s,2681

0l
t77,9861
r.6s,9681

29.876
588,73s|
L29.2341

0.
0.
0.
0.
0.
0.
U.
0.
0.
0.
0.
u.
n
n

0.
0.
0.
0.
0.
0.
0.000000

0. 000000
0.000000
0.000000
0.000000
0. 000000
0.000000
0.000000
0.000000
0.000000

RURAL HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTI
27,531,55

0.341895

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-sOLD
OTHER REIMBURSABLE COST CENTERS

CMHC

CORF

r&R SERVICES-NOT APPRVD PRGM

HOME HEALTH AGENCY

MCRrF32 - 3.4.136.0



TERRE HAUTE REGIONAL HOSPITAL

COMPUTATION OF RATIO OF CO5T5 TO CHARGES

1r.6.
200.
201.
202.

HOSPICE

subtotal (see instructions)
Less Observation Beds
total (see instructions)

224,O47 ,1.

224,O47 ,1

247 ,485,

247 ,485,

47L,532,53

47L,532,53

.00
1. 00

.00

Provider CCN:150046

MCRrF32 - 3.4,L36.0



Peri od:
From 09/01,/201L
ro 08/3]-/2OL2

Title xrx

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILITY

U.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.
0.0000001
0.0000001
0.000000
0.000000
0.000000
0.0000001

OPEMTING ROOM

RECOVERY ROOM

DELIVERY RooM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

MDTOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING. PROCESSING & TMNS.
INTRAVENOUS THEMPY
RESPIMTORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

RURAL HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON.DISTI

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUTP-sOLD
OTHER REIMBURSABLE COST CENTERS

CMHC

CORF

I&R SERVICES-NOT APPRVD PRGM

Health Financial
COMPUTATION OF RATIO OF COSTS TO CHARGES

TERRE HAUTE REGIONAL HOSP

Provider CCN:150046
In Lieu of Form CMS-2552-L0

worksheet c
PATI I
Date/Time P

30. 00
31. 00
40.00
41.00
43.00
44.00
45.00
46.00

50. 00
51. 00
52 .00
53.00
54. 00
54.01
54.02
55.00
56.00
57.00
58. 00
59. 00
60. 00
60.01
61.00
62 .00
63 .00
64.00
65 .00
66.00
67 .00
68.00
69 .00
70.00
71. 00
72.00
73.04
74.00
75 .00
76.00
76.01
76.O2
76.03
76.04

88.00
89.00
90.00
91.00
92.00

94. 00
95.00
96.00
97.00
98. 00
99.00
99. L0

100.00
101.00

105.00
106.00
107.00
108.00
109.00
11.0.00
11.1.00
111. 00
114. 00
115 .00
116. 00

30.00
31.00
40.00
41.00
43 .00
44.00
45 .00
46.00

50.00
51.00
52.00
53.00
54.00
54.01
54.02
55 .00
s6.00
57 .00
58.00
59 .00
60.00
60.01
61.00
62 .00
63.00
64.00
6s .00
66.00
67 .00
68.00
69.00
70.00
71.00
72.00
73 .00
74.OO
75 .00
76.00
76.01
76.02
76.03
76.04

88.00
89.00
90.00
9L.00
92 .00

94.00
9s .00
96 .00
97.00
98.00
99.00
99. 10
100.
101.

105.
106.
LVI.

108.
109.
110.
111.
113.
114.
1.L5.
1L6.
200.

KIDNEY ACQUISITION
HEART ACQUISITTON
LIVER ACQUISITION
LUNG ACQUISITION
PANCREAS ACQUISITION
INTESTINAL ACQUISITION
ISLET ACQUISITION
INTEREST EXPENSE

UTILIZATION REVIEW-SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE
subtotal (see instructions)

McRrF32 - 3.4.136.0

1200.00



al svstems
COMPUTATION OF RATIO OF COSTS TO CHARGES

Less Observation Beds
Total (see instructions)

provider ccN:150046

Title xrx

worksheet c
PATI I
Date/Time Prepared:
1/fO/2O\3 9:17 am

cost

201.00
.00

MCRrF32 - 3.4.136.0



inancial svstems TERRE

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

HOSPITAL rn Lieu of Fonn cMS-2552-
worksheet D
PATI I
pate/rime Rrepared:

30.00
31 .00
40.00
41.00
43 .00
44.00
45 .00
200.

ADULT5 & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILTTY
rotal (lines 30-199)

2,493 ,

460,4

3,847 ,

7,493, 132.56
154. 11
101.54
L75.82

40. 36
0.00
0.00

30.00
31.00
40. 00
41.00
43 .00
44.00
45 .00

200.00

460,4
40L,4

7,
3,
2,

29,6L4

40L,47
436, 04

55,77
436,04
55,77

3,847 ,2

MCRrF32 - 3.4.136.0



Health Financial
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

HOSPITAL In Lieu of Form CMS-2552-L0
worksheet D
PATt I

30.00
31.00
40. 00
41. 00
43 .00
44.00
45 .00

200.00

30.00
31. 00
40.00
4L.00
43 .00
44.00
45 .00

0
03

ADULTS & PEDIATRICS
TNTENSIVE CARE UNIT
SUBPROVIDER _ IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILITY
rotal (lines 30-199)

10, L, 445 ,

270,L,75
L,57
L,75

160, 2
308,

2 , 184, 89

04
04
04
04

200.

MCRrF32 - 3.4.136.0



Health Fi
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

50. 00
51.00
52 .00
53 .00
54.00
54.01
54.02
5s .00
56.00
57.00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
66.00
67. 00
68.00
69.00
70.00
71.00
72.00
73 .00
74.00
75 .00
76. 00
76 .0L
76.02
76. 03
76.04

88.00
89.00
90.00
91.00
92 .00

50.00
51. 00
52 .00
53.00
54. 00
54.01
54. 02
55 .00
56.00
57.00
58.00
59. 00
60.00
60.0r.
61.00
62 .00
63.00
64.00
65.00
66.00
67. 00
68.00
69.00
70.00
7L.OO
72.00
73.00
74.00
75.00
76.00
76.01
76.02
76. 03
76.04

88. 00
89. 00
90. 00
9L.00
92.00

94 .00
95 .00
96.00
97 .00
98.00

HOME PROGMM DIALYSIS
AI4BULANCE SERVTCES

DURABLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER RETMBURSABLE COST CENTERS

rotal (lines 50-199) 5,132,83 441,43L,

0.

0.
0.
0.

0
0
U

911, 408

94. 00
95 .00
96.00
97. 00
98.00

200. .00

Provider CCN:150046 Period:
Frcn og/ot/2o\rro 08/3]-/20],2

8,17L,72
s , 311, 82

2,615,6L
1,780,2r
9, 2 33 ,95
8,770 ,75

19,87t,2
4, s83 , 81

2t,o73,t
44 ,728,63

5,050,L

10,037, 2

96,052,3

29,8
3,588,7
4.L29.2

0.05 522

0.02610

0.00383

o.01267

0.00376

0.0070L
0. 00446

L, 182 , 57
4r,7

1,515,5

6,493 ,4

2,604 ,87

29,64L,4

69, 840
0

16,643
0
0

58, 891
32,889

0
0

32, 382
4,063

12t,467
43,347

111, 659
20, 889

0
U

3,441
0

2,2L9

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADTOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LAEORATORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNS.
INTRAVENOUS THERAPY
RESPIRATORY THERAPY

PHYSICAL THERAPY
OCCUPATTONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
EL ECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)

LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DIST
457 ,27

0l 0'
0l 0.

27,si1,ss9l 3:
2.106.3841 0.05110

worksheet o
Part Ir
Date/Time P

McRrF32 - 3.4.136.0



Health Fi TERRE HAUTE

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

In Lieu of Form CMS-

Worksheet D
PATI III
Date/Ti me

30.00
31. 00
40.00
4L.00
43.00
44.00
45.00
200.

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILITY
rotal (lines 30-199)

0 30.00
0l 31.00
0l 40.00
0l 4r..00
0l 43.00
0l 44.00
0l 4s.00
0 1200. 00

MCRrF32 - 3.4.136.0



Ith Financial s TERRE HAUTE REGIONAL HOSPIT

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

rn Lieu of Form CMS-2552-10
worksheet D
PATI III
Date/Time Prepared:

30.00
31. 00
40.00
41.00
43 .00
44.00
45 .00
200.

18, 8
2,
?

)
1,

10,
r,75
1,57
L,7

30.00
31. 00
40. 00
41.00
43.00
44. 00
45.00

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVTDER - IRF
NURSERY

SKILLED NURSING FACILITY
NURSING FACILIW
rotal (lines 30-199) 29,67

0
0
0
0
0
0
0 .00

McRrF32 - 3.4.L36.0



Ith pinancial svstems TERRE HAUTE REGIONAL HOSPITAL
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS worksheet D

P TI III
oate/time Prepared:
1/30/2073 9:17 am

PPS

30.00
31.00
40.00
41.00
43 .00
44.00
45 .00

30. 00
31. 00
40.00
41.00
43 .00
44 .00
45 .00

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKTLLED NURSING FACILIry
NURSING FACILIW
total (lines 30-199)200. .00

McRrF3z - 3.4.136.0



Heal
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

50.00
5L .00
52 .00
53 .00
54 .00
54 .01
54 .02
55.00
56.00
57.00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64 .00
6s .00
66.00
67 .00
68.00
69.00
70.00
71-.00
72.OO
73 .00
74.O0
75 .00
76.00
76.01
76.02
76. 03
76.04

88.00
89. 00
90.00
91.00
92 .00

HOSPITAL of Form cMs-2552-1.0
worksheet D
Part IV
Date/Time Prepared:

CU-9i17 am

s0.00
51. 00
52 .00
53.00
54. 00
54. 01
s4.02
5s.00
56. 00
57.00
58.00
59.00
60.00
60.01"
6r..00
62.00
63 .00
64. 00
65.00
66.00
67 .00
68.00
69. 00
70. 00
71.00
72.OO
73.00
74.OO
75 .00
76. 00
76.OL
76.02
76.03
76.04

88.00
89.00
90. 00
91-.00
92 .00

94.00
95 .00
96.00
97 .00
98 .00

200 .00

94 .00
95 .00
96.00
97 .00
98.00

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

rotal ('lines 50-199)

0
0
0
0200.

Periodl
Fron 09/ot/2o!7
ro 08/3'J,/2072

Provider CCN:150046

0
0
0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
o
0
0
0
0

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
MDIOLOGY-DIAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETTC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNS.
INTMVENOUS THEMPY
RESPIRATORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLTES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT

MCRrF32 - 3.4.136.0



hFi ial
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

50. 00
51. 00
52 .00
53.00
54.00
54.01
54.02
s5 .00
56.00
5 7.00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
66.00
67 .00
68. 00
69.00
70.00
71-.00
72.OO
73 .00
74.OO
75 .00
76.OO
76.OL
76.O2
76.03
76.04

88.00
89 .00
90.00
91.00
92 .00

94.00
95 .00
96.00
97 .00
98.00

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUIP.RENTED
DURABLE MEDICAL EQUIP.SOLD
OTHER REIMBURSABLE COST CENTERS
rotal (lines 50-199)200.

tieu of Form cMS-2552-10
worksheet D
Part IV
oate/rime Prepared:
7/30/2073 9:17 am

50. 00
51. 00
52.00
53.00
54. 00
54.01
54. 02
55 .00
56.00
57. 00
58.00
s9. 00
60.00
60.01
61.00
62.00
63 .00
64.00
65 .00
66.00
67. 00
68.00
69.00
70.00
71. 00
72.OO
73.00
74.00
75.00
76.00
76.0L
76.42
76.03
76.04

88.00
89. 00
90. 00
91.00
92 .00

0.

0.
0.
n

0.
0.
0.

U

0
0
0

100, 400, 88s

94. 00
95.00
96.00
97 .04
98.00

200.0044L,43L,4

provider ccN:150046

Title xvur

Period:
Fron 09/O1/207L
ro 08/31/20L2

OPERATING ROOM

RECOVERY ROOM

DELTVERY ROOM & LABOR ROOM

ANESTHESIOLOGY

RADIOLOGY- DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-TH ERAP EUTIC
MDIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING. PROCESSING & TRANS.
INTMVENOUS THEMPY
RESPIRATORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
EL ECTROENCEPHALOGMPHY
MEDTCAL SUPPLTES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DTSTINCT PART)
LTTHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

6,517,235
8,r77,727

8, 8L3 , 20
2,615,61

9, 233 , 95
I,770 ,7

L9,877,2
4,583,

2L,O73,
44 ,728,

10,037 , 23

3s , 469,
L4,I2O,
96,052, 323

1,182,575

0
L,51-5,516

336, 50s
3,370

260,s27
551., 645

3 , 401,065
509, 733

6, 493 ,456
1r.,536,096

0

2,604,873
0

L,391,5

3,076,9

9, s84,691.
4,255,567

29,64L,436
2 , 381, 870

0
0

770,910
0

10L, 137

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLTNIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PAR

27 ,5fL,5

McRrF32 - 3.4.136.0



ri nanci al
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

50. 00
51. 00
52 .00
s3 .00
54.00
54.0L
54.02
55 .00
s6.00
57 .00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
66.00
67.00
68.00
69. 00
70.00
71. 00
72.O0
73 .00
74.00
75 .00
76. 00
76.0r
76.02
76. 03
76.04

88. 00
89.00
90.00
91.00
92.00

HOSPITAL rn Lieu of Form CMS-2552-10
worksheet D
PATI IV
oate/time

50. 00
51. 00
52 .00
53.00
54.00
54.0L
54.02
55 .00
56.00
57 .00
58.00
59 .00
60.00
60.01
61.00
62 .00
63.00
64. 00
65 .00
66.00
67 .00
68.00
69 .00
70.00
71.00
72.00
73 .00
74.40
75 .00
76. 00
76.0L
76.02
76.03
76.O4

88.00
89 .00
90.00
91.00
92 .00

94.00
95 .00
96.00
97 .00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

total (lines 50-199)

0
0
0
0

94.00
95 .00
96.00
97. 00
98. 00

200. .00

provider ccN:150046 Peri od:
rrom 09/0!/2011
ro 08/3t/20I2

1,427,3
5

1,349,7

4 , 831,
6,728,

469,

e64, 021i

1,4s2,3631
93,25

5 , 866, 93
2,905,61

19,73
9,766,74

1,792,57

0
0
0
0
0
U

0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

MDIOLOGY-THERAPEUTIC
MDIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING. PROCESSING & TMNS.
INTRAVENOUS THEMPY
RESPIRATORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
rMPL. DEV. CHARGED TO PATIENTS
ORUGS CHARGED TO PATIENTS
RENAL DIALYSIS
AsC (NON-DISTINCT PART)
LTTHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

RURAL HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

RVATION BEDS (NON-DISTINCT

MCRrF32 - 3.4.136.0



Provider ccN:150046 Period:
Fron 09/01/2017
ro 08/31/20L2

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE TMAGING (MRI)
CARDTAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS

BLOOD STORING, PROCESSING & TMNS.
INTMVENOUS THERAPY

RESPIMTORY THERAPY

PHYSTCAL THERAPY

OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV, CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
AsC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLTNIC
WOUND CARE

OPIC

RURAL HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON

ri nanci al
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY
THROUGH COSTS

50.00
51.00
52 .00
s3 .00
54.00
54.01
54.O2
55.00
56.00
57.00
58.00
59.00
60.00
60.01
61.00
62 .00
63.00
64.00
6s .00
66.00
67.00
68. 00
69.00
70.00
71-.00
72.00
73.00
74.O0
75 .00
76.00
76.Ot
76.O2
76.O3
76.04

88.00
89.00
90.00
91.00
92 .00

SERVICE OTHER PASS

In Lieu of Form cMS-2552-10
worksheet D
Part IV
oate/ti me

50.00
51. 00
s2 .00
53.00
54 .00
54. 0L
54.02
55.00
56.00
57.00
58.00
59.00
60.00
60.01
6L.00
62 .00
63.00
64. 00
65.00
66.00
67. 00
68. 00
69. 00
70. 00
71.00
72.00
73 .00
74.00
75 .00
76.00
76.0L
76.02
76,03
76.O4

88.00
89 .00
90.00
91.00
92.00

94.00
95 .00
96.00
97.00
98.00

094 HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

total (lines 50-199)

94.00
95 .00
96.00
97. 00
98. 00

200. .00

MCRrF32 - 3.4.136.0



Provider CCN:150046 Pe ri od:
Ffon 09/ol/20L1
ro 08/3I/2OL?

TitIe XVIIT

L,427,32

L,349,75
376,63

3,494,92
3,973,r9

856, 71

L,452,362
93,252

2,905,612
74,459,48

22,27

9 ,766 ,7 4

7,792,57
r,794,32

0540
05402

0302
3022

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY

RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

MDIOLOGY-THERAPEUTIC
MDIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRT)

CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNs.
INTMVENOUS THERAPY

RESPIRATORY THEMPY
PHYSICAL THERAPY

OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGMPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DTALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

0.45703

0. 153994
0. 3335

o.203322

0. L3448
0. 32636

0. 48931.

13.42924

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON.DISTINCT PART

rn Lieu of Form

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST worksheet D
PATI V

50.00
51.00
52 .00
53.00
54.00
54. 01
54 .02
5s.00
56.00
57.00
58. 00
s9.00
60. 00
60.01
61.00
62 .00
63 .00
64. 00
6s .00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73 .00
74.00
75 .00
76. 00
76.0t
76.O2
76.03
76.04

88.00
89. 00
90.00
91.00
92 .00

Date/Time Prepared:
L/30/20!3 9:17 am

50. 00
5L. 00
52.00
s3.00
54.00
54.01
54.02
5s .00
s6. 00
57.00
58.00
59.00
60. 00
60.01
61.00
62 .00
63 .00
64.00
6s.00
66.00
67.00
68.00
69 .00
70.00
71.00
72.00
73.00
74.00
75.00
76. 00
76.01
76.O2
76.O3
76.04

88.00
89. 00
90.00
91.00
92 .00

94 .00
9s .00
96.00
97. 00
98. 00

200. 00
201 .00

202 .00

94.00
95 .00
96.00
97 .00
98.00
200.
20L.

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

subtotal (see instructions)
Less PBP Clinic Lab. Services-Program
only charges
Net charges (line 200 +,/- line 201)202.

80,386,2

80,386,27

98, 5

98,5

MCRrF32 - 3.4.136.0



Provider CCN:1"50046 Period:
Frcn 09/0L/201L
ro 08/3L/20t2

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

MDIOLOGY-THERAPEUTIC
MDIOISOTOPE
CT SCAN

ITII,AGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS,
INTMVENOUS THERAPY
RESPIMTORY THEMPY
PHYSICAL THERAPY

OCCUPATIONAL THEMPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
EL ECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)

LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

L,247,59
173 ,05

160, 84
930,27
446,32

I,42L,75
L,778,57

4,24

RUML HEALTH CLTNIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

TERRE HAUTE REGIONAL HOSPITAL 52-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

50.00
51. 00
52 .00
53.00
54.00
54 .01
54 .02
55 .00
56. 00
57.00
58. 00
59 .00
60.00
60.01
61.00
62 .00
63.00
64.00
65.00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73 .00
74.00
75 .00
76.00
76.01
76.02
76.03
7 6.04

88.00
89.00
90.00
91.00
92 .00

worksheet D
PATI V
Date/Time Prepared:
l/3O/2O11 9:17 am

94.00
95 .00
96.00
97 .00
98.00

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUTP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

subtotal (see instructions)
Less PBP C'linic Lab. Services-erogram
only charges
Net charges (line 200 +/- line 201)

50.00
51.00
52 .00
53.00
54.00
54. 01.

54. 02
55 .00
56.00
57 .00
s8 .00
59.00
60.00
60.01
61.00
62.00
63.00
64.00
65 .00
66.00
67.00
68 .00
69. 00
70. 00
7L. 00
72.00
73 .00
74.OO
75.00
76. 00
76. 0t
76.02
76.03
76.04

88 .00
89.00
90. 00
91.00
92.00

94.00
95 .00
96.00
92 .00
98.00

.00

.00
200.
201.

202.

LL,923,244

LL,923,2

L2,t2

L2.L2 .00

MCRrF32 - 3.4.1.36.0



TERRE HAUTE

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL CO5T5

50.00
51.00
52 .00
53 .00
54.00
54.01
54.02
55.00
56. 00
57 .00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64 .00
6s .00
66.00
67 .00
68.00
69.00
70.00
71.00
77.00
73 .00
74.00
75 .00
76.00
76.01
76.02
76.03
76.O4

88.00
89 .00
90.00
91.00
92 .00

50. 00
5L.00
s2 .00
s3 .00
54 .00
54.0L
54 .02
55 .00
56.00
57. 00
58.00
59. 00
60. 00
60. 01
61. 00
62.00
63.00
64.00
65 .00
66.00
67 .00
68 .00
69.00
70.00
7L.00
72.00
73.00
74.OO
75.00
76. 00
76.07
76.02
76.03
76.04

88. 00
89. 00
90. 00
91.00
92.00

94.00
95 .00
96.00
97 .00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
rotal (lines 50-1-99) 5,025,192 44L,431,

U.

n

0.
n

94. 00
95.00
96.00
97. 00
98. 00

200 1,550, L2.543 .00

Provider CCN:150046

component ccN:15s046

Period:
Fron o9/01/20L1
ro 08/31/20L2

TitIe XVIII

8, 813, 20
2,61 5,61

9,233,95

21,073,LLl

s ,0s0 , 193

L0, 867,005
70,437 ,233

0
0

I,779,566
658,625

35,469,506
14,720,629
96,052.323

0.02363s

0
0
0

832
24

0
0
U

222
0
)

3,243
0

0
U

0
110
273

0
0

193
242
ttz

0
2,L20

0
0
0
0
0
0
0

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR RooM
ANESTHESIOLOGY
RADIOLOGY-DTAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY.TH ERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNS.
INTMVENOUS THERAPY
RESPIMTORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGMPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)

LITHOTRIPSY
ENDOSCOPY

PRTsION CLINIC
WOUND CARE

143,83
361,, 81

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINTC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT
27,531,55

IN Li
worksheet D
PATI II

PPS

Date/Time Prepared:
t/30/20L3 9:17 am

McRrF32 - 3.4.136.0



Ith pinancial s
APPORTTONMENT OF INPATIENT/OUTPATTENT ANCILLARY SERVICE OTHER PASS

THROUGH CO5T5

50.00
51.00
52 .00
s3 .00
54 .00
54.01_
54.02
55 .00
56.00
57 .00
58.00
59 .00
60.00
60.01
61.00
62 .00
63 .00
64.00
6s .00
66.00
67 .00
68.00
69 .00
70.00
71.00
72.OA
73 .00
74.00
75 .00
76. 00
76.O7
76.02
76.03
76.04

88.00
89.00
90.00
91.00
92 .00

IN Li
worksheet o
Part IV

PPS

Date/Time Prepared:
t/3O/20L3 9:1.7 am

94.00
95 .00
96.00
97 .00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP.SOLD
OTHER REIMBURSABLE COST CENTERS
rotal (lines 50-199)

50.00
51. 00
52.00
53.00
54. 00
54. 01
54.02
5s.00
s6.00
57.00
58.00
59 .00
60.00
60.01
61.00
62.00
63. 00
64.00
65 .00
66.00
67 .00
68.00
69.00
70.00
71.00
72.00
73.00
74.04
75 .00
76. 00
76.0L
76.O2
76.01
76.04

88. 00
89. 00
90.00
9r..00
92 .00

94 .00
95 .00
96.00
97.00
98.00

.00200.001

provider ccN:1-50046

component ccNr 15s046

period:
rrcn 09/0L/201L
ro O8/3t/2012

TitIE XVIII

OPEMTING ROOM

RECOVERY ROO'q

DELIVERY ROOrI & LABOR ROOM

ANESTHESIOLOGY
RADTOLOGY-DIAGNOSTIC

ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNS.
INTRAVENOUS THEMPY
RESPIRATORY THERAPY
PHYSICAL THERAPY

OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL, DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DTSTINCT PART)

LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0

RUML HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLTNIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT

MCRrF32 - 3.4.136.0



TERRE HAUTE

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

50.00
51.00
52 .00
53 .00
54.00
54.01
54.O2
55 .00
56.00
57.00
58.00
59.00
60.00
60.01"
61.00
62 .00
63 .00
64.00
65 .00
66.00
67.00
68.00
69.00
70.00
7L.00
72.00
73 .00
74.O0
75 .00
76.00
76.O1
76.O2
76.O3
76.04

88.00
89.00
90.00
91. 00
92 .00

HOSPITAL

447,43L,40

In Lieu of Form
worksheet D
Part IV

PPS

Date/Time Prepared:
t/3O/20L3 9:17 am

50.00
51.00
52 .00
53 .00
54. 00
54. 01
54.02
55 .00
56.00
57 .00
58.00
s9 .00
60.00
60.01
61.00
62.00
63. 00
64. 00
65 .00
66.00
67.00
68.00
69 .00
70.00
2L.00
72.00
73 .00
74.OO
75 .00
76.00
76.01
76.02
76.03
76.04

88. 00
89.00
90.00
91.00
92 .00

94.00
9s .00
96.00
97 .00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
rotal (lines 50-199)

0.
0.
0.

0.

0.
0.
0.

0

0
0
0

1,550,048

94. 00
95 .00
96.00
97.00
98.00

200. .00

provider ccN:150046

component ccN:15s046

peri od:
Fron O9/0L/2O].'L
ro 08/3L/2Otz

T.itIE XVIII

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY

RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-TH ERAPEUTIC
RADTOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERTZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINTCAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED ELOOD CELLS
BLOOD STORING, PROCESSING & TMNS.
INTRAVENOUS THERAPY
RESPIMTORY THERAPY
PHYSTCAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

8,17L,72

8, 813, 20

8,770 ,7
t9,87L,2
4, 583,

2r,o73,
44 ,728,

L0,037 ,2

96,O57. ,32

29,87
3 , 588, 73
4.L29.234

0
0
0
0

24,553
2,636

0
0
0

0
0

11, 55 3

11,568
0
0

18, 328
4,O77
8, 839

0
562,798

U

0
0
0
0
0
0

RURAL HEALTH CLINIC
FEDEMLLY QUALTFIED HEALTH CENTER
CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTTNCT
27,531,55

McRrF32 - 3.4.136.0



Period:
Frcn o9/o1,/201L
ro 08/3L/2012

0
0
0
0
0
0
0
0
0
0
0

074

302

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
MDIOLOGY.DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-TH ERAP EUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABOR,ATORY

BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTMVENOUS THEMPY
RESPIMTORY THERAPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY

ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON.DIsTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

TERRE HAUTE REGIONAL HOSPITAL

APPORTTONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROT'GH COSTS

Provider CCN: L50046

Component CCN:1-55046

Title xvrrr

Worksheet D
PATI IV
Date/Time P

50.00
51.00
s2 .00
53 .00
54. 00
54.01"
54.02
55 .00
s6.00
57.00
58.00
59. 00
60.00
60.0L
61.00
62 .00
63 .00
64.00
6s .00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73.00
74.00
75 .00
76. 00
76.0'1.
76.O2
76. 03
76.04

88. 00
89.00
90.00
91.00
92 .00

50.00
51.00
52 .00
53 .00
54. 00
54.01
54.02
55.00
56. 00
57. 00
58.00
s9. 00
60.00
60.0L
61.00
62 .00
63.00
64.00
6s .00
66.00
67. 00
68. 00
69.00
70.00
71.00
72.O0
73. 00
74.00
75.00
75. 00
76.01
76.02
76. 03
76.04

88 .00
89.00
90.00
91.00
92.00

94. 00
95 .00
96.00
97 .00
98.00

200.00

94.00
95 .00
96.00
97 .00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
rotal (lines 50-199)

0
U

0
0200.

MCRrF32 - 3.4.136.0



Provider CCN:150046

component ccN:15s046

Period:
Frcn o9/01/20LL
ro 08/3]-/2012

TitIe XVIII

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESTOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.

INTRAVENOUS THERAPY
RESPIMTORY THERAPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCE PHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
AsC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINTC
WOUND CARE

OPIC

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS

Heal TERRE

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

rn Lieu of Form CMS-2552-1.0
worksheet D
PATI IV
Date/Time Prepared:
l/7O/2O1f 9:17 am

PPS

s0. 00
51. 00
52 .00
s3 .00
54.00
54. 01
54.42
55.00
s6.00
57. 00
58.00
59.00
60.00
60.01
61.00
62 .00
63.00
64 .00
65 .00
66.00
67.00
68. 00
69. 00
70.00
71.00
72.04
73 .00
74.OO
75 .00
76.00
76. 01
76.02
76.03
76.04

88.00
89.00
90.00
91.00
92 .00

94.00
95 .00
96.00
97.00
98.00

200. 00

50.00
51.00
52 .00
53.00
54.00
54.01
54.02
5s.00
s6.00
57 .00
s8.00
59 .00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
55.00
67 .O0
68.00
69 .00
70.00
71.00
72.00
73 .00
74.00
75 .00
76. 00
76.OL
76.02
76.03
76.04

88.00
89.00
90.00
91.00
92 .00

94.00
95 .00
96.00
97. 00
98.00

HOME PROGRAM OIALYSIS
AMBULANCE SERVICES
DURABLE MEDTCAL EQUIP.RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

Total (lines 50-199)200.

McRrF32 - 3.4.136.0



Period:
From o9/0r/20LL
ro o8/3L/20L2

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
R,ADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY

PBP CLINICAL LAB SERVICES-PRGM ONLY

E BLOOO & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNS,
INTRAVENOUS THEMPY
RESPIMTORY THERAPY

PHYSTCAL THERAPY

OCCUPATIONAL THEMPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY

ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)

LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

0. 1371

0. 1821
o.2522

0. 13448

L3.4292
0.2864

RURAL HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DIS

Ith rinancial
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

50.00
sl.00
52 .00
53 .00
54.00
54.01
54.02
55.00
56.00
57.00
58.00
s9 .00
60.00
60.01
61.00
62.00
63.00
64.00
65.00
66.00
67 .00
68.00
69 .00
70.00
71.00
72.00
71.00
74.00
75 .00
76.OO
76. 0L
76.O2
76.03
76.O4

88 .00
89 .00
90.00
91.00
92 .00

HOSPITAL
provider ccN:150046

Component CCN:155046

rit-Ti: xwir

Form CMS-2552-10
worksheet D
PATI V
oate/time Prepared:
L/3O/2073 9:L7 am

PPS

50.00
51.00
52 .00
53 .00
54.00
54.01
54.02
55 .00
56.00
57 .00
58.00
59.00
60.00
60.01
61.00
62.00
63.00
64.00
65 .00
66.00
67 .00
68.00
69.00
70.00
71.00
72.00
73 .00
74.OO
75 .00
76.00
76.OL
76.02
76.03
76.04

88. 00
89. 00
90. 00
91.00
92.00

94. 00
95.00
96.00
97. 00
98.00

200.00
201. 00

94.00
95 .00
96.00
97.00
98.00

HOME PROGMM DTALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

subtotal (see instructions)
Less PBP Clinic Lab. Services-Program
only charges
Net charges (line 200 +/- line 201)

200.
201.

202. .00

MCRIF32 - 3.4.136.0



Provider CCN:150046

component ccN:15s046

Title xvrll

Period:
F?on 09/0L/207L
ro 08/3t/20L2

OPEMTING ROOM

RECOVERY ROOM

DELTVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAIIIiIOGRAPHY

RADTOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY

PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING. PROCESSING & TRANS.
INTMVENOUS THERAPY
RESPTMTORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
EL ECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
AsC (NON.DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

RUML HEALTH CLTNIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINTC
EMERGENCY

OBSERVATION BEDS (NON-DISTTNCT

TERRE HAUTE REGIONAL

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

50. 00
51. 00
52 .00
53.00
54. 00
54. 01
54.02
55.00
56. 00
57.00
58.00
59.00
60.00
60.0L
61.00
62.00
63 .00
64.00
65 .00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73.00
74.00
75.00
76.00
76.0L
76.O2
76.03
76.04

88.00
89 .00
90.00
91.00
92 .00

worksheet D
PATI V
Date/Time Prepared:
L/3O/201J 9:17 am

50.00
51.00
52.00
53 .00
54.00
54.01
54.02
55.00
56.00
57.00
s8.00
59.00
60.00
60.01-
61.00
62 .00
63 .00
64.00
65.00
66.00
67.00
68.00
69 .00
70.00
7L.00
72.4O
73.00
74.00
75 .00
76.00
76.OL
76.O7
76. 03
76.04

88.00
89 .00
90. 00
91..00
92 .00

94.00
95 .00
96.00
97 .OO

98.00

HO\48 PROGMM DIALYSIS
AMBULANCE SERVTCES
DUMBLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-sOLD
OTHER REIMBURSABLE COST CENTERS
subtotal (see instructions)
Less PBP Clinic Lab. Services-Program
only charges
Net charges (line 200 +,/- line 201)

94. 00
95 .00
96.00
97.00
98.00

200.
201.

zo2.

.00

.00

202.00

MCRrF32 - 3.4.136.0



ri nanci al
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

50.00
51.00
52 .00
53 .00
54.00
54.01
s4.o2
55 .00
56.00
57 .00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64.00
6s .00
66.00
67 .00
68 .00
69 .00
70. oo
71.00
72.OO
73 .00
74.00
75 .00
76.00
76 .01
76.02
76. 03
76.04

88.00
89 .00
90.00
91.00
92 .00

rn Lieu of Form cMS-2552-10
worksheet D
P TI II

50.00
51.00
52 .00
53.00
54. 00
54. 0t-
54. 02
55.00
56.00
57 .00
58.00
59.00
60.00
60.01
61.00
62.00
63 .00
64.00
65 .00
66.00
67 .00
68 .00
69.00
70.00
71. 00
72.00
73 .00
74.OO
75 .00
76. 00
76.07
76.02
76. 03
76.04

88.00
89.00
90.00
91.00
92 .00

94. 00
95.00
96.00
97.00
98.00

200. 00

94 .00
9s .00
96.00
97 .00
98 .00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES

DURABLE MEDICAL EQUIP.RENTED
DUMBLE MEDTCAL EQUTP-SOLD

OTHER REIMBURSABLE COST CENTERS

total (lines 50-199) s,02s,1921 441,43L,

0.
0.
0.

s,829,4

0
n
U

93,463200.

Provider ccN:1-50046

component ccN:15T046

period:
rrom 09,/01,/2011
ro 08/3r/2012

tIE XVIII

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
t/AMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVTCES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BL@O STORING, PROCESSING & TRANs.
INTMVENOUS THEMPY
RESPIMTORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTs
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

1, 002 ,05
75,6L

293 , 3s

298,47

56,517,23s

8, 813 , 20
2 , 6L5, 61

9,233,95

L9,87L,7.

27,O73,LI

10,o37 ,23

0.006054

0.00446

15,
444,

77,

L32,
3,L94,

7,478,94

2,333
67
0

61,2
18

?33
L99

84
2,694

0

497
0
0

1,256
75,498

0
0

347
t2!

3,422

5,345
0

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PAR

27,53L,55

MCRrF32 - 3.4.136.0



hFi ial
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

In Lieu of Form CMS-2552-1"0
worksheet D
PATI IV
oate/time Prepared:
7/3A/20t3 9:17 an

PPS

50.00
51.00
52 .00
53 .00
54.00
54.01
54.02
55.00
56.00
57 .00
58.00
s9. 00
60.00
60.01
61.00
62 .00
63. 00
64 .00
65 .00
65.00
67.00
68 .00
69 .00
70. 00
71.00
7Z.OO
73 .00
74.00
75 .00
76.00
76.0L
76.02
7 6.O3
76.04

88 .00
89 .00
90.00
91.00
92 .00

50.00
s1. 00
52 .00
53 .00
54.00
54.0L
54.02
55 .00
56.00
57 .00
58. 00
s9.00
60.00
60.01"
6L.00
62 .00
63 .00
64. 00
65.00
65.00
67.00
68. 00
69 .00
70.00
71.00
72.00
73 .00
74.00
75 .00
76.00
76.0L
76.02
76. 03
76.O4

88. 00
89. 00
90.00
91.00
92 .00

94.00
95 .00
96.00
97 .00
98.00

.00

94.00
95 .00
96.00
97.00
98. 00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUTP.RENTED

DURABLE MEDICAL EQUIP-SOLD
OTHER RETMBURSABLE COST CENTERS

rotal (lines 50-199)200.

provider ccN:150046

component ccN:15T046

TitIe XVIII

Period:
rron 09/O7/2O7L
ro 08/3I/2OI2

OPEMTING ROOM

RECOVERY R@M

DELTVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
MDIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGINC (MRI)
CARDIAC CATHETERIZATION
LABOMTORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TMNS.
TNTRAVENOUS THEMPY
RESPIRATORY THEMPY
PHYSICAL THEMPY
OCCUPATTONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLTES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON.DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

0
0
0
0
0
0
n

0
0
0
0
0
0
0

0
0
0
0
n

0
0
0
0
0
0
0
0
0
0
0
0
0

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEOS (NON-DISTINCT PART

MCRrF32 - 3.4.136.0



In Lieu
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Worksheet D
PATI IV

1.32,305
3 , 194,

50.00
5L. 00
52.00
53 .00
54. 00
54. 01
s4.02
55.00
56.00
57. 00
58.00
59 .00
60.00
60.01
61.00
62 .00
63.00
64.00
65 .00
66.00
67.00
68. 00
69.00
70. 00
71.00
72.00
73 .00
74.00
7s .00
76.O0
76.OL
76.O2
76.03
76.O4

88.00
89.00
90.00
91".00
92 .00

Date/Time Prepared:
L/3O/2013 9:17 am

33,631
8, 120

0
0

68, 891
7,457

0
23,42s
3,140

60, 809
20, 813
L5,7I2

444,99L
0

77 ,809
0
0

50.00
51. 00
52 .00
53.00
54.00
54.01
54.02
55.00
5 6.00
57.00
58.00
59 .00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
66.00
67.00
68. 00
69. 00
70.00
7L.OO
72.O0
73.00
74.00
75 .00
76.00
76.OL
76.02
76.O3
76.04

33
2

269

4181,

ol
0l

,0L3 
|

,038 
1

,e841
718 i

,945 i

0
0

t3, 325
0
0
0

88.00
89.00
90.00
91.00
92 .00

94.00
9s .00
96.00
97 .OO
98.00

HOME PROGRAM DIALYSIS
AMBULANCE SERVTCES
DUMBLE MEDTCAL EQUIP-RENTED
DUMBLE MEDTCAL EQUIP-sOLD
OTHER REIMBURSABLE COST CENTERS
rotal (lines 50-199)

0.
n

0.

0.
0.
0.

94. 00
95.00
96.00
97 .00
98.00

5,829,4 .00

0

0
0

200. 441,431,,

provider ccN:150046

component ccN:15T046

Period:
rron 09/OL/2OI1.
ro 08/3L/2Otz

t]e XVIII

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY- DIAGNOSTIC
ULTMSOUND
MAMMOGMPHY

MDIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
V{HOLE BL@D & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTMVENOUS THEMPY
RESPIRATORY THERAPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

EL ECTROCARDIOLOGY
EL ECTROENCEPHALOGRAPHY

MEDICAL SUPPLTES CHARGED TO PATIENTS
IMPL, DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATTENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

56,517,23
I,771,72
5 , 311, 82

2,615,61

9, 233 , 95

79,877,2
4, 583 , 81

2t,073,L!

5 ,050, L9

10,037,23

74,r20,62
96,052,32

29,87
3 , 588, 73

RUML HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY 27 ,531,55

0
0
0
0
0

McRrF32 - 3.4.136.0



Provider CCN:150046

component ccN:15T046

Title xvrrr

Period l
Fron 09/oL/20L1
ro o8/3r/20L2

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOTSOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABOMTORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES.PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTRAVENOUS THEMPY
RESPIRATORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGMPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DTSTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

oi
0l
0l

0l
0i
oi
ol
0
0l
0l

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

50. 00
51.00
52 .00
s3 .00
54 .00
54.01
54.02
55 .00
56.00
57 .00
58. 00
59.00
60.00
60.01
61.00
62 .00
63 .00
64.00
6s .00
66.00
67 .00
68. 00
69.00
70.00
71.00
72.OO
73 .00
74.O0
75 .00
76. 00
76.01.
76.02
76.O3
76.O4

88.00
89 .00
90.00
91.00
92 .00

94.00
95 .00
96.00
97 .00
98. 00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
rotal ('lines 50-199)200.

In Lieu of Form CMS-2552-10
t,vorksheet D
Part IV
oate/rime prepared:

PPS

0
0
0
0
0
0
o
0
0

50.00
51-. 00
52 .00
53 .00
54.00
54.01
54.02
55.00
56.00
57 .00
58.00
59.00
60.00
60.01
61..00
62 .00
63.00
64.00
65 .00
66.00
67.00
68.00
69.00
70.00
77.O0
72.O0
73.00
74.OO
75 .00
76.00
76.0L
76.02
76.O3
76.04

88.00
89. 00
90.00
91.00
92 .00

0
U

0
0
0
0
0

94. 00
95.00
96.00
97 .00
98. 00

.00

0
0
0

McRrF32 - 3.4.1"36.0



Provider CCN: L50046

Component CCN:15T046

Peri od:
Fron 09/ou70tL
ro 08/31/2012

TitIE XVIII

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY

RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-TH ERAP EUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERTZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.

INTMVENOUS THERAPY

RESPIRATORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATTENTS

DRU6S CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRTPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

oPrc

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

Health Fi
APPORTIONMENT OF INPATIENT/OUTPATTENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

50.00
51.00
52 .00
53.00
54.00
54.01
54. 02
55 .00
56.00
57.00
58 .00
59 .00
60.00
60.01
61.00
62 .00
63 .00
64 .00
65 .00
66.00
67.00
68.00
69.00
70.00
71..00
72.00
73 .00
74.OO
75 .00
76.00
76.O7
76.02
76.03
76.04

88.00
89 .00
90.00
91.00
92 .00

94.00
95 .00
96.00
97 .00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDTCAL EQUIP-RENTED
DURABLE MEDTCAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

rotal (lines 50-199)200.

HOSPITAL
worksheet D
PATI IV
Date/Time P

50.00
51 .00
52.00
53.00
54. 00
54. 01
54. 02
s5.00
56. 00
57.00
s8.00
59. 00
60. 00
60. 01
61.00
62.00
63.00
64. 00
65.00
66.00
67 .00
68. 00
69 .00
70.00
71.00
72.00
73 .00
74.OO
75 .00
76.00
76.01
76.02
76. 03
76.04

88. 00
89.00
90.00
91..00
92.00

94. 00
9s.00
96.00
97. 00
98. 00

200.00

MCRrF32 - 3.4.136.0



Provider CCN:150046

component ccN:15T046

Period:
Fron o9/0L/20tL
ro 08/3t/2012

TitIe XVIII

0540
0540

0302
03022
0302
03024

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
MDIOLOGY-DIAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.

INTRAVENOUS THERAPY
RESPIRATORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY

E L ECTROENCE PHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

o.72124
0.45703

0.333
0. 213

o.203322

4.2s2282

0.332
0.081

L3.42924

RURAL HEALTH CLINIC
FEDEMLLY QUALTFIED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART

Health Financial
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

50.00
5t .00
s2 .00
s3.00
54.00
54 .01
54.02
55.00
56.00
5 7.00
58 .00
59. O0
60.00
60.0L
61.00
62 .00
63 .00
64 .00
65 .00
66.00
67 .00
68.00
69.00
70.00
71.00
72.O0
73 .00
74.00
7s .00
76.00
76.01
76.02
76.03
76.04

88 .00
89.00
90.00
91.00
92 .00

HOSPITAL rn Lieu of Form CMS-2552-10
lvorksheet D
Part v
Date/Time Prepared:

50. 00
51. 00
52.00
53.00
54. 00
54. 01.

54.02
55 .00
56.00
57 .00
58. 00
59.00
60.00
60.01
61.00
62 .00
63 .00
64. 00
65 .00
66.00
67 .00
68 .00
69 .00
70. 00
7L. 00
72.00
73.00
74.OO
75.00
76.00
76.01-
76.O2
76.03
76.O4

88. 00
89. 00
90. 00
91.00
92.00

PPS

94.00
95.00
96.00
97.00
98.00

094 HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DUR,ABLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

subtotal (see instructions)
Less PBP Clinic Lab. Services-Program
only charges
Net charges (line 200 +/- line 201)

94.00
95 .00
96.00
97.00
98.00

200.
201.

202.

.00

.00

.00

MCRrF32 - 3.4.136.0



Provider CCN:150046

component ccN:15T046

Period:
Fron 09/0t/20L1
ro O8/3L/2OLZ

TitIE XVIII

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
MDIOLOGY-OIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

MDIOLOGY.THERAPEUTIC
MDIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
b/HOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTMVENOUS THERAPY
RESPIMTORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY

EL ECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

Health Fi
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

50.00
51.00
s2 .00
53.00
54.00
54.01-
54.O2
55.00
56.00
57.00
s8 .00
59.00
60.00
60.01
61.00
62 .00
63.00
64.00
65 .00
66.00
67.00
68.00
69.00
70.00
7L.00
72.00
73 .00
74.OO
75 .00
76.00
76. 0L
76.O2
76,O3
76.04

88.00
89.00
90.00
91.00
92 .00

REGIONAL HOSPITAL In Lieu of Form CMS-2552-10
lvorksheet D
Part v
Date/Ti me

PPS

50.00
51.00
52 .00
53 .00
54.00
54 .01
54.02
55.00
56.00
57.00
s8.00
s9.00
60.00
60.01
6L.00
62 .00
63 .00
64.00
65 .00
66.00
67.00
68.00
69 .00
70.00
71. 00
72.00
73 .00
74.00
75 .00
76.00
76.O\
76.O2
76. 03
76.04

88.00
89 .00
90.00
91".00
92 .00

94.00
9s .00
96.00
97.00
98.00

200.00
201.00

202 .00

94.00
95 .00
96.00
97.00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
Subtotal (see instructions)
Less PBP clinic t-ab. Services-Program
only charges
Net charges (line 200 +/- line 20L)

200.
201.

202.

McRrF32 - 3.4.136.0



Health Financial TERRE HAUTE REGIONAL HOSPITAL
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

50.00
5L. 00
52 .00
53.00
54.00
54.01
54.02
55.00
56.00
57.00
58. 00
59.00
60.00
OU.UI
61.00
62 .00
63 .00
64.00
6s .00
66.00
67 .00
68. 00
69.00
70.00
71. 00
72.OO
73 .00
74.00
75 .00
76.00
76.01
76.02
76.03
76.04

88. 00
89.00
90.00
91.00
92 .00

Part IV
Date/Time P

2013
cost

94.00
9s.00
96.00
97.00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVIC€S
DURABLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
Total (lines 50-199)

0
0
0
0

50.00
5L. 00
52 .00
53 .00
54.00
54.01
54.02
55.00
56.00
57.00
s8.00
59 .00
60.00
60.01
6L.00
62 .00
63 .00
64.00
65 .00
66.00
67.00
68. 00
69.00
70.00
7L.00
72.00
73. 00
7 4.00
75.00
76. 00
76.0L
76.02
76.O3
76.04

88.00
89.00
90.00
91.00
92.00

94.00
95 .00
96.00
97.00
98. 00

.00200.

Provider CCN:150046 Period:
Fron o9/au20tlro O8/3L/2O72

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY

RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABOMTORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
TNTMVENOUS THEMPY
RESPIMTORY THERAPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
rMPL. DEV. CHARGED TO PATIENTS
ORUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LTTHOTRIPSY
ENDOSCOPY

PRISION CLINIC

0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

BEDS (NON-DISTINCT PART

MCRrF32 - 3.4.136.0



Health Financial TERRE HAUTE REGIONAL HOSPITAL

APPORTIONMENT OF INPATIENT,/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

50.00
5L.00
52 .00
53.00
54. 00
54.01
54 .02
5s.00
56.00
57.00
58.00
59.00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73 .00
74.00
75 .00
76.00
76.OL
76.O2
76.O3
76.04

88.00
89.00
90.00
91.00
92 .00

94.00
95 .00
96.00
97 .00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP.RENTED
DUMBLE MEDICAL EQUIP.SOLD
OTHER REIMBURSABLE COST CENTERS
rotal (lines 50-199)200. 44L,43L,40

Form CMS-2552-10
worksheet o
PATt IV
Date/Time Prepared:t30/20I3 9:I7 an

50.00
5L.00
52 .00
s3.00
54.00
54.01
54 .02
55 .00
56.00
57 .00
58.00
59 .00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
66.00
67. 00
68. 00
69. 00
70.00
71.00
72.00
73.00
74.00
75 .00
76.00
76.0L
76.O2
76.03
76.04

88. 00
89.00
90.00
91.00
92 .00

0.
0.
0.

0.
0.
U.

0
0
0

23,286,70L

94.00
95.00
96.00
97 .00
98.00

200.00

Provider ccN:150046 Peri od:
Frcn 09/0L/2oIl
ro 08/3L/2012

ttosoi tal

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
MDIOLOGY. DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-TH ERAP EUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLTNICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING. PROCESSING & TMNS.
INTRAVENOUS THERAPY
RESPIMTORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATTENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)

LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

56,5L7,2
8,171,72
5 , 311, 82

8, 813 , 20
2,615,61
L,780,21
9, 2 33 ,95
8,770 ,75

L9,871",2

21,073 , t-L
44 ,728,6

5 ,050, L9

70,037 ,23

6s8,
3s ,469 ,

L4,L20,
96,052 , 32

3 , 588, 73

0.
0.
0.

0.
0.
0.
0.
0.
0.
0.
0.

0.
0.
0.
0.
0.

L,926,305
223,595

2,690,2!5

280, 655
84,236
1, 383

34,97L
59,O7r

542,527
91,950

878,769
3 ,013 , 336

0

319, 512
0
0

1, 260, 393
468,746

o
0

442,942
28, 60

1, 9r.8 , 39
460,362

7, 145 , 591
14L,742

RURAL HEALTH CLINIC
FEDEMLLY QUALIFTED HEALTH CENTER
CLINIC
EMERGENCY 27,53L,55

MCRrF32 - 3.4.136.0



Provider CCN: l-50046 Period:
Fron 09/o-t-/20L1
ro 08/3L/20L2

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESTOLOGY
RADIOLOGY.DIAGNOSTIC
ULTMSOUND
II{AMMOGRAPHY

RADTOLOGY.THERAPEUTIC
RADIOISOTOPE
CT SCAN

I{AGNETIC RESONANCE IMAGTNG (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLTNICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTRAVENOUS THEMPY
RESPIRATORY THERAPY
PHYSICAL THERAPY

OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DIsTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINTC
WOUND CARE

OPIC

5,297 ,57

4 , 086, 51

97 ,73

2,062,84

5 ,676,27

38,07
t,752,34

RUML HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

OBSERVATTON BEDS (NON-DISTINCT PART

I th ri nanci a'l
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

50.00
51.00
52 .00
53.00
54.00
54.01
54.O2
55 .00
s6.00
57 .00
58.00
59.00
60.00
60.01
6L.00
62 .00
63 .00
64.00
65 .00
66.00
67.00
68.00
69 .00
70.00
71. 00
72.00
73 .00
74.O0
75 .00
76.00
76. 01
76.02
76.O3
76.04

88.00
89.00
90.00
91.00
92 .00

94.00
9s .00
96.00
97 .00
98 .00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
rotal (lines 50-L99)200.

In Lieu of Form CMS-2
worksheet D
PATI IV
Date/Time Prepared:
L/30/2OIJ 9:17 am

cost

0
0
0

50.00
51.00
52.00
53 .00
54 .00
54.01
54.02
55 .00
56.00
57.00
58.00
59.00
60.00
60.01
61.00
62.00
63 .00
64.00
65.00
66.00
67 .O0
58 .00
69.00
70. 00
71.00
72.00
73.00
74.00
75 .00
76. 00
76.07
76.02
76. 03
76.04

88.00
89.00
90.00
91.00
92 .00

0
0
0
0
0

0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0

J5,6L7 ,43

94.00
95 .00
96.00
97.00
98.00

200. 00

0
0
0
0

MCRrF32 - 3.4.136.0



Provider CCN:150046 Period:
Frcm 09/01/2011
ro 08/31/20L2

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY.THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY

PBP CLTNICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTRAVENOUS THEMPY
RESPIMTORY THEMPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCAROIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)

LITHOTRIPSY
ENDOSCOPY

PRISTON CLINIC
WOUND CARE

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

RVATION BEDS (NON-DISTINCT

Health Fi TERRE HAUTE REGIONAL HOSPITAL

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Form CMS-2552-10
worksheet D
PATI IV
Date/Ti me

50.00
5L. 00
52.00
53.00
54. 00
54.01
54.O2
55.00
56. 00
57.00
58.00
59.00
60.00
60.01
61.00
62 .00
63.00
64. 00
6s .00
66.00
67 .00
68.00
69.00
70.00
71. 00
72.OO
73.O0
74.OO
75 .00
76. 00
76. 0L
76.O2
76.O3
76.04

88.00
89.00
90.00
91.00
92 .00

50. 00
51. 00
52.00
s3.00
54.00
54.0L
54.02
55 .00
56.00
57.00
58.00
59.00
60.00
60.01
61.00
62.00
63 .00
64.00
65 .00
66.00
67 .00
68.00
69. 00
70.00
71.00
72.00
73 .00
74.OO
75 .00
76.00
76. 01
76.02
76.O3
76.04

88.00
89 .00
90.00
91.00
92 .00

94. 00
95.00
96.00
97. 00
98. 00

200. 00

94. 00
95.00
96.00
97.00
98.00

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUTP-RENTED

DURABLE MEDICAL EQUIP.SOLD
OTHER REIMBURSABLE COST CENTERS

Total (lines 50-199)200.

McRrFSz - 3.4.136,0



Provider ccN:1.50046

Title xlx

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.

INTMVENOUS THEMPY
RESPIMTORY THERAPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
EL ECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV, CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENOOSCOPY

PRISION CLINIC
IdOUND CARE

0. 13448
0. 32636

L3.4292
0.2864

4,086, 5

2,062,84
791, 5

s,616,2

L,752,34

05401
05402

0600

03022
0302 3

RURAL HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

TION BEDS (NON-DISTINCT

TERRE HAUTE REGIONAL HOSPI

APPORTIONMENT OF MEDICAL. OTHER HEALTH SERVICES ANO VACCINE COST Worksheet D
Part v
Date/Time P

cost

s0.00
5L.00
52 .00
53 .00
54.00
54.01
54.02
55 .00
56 .00
57.00
s8 .00
59.00
60.00
60.01
61.00
62 .00
6l .00
64.00
6s .00
66.00
67.00
68.00
69.00
70.00
71.00
72.O0
73 .00
74.00
75 .00
76.00
76.OL
76.O2
76. 03
76.04

88.00
89.00
90.00
91.00
92 .00

50.00
51.00
52 .00
s3 .00
54.00
54.01
54.02
55.00
56.00
57. 00
58. 00
59.00
60.00
60.01
61.00
62 .00
63. 00
64. 00
6s.00
66.00
67.00
68.00
69 .00
70.00
71.00
72.00
73 .00
74.00
75.00
76. 00
76. 01
76.02
76.O3
76.O4

88 .00
89 .00
90.00
91.00
92.00

94. 00
95.00
96. 00
97 .00
98.00

200.00
201.00

202 .00

94.00
95 .00
96.00
97 .00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

Subtotal (see instructions)
Less PBP Clinic Lab. Services-Program
only charges
Net charges (line 200 +,/- line 201)

200.
201..

3s,6t7 ,43

35,617 ,43202.

McRrF32 - 3.4.1-36.0



Provider CCN:150046 Period:
Fron 09/01./20tL
ro 08/31/2012

OPEMTING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADTOLOGY-DIAGNOSTIC

ULTMSOUND
MAMMOGRAPHY

MDIOLOGY-THERAPEUTIC
RADIOISOTOPE

CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES.PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTMVENOUS THERAPY

RESPIRATORY THEMPY
PHYSICAL THERAPY

OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

RUML HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

Heal th E HAUTE REGIONAL HOSPITAL

5,389, L

5 , 389, L4

In Lieu of Form
APPORTIONMENT OF MEDICAL. OTHER HEALTH SERVICES AND VACCINE COST

s0.00
51.00
52 .00
53.00
54.00
54. 01
54 .02
5s .00
56.00
57.00
58.00
59 .00
60.00
60.01
6L.00
62 .00
63 .00
64.00
65 .00
66.00
67 .00
68.00
69.00
70.00
7L.00
72.00
73 .00
74.OO
75 .00
76. 00
76. 01
76.O2
76.03
76.04

88.00
89.00
90.00
9r..00
92 .00

worksheet D
PATI V
Date/Time P

2073
cost

94.00
95 .00
96.00
97 .00
98.00

HOME PROGMM DIALYSIS
AMBULANCE SERVICES
DURABLE MEDICAL EQUIP-RENTED
DURABLE MEDTCAL EQUTP-SOLD

OTHER REIMBURSABLE COST CENTERS
Subtotal (see instructions)
Less PBP Clinic t-ab. Services-Program
only charges
Net charges (line 200 +/- line 201)

50.00
51. 00
52.00
53.00
54.00
54.0L
54.02
55.00
56. 00
57 .00
58.00
59 .00
60.00
60.01
61.00
62 .00
63 .00
64. 00
65.00
66.00
67 .00
68. 00
69. 00
70. 00
71.00
72.00
73.00
74.00
75 .00
76.00
76.O7
76.02
76.03
76.O4

88.00
89.00
90.00
91.00
92 .00

94. 00
95 .00
96.00
97.00
98.00

200.
201.

.00
1.00

202. .00

MCRrF32 - 3.4.136.0



Health Financial svstems TERRE HAUTE REGIONAL HOSPITAL
COMPUTATION OF INPATIENT OPERATING COST

1.00
2 .00
3 .00

4.00
5.00

6.00

7 .00

8.00

9.00

1-0.00

11.00

12 .00

11.00

14.00
15.00
16.00

17 .00

l-8.00

19.00

20.00

21.00
22.00

23 .00

24.OO

25 .00

26. 00
27.00

28.00
29 .00
30. 00
31. 00
32.00
33.00
34 .00
35 .00
36. 00
37.00

38.00 ]Adjusted general inpatient routine service cost per diem (see instruct
39.00 lerogram general inpatient routine service cost ('line 9 x line 38)
40.00 ilaedically necessary private room cost applicab'le to the Program (line 14 x line 35)
41.00 lTotal Program general inpatient routine service cost (line 39 + line 40)

In Lieu of

Date/Time Prepared:
I/3O/2073 9:17 am

worksheet D-1

886. 90
9,674,305

0
9,674,305

1.00
2 .00
3.00

4.00
5 .00

6.00

7.OO

8.00

9.00

10. 00

lL.00

12 .00

13.00

14.00
15 .00
16.00

17. 00

18.00

19 .00

20.00

21.00
22.O0

23.00

24. 00

25.00

26.00
27 .00

28. 00
29.00
30.00
31.00
32 .00
33.00
34.00
35.00
36. 00
37.00

38. 00
39. 00
40.00
41.00

provider ccN:150046 Period:
rron 09/OL/2OL7
ro 08/3L/7OL2

rnpatient days (including private room
Inpatient days (including private room days, excluding swing-bed and newborn days)
Private room days (excluding swing-bed and observation bed days). rf you have only private room days,
do not complete this line.
Semi-private room days (excluding swing-bed and observation bed days)
rota'l swing-bed snr type inpatient days (including private room days) through December 31 of the cost
reporting period
total swing-bed srur type inpatient days ('including private room days) after December 3L of the cost
reporting period (if calendar year, enter 0 on this line)
rotal swing-bed nr type inpatient days (including private room days) through December 31 of the cost
reporting period
total swing-bed NF type inpatient days (including private room days) after December 31 of the cost
reporting period (if calendar year, enter 0 on this line)
rotal inpatient days including private room days applicab-le to the Program (exc'luding swing-bed and
newborn days)
swing-bed sNF type inpatient days applicable to title xvrtr only (including private room days)
through December 31 of the cost reporting period (see instructions)
swing-bed sNF type inpatient days applicable to title xvrrt only (including private room days) after
December 3L of the cost reporting period (if calendar year, enter 0 on this fine)
Swing-bed NF type inpatient days applicable to titles v or xrx only (including private room days)
through December 31 of the cost reporting period
Swing-bed NF type inpatient days applicable to tit'les v or xrx on'ly (includ'ing private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this line)
t,tedically necessary private room days applicable to the Program (excluding swing-bed days)
Total nursery days (tit1e v or xtx on'ly)

s (title v or xtx onl

18, 810
U

17, 998
0

0

0

0

r-0, 908

0

0

0

0

0
0

care rate for swing-bed sNF services appli to services through December 31 of the cost
reporting period
Medicare rate for swing-bed SNF services app'licable to services after December 31 of the cost
reporting period
tuedicaid rate for swing-bed NF services applicable to services through December 31 of the cost
reporting period
t'4edicaid rate for swing-bed NF services applicable to services after December 31 of the cost
reporting period
total general inpatient routine service cost (see instructions)
swing-bed cost applicable to srur type services through December 31 of the cost reporting period (1ine
5 x line 17)
swing-bed cost applicable to srur type services after December 31- of the cost reporting period (line
x line L8)
swing-bed cost app'licable to Hr type services through December 31 of the cost reporting period (line
7 x line 19)
swing-bed cost appficable to ur type services after December 3l- of the cost reporting period (line 8
x line 20)
rotal swing-bed cost (see instructions)
General inoatient routine service cost net of swino-bed cost (line 21 minus li

16, 682 , 57s
0

0

0

0

0
L6,682,57s

General inpatient routine service charges (excluding swing-bed charges)
Private room charges (excluding swing-bed charges)
semi-private room charges (excluding swing-bed charges)
ceneral inpatient routine service cost/charge ratio (line 27 + line 28)
Average private room per diem charge (line 29 + line 3)
Average semi-private room per diem charge (line 30 +'line 4)
Average per diem private room charge differential (line 32 minus line 33)(see instructions)
Average per diem private room cost differential (1ine 34 x line 31)
Private room cost differential adjustment (line 3 x line 35)
General inpatient routine service cost net of swing-bed cost and private room cost differential (line

19,490,745
0.855923

0.00
1. 082 . 94

16,682, s7s

MCRrF32 - 3.4.136.0



42.00

43 .00
44.00
45 .00
46.00
47 .OO

I svstems
COMPUTATION OF INPATIENT OPEMTING COST

Total observation bed days (see instructions)
Adjusted general inpatient routine cost per diem (line 77 + line 2)
observatjon bed cost (line 87 x line 88) (see instructions)

In Lieu of Form
worksheet D-1

Date/Time

886. 90
720,163

43.00
44.00
45 .00
46.00
47.O0

48. 00
49.00

50.00

51.00

52 .00
53 .00

54.00
55 .00
56.00
57.00
58.00
59.00

60.00
61.00

62 .00
63 .00

64.00

65 .00

66.00

67. 00

68. 00

69. 00

70. 00
71.00
72.00
73 .00
74.00
75 .00

76.00
77 .OO
78.00
79 .00
80.00
81.00
82 .00
81 .00
84.00
85 .00
86.00

87.00
88. 00
89. 00

49.00

s0.00

51.00

52 .00
s3.00

54.00
55.00
56.00
57. 00
58. 00
59. 00

60.00
61.00

62 .00
63 .00

64.00

65 .00

66.00

67.00

68.00

69.00

70.00
71.00
72.O0
73 .00
74.00
75 .00

76. 00
77.00
78. 00
79.00
80.00
81.00
82.00
83.00
84. 00
85.00
86.00

87.00
88.00
89.00

provider ccN:150046 period:
rron O9/OL/ZOLI
ro 08/37/2012

NURSERY (tit]C V & XIX ON

INTENSIVE CARE UNIT
CORONARY CARE UNIT
BURN INTENSTVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY

z,557 ,192

Prograrn inpatient ancillary se ce cost (wkst. D-3, col.
am inoatient costs sum of lines 41. 5ee

15 , 317, 295

pass through costs applicable to erogram inpatient routine services (from wkst. D, sum of Parts r
III)
pass through costs app'licab'le to erogram inpatient ancil'lary services (from wkst. D, sum of Parts rr
and IV)
Total Program excludable cost (sum of lines 50 and 51)
Total program inpatient operating cost excluding capital related, non-physician anesthetist, and

line 49 minus line 52

L,716,273

911,408

2,627 ,681
24,92L,ttt

Progr.rm discharges
Target amount per discharge
Target amount (line 54 x line 55)
oifference between adjusted inpatient operating cost and target amount (line 56 minus line 53)
Bonus payment (see instructions)
Lesser of lines 53154 or 55 from the cost reporting period ending 1996, updated and compounded by the
market baskbt
Lesser of lines 53,/54 or 55 from prior year cost report, updated by the market basket
rf line 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by
which operating costs (fine 53) are less than expected costs (lines 54 x 60), or l% of the target
amount (line 56), otherwise enter zero (see instructions)
nefief payment (see instructions)
nllowable rnDatient cost

0.00

0.00
0

0

sNF inpatient routine costs through December 31 of the cost reporting period (see
instructions) (tit'le wrrr only)
uedicare swing-bed sNF inpatient routine costs after December 31 of the cost reporting period (see
instructions) (tit1e wrrr on'ly)
rotal r"redicare swing-bed sNF inpatient routine costs (line 64 plus'line 65)(title xvrrr only). ror
cAH (see instructions)
Title v or xtx swing-bed rur inpatient routine costs through December 11 of the cost reporting period
(line 12 x line 19)
Title v or xrx swing-bed nr inpatient routine costs after December 31 of the cost reporting period
(line 13 x line 20)
rotal title v or xrx swinq-bed Nr i line 67 + 'li

0

0

0

0

0

0

skilled nursing facility/other nursing facility/rcF/MR routine service cost (line 37)
adjusted general inpatient routine service cost per diem (line 70 + line 2)
Program routine service cost (line 9 x ljne 71)
tvtedically necessary private room cost applicable to Program (1ine 14 x line 35)
Total Program general inpatient routine service costs ('line 72 + line 73)
capital-re'lated cost allocated to'inpatient routine service costs (fron worksheet B, Part II, column
26, line 45)
per diem capital-related costs (line 75 + line 2)
Program capital-related costs (line 9 x line 76)
rnpatient routine service cost (line 74 minus line 77)
Aggregate charges to beneficiaries for excess costs (from provider records)
Total program routine service costs for comparison to the cost limitation (line 78 minus line 79)
Inpatient routine service cost per diem limitation
Inpatient routine service cost limitation (line 9 x line 81)
Reasonable inpatient routine service costs (see instructions)
Program inpatient ancillary services (see instructions)
utilization revjew - physician compensation (see instructions)

am inoatient ooeratino costs (sum of lines 83 thI Prooram inoatient ooeratino costs (sum of lines 83 throuqh 85

MCRrF32 - 3.4.136.0



Ith pinancial svstems
COMPUTATION OF INPATIENT OPERATING COST

In Lieu of Form cMS-2552-L0
worksheet D-1

Date/Ti me

90.00
91.00
92 .00
93 .00

capital-related cost
nursing school cost
allied health cost
a'll other laedical Education

16, 682 ,

l_6, 682 , 5
L6, 682 , 5
L6, 682 , 5

720,16
720,16

90. 00
91-.00
92 .00
93 .00

720,
720,

provider ccN:150046

McRrF32 - 3.4.L36.0



Provider CCN:150046

component ccN: L5s046

Period:
Fron 09/0I/2O1L
ro 08/3t/2012

Title xvrll

s (inc'luding private room days and swing-bed days, excluding
Inpatient days (including private room days, excluding swing-bed and newborn days)
private room days (excluding swing-bed and observation bed days). If you have only private room days,
do not complete this line.
semi-private room days (exc'luding swing-bed and observation bed days)
tota'l swing-bed snr type inpatient days (including private room days) through December 31 of the cost
reporting period
total swing-bed sNF type inpatient days (inc'luding private room days) after December 31 of the cost
reporting period (if calendar year, enter 0 on this line)
rotal swing-bed nr type inpatient days (including private room days) through December 3L of the cost
reporting period
rotal swing-bed Hr type inpatient days (including private room days) after oecember 3L of the cost
reporting period (if calendar year, enter 0 on this line)
Total inpatient days inc'luding private room days applicable to the Program (excluding swing-bed and
newborn days)
swing-bed sNF type inpatient days applicable to title xvtrr only (including private room days)
through December 31 of the cost reporting period (see instructions)
swing-bed sNF type inpatient days applicable to title xvttr only (including private room days) after
December 31 of the cost reporting period (if calendar year, enter 0 on this line)
swing-bed NF type inpat'ient days applicable to titles v or xrx only (including private room days)
through December 31 of the cost reporting period
swing-bed NF type inpatient days applicable to titles v or xrx only (inc'luding private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this line)
l,tedically necessary private room days applicable to the Program (excluding swing-bed days)
Total nursery days (title v or xrx only)

(title v

3 ,954
3, 954

0

3,954
0

n

0

0

1, 578

0

0

0

0

0
0
0

ng-bed snr services applicable to services through December 31 of the cost
reporting period
l,tedicare rate for swing-bed sNF services applicable to services after December 31 of the cost
reporting period
Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost
reporting period
r"redicaid rate for swing-bed NF services applicable to services after December 31 of the cost
reporting period
total general inpat-ient routine service cost (see instructions)
swing-bed cost app-licable to snr type services through December 31 of the cost reporting period (li
5 x line 17)
swing-bed cost applicable to srur type services after December 31 of the cost reporting period (line
x line 18)
swing-bed cost app'licable to NF type services through December 31 of the cost reporting period ('l'ine
7 x line 19)
swing-bed cost applicable to Hr type services after December 31 of the cost reporting period (1ine 8

x 'line 20)
rotal swjng-bed cost (see instructions)

a'l inoatient routine service cost net of swi cost (line 21 minus line 26

0.00

0.00

0. 00

0.00

3 ,057, 858
0

0

General inpatient routine service charges (excluding
Private room charges (excluding swjng-bed charges)
semi-private room charges (excluding swing-bed charges)
General'inpatient routine service cost/charge ratio (line 27: line 28)
Average private room per diem charge (line 29 + line 3)
Average semi-private room per diem charge (line 30 + line 4)
Average per diem private room charge differential (line 32 minus line 33)(see instructions)
Average per diem private room cost differential (line 34 x line 31,)

Private room cost differentia] adjustment (fine 3 x line 35)
General inpatient routine service cost net of swing-bed cost and private room cost differential (line
27 minus li

6,960 ,67 4
0.440742

L,760.4t

3,067, 858

'lth rinancial svstems HAUTE REGIONAL HOSPTTAL

COMPUTATION OF INPATIENT OPERATING COST

Adjusted general inpatient routine service cost per diem (see instructions)
Program general inpatient routine service cost (line 9 x line 38)
uedically necessary private room cost applicab'le to the Program (1ine 14 x line 35)
Total Program general inpatient routine service cost (line 39 + line 40)

Li eu Form CMS-2552-10
worksheet D-1

oate/ti me

1.00
2 .00
3 .00

4.00
5 .00

6.00

7.00

8. 00

9.00

10.00

11.00

L2.00

13 .00

14.00
15 .00
16.00

17 .00

1"8.00

19.00

20.00

21. 00
22.00

23.00

74.00

25.00

26.00
27.O0

28.00
29.00
30.00
31.00
32 .00
33 .00
34.00
3s .00
36.00
37 .00

38. 00
39. 00
40.00
41.00

775.89
L,224,3s4

0
L,2?4,354

1.00
2 .00
3.00

4. 00
5.00

6.00

7 .00

8.00

9.00

1.0.00

11.00

12.00

13 .00

14.00
15 .00
16.00

17 .00

r.8 .00

19. 00

20. 00

21.00
22.00

23 .00

24.O0

25 .00

26. 00
27.OO

28.00
29.00
30.00
3r..00
32 .00
33 .00
34 .00
35 .00
36. 00
37.00

38. 00
39. 00
40.00
4L.00

McRrF3z - 3.4.136.0



Provider CCN:150046

component ccN:15s046

Period:
Fron o9/0t/20].7
ro 08/31/2012

Title xvrrr

INTENSIVE CARE UNIT
CORONARY CARE UNIT
BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE

Program inpatient ancillary service cost (wkst. D-3, col. 3, line 200)
Total Proqram inpatient costs (sum of lines 41 throuoh 48)(see instructions

Pass through costs applicable to erogram inpatient routine services (from wkst. o, sum of parts I
III)
Pass through costs app'licable to erogram inpatient ancillary services (from wkst. D, sum of Parts II
and tv)
Total Program excludab'le cost (sum of lines 50 and 51)
Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and
medica'l education costs (line 49 minus line 52)

12, 543

L72,773
1.,234,050

Program discharges
Target amount per discharge
Target amount (line 54 x line 55)
oifference between adjusted inpatient operating cost and target amount (line 56 minus'line 53)
Bonus payment (see instructions)
Lesser of lines 53/54 or 55 from the cost reporting period ending 1-996, updated and compounded by the
market basket
Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket
rf line 53/54 is less than the lo$rer of lines 55, 59 or 60 enter the lesser of 50% of the amount by
which operating costs (line 53) are less than expected costs (lines 54 x 60), or 7% of the target
amount (line 56), othenvise enter zero (see instructions)
nelief payment (see instructions)
nllowable rnpatient cost plus incentive see rnstructrons

0.

0.

0.

care swing-bed SNF inpatient routine costs r 31 of the cost reporting period (See
instructions) (title xvrrr only)
Medicare swing-bed sNF inpatient routine costs after December 31 of the cost reporting period (see
instructions) (title xvllr only)
total ttledicare swing-bed sNF inpatient routine costs (line 64 plus line 65)(title xvrrr only). ror
CAH (see'instructions)
Title v or xrx sw'ing-bed Hr inpatient routine costs through December 31 of the cost reporting period
(line 12 x 'line 19)
Title v or xrx swing-bed rur inpatient routine costs after December 3L of the cost reporting period
(line 13 x line 20)
rotal title v or xrx swino-bed ttp ient routine costs (line 67 + line

U

0

U

0

0

Skilled nursing facility/other nursing facility/IcF/MR routine service cost (line 37)
ndjusted genera'l inpatient routine service cost per diem (line 70 + line 2)
Program routine service cost (line 9 x line 71)
Itedically necessary private room cost applicable to program (line 14 x line 35)
Total erogram general inpatient routine service costs (1ine 72 + line 73)
capita'l-related cost a'llocated to 'inpatient routine service costs (from worksheet B, part rr, column
26, line 45)
per diem capital-related costs (line 75 + line 2)
Program capital-re'lated costs (line 9 x line 76)
Inpatient routine service cost (line 74 minus line 77)
Aggregate charges to beneficiaries for excess costs (from provider records)
Total Program routine service costs for comparison to the cost limitation (line 78 minus line 79)
rnpatient routine service cost per diem limitation
Inpatient routine service cost limitation ('line 9 x line 81)
neasonable -inpatient routine service costs (see instructions)
Program inpatient ancillary services (see instructions)
utilization review - physician compensation (see instructions)
Total Proqram inpatient oDeratinq costs (sum of lines 83 th

CO{IIPUTATION OF INPATIENT OPEMTING COST

Tota rvation bed days (see instructions)
Adjusted general inpatient routine cost per diem (line 27 + line 2)
observation bed cost (line 87 x line 88) (see instructions)

In Lieu of Form CMS-2
worksheet D-1

Date/Ti me

0.00
0

42 .00

43 .00
44.00
45 .00
46.00
47.00

43.00
44.00
45.00
46.00

48.00
49.00

50.00

51.00

52 .00
53 .00

54.00
55 .00
56.00
57 .00
58.00
59 .00

60.00
61.00

62.00
63 .00

64.00

65 .00

66.00

67.00

68.00

69.00

70.00
71.00
72.OO
73 .00
74.O0
75 .00

76. 00
77.OO
78.00
79.00
80.00
81.00
82 .00
83 .00
84 .00
85 .00
86.00

87. 00
88.00
89.00

4

49 .00

50. 00

51.00

52 .00
53.00

54.00
55 .00
56.00
57 .00
58. 00
59. 00

60. 00
61.00

62 .00
63.00

64.00

65 .00

66.00

67.00

68.00

69 .00

70 .00
71. 00
72.00
73 .00
74.00
75 .00

76.OO
77.OO
78. 00
79.00
80.00
81.00
82 .00
83 .00
84.00
85.00
86.00

87 .00
88.00
89.00

MCRrF32 - 3.4.136.0



Ith rinancial svstems
COMPUTATION OF INPATIENT OPEMTING COST

of
worksheet D-L

PPS

pate/rime Prepared:
L/3O/20I1 9:17 am

2

90.00
91.00
92 .00
93. 00

capital-related cost
ttursing school cost
allied health cost
all other medical Education

3 ,067, 85 90.00
9r".00
92 .00
93 .00

3 ,067, 85
3,067, 85
3 ,067, 85

MCRrF32 - 3.4.136.0



Health Financial
COMPUTATION OF INPATIENT OPEMTING COST

Adjusted general inpatient routine service cost per diem (see instructions)
Program genera'l inpatient rout'ine service cost (line 9 x line 38)
t"tedically necessary private room cost app]icable to the Program (1ine 14 x line 35)
Total Program general inpatient routine service cost (line 39 +'line 40)

Date/Time Prepared:
l/30/2013 9:17 am

worksheet D-1

L,O74.62
1, 884, 883

0
1, 884 , 883

PPS

1.00
2 .00
3 .00

4.00
5.00

6.00

7. 00

8. 00

9.00

10.00

11.00

12 .00

13 .00

1.4.00
L5 .00
L6.00

17 .00

18 .00

19 .00

20.00

21. 00
22.00

23.00

24.00

25.00

26.00
27.O0

28.00
29 .00
30.00
31.00
32 .00
33 .00
34.00
35 .00
36. 00
37.00

38.00
39.00
40.00
41.00

1. 00
2 .00
3 .00

4.00
5 .00

6.00

7.00

8.00

9. 00

10.00

11.00

12 .00

13 .00

L4.00
L5 .00
16.00

17. 00

18. 00

19.00

20.00

21. 00
22.00

23. 00

24.OO

25 .00

26.00
27.00

28.00
29 .00
30. 00
31. 00
32.00
33 .00
34.00
35.00
36. 00
37. 00

38.00
39.00
40.00
4L.00

provider ccN:150046

component ccN:15T046

peri od:
rron 09/OL/2O1L
ro O8/Jl/201?

TitIE XVIII

Inpatient days (including private room days and swing-bed days, excluding newborn)
rnpatient days ('includjng private room days, excluding swing-bed and newborn days)
private room days (excluding s$ring-bed and observation bed days). rf you have only private room days,
do not complete this line.
semi-private room days (excluding swing-bed and observation bed days)
rotal sw'ing-bed snr type inpatient days (including private room days) through December 3L of the cos
reporting period
total swing-bed srur type inpatient days (includ'ing private room days) after December 3L of the cost
reporting period (if calendar year, enter 0 on this line)
total swing-bed nr type inpatient days (including private room days) through December 31 of the cost
reporting period
rotal swing-bed nr type inpatient days (including private room days) after December 31 of the cost
reporting period ('if ca'lendar year, enter 0 on this line)
total inpatient days including private room days appficable to the Program (excluding swing-bed and
newborn days)
swing-bed sNF type inpatient days applicable to title xvrrr only (including private room days)
through December 31 of the cost reporting period (see instructions)
swing-bed sNF type inpatient days applicable to title xvur only (including private room days) after
December 3L of the cost reporting period (if calendar year, enter 0 on this line)
swing-bed NF type inpatient days applicable to titles v or xrx only (including private room days)
through December 31 of the cost reporting period
swing-bed NF type 'inpatient days applicable to titles v or xrx only ('including private room days)
after December 31 of the cost reporting period (if ca'lendar year, enter 0 on this line)
laedically necessary private room days applicable to the Program (excluding swing-bed days)
Total nursery days (title v or xrx only)

2,480
2,480

0

2,480
0

n

U

0

t,754

0

0

0

0

0
0

care rate for swing-bed SNF services applicable to services through December 31- of the cost
reporting period
laedicare rate for swing-bed sNF services applicable to services after December 31 of the cost
reporting period
t'4edicaid rate for swing-bed HF services applicable to services through December 3L of the cost
reporting period
medicaid rate for swing-bed NF services applicable to services after December 31 of the cost
reporting period
total general inpatient routine service cost (see instructions)
swing-bed cost applicable to snr type services through December 31 of the cost reporting period (1i
5 x line 17)
sw'ing-bed cost applicable to sNF type services after December 31- of the cost reporting period ('line
x line 18)
swing-bed cost applicable to NF type services through December 31 of the cost reporting period (1ine
7 x line 19)
swing-bed cost appficable to ur type services after December 31 of the cost reporting period (1ine 8
x line 20)
total swing-bed cost (see instruct'ions)
General inpatient routine service cost net of swinq-bed cost (line 21 minus line 2

0. 00

2,665,053
0

0

0

0

0
2 , 665 .053

General inpatient routine service charges (excluding swing-bed charges
Private room charges (excluding swjng-bed charges)
semi-private room charges (excluding swing-bed charges)
General inpatient routine service cost/charge ratio (line 27 + line 28)
Average private room per d-iem charge (line 29 + line 3)
Average semi-private room per diem charge (line 30 + line 4)
Average per diem private room charge differential (line 32 minus line 33)(see instructions)
Average per diem private room cost differential (line 34 x line 31)
Private room cost differential adjustment (line 3 x line 35)
General inpatient routine service cost net of swing-bed cost and private room cost differential

2,25L,840
0

2,257,840
1. 183500

0.00
908.00

0.00
0.00

0
2,665,053

MCRrF32 - 3.4.136.0



Provider ccN:150046

conponent ccN:15T046

Title xwri

NURSERY (tit]e V & XIX on

INTENSIVE CARE UNIT
CORONARY CARE UNIT
BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT

program inpatient ancillary service cost (wkst. o-3, co ne 200)
i nstructi ons1 Prooram inoatient costs of lines 41

pass through costs applicable to Program inpatient routine services (from wkst. D, sum of Parts r
III)
pass through costs applicable to erogram inpatient ancillary services (from wkst. D, sum of Parts rr
and rv)
Total Program excludable cost (sum of lines 50 and 51)
.rota'l erogram inpatient operating cost excluding capital related, non-physician anesthetist, and

93, 463

401,851
2 , 6s0, 171

Program discharges
Target amount per discharge
Target amount (line 54 x line 55)
oifference between adjusted inpatient operating cost and target amount (line 56 minus line 53)
Bonus paynent (see instructions) 

i

Lesser of lines 53154 or 55 from the cost reporting period ending 1-996, updated and conpounded by thel
market basket
Lesser of lines 53154 or 55 from prior year cost report, updated by the market basket
rf line 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by
which operating costs (line 53) are less than expected costs (lines 54 x 60), or 7% of the target
amount (line 56), otherwise enter zero (see instructions)
nelief payment (see instructions)
nl'lowable rnoatient cost plus incentive t (see instruct

uedicare swing-bed SNF inpatient routine costs
instructions) (title xvrrr only)

December 3l- of the cost reporting per

Medicare swing-bed sNF inpatient routine costs after December 31" of the cost reporting period (see
instructions) (title xvrrr only)
total uedicare swing-bed sNF inpatient routine costs (line 64 plus line 65)(title xvrrr only). ror
cAH (see instructions)
Title v or xlx swing-bed Hr inpatient routine costs through December 31 of the cost reporting period
(line 12 x line 19)
Title v or xrx swing-bed Hr inpatient routine costs after December 31 of the cost reporting period
(line 13 x line 20)
rotal title v or xrx swi NF inDatient routine costs (line 67 + line 68

0

0

0

0

0

skilled nursing facility/other nursing facility/rcF/MR routine service cost (line
Adjusted general inpatient routine service cost per diem (line 70 + line 2)
Program routine service cost (line 9 x line 71)
medically necessary private room cost applicable to Program (line 14 x line 35)
Total Program genera-l inpatient routine service costs (line 72 + line 73)
capital-related cost a'llocated to inpatient routine service costs (from worksheet B, Part rr, column
26, line 45)
per diem capital-related costs (line 75 + line 2)
Program capital-related costs ('line 9 x line 76)
Inpatient routine service cost (line 74 minus line 77)
Aggregate charges to beneficiaries for excess costs (from provider records)
Total Rrogram routine service costs for comparison to the cost limitation (1ine 78 minus line 79)
rnpatient routine service cost per diem limitation
rnpatient routine service cost limitation (line 9 x line 81)
Reasonable inpatient routine service costs (see instructions)
program'inpatient ancillary services (see instructions)
utilization review - physician compensation (see instructions)

atino costs (sum of lines 83 throuqh 85

ttealth Financial svstems HOSPITAL rn Lieu of Form cMS-2552-L0
worksheet D-1

oate/ri me

42 .00

43 .00
44.00
45 .00
46.00
47 .OO

42.OO

43.00
44.00
45 .00
46.00

COMPUTATION OF INPATIENT OPEMTING COST

Total observation bed days (see instructions)
Adjusted general inpatient routine cost per diem (line 27 +'line 2)
observation bed cost (line 87 x line 88) (see instructions)

49.00

50.00

5L.00

s2 .00
53.00

54.00
55.00
s6.00
57 .00
58.00
s9.00

60.00
6r..00

62 .00
63.00

64.00

65 .00

66.00

67. 00

68.00

69.00

70.00
71.00
72.00
73.00
74.00
75 .00

76. 00
77.OO
78. 00
79.00
80.00
81.00
82 .00
83 .00
84.00
8s .00
86.00

87.00
88.00
89.00

48.00
49.00

50.00

51.00

52 .00
s3.00

54. 00
55.00
56.00
57.00
58.00
59 .00

60.00
61.00

62.00
63.00

64.00

65 .00

66.00

67.00

68.00

69. 00

70.00
71.00
72.00
73 .00
74.OO
75 .00

76.00
77 .OO
78.00
79.00
80. 00
81.00
82.00
83.00
84.00
85 .00
86.00

87 .00
88.00
89.00

MCRrF32 - 3,4.L36.0



Health Financial systems
COMPUTATION OF INPATIENT OPEMTING COST

REGIONAL HOSPITAL

2 , 665 ,05
2 , 665 ,05
2 , 665 ,05

rn Lieu of Form CMS-2552-10
worksheet D-1

oate/ti me

PPS

90.00
9L.00
92 .00
93.00

90.00
91.00
92 .00
93 .00

capital-related cost
Hursing school cost
allied health cost
al'l other uedical Education

McRrF3z - 3.4.136,0



I svstems
COMPUTATION OF INPATIENT OPERATING COST

Genera ent service charges (excluding ng- rges)
Private room charges (excluding swing-bed charges)
semi-private room charges (excluding sw'ing-bed charges)
Genera'l inpatient routine service cost/charge ratio (line 27 + line 28)
Average private room per diem charge (line 29 + 'line 3)
Average semi-private room per diem charge (1ine 30 + line 4)
nverage per diem private room charge differential (line 32 minus line 33)(see instructions)
Average per diem private room cost differential (line 34 x line 31)
Private room cost differential adjustment (line 3 x line 35)
General inpatient routine service cost net of swing-bed cost and private room cost differential (line

Adjusted genera'l 'inpatient routine service cost per diem (see instruc
Program general inpatient routine service cost (line 9 x line 38)
r'redlcal]y necessary private room cost applicable to the Program (line 1+ x line 35)
Total Program general inpatient routine service cost (line 39 + line 40)

nLi of Form cMS-2552-10
worksheet o-1

1.00
2.00
3 .00

4.00
s .00

6.00

7 .00

8.00

9.00

10.00

11.00

12 .00

13 .00

14.00
15 .00
16.00

17 .00

18.00

19.00

20. 00

21.00
22 .00

23.00

24.O0

25.00

26.00
27 .00

28.00
29.00
30.00
31.00
32.00
33 .00
34.00
3s .00
36.00
37.00

38.00
39 .00
40.00
41.00

884. 91

1.00
2.00
3.00

4.00
5 .00

6.00

7.00

8.00

9.00

10.00

11.00

12 .00

13 .00

14. 00
15.00
16.00

17.00

r,8.00

1.9 .00

20.00

2L.00
22 .00

23.00

24. 00

25.00

26. 00
27.00

28.00
29 .00
30.00
31.00
32 .00
33 .00
34.00
35 .00
36. 00
37. 00

38. 00
39. 00
40.00
41.00

3,583,

Peri od:
rron O9/Ot/ZOt]'
ro O8/31/20t2

provider ccN:150046

rnpatient days (inc'luding private room and swing-bed days, excluding
Inpatient days (including private room days, excluding swing-bed and newborn days)
priuate room days (excluding swing-bed and observation bed days). rf you have only private room days,
do not complete this line.
semi-private room days (exc'luding swing-bed and observation bed days)
total swing-bed SNF type 'inpat'ient days (including private room days) through December 31 of the cost
reporting period
rotal swing-bed s1r type inpatient days (including private room days) after December 3L of the cost
reporting period (if calendar year, enter 0 on this line)
roial swing-bed Hr type inpatilnt days (including private room days) through December 31 of the cost
reporting period
rotal swing-bed Hr type inpatient days (including private room days) after December 3L of the cost
reporting period (if calendar year, enter 0 on this line)
rotal inpatient days including private room days applicable to the Program (excluding swing-bed and

newborn days)
swing-bed iHr type 'inpatient days app'licable to title xvttr only (including private room days)
through December 31 of the cost reporting period (see instructions)
swingl5"6 sNF type inpatient days applicable to title xvttt only (including private room days) after
Oecerber 31 of the cost reporting period (if calendar year, enter 0 on this line)
swing-bed NF type inpat'ient days applicable to titles v or xrx only (including private room days)
through December 31 of the cost reporting period
sw.ing-6"6 NF type inpatient days applicable to titles v or xrx only (including private room days)
aftei pecember 31 of the cost reporting period (if calendar year, enter 0 on this line)
medical'ly necessary private room days applicable to the Program (excluding swing-bed days)
Total nursery days (tit'le v or xrx only)

itle v or xtx onl

0

0

0

0
1, 382

0

care rate for swing-bed sHF services app'licable to services through r 31 of the cost
reporting period
medicare-rate for sw'ing-bed SttF services applicable to services after oecember 31 of the cost
reporting period
uedicaid-rate for swing-bed NF services applicable to services through oecember 31 of the cost
reporting period
uedicaid-rate for swing-bed NF services applicable to services after December 31 of the cost
reporting period
Total general inpatient routine service cost (see instructions)
swing-bed cost applicab'le to Sr.tp type services through December 31 of the cost reporting period (1i
5 x line 17)
swing-bed cost applicable to SHp type services after December 31 of the cost reporting period (line
x line 18)
swing-bed cost app'licable to trtr type services through December 3L of the cost reporting period (1ine
7 x line 19)
Swing-bed cost applicable to NF type services after December 31 of the cost reporting period (line 8

x line 20)
total swing-bed cost (see instructions)
General inpatient rvice cost net of swinq-bed cost 21 minus line

0. 00

0.00

0.00

0.00

16, 645 ,088
0

0

0

0

0

19 ,490 ,7 45
0. 854000

0. 00
1,082 . 94

0. 00
0.00

0
16, 645 , 088

MCRrF32 - 3.4.136.0



Provider CCN: L50046 Period:
Fron o9/0I/2O7L
ro 08/)L/2012

NURSERY (titIC V

INTENSIVE CARE UNIT
CORONARY CARE UNIT
SURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT

program inpatient ancillary service cost (wkst. D-3, col. 3, Iine 200)
am inoatient costs (sum of lines 41 see instructions

4,234,195

Pass through costs applicable to erogram inpatient routine services (from wkst. D, sum of Parts I and
III)
Pass through costs appficable to erogram'inpatient ancillary services (from wkst. D, sum of Parts rr
and rv)
Total Program excludable cost (sum of lines 50 and 51)
Total Program inpatient operating cost excluding capital related, non-phys'ician anesthetist, and

Program discharges
Target amount per discharge
Target amount (line 54 x line 55)
Difference between adjusted inpat'ient operating cost and target amount (line 56 minus line 53)
Bonus payment (see instructions)
Lesser of lines 53154 or 55 from the cost reporting period end'ing 1996, updated and compounded by
market basket
Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket
rf line 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by
which operating costs ('line 53) are less than expected costs (lines 54 x 60), or Iy. of the target
amount (line 56), other'wise enter zero (see instructions)
nelief payment (see instructions)
nllowable rnpatient cost plus incentive payment (see instructi

0
0.00

0
0
0

0.00

0.00
0

0

care sw'ing-bed sNF inpatient routine costs through December 31 of the cost reporting peri
instructions) (tjtle xvrrr only)
t4edicare swing-bed sNF inpatient routine costs after December 31 of the cost reporting period (see
instructions) (title xvrtI only)
total t4edicare swing-bed sNF inpatient routine costs (line 64 plus line 65)(title xvrrr only), ror
cAH (see instructions)
Title v or xlx swing-bed nr inpatient routine costs through December 31 of the cost reporting period
(Iine 12 x 'line 19)
Title v or xtx swing-bed Hr inpatient routine costs after December 31 of the cost reporting period
(line 13 x line 20)
rotal title v or xrx swinq-bed NF inDatient routine costs (line 67 + line

skilled nursing facility/other nursing facility/rcF/MR routine service cost (line 37)
Adjusted genera'l inpatient routine service cost per diem (line 70 + line 2)
Program routine service cost (line 9 x line 71)
uedical'ly necessary private room cost applicable to Program (1ine 14 x line 35).rotal Program genera'l inpatient routine service costs (line 72 +'line 73)
capital-related cost allocated to inpatient routine service costs (from worksheet B, Part rr, co'lumn
26, line 45)
per diem capital-related costs (line 75 ; line 2)
Program capital-related costs (1ine 9 x line 76)
Inpatient routine service cost (line 74 minus line 77)
Aggregate charges to beneficiaries for excess costs (from provider records)
tota'l erogram routine service costs for comparison to the cost limitation (line 78 minus'line 79)
Inpatient routine service cost per diem limitation
rnpatient routine service cost limitation (line 9 x line 81")
Reasonable inpatient routine service costs (see instructions)
Program inpat'ient ancillary services (see instructions)
utilization review - phys'ician compensation (see instructions)
Total Prooram inoatient ooerati

'Ith rinancial svstems TERRE HAUTE REGIONAL HOSPITAL

COMPUTATION OF INPATIENT OPEMTING COST

total observation bed days (see 'instructions)
adjusted genera'l inpatient routine cost per diem ('line 27 + line 2)
observation bed cost (line 87 x line 88) (see instructions)

In Lieu of Form CM5-2552-L0
worksheet D-1.

Date/Ti me

43.00
44.00
45 .00
46.00
47 .00

43 .00
44.00
45 .00
46.00
47.00

48.00
49 .00

50.00

51.00

52 .00
53.00

54.00
55 .00
56.00
57 .00
58 .00
59.00

60.00
61.00

62 .00
63 .00

64.00

6s .00

66.00

67 .00

68.00

69 .00

70.00
71. 00
72.00
73 .00
74.OO
75.00

76.00
77.00
78.00
79.00
80.00
81.00
82 .00
83 .00
84.00
85 .00
86.00

87.00
88.00
89.00

884.91
778,547

48. 00
49. 00

50.00

51.00

52 .00
53.00

54.00
55.00
55. 00
57.00
58.00
59 .00

60. 00
61.00

62 .00
63 .00

64.00

65.00

66.00

67 .00

68.00

69. 00

70. 00
71. 00
72.00
73 .00
74.00
75 .00

76.00
77.OO
78.00
79.00
80.00
81.00
82 .00
83 .00
84.00
85 .00
86.00

87.00
88.00
89.00

MCRrF32 - 3.4.136.0



COMPUTATION OF INPATIENT OPEMTING COST

capital-related cost
Nursing School cost
allied health cost
All other l,tedical Education

90.00
91.00
92 .00
93 .00

In Lieu of
worksheet o-1

cost

oate/time Prepared:
t/3O/2013 9:17 am

90.00
91.00
92 .00
93.00

McRrF3z - 3.4.L36.0



TERRE HAUTE REG

INPATIENT ANCILLARY SERVICE COsT APPORTIONMENT

HOME PROGRAM DTALYSIS
AMBULANCE SERVICES
DUMBLE MEDICAL EQUIP.RENTED
DURABLE MEDICAL EQUTP-SOLD

OTHER REIMBURSABLE COST CENTERS
Total (sum of lines 50-94 and 96-98)
Less PBP clinic Laboratory Services-Program only charges (line 61)
Net charges (line 200 minus line 201)

30.00
31..00
40.00
41.00
43.00

s0. 00
51".00
s2 .00
53.00
54 .00
54. 01
54 .02
55 .00
56.00
57.00
s8.00
59 .00
60.00
60.01
61.00
62 .00
63 .00
64 .00
6s .00
66.00
67 .00
68. 00
69.00
70.00
71. 00
72.00
73.00
74.00
75 .00
76. 00
76.01
76.02
76.03
76.04

88.00
89.00
90.00
91.00
92 .00

0540
0s402

06001

05
05
05
U)

05
05
05
05
05

07
07
07
07

worksheet D-3

Date/Time

0

0
0
0

L5,3L7 ,29s

30.00
31.00
40.00
41.00
43 .00

50 .00
51. 00
52.00
s3.00
54.00
54. 01
54.02
55.00
56. 00
57.00
58.00
59.00
60.00
60.01
61.00
62 .00
63.00
64.00
65.00
66.00
67.OO
68.00
69.00
70.00
71.00
72.00
73 .00
74.00
75 .00
76.00
76. 01
76.02
76. 03
76.04

88.00
89.O0
90.00
91.00
92 .00

94 .00
95 .00
96.00
97.00
98.00

200. 00
201. 00
202.00

0
03021
03022
0302 3

03024

94.00
95 .00
96. 00
97.00
98.00
200.
20L.
202.

094 0.

U.
0.
0.

Period:
Fron 09/0t/20].j'
ro 08/31/20!2

provider ccN: l-50046

Title xvrrr

ADULTS & PEDTATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - TRF
NURSERY

OPEMTING ROOM

RECOVERY ROOM

DELTVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.

INTMVENOUS THERAPY
RESPIMTORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

EL ECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)

LITHOTRIPSY
€NDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

o.13725
o.L2L24

0.25442

0. 32636

73.42924

6, 493 ,
11,,536,

?,604,87

29,647,4

143,379
19, 063

0
379,923
51, 820
1.,724

55,639
70,448

151, 256
49,240

464, 860
1, 011, 693

0

418,052
22,387

2 ,095 , 865
2,082 ,304
3 , 646,01s

4s4,36r
0
0

6s,860
0

29, 388

RURAL HEALTH CLINIC
FEDEMLLY QUALIFTED HEALTH CENTER

CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART

MCRrF32 - 3.4.136.0



Provider CCN:150046

component ccN:15s046

Tit]e XVIII

Period l
Fron 09/0t/2011
ro 08/3L/20L2

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

05401.

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY. DIAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

RADIOLOGY-TH E RAP EUTIC
MDIOISOTOPE
CT SCAN

MGNETIC RESONANCE TMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD €ELLS
BLOOD STORING. PROCESSING & TMNS.
INTMVENOUS THERAPY
RESPTMTORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDTOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

0.72124

0. 3335
0. 2135

0.18228

0. 32636

13.42924

2,943
0
0

2,490
1,331
L,933

0
69,226

0
0
0
0
0
0
0

RUML HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

0.
0.
t)

ial rn Lieu of Form CMS-2552-L0
worksheet D-3

oate/ri me

30.00
31.00
40.00
41.00
43.00

50.00
s1. 00
52.00
53.00
54. 00
54. 01
s4.o2
55 .00
56.00
57.00
58.00
59.00
60.00
60.0L
6L.00
62.00
63.00
64.00
65.00
66.00
67.00
68.00
69.00
70.00
7L. 00
72.00
73.00
74.00
75 .00
76. 00
76.01
76.02
76.03
76.O4

88. 00
89.00
90.00
91.00
92.00

0

0
0
0

t82,469

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES
DUMBLE MEDTCAL FQUIP-RENTED
DUMBLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS

total (sum of lines 50-94 and 96-98)
Less PBP clinic Laboratory Services-Program only charges (line 61)
Net charges (line 200 minus line 201)

30. 00
31.00
40. 00
41.00
43.00

s0. 00
51. 00
s2 .00
53.00
54. 00
54.01
54.02
55.00
56. 00
57. 00
58.00
59. 00
60. 00
60.01
61.00
62.00
63 .00
64.00
65 .00
66.00
67.00
68.00
69.00
70.00
71. 00
72.00
73 .00
7 4.00
7s .00
76.00
76.0L
76.02
76.03
76.04

88. 00
89. 00
90.00
91.00
92 .00

94.00
9s .00
96.00
97.00
98.00
200.
20L.
202.

0. 000000
0. 000000
0.000000

94. 00
95.00
96.00
97 .00
98.00

200.00L,550,

1.,550,
1. 00

202 .00

MCRrF32 - 3.4.1.36.0



TERRE HAUTE REGIONAL HOSPITAL

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES

DUMBLE MEDTCAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
Total (sum of lines 50-94 and 96-98)
Less PBP clinic Laboratory Services-Progran only charges (line 6L)
Net charges (line 200 minus line 201)

30.00
31.00
40.00
4L.00
43 .00

s0. 00
5L.00
52 .00
53.00
54.00
54. 01
54.02
55.00
56. 00
57.00
58. 00
59. 00
60.00
60.01
61.00
62 .00
63 .00
64.00
65 .00
66.00
67 .00
68.00
69 .00
70.00
7L. 00
72.00
73 .00
74.OO
75.00
76.00
76.01
76.O2
76.O3
76.O4

88.00
89 .00
90.00
91.00
92 .00

worksheet D-3

Date/Ti me

cMS-25 52-10

30. 00
31-. 00
40.00
41. 00
43.00

50. 00
51.00
52 .00
53.00
54.00
54. 0L
54.02
55.00
56.00
57 .00
s8 .00
59.00
60.00
60. 0t
61.00
62 .00
63 .00
64 .00
65 .00
66.00
67.00
68. 00
69. 00
70.00
71.00
72.00
73 .00
74.00
75.00
76. 00
76.01
76.02
76.O3
76.O4

88. 00
89.00
90. 00
91.00
92 .00

94. 00
95.00
96.00
97 .00
98.00
200.
20L.
202.

U

0
0
0

t, 167 , 139

94.00
95 .00
96.00
97. 00
98. 00

200. 00
20L.00
202 .00

U,

0.
0.
0.

5 ,829,43

5,829,43

Provider CCN:150046

Component ccN:15T046

Title xvrrl

Period:
From O9/OL/20LI
ro O8/31/20L2

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER . IRF
NURSERY

OPERATING ROOM

RECOVERY ROOM

DELIVERY R@M & LABOR ROOM

ANESTHESTOLOGY
RADIOLOGY-DTAGNOSTIC
ULTMSOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOISOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABOMTORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED REO BLOOD CELLS

BLOOD STORING, PROCESSING & TRANS.
INTMVENOUS THERAPY

RESPIRATORY THERAPY

PHYSTCAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV, CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)
LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

OPIC

0. 13725
o.12!24

o.04447Ji
0.096600
0. 071589
0.087698
0.000000
0.000000;:ffi;l
0.0000001
0. 000000i
0.L82287'

0.08543
L3 - 42924

5 ,003
401

2,704
2,011.
1,12s

39,025
0
n

15,820
0
0

24,tI7
8L2,703

0
0

4, 485
665

59,037
351

I74,536
0
0

RURAL HEALTH CLINIC
FEDERALLY QUALIFIED HEALTH CENTER
CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DTSTINCT PART

McRrFS2 - 3.4.136.0



h pinancial TERRE HAUTE REGIONAL HOSPITAL

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

HOME PROGRAM DIALYSIS
AMBULANCE SERVTCES
DUMBLE MEDICAL EQUTP-RENTED

DUMBLE MEDTCAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS.rotal (sum of lines 50-94 and 96-98)
Less PBP clinic t-aboratory services-Program only charges (line 61)
Net charges (line 200 minus line 201-)

worksheet D-3

Date/Time Prepared:
t/3O/2013 9:1,7 am

cost

30.00
31. 00
40.00
4L.00
43 .00

50.00
51.00
52 .00
53 .00
54.00
54.01
54.02
55 .00
s6.00
57 .00
58.00
59 .00
60.00
60.01
61.00
62.00
63 .00
64.00
65.00
66.00
67.00
68.00
69.00
70.00
71. 00
72.00
73 .00
74.00
75 .00
76.00
76. 01
76.02
76. 03
76.04

88.00
89.00
90. 00
91.00
92 .00

30.00
31.00
40. 00
4L.00
43 .00

50.00
51.00
s2 .00
s3 .00
54 .00
54 .01
54 .02
55 .00
56.00
57.00
58.00
59.00
60.00
60.01
6L.00
62 .00
63.00
64.00
65 .00
66.00
67 .00
68.00
69 .00
70.00
71.00
72.00
73 .00
74.00
75 .00
76.00
76.O1
76.02
76. 03
76.04

88.00
89 .00
90.00
91.00
92 .00

94.00
95 .00
96.00
97.00
98.00
200.
20L.
202.

0

0
0
0

4,234,r95

94.00
9s .00
96.00
97.00
98. 00

.00

.00

.00

0.
0.
0.059

23 ,286,70

23,286,

Provider ccN:150046

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUEPROVIDER - IPF
SUBPROVIDER - IRF

L,771.,02

0.1371
o.t2r2
0.4570

0.04447

L3 .42924

2 , 690, 215

1,260,39

28, 60
1, 918, 39

7, L45,59

264,162
27,LOg

1,229,s14

70,357
t2,972

467

0
64,964

0
0

229,64L
118, 256

0
0

59, 568
9, 335

41,9,492
225,261
878, 936
26,924

0
0

10, 663
0

1, 933

OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM

ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
ULTRASOUND
MAMMOGRAPHY

RADIOLOGY-THERAPEUTIC
RADIOTSOTOPE
CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATION
LABORATORY
BLOOD LABORATORY
PBP CLINICAL LAB SERVICES-PRGM ONLY

WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTRAVENOUS THEMPY
RESPIMTORY THEMPY
PHYSICAL THEMPY
OCCUPATIONAL THEMPY
SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS
ASC (NON-DISTINCT PART)

LITHOTRIPSY
ENDOSCOPY

PRISION CLINIC
WOUND CARE

RURAL HEALTH CLINIC
FEDEMLLY QUALIFIED HEALTH CENTER

CLINIC
EMERGENCY

TION BEDS (NON-DISTINCT

MCRrF32 - 3.4.136.0



Provider CCN:150046 Period:
Ffon 09/o1/2OL1
ro o8/31/2OL2

DRG Amounts Other than outlier Payments
outlier payments for discharges. (see instructions)
outlier reconci liation amount
uanaged care simu'lated eayments
eed days available divided by number of days in the cost reporting period (see

FTE count for al]opathic and osteopathic programs for the most recent cost reporting
period ending on or before 72/3L/L996.(see instructions)
FTE count for allopathic and osteopathic programs which meet the criteria for an
add-on to the cap for new programs in accordance with 42 cFR 413.79(e)
MMA Section 422 reduction amount to the rME cap as specified under 42 Crn
5412 . 10s (f) (1) (i v) (B) (1)
AcA section 5503 reduction amount to the rME cap as specified under 42 cFR

S4L2.105(f)(1)(iv)(e)(2) rf the cost report straddles:u1y 1, 2011 then see
i nstructi ons .
Adjustment (increase or decrease) to the FTE count for allopathic and osteopathic
programs for affiliated programs in accordance with 42 cFR 413.75(b), q13.79(c)(2)(iv)
and vol. 64 rederal negister, May 12, 1998, page 26340 and vol. 67 pederal Register'
page 50069, August 1, 2002.
rhi amount of increase if the hospital was awarded rre cap slots under section 5503 of
the AcA. rf the cost report straddles :u1y 1, 2011, see instructions.
The amount of increase if the hospital was awarded FrE cap slots from a closed
teaching hospital under section 5506 of AcA. (see instructions)
sum of lines 5 plus 6 minus lines (7 and 7.01) plus/minus lines (8, 8,01 and 8'02)
(see instructions)
FTE count for allopathic and osteopathic programs in the current year from your
records
FTE count for residents in dental and podiatric programs.
current year a11owab1e FTE (see instructions)
tota1 allowable FTE count for the prior year.
total allowable FrE count for the penultimate year if that year ended on or after
september 30, 1997, otherwise enter zero'
sum of lines 12 through 14 divided by 3.
Adjustment for residents in initial years of the program
Adjusment for residents displaced by program or hospital closure
adjusted rolling average FTE count
current year resident to bed ratio (line 18 divided by line 4).
Prior year resident to bed ratio (see instructions)
Enter the 'lesser of lines 19 or 20 (see instructions)

ee instructions

Number of additional a]lopathic and osteopathic rME FrE res cap slots under 42

sec. 412.105 (f)(1)(iv)(c ).
rME FTE nesident count over cap (see instructions)
If the amount on line 24 is greater than -0-, then enter the lower of line 23 or line
24 (see instructions)
nesident to bed ratio (divide line 25 by line 4)
rME payments adjustment. (see instructions)
rME Adjustment (see instructions)

I rME Davment ( sum of lines 22 and 28)

Percentage of ssr recipient patient days to ptedicare Part A patient days (see
i nst ructi ons)
percentage of uedicaid patient days to total days reported on worksheet s-2' Part r'
line 24. (see instructions)
sum of lines 30 and 31
nllowable disproportionate share percentage (see instructions)
DisDroDortionate share adiustment (

Health F al svstems TERRE HAUTE

CALCULATION OF REIMBURSEMENT SETTLEMENT

total uedicare discharges on S-3, Part r excluding discharges MS-DRGS

652, 682, 683, 684 and 685 (see instructions)
Total ESRD r"redicare discharges excluding MS-DRGS 652, 682, 683, 684 an 685. (see
i nst ructi ons)
oivide line 41 by'line 40 (if less than 10%, you do not qualify for adjustment)
total Medicare ESRD inpatient days excluding MS-DRGs 652, 682, 683, 684 an 685. (see
i nst ructi ons)
Ratio of average length of stay to one week ('line 43 divided by fine 4L divided by 7

days)
Average weekly cost for dialysis treatments (see instructions)
total additional payment (line 45 tirnes line 44 times line 41)
subtotal (see instructions)
uosp'ital specific payments (to be completed by scH and MDH, small rural hospitals
only. (see instructions)

worksheet E
PATt A
oate/.rime Prepared:
1/3O/2O13 9:17 am

1.00
2.00
2 .01
3 .00
4.00

5 .00

6.00

7.00

7.OL

8. 00

8.01

8.02

9. 00

1"0.00

11.00
12 .00
13 .00
14.00

15 .00
16.00
L7 .00
18.00
19. 00
20.00
21-.00
22 .00

23 .00

24.00
2s.00

26.00
27.OO
28.00
29 .00

30.00

31.00

32 .00
33 .00
34.00

40.00

41.00

42 .00
43 .00

44.00

45 .00
46.00
47.OO
48.00

1.00
2 .00
2 .01"

3.00
4.00

5 .00

6.00

7.00

7. 01

8. 00

8. 0r.

8.02

9 .00

10.00

11. 00
12 .00
13 .00
L4.00

15.00
16.00
17 .00
18 .00
19 .00
20.00
21.00
22.OO

23.00

24.00
25 .00

26. 00
27 .00
28.00
29 .00

30.00

31.00

32.00
33 .00
34.00

40.00

4L.00

42 .00
43.00

44.00

45.00
46.00
47.OO
48.00

MCRrF32 - 3.4.136.0

0.00



Provider CCN:150046 Pe ri od:
F?on 09/0L/?0LL
ro 08/3L/2OL2

Total payment for inpatient operating costs scH and l,tog on'ly (see instruct
Payment for inpatient program cap'ita1 (from worksheet L, Parts I, II, as applicable)
Exception payment for inpatient program capital (worksheet L, part rrr, see
i nstructj ons)
Direct graduate medical education payment (from worksheet E-4, line 49 see
i nstructions) .

ttursing and allied Health uanaged Care payment
Special add-on payments for new techno'logies
Net organ acquisition cost (worksheet D-4 Part rrr, col. 1, line 69)
cost of teaching physicians (worksheet D-5, part tr, col. 3, line 20)
Routine service other pass through costs (from wkst D, Part III, column 9, ]ines
30-35).
anci'l1ary service other pass through costs worksheet D, part Iv, co1. 11 line 200)
total (sum of amounts on lines 49 through 58)
erimary payer payments
Total amount payable for program beneficiaries (line 59 minus line 60)
oeductibles bil'led to program beneficiaries
coinsurance billed to program beneficiaries
allowable bad debts (see instructions)
adjusted reimbursable bad debts (see instructions)
ellowable bad debts for dual eligible beneficiaries (see instructions)
subtotal (line 61 plus line 65 minus lines 62 and 63)
credits received from manufacturers for replaced devices applicable to MS-DRG (see
i nstructi ons)
outlier payments reconci]iation (Sum of lines 93, 95 and 96).(For ScH see
i nst ructi ons)
oTHER ADTUSTMENTS (SEE TNSTRUCTTONS) (SpeCrpy)
Recovery of Accelerated oepreciation
Low volume Payment-l
Low volume Payment-2
Low volume Payment-3
Anount due provider (line 67 minus lines 68 p'lus/minus lines 69 & 70)
rnterim payments
Tentative sett'lement (for contractor use on'ly)
Balance due provider (program) (line 71 minus the sum of lines 72 and 73)
protested amounts (nonallowable cost report items) in accordance with cMs Pub. 15-rr,

23,675,72
1,733,O2

21,937,
22,482,

h rinancial svstems
CALCULATION OF REIMBURSEMENT SETTLEMENT

Operating outlier amount from Worksheet E, Part A
capital outlier from worksheet L, part r, line 2

ine 2 (see nst ructi ons)

operating outlier reconciliation adjustment amount (see instructions)
capital outlier reconciliation adjustment amount (see instructions)
The rate used to calculate the Time va'lue of laoney
time value of tuoney for operating expenses(see instructions).rime value of t,toney for capital related expenses (see instructions)

49.00
50. 00
51.00

52 .00

53 .00
54. 00
55.00
56. 00
57.00

s8.00
s9 .00
60.00
61.00
62 .00
63 .00
64.00
6s .00
66.00
67.00
68.00

69.00

70.00
70.9s
70.96
7A.97
70.98
71.00
72.00
73 .00
7 4.00
75 .00

90.00
91.00
92.00
93 .00
94. 00
95 .00
96.00

worksheet E
PATI A
Date/Time P

-2552-10

49 .00
50.00
51. 00

52.00

53.00
54.00
55 .00
56. 00
57.00

58.00
59. 00
60.00
61.00
62 .00
63 .00
64.00
65.00
66. 00
67.00
68.00

69.00

70. 00
70. 95
70.96
70.97
70. 98
71.00
72.OO
73;00
74.00
75 .00

90. 00
91.00
92.00
93 .00
94.00
95 .00
96.00

MCRrF32 - 3.4.136.0



Provider CCN:150046 Period:
From 09/01/2011
ro 08/31/20L2

services (see instructions)
t\4edical and other services reimbursed under opps (see instructions)
PPS payments
outlier payment (see instructions)
Enter the hospital specific payment to cost ratio (see instructions)
t-ine 2 times line 5

sum of'line 3 plus line 4 divided by'line 6
Transitional corridor payment (see instructions)
anc'i11ary service other pass through costs from worksheet D, Part rv, co'lumn 13, line 200
organ acquisitions

of lines 1 and 10) (see instructi

12,123
L1",923,244
12,339 ,706

83,742
0.000

0
0.00

0
0
0

anc'i11ary service charges
organ acquisition charges (from worksheet D-4, part IrI, line 69, col. 4)
Total reasonable sum of lines 12 and

Aggregate amount actua'l1y collected from patients liable for payment for services on a charge basis
Amounts that would have been rea'lized from patients liable for payment for services on a chargebasis
had such payment been made in accordance with 42 cFR 413.13(e)
Ratio of line 15 to line 16 (not to exceed 1.000000)
Total customary charges (see instructions)
Excess of customary charges over reasonable cost (complete only if line 18 exceeds line 11) (see
i nstructi ons)
Excess of reasonable cost over customary charges (complete only if line 11 exceeds line 18) (see
i nstructi ons)
Lesser of cost or charges (line 11 minus'line 20) (for cAH see instructions)
rnterns and residents (see jnstructions)
cost of teaching physicians (see instructions, 42 cFR 415.160 and cMs pub. 1-5-1, section 2148)

of lines 3. 4

oeductibles and coinsurance (for cAH, see instructions
oeductibles and coinsurance re'lating to amount on line 24 (for cAH, see instructions)
subtotal {(1ines 2L and 24 - the sum of lines 25 and 26) plus the sum of lines 22 and 23} (for cat,
see instructions)
oirect graduate medical education payments (from worksheet E-4, line 50)
ESRD direct medical education costs (from worksheet e-4, line 36)
subtotal (sum of lines 27 through 29)
Primary payer payments
subtotal (line 30 minus line 3

0
9, 781 , 815

11, 937

0
379,222
265,455
269,282

1"0,03s , 333
0
0
0

10,035 , 333
10,258,982

0
-223,649

0

CALCULATION OF REIMBURSEMENT SETTLEMENT

Composite rate ESRD (from worksheet I-5, ine 11)
nllowable bad debts (see instructions)
Adjusted reimbursable bad debts (see instructions)
allowable bad debts for dual eligible beneficiaries (see instructions)
Subtotal (sum of lines 32, 33, and 34 or 35) (line 35 hospital and subprovider only)
MSp-Lcc reconciliation amount from ps&R

OTHER AD]USTMENTS (SEE INSTRUCTIONS) (SPECIFY)
RECOVERY OF ACCELEMTED DEPRECIATION
Subtotal (1ine 37 p'lus or minus lines 39 minus 38)
rnterim payments
Tentative settlement (for contractors use only)
Balance due provider/program (line 40 minus the sum of lines 4l-, and 42)
protested amounts (nonallowable cost report items) in accordance with cMs pub, 15-rr section 115.2

original outlier amount (see instructions)
outlier reconciliation adjustment amount (see instructions)
The rate used to calculate the Time value of laonev
Time value of ttoney (see instructions)
total (sum of lines 91 and 93)

Date/Time Prepared:
L/3O/?A13 9:17 am

Worksheet E
PATI B

552-L0

1.00
2.00
3.00
4.00
5 .00
6.00
7.00
8.00
9.00

10.00
1L.00

12 .00
L3 .00
14 .00

L5 .00
16.00

17.00
18.00
L9.00

20.00

21. 00
22.00
23.00
24.00

25 .00
26. 00
27.00

28. 00
29. 00
30.00
31..00
32 .00

33.00
34. 00
35.00
36. 00
37.00
38.00
39.00
39.99
40.00
41.00
42.00
43. 00
44. 00

90.00
91.00
92 .00
93 .00
94.00

1.. 00
2.00
3 .00
4. 00
5 .00
6.00
7.00
8.00
9.00
L0.00
11.00

12 .00
13 .00
14.00

15 .00
16.00

L7 .00
L8 .00
19 .00

20.00

21. 00
22.00
23.00
24.00

25.00
26.00
27.O0

28.00
29 .00
30.00
31.00
32 .00

33 .00
t4.00
35 .00
36. 00
37.00
38.00
39.00
39. 99
40.00
41.00
42.00
43 .00
44 .00

90.00
91.00
92 .00
93 .00
94.00

0
0

0.000000
98, 557
86,434

L2,L23

423,448

0
0

0.00
0
0

MCRrF32 - 3.4.136.0



iaI
CALCULATION OF REIMBURSEMENT SETTLEMENT

ary service charges (line 12)

Provider CCN:150046
rn Lieu of Form CMS-2552-L0

worksheet E
PATI B
Date,/Ti me

MCRrFS2 - 3.4.136.0



Hea'l TERRE HAUTE REGIONAL HOSP

CALCULATION OF REIMBURSEMENT SETTLEMENT

Original outlier amount (see instructions
outlier reconciliation adjustment amount (see instructions)
The rate used to calculate the Time value of Money
Time value of t,toney (see instructions)
total (sum of lines 91 and 93)

worksheet E
PATI B

PPS

oate/rime Prepared:
7/30/2013 9:17 am

1.00
2 .00
3 .00
4.00
5 .00
6.00
7.00
8.00
9.00
10.00
11.00

L2 .00
13 .00
14.00

15.00
16.00

17.00
18.00
19.00

20.00

21.00
22.O0
23.00
24.OO

25.00
26.00
27.00

28.00
29. 00
30. 00
31.00
32 .00

33 .00
34.00
35 .00
36. 00
37 .00
38.00
39 .00
39.99
40.00
41.00
42 .00
43 .00
44.00

90.00
91.00
92 .00
93 .00
94.00

0
0

0.00
0
0

1.00
2.00
3.00
4. 00
5.00
6.00
7.00
8.00
9.00

1-0.00
L1.00

12 .00
13.00
14.00

15.00
16.00

17. 00
18.00
19.00

20.00

21.00
22 .00
23.00
24.00

25.00
26.00
27.OO

28.00
29 .00
30.00
31.00
32 .00

33 .00
34.00
35 .00
36. 00
37.00
38.00
39.00
39.99
40.00
41.00
42.00
43.00
44.OO

90. 00
91.00
92 .00
93 .00
94.00

provider ccN:150046 | Period:

component ccN:15s046 | To 08/3I/2OL7

TitIe XVIII

t'ledical and other services (see instructions
t',tedical and other services reimbursed under oPPs (see instructions)
PPs payments
outlier payment (see instructions)
Enter the hospital specific payment to cost ratio (see instructions)
tine 2 times line 5

sum of'line 3 plus line 4 divided by line 6.rransitional corridor payment (see instructions)
ancillary service other pass through costs from worksheet D, Part rv, column 13, line 200
organ acquisitions

I cost (sun of lines 1 and 10) (see instructions

917
0
0
0

0.000
0

0.00
0

nncillary service charges
organ acquisition charges (from worksheet D-4, Part rrr, line 69, co]. 4)

I reasonable charoes (sum of lines L2 and

Aggregate amount actually collected from pat'ients liable for payment for services on a charge basis
Amounts that would have been realized from patients ]iable for payment for services on a chargebasis
had such payment been made in accordance with 42 cFR 4L3.13(e)
Ratio of line 15 to line 16 (not to exceed 1.000000)
Total customary charges (see instructions)
Excess of customary charges over reasonable cost (comp'lete on'ly if line 18 exceeds line 11) (see
i nst ructi ons)
Excess of reasonable cost over customary charges (complete only if 'line 11 exceeds line 18) (see
i nst ructi ons)
Lesser of cost or charges (line 11. minus line 20) (for cAH see instructions)
rnterns and residents (see instructions)
cost of teaching physicians (see instructions, 42 cFR 415.160 and cMS Pub. 15-L, section 2148)

of lines 3. 4. 8 and

0

0.000000
7,457
6,540

0

9L7
0
0
0

oeductibles and coinsurance (for cAH, see instructions)
oeductibles and coinsurance relating to amount on line 24 (for cAH, see instructions)
subtotal {(lines 21. and 24 - the sum of 'lines 25 and 26) plus the sum of lines 22 and 23} (for ceu,
see instructions)
Direct graduate medical education payments (from worksheet E-4, line 50)
ESRD direct medical education costs (from worksheet e-4, line 36)
Subtotal (sum of lines 27 through 29)
Primary payer payments
subtotal (line 30 minus line 3

0
0
.7

0
7

composite rate ESRD (from
allowable bad debts (see instructions)
Adjusted reimbursable bad debts (see instructions)
al'lowable bad debts for dual e'li9ib1e beneficiaries (see instructions)
subtota-l (sum of lines 32, 33, and 34 or 35) (1ine 35 hospital and subprovider on'ly)
MsP-Lcc reconciliation amount from PS&R

OTHER AD]USTMENTS (SEE INSTRUCTIONS) (SPECIFY)
RECOVERY OF ACCELERATED DEPRECIATION
subtotal (line 37 plus or minus lines 39 minus 38)
rnterim payments
Tentative settlement (for contractors use only)
Balance due provider/program (line 40 minus the sum of lines 4L, and 42)
protested amounts (nona'llowable cost items) in accordance

0
0
0
0

977
0
0
0

917
L,575

0
-6s8

MCRrF32 - 3.4.L36.0



CALCULATION OF REIMBURSEMENT SETTLEMENT

of Ancillary service charges (line 12)

In Lieu of Form
worksheet E
PATI B
Date/Ti me

MCRrF32 - 3.4.136.0



Provider CCN: L50046

component ccN:1.5T046

Title xvrll

Medica'l and other services (see instructions)
medical and other services reimbursed under opps (see instructions)
PPS payments
outlier payment (see instructions)
Enter the hosp'ita1 specific payment to cost ratio (see instructions)
t-ine 2 times line 5

sum of line 3 plus'line 4 divided by line 6
transitional corridor payment (see instructions)
lnci'l1ary service other pass through costs from worksheet D, Part rv, column 13, line 200
organ acquisitions

I cost (sum of lines 1 and 10) (see instruction

6s3
0
0
0

0.000
0

0.00
0
0
0

ary servlce cnarges
organ acquisition charges (from worksheet D-4, Part III, line 69, col.

sum of lines 12 and 13

Aggregate amount actually collected from patients-liable for payment for services on a charge basis
Amounts that would have been rea'lized from patients liable for payment for services on a chargebasis I

had such payment been nade in accordance with 42 cFR 413.13(e) I

Ratio of line 15 to line 16 (not to exceed 1.000000) 0.
Total customary charges (see instructions) ] S,
Excess of customary charges over reasonable cost (complete only if line 18 exceeds line 11) (see 1 +,6Sf
instructions) 

|

Excess of reasonable cost over custonary charges (complete only if line 11 exceeds line 18) (see | 0
instructions) I

Lesser of cost or charges (1ine 11 minus line 20) (for cAH see instructions) I OSf
rnterns and residents (see instructions) 0
cost of teaching physicians (see instructions, 42 cFR 415.160 and ct,rs pub. 15-1, section 2148)
Total prospective payment (sum of lines 3, 4, 8 and

Deductibles and coinsurance (for cAH, see instructions)
oeductibles and coinsurance relating to amount on line ?4 (for cAH, see instructions)
subtotal {(lines 2L and 24 - the sum of lines 25 and 25) p"lus the sum of lines 22 and 23} (for catr,
see instructions)
oirect graduate medical education payments (from worksheet E-4, line 50)
ESRD direct medical education costs (from worksheet e-4, line 36)
subtotal (sum of lines 27 through 29)
erimary payer payments

al (line 30 minus li

0
653

0
0

653
0

653

composite rate ESRD (from worksheet r-5, line 11
allowable bad debts (see instructions)
Adjusted reimbursable bad debts (see instructions)
ellowable bad debts for dual e'ligible beneficiaries (see instructions)
subtotal (sum of lines 32, 33, and 34 or 35) (line 35 hospital and subprovider only)
MSp-Lcc reconciliation amount from pS&R

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)
RECOVERY OF ACCELERATED DEPRECIATION
subtotal (line 37 plus or minus lines 39 minus 38)
Interim payments
Tentative settlement (for contractors use only)
Balance due provider/program (1ine 40 minus the sum of lines 4I, and 42)
Protested amounts items) in accordance with cMS pub. 15-rr. se€tion 115.2

CALCULATION OF REIMBURSEMENT SETTLEMENT

orig'ina1 outlier amount (see instructions
Outlier reconciliation adjustment amount (see instructions)
The rate used to calculate the Time value of Money
time value of money (see instructions)
total (sum of lines 91 and 93)

Peri od:
From 09,/01,/20L1
ro 08/3I/2Ot2

subprovi der

ieu of Form CM5-2552-1.0
worksheet e
PATI B

Date/time

PPS

1.00
2.00
3 .00
4.00
5 .00
6.00
7.00
8.00
9.00
10.00
L1.00

L2 .00
13 .00
14 .00

r.5 .00
16.00

L7 .00
1"8.00
L9 .00

20.00

21.00
22.00
23.00
24.00

25 .00
26.00
27 .O0

28.00
29.00
30. 00
3L. 00
32 .00

33 .00
34 .00
35 .00
36.00
37 .00
38.00
39 .00
39 .99
40.00
41.00
42.00
43 .00
44.00

90.00
91.00
92 .00
93 .00
94.00

0
0

0.00
0
0

1.00
2 .00
3 .00
4.00
5.00
6.00
7. 00
8.00
9.00

L0.00
1L.00

12.00
13.00
14.00

15 .00
16.00

t7.00
18. 00
19.00

20. 00

21.00
27.00
23.00
24.00

25 .00
26.00
27.00

28.00
29.00
30.00
31.00
32 .00

33.00
34.00
35 .00
36.00
37 .00
38.00
39. 00
39. 99
40. 00
41.00
42 .00
43 .00
44.00

90.00
91.00
92 .00
93 .00
94.00

MCRrF32 - 3.4.136.0



Ith rinancial svstems
CALCULATION OF REIMBURSEMENT SETTLEMENT

ce charges (line 12)

In Lieu of Form
worksheet e
PATI B

oate/rime Prepared:
9:L7 am

PPS

MCRrF32 - 3.4.136.0



Health Financial
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

1.00
2 .00

3 .00

TERRE HAUTE REGIONAL HOSPITAL -2552-10
Provider ccN:150046 trlorksheet E-L

PATI I
oate/time p

1.00
2 .00

3 .00

3 .01
3.O2
3 .03
3 .04
3 .0s

3.50
3.5r-
3.52
3.s3
3. 54
3.99

4.00

5.00

s.01
s.02
5.03

5.5U
5. 51
5. 52
s.99

6.00

6.01
6.O2
7.00

ADJUSTMENTS TO PROGMM

subtota'l (sum of lines 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. e-3, line and column as

I ate

8. 00 Hame of contractor

3 .01
3 .02
3.03
3.04
3 .05

3. 50
3.51
3.s2
3. s3
3.54
3.99

4.00

5 .00

5 .01
s.02
5.03

5. 50
5. 51
5.52
5.99

6.00

6.01
6.42

8.00

total interim payments paid to provider
rnterim payments payable on individual bills, either
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. rf none,
write "toNe" or enter a zero
List separately each retroactive lump sum adjustment
amount based on subsequent revision of the interim rate
for the cost reporting period. llso show date of each

22 ,482 ,

ADJUSTMENTS TO PROVIDER

0
0
0
0
0
0

10, 258,982

Lr st separate ly tentative settlement payment
desk review. also show date of each payment. rf none, i

write "NoNE" or enter a zero,

TENTATIVE TO PROGRAM

subtotal (sum of lines 5.01-5.49 minus sum of lines
s.s0-s.98)
Determined net settlement amount (balance due) based on
the cost report. (1)
SETTLEMENT TO PROVIDER
SETTLEMENT TO PROGRAM

total uedicare proqram liabi'li see lnstruct'lons

0
0
0
0

0
223,649

MCRrF32 - 3.4.136.0



Period:
Fron 09/ot/2o1I
ro 08/31/2012

Total interim payments paid to provider
rnterim payments payable on individual bills, either
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. rf none,
write "ttottE" or enter a zero
List separately each retroactive lump sum adjustment
amount based on subsequent revision of the interim rate
for the cost reporting period. llso show date of each

AD]USTMENTS TO PROVIDER

subtotal (sum of lines 3.01-3.49 minus sum of ]ines
3.50-3.98)
total interim payments (sum of lines L, 2, and 3.99)
(transfer to wkst. E or wkst. e-3, line and column as

0
0
0
0
0
0

List separately each tentative settlement payment after
desk review. Also show date of each payment. If none,
write "ttot{E" or enter a zero,

TENTATIVE TO PROVIDER

TENTATIVE TO PROGRAM

subtotal (sum of lines 5.01-5.49 minus sum of lines
s.50-5.98)
Determined net settlement amount (ba]ance due) based on
the cost report. (1)
SETTLEMENT TO PROVIDER

SETTLEMENT TO PROGMM

0
0
0
0

0
658
9L7

ttealth rinancial svstems
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

TERRE HAUTE REGIONAL HOSPITAL
Provider ccN:150046

Component CCNr 155046

Title xvllr

tn Lieu of Form cMS-2552-L0
worksheet E-1
PATI I
oate/time Prepared:
l/1O/2O11 9:\7 am

PPS

1.00
2 .00

3. 00

1.00
2 .00

3.00

3 .01
3.02
3.03
3.O4
3 .05

3.50
3.51
3.52
3. 53
3. 54
3.99

4.00

5.00

5 .01
5 .02
5 .03

s. 50
5.51
5.52
5.99

6.00

6.01
6.02

8. 00

3 .01,
3 .02
3 .03
3 .04
3 .05

3.50
3.51
3. s2
3. s3
3.54
3 .99

4.00

5 .00

5 .01
5 .02
5 .03

5.50
5. )r
5.52
5.99

6.00

6. 01
6.02

8. 00 Cont racto r

MCRrF32 - 3.4.136.0



Provider CCN:150046

component ccN:15T046

Title xvllr

Total interim payments paid to provider
rnterim payments payable on individual bills, either
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. rf none,
write "t{oruE" or enter a zero
List separately each retroactive lump sum adjustment
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each

rf none. write "ttoNE"

Subtotal (sum of lines 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. e-3, line and co"lumn as

List separately each tentative settlement payment a
desk review. Also show date of each payment. rf none,

TENTATIVE TO PROGRAM

subtotal (sum of lines 5.01-5.49 minus sum of lines
s.s0-5.98)
Determined net settlement amount (balance due) based on
the cost report. (1)
SETTLEMENT TO PROVIDER

SETTLEMENT TO PROGRAM

total medicare Drooram liabilitv (see instruction

Ith Financial syst TERRE HAUTE In Lieu of Form CMS-2552-L0
worksheet E-L

rron 09/01/2011 | Part r
ro O8/3I/2OI2 | oate/rime

Subprovi der
IRF

1.00
2 .00

3 .00

3 .01
3.O2
3 .03
3 .04
3.05

3. 50
3.51
3.52
J, )5
3. 54
3.99

4.00

5.00

5 .01
5 .02
5 .03

5.50
5. 51
5.52
5 .99

6.00

6.01
6. 02
7. 00

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

1.00
2 .00

3 .00

period:

3 .01
3 .02
3 .03
3 .04
3.05

3. 50
3.51
3.s2
3. s3
3.s4
3.99

4.00

5 .00

5 .01
5 .02
5 .03

5.50
5.51
). )z
5.99

6.00

6.01
6.02
7.

8.00 Name Contractor

MCRrF32 - 3.4.136.0



Health Financial
CALCULATION OF REIMBURSEMENT SETTLEMENT FOR HIT

1.00
2 .00
3 .00
4.00
5 .00
6.00
7.00

8.00

30.00
31. 00
32.00

108. override of HrT payment

Provider CCN:150046 Period:
rron ag/aL/zOLL
ro O8/3L/ZOI2

Total hospital discharges as defined in AAna 54L02 from wkst s-3, Part r column 15 line L4
uedicare days from wkst s-3, Part r, co'lumn 6 sum of lines 1, 8-12
Nedicare HMo days from wkst s-3, Part r, column 6. line 2

Total inpatient days from s-3, Part r column 8 sum of lines L, 8-L2
total hospital charges from wkst c, Part r, column 8 line 200
rotal hospital charity care charges from wkst 5-10, column 3'line 20
cnH only - The reasonable cost incurred for the purchase of certified Hrt technology worksheet s-2,
Part I line 168
calculation of the utr incentive payment (see instructions

Initial/interim HIT payment ustment (see instruct
other Adjustment (specify)

der (line 8 minus line 30 and line 3

In Lieu of rorm cus-2 -10
worksheet e-1
PATI II
oate/ti me

1.00
2 .00
3 .00
4.00
5 .00
6.00
7. 00

8.00

30. 00
31. 00
32.00

011.08.00

MCRrF32 - 3.4.136.0



Provider CCN: L50046

component ccN:15s046

TitIe XVIII

Net Federal rPF PPS Payments (excluding outlier, Ecr, and medical education paynents)
Net rPF PPS Outlier Payments
Net IPF PPS ECT Payments
unweighted intern and resident FTE count in the most recent cost report fi'led on or before November
15, 2004. (see instructions)
cap increases for the unweighted intern and resident FTE count for residents that were displaced by
program or hospital closure, that would not be counted without a temporary cap adjustment under
5412.424(d)(1)(iii)(r)(1) or (2) (see instructions)
tlew teaching program adjustment. (see instructions)
current year's unweighted FrE count of r&R other than FrEs in the first 3 years of a "new teaching
program". (see inst.)
current year's unweighted r&R FTE count for residents within the first 3 years of a "new teaching
program". (see inst.)
rntern and resident count for rpF PPS medical education adjustment (see instructions)
Average oaily census (see instructions)
uedical Education Adjustment ractor {((1 + (1ine 8,/line 9)) raised to the power of.5150 -1}.
uedical Education Adjustment (line 1 mu'ltiplied by line 10).
adjusted Net rPF PPS Payments (sum of lines 1, 2, 3 and 11)
ttursing and allied ttea'lth laanaged care payment (see instruction)
organ acqu'isition
cost of teaching physicians (from worksheet D-5, Part rr, column 3, line 20) (see instructions)
subtotal (see instructions)
Primary payer payments
subtotal ('line 16 less line 17).
oeducti bl es
Subtotal (line 18 minus line 19)
Coi nsu rance
Subtotal (line 20 minus line 21)
allowable bad debts (exclude bad debts for professional services) (see instructions)
ndjusted reimbursable bad debts (see instructions)
allowable bad debts for dual eligible beneficiaries (see instructions)
subtotal (sum of lines 22 and 24)
Direct graduate medical education payments (from worksheet E-4, line 49)
other pass through costs (see instructions)
outlier payments reconciliation
OTHER ADJUSTMENTS (sEE INSTRUCTIONS) (SPECIFY)
Recovery of Accelerated oepreciation
Tota'l amount payable to the provider (see instructions)
rnterim payments
Tentative settlement (for contractor use only)
Balance due provider/program (line 31 minus the sum lines 32 and 33)

I items) in with cMs Pub. 15-2. section 115.2

10. 803279

7,t72,672
0
0
0

t,L72,672
0

L,172,672
176, 800
99s,872
13,872

982,000
36, 491
25,544
36, 491

1,O47 ,544
0
0
0
0
0

L,007,544
1, 094 , 399

0
-86,8ss

TERRE HAUTE R

CALCULATION OF REIMBURSEMENT SETTLEMENT

original outlier amount from worksheet E-3, Part rr, line 2
outlier reconciliation adjustment amount (see instructions)
The rate used to calculate the .fime value of Monev
time value of tltoney (see instruct'ions)

ial

From 09/01/201l"
ro 08/3t/?0t2

worksheet E-3
PATI II
Date/Time Prepared:
1/30/2013 9:17 am

1.00
2.00
3.00
4.00

4.01

5 .00
6.00

7.00

8.00
9.00
10.00
11.00
12 .00
13 .00
14.00
15 .00
16.00
17.00
18.00
19.00
20.00
21.00
22.00
23.00
24. 00
25.00
26.00
27.00
28.00
29.00
30.00
30. 99
31".00
32 .00
33 .00
34.00
3s .00

50.00
51..00
52 .00
53.00

0
0. 00

0

1..00
2.00
3. 00
4.00

4.01

5.00
6.00

7.00

8.00
9. 00

10.00
1L.00
12.00
13 .00
14.00
15 .00
16.00
l-7 .00
18.00
19.00
20.00
21.00
22.00
23. 00
24.00
25.00
26.00
27 .00
28.00
29 .00
30. 00
30. 99
31. 00
32 .00
33.00
34. 00
35 .00

50.00
51.00
5Z .00
s3.00

MCRrF32 - 3.4.136.0



Health Financial
CALCULATION OF REIMBURSEMENT SETTLEMENT

original outlier amount fron worksheet E-3, Part IIr, line 4

outlier reconciliation adjustment amount (see instructions)
The rate used to ca'lculate the Time value of t,toney
time value of uoney (see instructions)

HOSPITAL
worksheet E-3
PATI III
Date/Time Prepared:
7/3O/2O13 9:17 am

1.00
2 .00
3 .00
4.00
5 .00

5 .01

6.00
7.00

8.00

9.00
10.00
11.00
12 .00
13 .00
14 .00
15.00
16.00
17 .00
18.00
19 .00
20.00
21.00
22.00
23.00
24.OO
25 .00
26.00
27 .OO

28 .00
29 .00
30.00
31.00
31. 99
32 .00
33 .00
34.00
35 .00
36. 00

50.00
s1.00
s2 .00
s3.00

293,L78
0

0.00
0

1. 00
2.00
3.00
4. 00
5.00

5 .01

6.00
7. 00

8. 00

9. 00
10.00
11.00
12.00
13 .00
1-4.00
15 .00
16.00
17.00
18. 00
19.00
20. 00
21.00
22.OO
23.00
24.00
25 .00
26.00
27.00
28.00
29 .00
30.00
31.00
31. 99
32 .00
33 .00
34.00
35 .00
36.00

50.00
51.00
52 .00
53 .00

provider ccH:150046

component ccN:15T046

Title xvrrr

period:
rron 09/O7/2OL1
ro 08/3L/20L2

1,980,770
0.0400

103,739
293,r78

0.00

0.00

0.00
0.00

0.00

0.00
6.775956
0.000000

U

2,377 ,687
0
0
0

2,377 ,687
0

z,377 ,687
11, 488

2 , 366, 199
29,232

2 ,336,967
z,?32
1,562
2,232

2 , 338, s29
0
0
0
0
0

2 ,3?8,529
2,293,309

0
45,220

0

t'tet Federal PPs Payment (see instruction
l,tedicare ssr ratio (rRF PPs only) (see instructions)
Inpatient nehabilitation LrP Payments (see instructions)
outlier Payments
unweighted intern and resident FTE count in the most recent cost reporting period ending on or prior
to November 15, 2004 (see instructions)
cap increases for the unweighted intern and resident FTE count for residents that were displaced by
program or hospital closure, that would not be counted without a temporary cap adjustment under
5412.424(d)(L)(iii)(F)(1) or (2) (see instructions)
ttew teaching program adjustment. (see instructions)
current year's unweighted rre count of r&R other than FrEs in the first 3 years of a "new teaching
program". (see inst.)
curient year's unweighted r&R FTE count for residents within the first 3 years of a "new teach-ing
program". (see inst.)
rntern and resident count for rRF PPs medical education adjustment (see instructions)
Average Daily Census (see instructions)
uedical education Adjustment Factor {((1 + (line 9/'line 10)) raised to the power of .6876 -1}'
r,ledical Education Adjustment (line 1 multiplied by 'line 11).
Total PPs Payment (sum of lines 1, 3, 4 and 12)
tturs'ing and allied ttealth Managed care payment (see instruction)
organ acquisition
cost of teaching physic'ians (from worksheet D-5, Part rr, column 3, line 20) (see instructions)
subtotal (see instructions)
Primary payer payments
subtotal (line L7 less 'line 18).
oeducti bl es
subtotal (line L9 minus line 20)
coi nsurance
subtotal (line 2L minus line 22)
el'lowable bad debts (exclude bad debts for professional servjces) (see instructions)
Adjusted reimbursable bad debts (see instructions)
allowable bad debts for dual eligible beneficiaries (see instructions)
subtotal (sum of lines 23 and 25)
Direct graduate medical education payments (from worksheet E-4, line 49)
other pass through costs (see instructions)
outlier payments reconciliation
OTHER AD]USTMENTS (SEE INSTRUCTIONS) (SPECIFY)
Recovery of Accelerated oepreciation
Total amount payable to the provider (see instructions)
Interim payments
Tentative settlement (for contractor use only)
Balance due provider/program (line 32 minus the sum lines 33 and 34)
protested amounts (nona'llowable cost reDort items) in accordance with cMS Pub. 15-2, section 115.2

MCRrF32 - 3.4.136.0



Health Financial TERRE HAUTE R

CALCULATION OF REIMBURSEMENT SETTLEMENT

Excess of reasonable cost
subtotal (sum of lines L9 and 20, p'lus 29 minus lines 5 and 6)
oeducti bl es
coi nsu rance
rllowable bad debts (see instructions)
utilization review
subtotal (sum of lines 31, 34 and 35 minus sum of lines 32 and 33)
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)
subtotal (line 36 + line 37)
Direct graduate med'ical education payments (from wkst. E-4)
Total amount payable to the provider (sum of lines 38 and 39)
rnterim payments
Balance due provider/program (line 40 minus 41)
Protested amounts (nonallowable cost report items) in accordance with cMs Pub 15-2,
section 11,5.2

In Lieu of Form cM5-2552-10
worksheet E-3
PATI VII
oate/rime Prepared:

1.00
z .00
3.00
4. 00
5 .00
6.00
7 .00

8.00
9. 00
10.00
11.00
12 .00

13 .00

14.00

15 .00
16.00
17 .00

18.00

19.00
20.00
21. 00

22.00
23.00
24.00
2s.00
26.00
27 .OO
28.00
29. 00

30.00
31.00
32 .00
33 .00
34.00
35.00
36.00
17.00
38.00
39 .00
40.00
41.00
42.00
43 .00

7,8L8,

7,818,

1.00
2 .00
3 .00
4.00
5.00
6.00
7 .00

8.00
9. 00

10. 00
11. 00
L2.00

13.00

L4. 00

15 .00
16.00
17.00

18.00

19.00
20.00
21. 00

27.00
23.00
24.00
25.00
26.00
27 .OO
28.00
29 .00

30.00
31.00
32.00
33.00
34.00
35.00
36. 00
37 .00
38. 00
39. 00
40. 00
4L.00
42.00
43.00

0
0
0

0
4, 875 , 51-5

-4,875,515
0

0
rl

0
0
0

7, 818 ,

7 ,5O2,
315,15

ccN: 150046 | Period:
rron 09/0]-/20L1
ro O8/31/20L2.

rnpatient hospital/sur/NF servi ces
ttedical and other services
organ acquisition (certified transplant centers only)
subtotal (sum of lines 1, 2 and 3)
Inpatient primary payer Payments
outpatient primary payer payments

I (line 4 less sum of lines 5 and 6

Routine service charges
ancillary service charges
organ acquisition charges, net of revenue
Incentive from target amount computation

le charoes (sum of lines 8

35,617 ,43L

35 . 617. 431

amount actually co'llected from patients liable for payment for services on a charge
basis I

Amounts that would have been realized from patients liable for payment for services on I

a charge basis had such payment been made in accordance with 42 cFR 413.13(e) 
|

Ratio of line 13 to line 14 (not to exceed L.000000) | 0.
Total customary charges (see instructions) | 23,286,
Excess of customary charges over reasonable cost (complete only if line 16 exceeds | 15,468,
line 4) (see instructions)
Excess of reasonable cost over customary charges (comp'lete only if line 4 exceeds line
16) (see instructions)
rnterns and nesidents (see instructions)
cost of teaching ehysicians (see instructions)
cost of covered services (enter the lesser of line 4 or line 16) | 7,

0

0.000000
35,617,431
35 , 61 7, 431

Other than outlier payments
Outlier payments
Program capital payments
capita] exception payments (see instructions)
Routine and ancillary service other pass through costs
subtotal (sum of lines 22 through 26)
customary charges (title v or xrx PPs covered services only)
Titles v or xrx (sum of 'lines 21

MCRrF32 - 3.4.136.0



Provider CCN:150046 Peri od:
Fron 09/01/201I
ro 08/3t/2012

0
0
0
0
0
0
0
0
0
0

cash on hand in banks
Temporary investments
t'totes receivable
Accounts receivable
other receivable
allowances for uncollectible notes and accounts receivable
Inventory
prepaid expenses
other current assets
Due from other funds

I current assets (sum of lines 1-

-21,

25 , 5L9,

-10, 236,
4,489,5

3,002,40

38, 638, 21
-20,963 ,

5,743,76

-L5,457 ,34

54,621,L54
-47,804,49

1, 986,032

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

Investments
Deoosits on leases
Due from owners/officers
other assets
total other assets (sum of lines 3L-34)

I assets (sum of lines 11. 30, and 35

3 ,063 , 19
5 , 449, 68

Accounts payable
salaries, wages, and fees payable
eayroll taxes payable
ttotes and loans payable (short term)
Deferred income
Accelerated payments
Due to other funds
other current liabilities

I current liabilities (sum of lines 37 thru 44

-L75,059,24

ial
BALANCE SHEET (If you are nonproprietary and do not

TERRE HAUTE

mai ntai n
rund column only)

worksheet G

oate/time erepared:
L/3O/2O1f 9:17 am

fund-type accounting records, complete the General

1.00
2 .00
3 .00
4.00
5 .00
6.00
7 .00
8.00
9 .00
10.00
11.00

12.00 I t-and
13.00 I Land improvements
14.00 I accumulated depreciation
15.00 I eui'ldings
16.00 accumulated depreciation
17.00 I Leasehold improvements
18.00 lAccumulated depreciation
19.00 lFixed equipment
20.00 iAccumulated depreciation
21.00 lAutomobiles and trucks
22.00 | nccumulated depreciation
23 .00 | r'lajor movabl e equi pment
24.00 i Accumulated depreciation
25.00 I t'tinor equipment depreciable
26.00 I nccumulated depreciation
27.OO Hrr designated Assets
28.00 accumulated depreciation
29.00 I Minor equi pment-nondepreciable

1 fixed assets (sum of lines 12-

Mortgage payable
Notes payab'le
unsecured loans
other long term liabilities
Total long term liabilities (sum of lines 46 thru 49
rota'l liabili of lines 45 and 50

General fund balance
specific purpose fund
oonor created - endowment fund balance - restricted
Donor created - endowrnent fund balance - unrestricted
Governing body created - endownent fund balance
plant fund balance - invested in p'lant
plant fund ba'lance - reserve for plant improvement,
replacement, and expansion
total fund balances (sum of lines 52 thru 58)
rotal liabilities and fund balances (sum of lines 51 and
s9)

30.00

31.00
12.00
33.00
34. 00
35.00
36. 00

37.00
38. 00
39.00
40.00
41.00
42 .00
43 .00
44.00
45.00

46.00
47.00
48.00
49.00
50.00
51.00

52.00
53.00
54 .00
55.00
56. 00
57.00
58.00

s9.00
60.00

229,952,7

L.00
2.00
3 .00
4.00
5 .00
6.00
7.00
8.00
9 .00

10.00
11.00

12 .00
13 .00
L4.00
15 .00
L6.00
17 .00
18.00
19 .00
20.00
21.00
22.OO
23 .00
24.O0
25 .00
26.00
27 .OO
28. 00
29 .00
30.00

31. 00
32 .00
33.00
34.00
35 .00
36. 00

37.00
38 .00
39 .00
40.00
41.00
42 .00
41.00
44 .00
45.00

46.00
47.OO
48.00
49 .00
50. 00
sl. 00

52 .00
53 .00
54 .00
55 .00
56.00
57.00
s8.00

59 .00
60.00

0
0

0
0

MCRrF32 - 3.4.136.0
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Ith rinancial
STATEMENT OF CHANGES IN FUND BALANCES

REGIONAL HOSPITAL

221,630,
16,090,

237,721,44

237 ,72r,44

7 ,768,7
229,952,7

tn Lieu of Form cus-
period:
rron 09/0L/2A11
ro 08/31/2012

worksheet G-1

oate/rime

1.00
2 .00
3 .00
4.00
s.00
6.00
7.00
8.00
9 .00
10.00
11.00
12 .00
13 .00
L4.00
15 .00
16.00
17. 00
18. 00
19.00

Fund balances at beginning per
Net income (loss) (from wkst.
tota'l (sum of line 1 and 'line
Additions (credit adjustments)

c-3, line 29)
2)

1.00
2.00
3.00
4.00
s .00
6.00
7 .00
8.00
9 .00

10.00
11.00
12 .00
13.00
14. 00
15 .00
16.00
17.00
18.00
19.00

(speci fy)

rotal additions (sum of line 4-9)
subtotal (line 3 plus line 10)
FEDERAL TAX LIABILIW

total deductions (sum of lines 12-17)
Fund balance at end of period per balance
sheet (line 11 minus line 18)

7,768,7

MCRrF32 - 3.4.136.0



Ith rinancial svst
STATEMENT OF CHANGES IN FUND BALANCES

1. Fund balances at beginninq of period
Net income (loss) (from wkst. G-3, line 29).rotal (sum of line 1 and line 2)
ndditions (credit adjustments) (specify)

HOSPITAL rn Lieu of Form cMs-2552-L0
worksheet G-L

oate/time Prepared:

1.00
2 .00
3 .00
4. 00
5.00
6.00
7 .00
8.00
9 .00

10.00
1-1.00
12 .00
13 .00
14.00
15.00
16.00
17. 00
18.00
1"9 .00

2 .00
3 .00
4.00
s .00
6.00
7 .00
8. 00
9.00
L0.00
11.00
12 .00
13 .00
1-4 .00
15 .00
16.00
17.00
18.00
19.00

rotal additions (sum of line 4-9)
Subtotal (line 3 plus line 10)
FEDERAL TAX LIABILIW

rotal deductions (sum of lines 12-17)
pund balance at end of period per balance
sheet (line 11 minus line 18)

Peri od:
rron O9/01/2OtL
ro 08/37/20t2

Provider ccN:150046

MCRrF32 - 3.4.1"36.0



Provider CCN:150046 Period:
Fron 09/0t/201I
ro 08/3r/2012

Hospi tal
SUBPROVIDER - IPF
SUBPROVIDER - IRF
SUBPROVIDER
Swing bed - SNF
Swing bed - NF
SKILLED NURSING FACILITY
NURSING FACILIW
OTHER LONG TERM CARE

6,960,67 6 ,960 ,67 4

2l . 349. 603

INTENSIVE CARE UNIT
CORONARY CARE UNIT
BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
Total intensive care type inpatient hospital services (sum of lines
11-15)
rotal inpatient routine care services (sum of lines 10 and 16)
ancillary services
Outpatient services
RUML HEALTH CLTNIC
FEDEMLLY QUALIFIED HEALTH CENTER
HOME HEALTH AGENCY
AMBULANCE SERVTCES
CMHC

CORF

AMBULATORY SURGICAL €ENTER (D.P.)
HOSPICE

OTHER (SPECIFY).rotal patient revenues (sum of lines 17-27)(transfer colurnn 3 to wkst.

29,Lt4,
194, 196,

223,311,

248,27L,

248,22L,

5,764,gLO

5 ,764,910

29 , 114, 513
194 , 196, 683
248,227,548

0
0
0
0
v
0
0
0

471,532,744

-2552-10
STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES

Operating expenses (per Wkst. A, co'lumn 3, 'line 200)
ADD (SPECIFY)

total additions (sum of lines 30-35)
DEDUCT (SPECIFY)

rotal deductions (sum of lines 37-41)
Tota'l operating expenses (sum of lines 29 and 36 minus line 42)(transfer
to wkst. G-3, line 4)

worksheet G-2

1.00
2 .00
3 .00
4.00
5 .00
6.00
7.00
8.00
9.00
10.00

11.00
12 .00
13 .00
14.00
15 .00
16.00

17.OO
18.00
19 .00
20.00
21.00
22.00
23.00
24.00
24.10
25.00
26.00
27 .00
28.00

29 .00
30.00
31. 00
32 .00
33.00
34.00
35 .00
36.00
37 .00
38.00
39.00
40.00
41".00
42 .00
43 .00

103 , 451,

L03 , 451.,

PATTS I & II
Date/Tim€ Prepared:
1/3O/2Ol? 9:17 am

1.00
2.00
3.00
4. 00
5 .00
6.00
7.00
8.00
9 .00

10.00

11.00
12.00
L3.00
14.00
15 .00
16.00

17. 00
18. 00
19. 00
20.00
21,. 00
z2.oa
23.00
24.00
24.LO
25.00
26.00
27 .00
28 .00

29. 00
30. 00
3L. 00
32 .00
33 .00
34.00
3s .00
36. 00
37. 00
38. 00
39. 00
40.00
41.00
42 .00
43 .00

MCRrF32 - 3.4.136.0



Health Financial Svstems TERRE HAUTE

STATEMENT OF REVENUES AND EXPENSES

contributions, donat ts, etc
rncome from investments
Revenues from telephone and telegraph serv'ice
Revenue from te'levision and radio service
Purchase discounts
nebates and refunds of expenses
earking 1ot receipts
Revenue from laundry and'linen service
Revenue from meals sold to employees and guests
Revenue from rental of living quarters
Revenue from sale of rnedica'l and surgical supplies to other than patients
Revenue from sale of drugs to other than patients
Revenue from sale of medical records and abstracts
tuition (fees, sale of textbooks, uniforms, etc.)
Revenue from gifts, flowers, coffee shops, and canteen
nental of vending machines
nental of hospital space
Governmental appropriations
HOSPITAL OTHER TNCOME

HITECH OTHER INCOME
HOSPITAL MISC. INCOME

Total other income (sum of lines 6-24)
rotal (line 5 plus line 25)
HITECH DIVIDENDS
total other expenses (sum of line 27 and subscripts)
Net income (or loss) for the period (-line 26 minus line 28)

1.00
2.00
3.00
4. 00
5 .00

6.00
7. 00
8. 00
9.00
10.00
1_1.00
12 .00
13 .00
14 .00
15.00
16.00
17 .00
18.00
19 .00
20.00
21. 00
22.00
23.00
2 4.00
24.O1
?4.02
25.00
2 6.00
27.00
28.00
29.00

oate/rime Prepared:
1,/3O/2OA3 9:17 am

worksheet G-3

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

577,770
L4,882
25,945

562,s47
t4,293,674
-r., 797,005
-r,797,005
r.6,090, 679

cMs-2552-L0

L.00
2.00
3.00
4.00
5 .00

6.00
7.00
8.00
9.00

10.00
LL.00
12 .00
13 .00
L4.00
15.00
16.00
17. 00
18.00
19 .00
20.00
21.00
22.O0
23 .00
24.o0
24.O\
24.O2
25.00
26.00
27.00
28.00
29 .00

Period:
rron 09/0I/2OLL
ro O8/3L/20L2

Total patient revenues (from wkst. G-2, Part r, column 3, line 28)
Less contractual allowances and discounts on patients' accounts
Net patient revenues (line 1 minus 'line 2)
Less total operating expenses (from wkst. G-2, Part tt, line 43)
Net income from service to patients (line 3 mi

47t,532,744
354,349,626
117,183,118
103 ,451, 991
L3,731,127

McRrF3z - 3.4.L36.0



Health Financial svstems
CALCULATION OF REIMBURSABLE BAD DEBTS - TITLE XVIII PART B

Tota'l expenses related to care of program ar es (see instructions)
Total payment (from worksheet I-4, column 6, line 11)
oeductibles billed to uedicare (part B) patients
Coinsurance billed to uedicare (part B) patients
ead debts for deductibles and coinsurance, net of bad debt recoveries

neimbursable bad debts for dual e1i9ible beneficiaries (see instructions)
Net deductibles and coinsurance billed to uedicare (Part B) patients (sum of lines
s)
Program payment (line 2 less line 3, times 80 percent)
Unrecovered from tledicare (Part B) patients (t-ine 1 minus the sum of lines 8 and 9.
enter zero and do not complete line 11.)
neimbursable bad debts (lesser of line 10 or line 5) (transfer to worksheet E. part

In Lieu of Form
worksheet

Date/Ti me

r-5

1.00
2.00
3.00
4. 00
s.00
6.00
7.00
8. 00

9.00
10. 00

11..00

0
0
0
U

1.00
2 .00
3 .00
4.00
5 .00
6.00
7. 00
8.00

9 .00
10.00

LL.00

3 and 4 less line

rf negat'i ve ,

a, 'l i ne 33)

0
0

0
0

0

Provider ccN:150046 period:
erom O9/O1/2017
ro 08/31/20L2

MCRrF32 - 3.4.136.0



Health Financial svstems TERRE HAUTE REGIONAL HOSPITAL
CALCULATION OF CAPITAL PAYMENT provider ccN:150046

Program inpatient capital costs (see instructions)
Program inpatient capital costs for extraordinary circumstances (see instructions)
Net program inpatient capital costs (line 1 minus line 2)
applicable exception percentage (see instructions)
capital cost for comparison to payments (1ine 3 x line 4)
Percentage adjustment for extraordinary circumstances (see instructions)
Adjustment to capital minimum payment level for extraordinary circumstances (1ine 2 x line 6)
capital minimum payment level (line 5 plus line 7)
current year capital payments (from part r, line 12, as applicable)
current year comparison of capital minimum payment level to capital payments (1ine 8 less line 9)
carryover of accumulated capita"l minimum payment level over capital payment (from prior year
worksheet L, Part rrr, line 14)
Net comparison of capital minimum payment'leve'l to capital payments (line L0 plus line 11)
Current year exception payment (if line 12 is posit'ive, enter the amount on this line)
carryover of accumulated capital minimum payment level over capital payment for the following period
(if line 12 is negative, enter the amount on this line)
current year a11owab1e operating and capital payment (see instructions)
current year operating and capita'l costs (see instructions)
current year exception offset amount (see instructions)

fn Lieu of Form
worksheet L
PATTS I-III
Date/Time P

1.00
2.00
3.00
4.00
5.00
6.00
7.00

8.00

9 .00
10.00
11.00

1.00
2.00
3 .00
4.00
5 .00
6.00
7. 00

8.00

9. 00
10. 00
11.. 00
t2.00

1.00
2.00
3.00
4.00

00

1.00
2.00
3 .00
4. 00
5 .00

1.00
2 .00
3 .00
4.00
5.00
6.00
7 .00
8.00
9 .00
10.00
11.00

12 .00
13 .00
14.00

15.00
1"6.00
17 .00

0
0
U

0
0
0

1.00
2 .00
3.00
4. 00
5.00
6.00
7.00
8.00
9. 00

L0.00
11.00

12 .00
13. 00
t-4. 00

15 .00
16.00
17.00

Period:
Frcn O9/0L/2O7],
ro O8/3L/2o72

capital DRG other than outlier
capital DRG outlier payments
total inpatient days divided by number of days in the cost reporting period (see instructions)
ruumber of interns & residents (see instructions)
Indirect medical education percentage (see instructions)
tndirect medical education adjustment (line L times line 5)
Percentage of ssr recipient patient days to uedicare Part A patient days (worksheet e, part A 'line
30) (see instructions)
Percentage of t{edicaid patient days to total days reported on worksheet s-3, part r (see
i nst ructi ons)
sum of lines 7 and 8
a'llowable disproportionate share percentage (see instructions)
Disproportionate share adjustment (line 1 times line 10)

L,532,472
153,097

57.34
0.00
0.00

6.92

L7.95

24.87
5.t7

79,226
L,764,735

Program inpatient routine capital cost (see instructions)
Program inpatient ancillary capital cost (see instructions)
total inpatient program capital cost (line 1 plus line 2)
capital cost payment factor (see instructions)
Total inoatient Drooram caoital cost (line 3 x line

MCRrF32 - 3.4.1"36.0


