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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CMS-2552-10
This report is required by law (42 USC 1395g; 42 CFR 413.20(b)). Failure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting pericd being deemed cverpayments (42 usc 1395g). OMB NG. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 151317 |Period: worksheet S
AND SETTLEMENT SUMMARY from 01/01/2013 | Parts I-III

To  12/31/2013 ! pate/Time Prepared:
6/2/2014 2:22 pn

[PART T - COST REPORT "STATUS - e T R R T A T LT T T -
Provider 1.[ X ]E1ectron1ca11y f11ed cost report Date: 6/2/2014 Time: 2 22 [}

use only 2.1 IManually submitted cost report
3.0 1 ]11f this is an amended report enter the number of times the provider resubmitted this cost report
4.[ F IMedicare utilization. Enter "F" for full or "L" for low.
Contractor 5.[ 1 JcCost Report Status 6. Date Received: 10.NPR Date:
use only (1> As submitted 7. Contractor No. 11. Contractor's vendor Code: 4
(2) settled without audit 8. [ N ]JInitial Report for this Provider ccn12.[ 0 Jif 1ine 5, column 1 is 4: Enter
(3) settled with Audit 9. [ N JFinal Report for this Provider CCN number of times reopened = 0-9.
(4} Reopened
(5} Amended

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 IPENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK CR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER GR ADMINISTRATOR OF PROVIDER(S)

1 HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
etectronically Filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and
Expenses prepared by GREENE COUNTY GENERAL HOSPITAL ( 151317 ) for the cost reporting period beginning
01/01/2013 and ending 12/31/2013 and tc the best of my knowledge and belief, this report and statement are true,
correct, complete and prepared from the books and records of the provider in accordance with applicablie
instructions, except as noted. I further certify that I am familiar with the laws and regulations regarding the
provision of health care services, and that the sarvices identified in this cost report were provided in
compliance with such laws and regulations.

(signed)

officer or Administrator of Provider(s)

Title

Date

T Hle I

'Tw ﬂe x1x

PART: TIL ~:SETTLEMENT:SUMMARY oo il : T T e e R
1.00 {Hospital 0 ~-899,253 62,162 194,193 0| 1.00
2.00 |Subprovider - IPF 0 0 0 0] 2.00
3.00 |Subprovider - IRF 0 0 0 0| 3.00
5.00 [Swing bed - SNF 0 -20, 404 0 0 5.00
6.00 |swing bed - NF ¢ 0| 6.00
200.00| Total 8] -919,657 62,162 194,193 0]200.00

The above amounts represent "due te” or "due from” the applicable pregram for the element of the above complex indicated.
According to the Paperwork Reduction Act of 1995, no persons are required to respond te a collection of information unless it
displays a valid OMB control number. The valid oMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you
have any comments cencerning the accuracy of the time estimate(s) or suggestions Tor improving the form, please write to: CuMs,
7500 security Boulevard, Attn: PRA Report Clearance officer, Mail Stop €4-26-05, Baltimore, mMaryland 21244-1850.
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Health Financial Systems GREENE_COUNTY GENERAL HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATTION DATA Provider CCN: 151317 |Period: worksheet 5-2

From 01/01/2013 | part I

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2 04 om

Bk T 100 ¢ e AT 00 T g 0 e | e _4.00
HOSP1ta1 and Hosp1ta1 Hea1th Care Cump1ex Address-' I T TR R T
1.00 |Street:R.R. 1 PO 8ox:1000
2.00 |city: LINTON State: IN Zip Code: 47441-9457 |County: GREENE
IR s R S o Con : GednlatioeN s DooesA s Provider] D Date ol Payment: System (P RE
Number:- “Number. Type “lcertified |- T, 0, or M)

st I e o v T
: : A S ] 200 300 4.00-:- 15,001 6; 00 1700 [Bop i
Hosp1ta1 and Hosp1ta1 Based Component Ident1f1cat10n‘.'* T T L R T T T R R

3.60 [Hospital GREENE COUNTY GENERAL 151317 99915 1 02/01/2003] N 0 0 3.00
HOSPTTAL

4.00 |Subprovider - IPF 4.00

5.00 |Subprovider - IRF 5.00

6.00 [subprovider -~ {Other) 6.00

7.00 [swing Beds - SNF GREENE COUNTY GENERAL 157317 99915 02/01/2003| N 0 N 7.00
HOSPITAL

8.00 |swing Beds - NF

9.00 |Hospital-Based SNF

10.00 [Mospital-Based NF

11.00 |Hospital-Based GQLTC

12.90 |Hospital-Based HHA

13.00 |separately certified ASC

14.00 Hospital-Based Hospice

15.00 [Hospital-Based Health Clinic - RHC
16.00 JHospital-Based Health Clinic - EQHC
17.00 {Hospital-Based (CMHC) I

18.0C |Renal Dialysis

19.00 |jother
x: T SFrom; s éiﬁ'To**

20.00 |Cost Reporting Period (mm/dd/yyyy) 01/01/2013 12/31/2013 20.00
21.00 |Type of Contrel (see 1nstruct10ns) ] 9 21.00
Tnpatient PPS-Information - T R T T e e T T T e eI
22.00 poes this facility qualify and is 1t currentTy rece1v1ng payments for d1sproport1onate N 22.00

share hospital adjustment, in accordance with 42 cFr §412.1067 In column 1, enter "y"
for yes or "N" for no. Is this facility sub]ect to 42 CFR Section §412. OG(c)(Z)(PTck]e
amendment hospital?) In column 2, enter "v" for yes or "N" for no.

22.01 |pid this hospital receive interim uncompensated care payments for this cost reporting 22.01
period? Enter in column 1, "Y" for yes or "N" for no for the portion of the cost
reporting period occurring prior to oOctober 1. Enter in column 2 "Y" for yes or "N" for
no for the portion of the cost reporting peried occurring on or after october 1. (see
instructions)

23.00 which method is used to determine Medicaid days on lines 24 and/or 25 below? In column 0 23.00
1, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. Ts the
method of identifying the days in this cost reporting period d1fferent from the method
used in the prior cost reporting peried? In column ?, enter Y for yes or "N" Tor no.

Tn-State SOUE-0T “Medicaid
‘Medicaid: “SLAte : “days

| paid:days Med1ca1d

3 a1d days

0 ) ! 0| 24.00

If this provider is an IPPS hospital, enter the
in-state Medicaid pajd days in col. 1, in-state
medicaid eligible unpaid days in col. 2,
out-of-state Medicaid paid days in col. 3,
out-of-state Medicaid eligible unpaid days in col.
4, Medicaid #Mo paid and eligible but unpaid days in
column 5, and other Medicaid days in column 6.

25.00 |If this provider is an IRF, enter the in-state 0 ¢ 0 0 0 25.00
Medicafd paid days in col. 1, the in-state Medicaid
eligibTe unpaid days in col. 2, ocut-of-state
Medicaid days in col. 3, out-of-state Medicaid
eligible unpaid days in col. 4, Medicaid umo paid
and eTigible but unpaid days in col. 5, and other
Medicaid days +in col. 6.

6/2/2014 2:04 pm X:\HFsdata\clients\Hospital\Greene\17500-13.mcrx
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL

In Lieu of Form CMS-2552-19

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 151317

Period;
From 01/01/2013
Te  12/31/2013

worksheet s-2
Part I

Date/Time Prepared:

6/2/2014 2:04 pm

urban/Rural s |
B0

Date of Geogr
200

26.00
cost reperting pericd. Enter "1" for urban or "2" for rural.
Enter your standard gecgraphic classification (not wage) status at the end of the cost

reporting period. Enter in column 1, "1" for urban or "2" for rural. If applicable,

27.00

enter the effective date of the geographic reclassification in column 2.
If this is a sole community hospital (SCH), enter the number of periods SCH status in

35.00

Enter your standard Qeogréphic‘C1a551f1cation (not wage) status at the beginning of the

il

1

26.
27.

35.

a0

00

o0

effect in the cost reporting perjod.

.:Beginming:. |

End1ng

100

©2.00.°

36.00 subscript Tine 36 for numbe

Enter applicable beginning and ending dates of SCH status.
of periods in excess of one and enter subsequent dates.

If this is a Medicare dependent hospital (MDH),
in effect in the cost reporting period.

Enter applicable beginning and ending dates of MDH status.

37.00 enter the number of periods MDH status

38.00 Subscript Tine 38 for numbe

r

r

37.

38.

00

00

of periods in excess of one and enter subsequent dates.

39.00
hospitals in accordance with 42 CFR §412.101(b)(2)(ii)7 Enter in column 1 “¥” for yes
or “N” for no. Does the facility meet the mileage requirements in accordance with 42

Does thié facility qualify for the inpatient hospfta1 payment adfustment For Tow Vo me

33.

00

CFR 412.101(b) (2) (31)? Enter in column 2 "y" for yes or "N" for no. (see instructions)

Prospectlve ‘Payment Sys “(PPS)~ Cap1_a1

pDees this Facility quaIiFy and receive cap1ta1 payment for d1sproport1onate share in a

ccordance N

45.

45.00 00
with 42 CFR Section §412.3207 (see instructions)
46.00 |ts this facility eligible for additional payment exception for extraordinary circumstances N N N 46.00
pursuant to 42 CFR §412.348(f}? If yes, compTete worksheet L, Part ITI and -1, Parts I through
IFI.
47.00 |1s this a new hospital under 42 CFR §412.300 PPS capital? Enter "y for yes or "N" for no. N N N 47.00
48.00 |1s the facility e1ect1ng fu11 federa1 cap1ta1 payment7 Enter "Y" for yes or “N" for no. N N N 48,00
Teaching Hospitals- ; : R R e R R R B
56.00 (Is th1s a hospital 1nvn}ved in tra1n1ng res1dents in approved GME programs7 Enter ™" for yes N 56.00
or "N" for no.
57.00 1f Tine 56 is yes, is this the first cost reporting period during which residents in approved 57.00
GME programs trained at this facility? Enter "y" for ves or "N" for no in column 1. If column 1
is "Y" did residents start training in the first month of this cost reparting period? Enter "y"
for yes or "N" for no in column 2. If column 2 is "Y", complete Worksheet E-4. If column 2 is
"N”, complete Worksheet D, Part III & IV and D-2, Part IX, if applicable.
58.00 (If 1ine 56 is yes, did this facility elect cost reimbursement for physicians' services as N 58.00
defined in @mMs pub. 15-1, section 21487 If yes, complete Worksheet D-5.
59.00 |are costs claimed on Tine 100 of worksheet A7 If yes, complete Worksheet D-2, Part I. N 59.00
60.00 |are you claiming nursing school and/or allied health costs for a program that meets the N 60.00
provider—operated criteria under §413.857 _Enter "Y" for yes or N for ho. (see instructions)
T AR T ; _Y/N Dlrect TGME| - Direct (GME:-
S S e R R 1 00 2,000 A -?—3.QO-~- SU5L00 i
61.00 [pid your hospital receive FTE slots under ACA N 0.0G 61.09
section 55037 Enter "Y" for yes or "N" for no in
column 1. (see instructions)
61.01 [Enter the average number of unweighted primary care 0.04 0.0d 61.01
FTEs from the hospitai's 3 most recent cost reports
ending and submitted before March 23, 2010. (see
instructions)
61.02 iEnter the current year total unweighted primary care 0.0(q 0.c0 61.02
FTE count {(excluding OB/GYN, general surgery FTEs,
and primary care FTEs added under section 5503 of
ACAY. (s5ee instructions)
61.03 |Enter the base Tine FTE count for primary care 0.00 0.0Q 61.03
and/or general surgery residents, which is used for
determining compliance with the 75% test. (see
instructions)
61.04 |[Enter the number of unweighted primary care/or 0.0 0.04 61.04
surgery allopathic and/or osteopathic FTEs in the
current cost reporting period.(see instructions).
61.05 |Enter the difference between the baseline primary 0.04 0.0d 61.05
and/or general surgery FTEs and the current year's
primary care and/or general surgery FTE counts (line
61.04 minus Tine 61.03). (see instructions)
61.06 [Enter the amount of ACA §5503 award that is being 0.0q 0.0Q 61.06
used for cap relief and/or FTEs that are nonprimary
care or general surgery. (see ‘instructions)

6/2/2014 2:04 pm X:\HFSdata\ctients\Hospital\Greene\17500-13.mcrx
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Bealth Financial Systems GREENE COUNTY GENERAL HOSPITAL In Liey of Form (M5-2552-10

HOSPITAL AND HOSPLTAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 151317 |Period: worksheet 5-2

From 01/01/2013 | Part I

To  12/31/2013 | bate/Time Prepared:

] 6/2/2014 2:04 pm

Program Code . Unwewghted IME Unwe1ghted
S FTE COun

2 Program: Name |

LR T NN SR S 00 o S IR ] K RN
61.10 jof the FTEs in line 61.05, specify each new program 0. 00 0.00 61,10
specialty, if any, and the number of FTE residents
for each new program. (see instructions) Enter in
column 1 the program name, enter in column 2 the
program code, enter in column 3 the IME FTE
unweighted count and enter in column 4 direct GME
FTE unweighted count.

61.20 |of the FTEs in Tine 61.05, specify each expanded 0.00 0.00] 61.20
program specialty, if any, and the number of FTE
residents for each expanded program. (see
instructions) Enter in celumn 1 the program name,
enter in column 2 the pregram code, enter in column
3 the IME FTE unweighted count and enter in column 4
direct GME FTE unweighted count,

.:. .1.‘.00 T .: :..

MCA Prov1sions 'ffecting “the “Health ‘Resources” and Serv1ces Administration (HRSA) R R
62.00 [Enter the number of FTE residents that your hospital trained in this cost reporting per1od For wh1ch 0.00 62.00

your hospital received HRSA PCRE funding (see instructicns)
62.01 jEnter the number of FTE residents that retated from a Teaching Health Center (THC) into your hospital 0.00 62.01

during in this cost reporting period of HRSA THC program. (see 1n5truct1ons)
Teaching-Hospitals-that ‘Claim Residents in Non-Provider-Settings:. S S e . RS
63.00 Has your facility trained residents in non-provider settings during th1s cost report1ng per1od7 Enter N 63.00
"y" for yes or "N" for no in column I. If yes, compTet i1nes 64-67. (see 1nstruct1ons)

“Unweighted  [Ratio (co1 17

64.00 [Enter dn column 1, if 11ne 63 is yes, or your fac111ty tra1ned res1dents 0.00 G.00| 0.000000 64.00
in the base year period, the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all nen-provider
settings. Enter in column 2 the number of unweighted non-primary care
resident FTEs that trained in your hospital. Enter in column 3 the ratio
of (cu1umn 1 divided by (co1umn 1+ c01umn 2)). (see 1nstruct1ons)

Enter in column 1, 1if Tine &3 s B o 000000
is yes, or your facility
trained residents in the base
year period, the program name
associated with primary care
FTEs for each primary care
pregram in which you trained
residents. Enter +in column 2
the program code, enter in
column 3 the number of
unweighted primary care FTE
residents attributable to
rotations occurring in all
noh-provider settings. Enter in
column 4 the number of
unweighted primary care
resident FTEs that trained in
your hospital. Enter in column
5 the ratio of (column 3
divided by (cotumn 3 + column
4)). (see instructions)

6/2/2014 2:04 pm X:\HFSdata\clients\Hospital\Greene\17500-13.mcrx
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Health Financial Systems

GREENE COUNTY GENERAIL

HOSPITAL

In Lieu of Form CMs-2552-10

HOSPLITAL AND HOSPITAL HEALTH CARE COMPELEX TDENTIFICATION DATA

Provider CCN: 151317

Period:

From 01/01/2013
To  12/31/2013

Worksheet §-2
part I

Date/Time Prepared:

'theight
FTEs:

Nonprov1der

ed;

Unwe?ghted

'(COT

6/2/2014 2:04 pm

Ratio. (col,; 1/
R cDT..

2))

300

. Sect10n 5504

‘the ACA Current'Year FTE Re_1dents 1n Nonprov1der sett1ngs_
beginning ‘on of- after July 1,-2010- i R

Effect1ve

f9rgqqst-repo

rt1ng per1ods

66.00

Enter in column 1 the number of unwe1ghted non- pr1mary care res1dent
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital.

Enter in column 3 the ratio of

0 00

500

0 OGGGGU

66.00

(colum 1 divided

by (co]umn 1 + co?umn 233,

Program Kame

(see 1nstruct1on5)

“Program-Code

67.00

code.

your hospitat.

Enter fin column 1 the program
name associated with each of
your primary care programs in
which you trained residents.
Enter in column 2 the program
Enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations occurring in all
non-provider settings.
column 4 the number of
unweighted primary care
resident FFTEs that trained in
Enter fin cotumn
5 the ratio of (coTumn 3
divided by (column 3 + calumn
4)). (see instructions)

Enter in

0.000000

$7.00

Inpatient Psych1atr1c Facility.PpPs

70.00

71.00 |If line 70 ves:

report filed on or before November 15,

respectively in cotumn 3.
of the fourth year,
teaching prograf in existence,

for no.

20047

Is this facility an Inpatient Psych1atr1c Fac111ty (IPF), or does 1t contain an IPF subprUV1der7
Enter "Y" for yes or "N"
Column 1: pid the facility have a teaching program in the most recent cost
Enter "Y"” for yes or "N for no. Column 2: pid
this facility train residents in a new teaching program in accordance with 42 CFR §4312.424
() (D (i) ()7 Enter "y" for yes or "N" for no. Column 3: If column 2 1is v,
(see instructions) If this cost reporting period covers the beginning

enter ¥, 2 or 3

enter 4 in column 3, or if the 5th or subsequent academic years of the new

enter &.

Inpatient:Rehabilitation Facility. -PPS

(see 1nstruct10ns)

75.00
subprovider?

76.00 |1f Tine 75 ves:

cr 3 respectively in column 3.
beginnirg of the fourth year,
[the new teaching program in existence, enter 5.

for no.

reporting period ending on or before November 15, 20047 Enter "Y" for yes or "N" for no.

2: pid this facility train residents in a mew teaching program in accordance with 42 CFr

§412.424 (d) (1) (141) (D)7 Enter "v" for yes or "N" for no. column 3:; If column 2 is v, enter 1, 2
(see instructions)} If this cost reporting pericd covers the

enter 4 in column 3, or if the 5th or subsequent academic years of

(see instructions)

Is this facility an Inpatient Rehabilitation Fac111ty (IRF), or does 1t conta1n an IRF
Enter "Y" for yes and "N
Column 1: Did the facility have a teaching program in the most recent cost

column

F00 |

70.00

71.00

75.00

76.00

Long Term Care Hospita] PPS---~

Enter "Y" for yes and N for no. _

80.00 |15 this a Tong term care hosp1ta] (LTCH)?

TEFRA:Providers:: ik : : i : T RN
85.00 |1s this a new hosp1ta1 under 42 CFR Sect1on 5413 4U(f)(1)(1) TEFRA? Enter "Y" for yes or “N" For no. N
86.00 |pid this facility establish a new other subprovider (excluded unit) under 42 CFR Section

§413.40(F) (1) (11)7

Enter "y" for yes and "N" for no

. 80.00

85.00
86.00

'Tit]le-V and XIX Services

Does this facility have t1t1e v and/or XIX 1npat1ent hosp1ta1 serv1ces7 Enter “Y For N

90.00

90.00
yes or "N” for no in the applicable column.

91.00 [Is this hospita] reimbursed for title v and/or XIX through the cost report either in N Y 91,00
full or in part? Enter "v" for yes or "N" for no in the applicable column.

92.00 |Are title XIX NF patients occupying title XVIIT SNF beds {dual certification)? (see N 92.00
instructions) Enter "v" for yes or "N" for no in the applicable column.

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

94,00 poes title V or XiX reduce capital cost? Enter "v" for yes, and "N" for no in the N N 94.00
applicable column.

95.00 |If Tine 94 is "Y", enter the reduction percentage in the applicable column. 0. 00, 0.00| 95.00

6/2/2014 2:04 pm X:\HFSdata\clients\Hospital\Greena\17500-13.mcrx

MCRIF3Z2 - 5.2.154.0 5 | Page




Health Financial Systems GREENE COUNTY GENERAL HQSPITAL In iieu of Form €MS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFECATION DATA Provider CCN: 151317 |Period: worksheet s-2 :
From 01/01/2013 | Part I ‘
To 12/31/2013 | Date/Time Prepared: :
6/2/2014 2:04 pm__

TR

R e I e T SR R : 400 T 00 :

96.00 |poes title vV or XIX reduce operating cost? Enter "v" for yes or "N" for no in the N N 96.00
applicable column.

97.00 {If Tine 96 is "v", enter the reduct1on percentage an the app11cab1e c01umn 0.00 0.00[ 97.00
rural providers - s : T e R L e T T T
105.00[poes this hospital gualify as a Cr1t1ca1 Access Hosmta] (CAH)'? Y 105.00
106.00(Tf this facility qualifies as a CAH, has it elected the all-inclusive method of payment N 106.00

for outpatient services? (see 1nstruction5)
107.001CoTumn 1:  1If this facility qualifies as a CAH, is it eligible for cost reimbursement N 107.00

for I &R training programs? Enter “Y" for yes or "N" for ne in cotumn 1. (see
instructions) If yes, the GME elimination would not be on worksheet B, Part I, coTumn
25 and the program would be cost reimbursed. If yes complete worksheet D-2, Part II.
CoTumn 2: If this facility is a CAH, do I&Rs in an approved medical education program
train in the CAH's excluded 1IPF and/or IRF unmit? Enter "Y" for yes or "N" for no in
column 2. (see instructions)

108.00[Ts this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 Y 108.00
CFR Section §412.113(c). Enter "y" for yves or "N" for no.

“rphysical i occupational |- Resp1ratory
102.00xf this hospital qualifies as a CAH or a cost provider, are N N N 109.00

therapy services provided by outside supplier? Enter "Y"
for yes or "N” for no for each therap

Tzo0 13

M1sce11aneous cast ‘Reporting’ Informat1on RN S ; : L T : -
115.00(1s this an all-inclusive rate provider? Enter "Y" for yes or "N" for no tin co1umn 1 IF yes, N 0 (115.00
enter the method used (A, B, or E only) in coTumn 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
psychiatric, rehabilitation and long term hospital providers) based on the definition in cms

15-1, §2208.1.
116.00j1s this facility classified as a referral center? Enter "Y" for yes or "N" for no. N 116.00
117.00{1s this facility legally-required to carry malpractice insurance? Enter "Y" for yes or "N" for Y 117.00
no.
118.00{is the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is 1 118.00

claim-wade. Enter 2 if the policy is occurrence

“Insurance

ll&.DﬂLiét amdunts of h;1pragt1;e_p_gmiumsran§ ééﬁd iosées. "0 ] o 0118 01

S i S R : SRR e T S TR S B ST
118.02|are malpractice premiums and paid Tesses reported in a cost center other than the N 118.02
Administrative and General? If yes, submit supporting schedule listing cost centers
and amounts contained therein.

119.00|D0 NOT USE THIS LINE 119.00
120.00(Is this a SCH or EACH that gqualifies for the cutpatient Hoid Harmless provision in ACA N N 120.00
§3121 and applicable amendments? (see instructions) Enter in column 1 “v" for yes or
"N" for no. Is this a rural hospital with < 100 beds that qualifies for the Outpatient
Ho'ld Harmless provision in ACA §3121 and applicable amendments? (see instructions)
Enter in column 2 "Y" for yes or “N" for no.

12L.00ppid this facility incur and report costs for high cost implantable devices charged to Y 121.00
patients? Enter "Y' for ves or "N" for no.
Transplant Center Information i Rl Hemiein A L T ] e
125.00poes this facility operate a transpiant center7 Enter "Y" for yes and "N" for no. If N 125.00

ves, enter certification date(s) Cmm/dd/yyyy) below.
126.C0IFf this is a Medicare certified kidney transplant center, enter the certification date 126.00
in column 1 and termiration date, 1T applicable, in column 2.
127.00xf this is a Medicare certified heart transplant center, enter the certification date 127.00
in column 1 and termination date, if applicable, in column 2.
128.00[1f this is a Medicare certified Tliver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.
129.00|1f this is a Medicare certified lung transplant center, enter the certification date in 1.29.00
column 1 and termination date, +if applicable, in column 2.
130.001F this is a Medicare certified pancreas transplant center, enter the certification 130.00
date in column 1 and terminaticn date, if applicable, in column 2.
131.00[1f this is a Medicare certified intestinal transplant center, enter the certification 131.00
date in column 1 and termination date, if applicable, in column 2.
132.00ixif this is a Medicare certified islet transplant center, enter the certification date 132.00
in column 1 and termination date, if applicable, in column 2.
133.00{1f this is a Medicare certified other transplant center, enter the certificaticn date 133.00 ¥
in column 1 and termination date, if applicable, in column 2.
134.001f this is an ergan procurement organization (OPQ), enter the OPC number <in column 1 134.00 =

and termination date, if applicable, in column 2.
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM$-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATTION DATA Provider CCN: 151317 |Period: worksheet 5-2

From 01/01/2013 |pPart I

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

SR S W R
A'I1 Prov1ders' LT I SR T T R R L T -
140.00/are there any re]ated organ‘lzat‘lon or home ofﬁ ce costs as deﬁ ned in CMS Pub 15 1 Y 140.00
chapter 10? Enter "Y" for yes or "N" for ne in column 1. If yes, and home office costs
are c'lamed enter in column 2 the home ofﬁce cham number, {see 1nstr‘uct1ons)
R ; 00 ! T "'2.00‘ T s E 300 )
I'F th15 ‘Fac1'l1ty is par't of:a: cha'm or'gamzatmn. ‘enter.on: 11nes 141 K hrough 143 the ‘name and address of the ST
home ‘office ‘and  enter the home ‘office contractor name and cohtractor. number. AL
141.00|Name: Contractor's Name: cantractor s Number 141,00

142.00|Street: PO Box: 142.00
Zip Code:

143 .00|City:

143.00

134 00are provider based physicians' costs included in worksheet A7 B ' . Y 144.00
145.000xf costs for renal services are claimed on worksheet A, line 74, are they costs for inpatient N 145,00
services only? Enter "y" for yes or "N” for no

146.00[Has the cost allocation methedology changed from the previously filed cost report? .

146.00

Enter "Y" for yes or "N for no in column 1. {See ™S Pub. 15-2, section 4020) T yes,

enter the approval date (mm/dd/yyyy) in coTumn 2.
147 .00was there a change in the statistical basis? Enter "Y" for yes or "N" for no. N 147.00
148.00was there a change in the order of allocation? Enter "Y" for yes or "N" for no. N 148.00
149.00was there a change to the simplified cost finding method? Enter Y" for yes or "N" for N 149.00

no .

1 T1t'|e XEX 1

: I R R 00 : AR

Does ‘this facility. contain:a prmrsder' that es for an EXemptwn fmm he app'|1cat1on of the: 'Iower of ; c::sts

ar charges? .Enter "y far: ‘yes “or *N"For hio: for- each’ component Tor Part A and Part B. (See 42 CFR §413,13)"
155.00Hospital N N N N 155.00
156.00|subprovider - IPF N N N N 156.00
157.00|subprovider - IRF N N N N 157.00
158.00{SUBPROVIDER 158.060
159.00[sNF N N N N 159.00
160.00|HOME HEALTH AGENCY N N N N 160.00

161. 0Dlcwc - N N 1 N helo

.MuTt'l cam;ms i

165.00(ks this hospn:a'l part of a Mu'It1campu5 hosp1ta1 that has one or more campuses in d1fferent CBSAS'? . N 165.00
Enter "Y“ for‘ yes or. "N" for no.

s chunty e S tate zm CDdE - CBSA | FTE/Campus. |-
: i RIS R R e R e B e i P T B N R AT S 0]
166.00|If line 165 is yes, for each 0.00166.00
campus enter the name in column
0, county in column 1, state in
column 2, zip code in column 3,
CBSA in coltumn 4, FTE/Campus in
cotumn 5

Lo

B nFor'matmn 'Techno'logy (I{IT) 1ncent1ve dn: the Amer"[can Recovery and Remvestment Act

Heal: S R
167.00[Is this provider a meaningful user under Section §1886{n)? Enter "¥" for ves or "N" for no. Y 167.00
168.00[If this provider is a CaH (line 105 is "Y") and is a meaningful user {line 167 is "¥"), enter the 211,750168.00

reasonable cost incurred for the HIT assets (see instructions)
169.001f this provider is a meaningful user {Iine 167 is "¥") and is not a CaH (line 105 is "N"), enter the 0.00169.00

transition factor. (see fnstructiong)

coEndingr s st
170.00[Enter in coltumns 1 and 2 the EHR beginning date and ending date for the reporting 01/01/2013 12/31/2013 |170.00
period respectively (mm/dd/vyyy)
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Health Financial Systems GREENE COUNTY GENERAL HOSPTITAL In Lieu of Form ¢MS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE RETMBURSEMENT QUESTIONNAIRE Provider CCN: 151317 |Period: worksheet s-2
From 01/01/2013 | Part IT
To 12/31/2013 | pate/Time prepared:
i 6/2/2014 2 04 pm
! 'VfN ‘ Date: :
11.00:*1‘1 224000

"Enter N for 311 NO responses_ ‘Enter 1]“dates 1n the B

Genepal. Instructicn
mm/dd/vyyy format. :
COMPLETED -BY "ALL HOSPITALS Sl
pProvider ‘Organization and Dperat1on R R P R DR A T S R

1.00 |Has the provider changed ownership 3mmed1ate1y pr10r to the beg1nn1ng of the cost N 1.00

report1nq period? rf yes, entaer the date of the chanqe in co1umn 2. (see 1n5truct1ons) ]
: R N S pate L LT AT
SRR S L i H T e R e SAU00 e UL 00 ] g 00 L
2.00 [Has the provider terminated participat'ion in the Medi care Program? If N 2.00

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

3.00 jis the provider involved in business transactions, including management Y 3.00
contracts, with individuals or entities (e.g., chain home offices, drug
or medical supply companies) that are related to the provider or its
officers, medical staff, management personnel, or members of the board
of directors through ownership, control, or family and other similar
refationships? (see instructions)

/N

F1nanc1a1-Data and. Reports : - B L R e TR R

4.00 (Column 1: were the financial statements prepared by a Cert1f1ed pPublic N 4.00
Accountant? Column 2: If yes, enter "A" for auadited, "C" for Compiled,
or "R" for Reviewed. Submit complete copy or enter date available 1in
ceTumn 3. (see tinstructions) If no, see instructions.

5.00 ;are the cost report total expenses and total revenues different from N 5.00
those on the filed financial starements? IFf yes, submit reconciliation.

Amedeawm]Mﬁwma;&w" : Pl R L R e = .
6.00 |column 1: Are costs claimed for nursing schoel1? cn1umn 2 If yes, is the provider is N 6.00

the legal operator of the program?

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

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

9.00 tAre costs claimed for Tntern-rResident programs claimed on the current cost report? If N 9.00
yes, see instructfons.

10.00 |was an Intern-Resident program been initiated or renewed in the current cost reporting N 10.00
period? If yes, see instructions.

11.00 |Are GME cost directly assigned to cost centers other than I & R in an Approved N 11.00

Teaching Program_on wWorksheet AY If yes, see instructions.

NN T o
L0 e
Bad Debts = - s . T TR o S e ST
12.00 (1s the prov1der seek1ng re1mbur5ement for bad debts? If yes, see 1nstruct1on5 Y 12.00
13.00 |xf Tine 12 is yes, did the provider's bad debt collection policy change during this cost reporting N 13.00
period? If yes, submit copy.
14,00 [If T1ine 12 is yes were pat1ent deduct1b]es and/ur co- payments wa1ved7 If yes, see i ruct1ons N 14.00
Bed -Complement : § B R T T R T
15.00 |pid tota1 heds ava11ab1e change From the pr1or cost report1ng per10d7 If yes _see 1nstruct1ons N 15.00

Descrapt1on

PSER Data . ... P TR N Ll TR : = T e
16.00 |was the cost report prepared us1ng the PS&R Y 04/10/2014 Y 16.00
Repert onty? If either column 1 or 3 s yes,
enter the paid-through date of the PS&R
Report used in columns 2 and 4 . (see
instructions)

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

18.00 |If Tline 16 or 17 1is yes, were adjustments N N 18.00
made to PS&R Report data for additional
ciaims that have been billed but are not
ircluded on the PS&R Report used to file
this cost repert? If yes, see instructions.
19.00 |If Tine 16 or 17 is yes, were adjustments N N 19,00
made to PS&R Report data for corrections of
other PS&R Report <information? If ves, see
instructions.

20.00 [If Vine 16 or 17 is yes, were adjustments N N 20.00
made to PS&R Report data for other? bDescribe
the other adjustments:
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form cmMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 151317 |Period: worksheet 5-2

From 01/01/2013 | Part IT

To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 Dm

PACE B o

CPartA -

TDate .
2.00.

L peseription

N 21.00

21.00 |was the cost report prepared only using the
provider's records? If yes, see
1nstruction5.

(EXCEPT CHILDRENS HosPITALs)

COMPLETED BY COST REIMBURSED AND TEFRA HOSPITALS ONL
capital Related Cost :

22.00 |Have assets been re11fed for Medrcare purposes7 If yes sae 1nstruct1ons N 22.00

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

24,00 |were new leases and/or amendments to existing leases entered into during this cost reporting period? N 24.00
If yes, see tinstructions

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

26.00 |were assets subject to Sec.2314 of DEFRA acquired during the cost reperting peried? If ves, see N 26.00
instructions.

27.00 |Has the provider's capitalization policy changed during the cost reporting period? If yes, submit N 27.00
copy.
Interest EXxpense . S S i “ : T e AR e

28.00 jwere new loans, mortgage agreements or 1etters of credtt entered 1nto dur1ng the cost report1ng N 28.00
period? If yes, see instructions.

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

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

31.00 |Has debt been recalTed before scheduled maturity without issuance of new debt? If ves, see N 31.00

instructions.
32.00 |Have changes or new agreements occurred in patient care services furn1shed through contractua1 N 32.00

arrangements with suppliers of services? If ves, see instructions. E
33.00 |If 1ine 32 is yes, were the reguirements of Sec. 2135.2 applied pertaining to competitive bidding? If N 33.00

no, see 1nstfuct1ons

34.00 [Are services furn1shed at the prov1der fac111ty under an arrangement WIth prov1der based phys1c1an57 Y 34.00

If yes, see instructions.
15,00 |EF 1ine 34 is yes, were there new agreements or amended existing agreements with the provider-based N 35.00

physicians during the cest reporting period? If yes, see instructions.
: Fepate sl

-.L.:. NN g

Home 0ff1ce Costs : i S A : : i e
36.00 |were home office costs c1a1med on the Cost report7 N 36.00

instructions, _

37.00 |If Tine 36 is yes, has a home office cost statement been prepared by the home office? N 37.00
Tf yes, see instructions.
38.00 |If line 36 is yes , was the fiscal vear end of the home office different from that of N 38.00 ;
the provider? If ves, enter in column 2 the fiscal year end of the home office. 3
39.00 [xf Tine 36 is yes, did the provider render services to other chain components? If yes, N 39.00 i
see instructions. j
40.00 |1f 1ine 36 is yes, did the provider render services to the home office? If ves, see N 40.00 §

Cost Report -Preparer.Contact -Information H T G 5

41.00 |enter the First name, last name and the title/position WADE HIlL 41,00
held by the cost report preparer in columns 1, 2, and 3,
respectively.

42.00 |Enter the employer/company name of the cost report BRADLEY ASSQCTATES, INC. 42.00
preparer.

43.00 |enter the telephone number and email address of the cost |3172375500 IADEH@BRADLEYCPA. COM 43.00
report preparer in columns 1 and 2, respectively. r
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL n tieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 151317 {period: wWorksheet 5-2

From 01/01/2013 | Part II

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

16.00 {was the cost report prepared using the PS&R 04/10/2014 16.00
Report only? If either cotumn 1 or 3 1is yes,
enter the paid-through date of the PS&R
Report used in columns 2 and 4 . (see
instructions)

17.00 |was the cost report prepared using the PS&R 17.00
Report feor totals and the provider's records
for aflocation? if either column 1 or 3 is
yas, enter the paid-through date in columns
2 and 4. (see instructions)

18.00 {If 1ine 16 or 17 is yes, were adjustments 18.00
made te PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions. :
19.00 |If Tine 16 or 17 is yes, were adjustments 19.00
made to PS&R Report data for corrections of
other PS&R Report information? I ves, see
instructions.

20.00 |If Tine 16 or 17 is yes, were adjustments 20.00
made to PS&R Report data for Other? Dascribe
the other adjustments:

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

Cost-RePort Preparer Contact Infurmat1on : I T CIATETE S ARSI
41.00 |eEnter the first name, last name and the t1t1e/pos1t1on PARTNER 41.00

held by the cost report preparer in columns 1, 2, and 3,
respectively.

42.00 (enter the employer/company name of the cost report 42.00
preparer.

43.00 |Enter the telephone number and email address of the cost 43.00

report preparer in columns 1 and 2, respectively.
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL Non-CMS HFS warksheet
VOLUNTARY CONTACT INFORMATION Provider CCN: 151317 |Period: worksheet $-2

From 01/01/2013 | Part V.

To  12/31/2013 | pate/Time Prepared:

Cost Report Preparer Contact -Information .. . - . . PR AT S ST
1.00 |First Name WADE 1.00
2.00 y{Last Name HILL 2.00
3.00 |[Title PARTNER 3.00
4.00 |Employer BRADELY ASSOCIATES 4.00
5.00 |Phone Number (317)237-5500 5.00
6.00 |E-mail Address MADEH@BRADLEYCPA.COM 6.00
7.00 |Department 7.00
8.00 |Mailing Address 1 201 S. CAPITOL AVE 8.00
2.00 |Mailing Address 2 SULTE 700 9.00
10.00 |City INDIANAPOLIS 10.00
11.00 [state IN|| 11.00
12.00 [zip - 46225 12.00
officer or-Administrator of Provider Contact Information -~ T M T T e e R T AR T T T T
13.00 |First Name IAPRIL 13.00
14.00 |Last Name SETTLES 14.00
15.00 |Title CFO 15.00
16.00 |Employer IGREENE COUNTY GENERAL 16.00
HOSPEITAL
17.00 jphone Number (812)847-2281 17.00
18.00 |E-mail Address IAPRIL . SETTLES@MYGCGH. ORG 18.00
19.00 |Department 19.00
20.00 {Mailing Address 1 1185 N 1000 w 20.00
21.00 |Mailing Address 2 21.00
22.00 |City LINTON 22.00
23.00 |state IN|| 23.00
24.00 |Zip 47441 24.00
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Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

Non-CMS HFS Worksheet

HFS supplemental Information

Provider CCN: 151317

To

Period:
From 01/01/2013

12/31/2013

worksheet §-2
Part IX

Date/Time Prepared:
6/2/2014 2; 04 pm_

: 1t1e Vo T TitTe x1XC:
: T .00 | 2000
TITLES V. AND/OR XI% FOLLDWING MEDICARE : T i E
1.00 |po titTe v or XIX follow Medicare (Title XVIII) for the Interns and Res1dence post N Y 1.00
stepdown adjustments on W/S 8, Part I, column 257 Enter ¥/N +in column 1 for Title v
and Y/N in column 2 for Title XIX.
2.00 |po Title V or XTX follow Medicare (Title XviII} for the reporting of charges on w/s C, N Y 2.00
Part I (e.g. net of Physician's component)? Enter Y/N in column 1 for Title V and Y/N
in column 2 for Title XIX.
3.00 [po Title v or XIX follow Medicare (Title XvIII) for the calculation of Chservation Bed N Y 3.00
Cost en W/S b-1, Part IV, line 89?7 Enter Y/N in column 1 for Title v and Y/N in column
2 for Title XTX.
P SR T g Inpat1ent;; 0utpat1ent
CRITICAL ‘ACCESS “HOSPITALS - i i : : A
4.00 |Deoes Title v follow medicare (T1t1e XVIII) fur Cr1t1ca1 ACcCess Hosp1ta1s (CAH) be1ng N N 4,00
reimbursed 101% of cost? Enter Y or N in column 1 for inpatient and ¥ or N in cofumn 2
for outpatient.
5.00 |poes Title XIx follow Medicare (Title XvIII) for Critical Access Hospitals (cAH) being N N 5.00
reimbursed 101% of cost? Enter ¥ or N in column 1 for inpatient and Y or N in column 2
i T1t1e XX

RCE - DISALLOWANCE

Do Title v or XIX fo11ow Med1care and add back the RCE D1sa11owance on w/s C, Part I

Y
column 47 Enter Y/N 1n co]umn 1 for T1t1e v and Y/N 1n 1 il 2 For T1t1e XIK. i
PASS THROUGH .COST . & : :
Do Title V or XIX f011ow Med1care when cost re1mbursed (payment system is “0“) for N Y

worksheets D, parts I through Iv? Enter Y/N in column 1 for Title Vv and Y/N in column

2 for Title XIX.

6.00

7.00
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Heaith Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 151317 |Period: worksheet s-3
From 01/01/2013 | Part T
To  12/31/2013 | Date/Time Prepared:
6/2/2014 2:04 pm
UAL/PoDays./i0/e]
IS e [ SRR P bee oiivisits o/ Trips
~Worksheet A - Bed Days ... [ CAH Hours = Title Vi
“Line Nimber: ). 2o tavailable | e R RNty
IR bt o L e e T T Ay e S TETR00 | 400 ] A B0 ]
1.00 |Hospital Aduits & peds. (columns 5, 6, 7 and 30.00 20 7,300 68,904.00 0| 1.00
8 exclude Swing 8ed, Observation Bed and
Hespice days)(see instructions for col. 2
for the portion of LDP room available beds)
2.00 |HMO and other (see instructions) 2.00
3.00 (uMO IPF Subprovider 3.00
4,00 |HMO IRF Subprovider 4,00
5.00 |Hospital Adults & Peds. Swing Bed SNF 0| 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 0| 6.00
7.00 [Total Adults and peds. (exclude observation 20 7,300 68,904.00 0 7.00
heds) (see instructions)
8.00 | INTENSIVE CARE UNIT 31.00 5 1,825 11,088.00 d] B8.CO
9.00 |CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 33.00 0 0 0.00 0| 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 {OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 {NURSERY 43.00 0] 13.00
14.00 |Total (see instructions) 25 9,125 79,992.00 0| 14.00
15.00 |CAH visits 0| 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 24.00
24.10 |HOSPICE {non-distinct part)} 30,00 24.10
25.00 |CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 jTotal (sum of Tines 14-26) 25 27.00
28.00 |Observation Bed Days 0| 28.00
2%.00 |Ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 0 0 32.00
32.01 [Total ancillary labor & delivery room 32.01
outpatient days (see instructions)
33.00 |LTCH nen-covered days 33.00
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Health Financial Systems GREENE CQUNTY GENERAL HOSPITAL In_Lieu of Form ¢Ms-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTTCAL DATA provider CCN: 151317 |Peried: worksheet 5-3

From Q1/01/2013 | part I

To 12/31/2013 | Date/Time Prepared:
6/2/2034 2:04 pm

SE/P Daysi/ 0/PVisits /i Trdps kb CUFu1Y Time cEquivalents o]
"5 Component, “Toral all:..:iTotal:Interns| Employees On.] - ;
DO sliaii i patients 1 & Residents ) 0 payrel 1T, e
: = D ATHERNANE R 6,00 ln Lz Ip0 e e 800 ot a0 T 10,00 o
1.00 |Hospital Adults & Peds. {columns 5, 6, 7 and 1,990 46 2,871 1.00
8 exclude Swing Bed, Observation Bed and
Hospice days)(see instructions for col. 2
for the portion of LDP room available beds)
2.00 (HMO and other (see instructions) 0 152 2.00
3.00 [HMO IPF Subprovider 0 0 3.00
4.00 |HMO IRF Subprovider 0 0 4.00
5.00 [Hospital Adults & Peds. Swing Bed SNF 154 0 154 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 0 29 6.00
7.00 (Total Adults and peds. (exclude observation 2,144 46 3,054 7.00
beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 374 13 462 8.00
9.00 |CORGNARY CARE UNIT 9.00
1G.00 |BURN INTENSIVE CARE UNIT 0 0 0 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 0 140 13.00
14.00 |Total (see instructions) 2,518 59 3,656 0.00 226.70| 14.00
15.00 |CAH visits G 0 0 15.00
16.00 }SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - TRF 17.00C
18.00 [SUBPROVIDER 18,00
19.00 |SKILLED NURSING FACTLITY 19.0¢
20.00 |NURSING FACILITY 20,00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00 )
23.00 ;AMBULATORY SURGICAL CENTER {D.P.) 23.00 i
24.00 [HOSPICE 24.00 .
24.10 |HOSPICE (non-distinct part) 0 0 0 24.10
25.00 |CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFLED HEALTH CENTER 26.25
27.00 {Total (sum of Tines 14-26) 0.00 226.70| 27.00
28.00 |Observation Bed Days 0 866 28.00
29.00 |Ambulance Trips 0 29.00
30.00 |Employee discount days (see instruction) 0 30.00
31.00 [Employee discount days - IRF 0 31.00
32.00 |Labor & delivery days (see instructions) 0 14 33 32.00
32.01 |Total anciltary Tlabor & delivery room 0 32.01
outpatient days (see instructions)
33.00 [LTCH noh-covered days o] 33.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Ltieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATTSTICAL DATA Provider CCN: 151317 {Period: worksheet s-3

From 01/01/2013 | Part I

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

""" T rime " Discharges,
Equivalents i BRIl R BRI PR,
s Nonpaid -7 _ sofrivle XvETEol UTitle XOXo o oTotal all
[oioWorkers = § it B s ] e ] U pat  ants e

DI S - s R D B0 T 2L 00 s | L300 | 1A 00 e | 15 00 e et
1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 0 665 71 1,032 1.00

8 exclude swing Bed, Observation Bed and

Hospice days) (see instructions for col. 2

for the portion of LDP room available beds)
2.00 |HMO and other {see instructicns) 0 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 [HMO IRF Subprowvider 4.00
5.00 JHospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adulis & Peds. sSwing Bed NF 6.00
7.00 (Total Adults and Peds. (exclude observation 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9.00 |CORONARY CARE UNIT 9.00
10.00 {BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12,00
13.00 |NURSERY 13.00
14.00 |Total (see instructions) ' 0.00 0 665 71 1,032| 14.00
15.00 [CAH visits 15.00
16.00 |SUBPROVIDER - TPF . 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19,00 |SKILLED NURSING FACILITY 19.00
20,00 |NURSING FACILITY 20.00
21.00 [OTHER LONG TERM CARE 21.00
22,00 |HOME HEALTH AGENCY 22.00
23,00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24,00 |HOSPICE 24.00
24,10 [HOSPICE (non-distinct part) 24.10
25,00 |CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFLED HEALTH CENTER 26.25
27.00 |Total (sum of Tines 14-26) ) 0.00 27.00
28.00 |Observation Bed Days 28.00
29.00 |ambulance Trips 29.00
30.00 |Employee discount days (see ‘instruction) 30.00
31.00 [Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00 i
32.071 |Total ancillary labor & delivery room 3z.01

outpatient days (see instructions)
33.00 |LTCH non-covered days 33.00

6/2/2014 2:04 pm X:\HFSdata\cTients\Hospital\Greene\1750G-13.mcrx
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL in Lieu of Form ¢ms-2552-10
HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA Provider CCN: 151317 |[Period: worksheet 5-10

From 01/01/2013
To 12/33/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Uncompensated and 1nd1gent care cost computatmn -

1.00 |Cost to charge ratio (Worksheet C, Part I Tine 202 co1umn 3 d1v1ded by 11ne 202 co1urrm 8) ] 0.430355] 1.00
Medicaid (see instructions for each 1ine) TR ST ] : U e TR
2.00 (Net revenue from Medicaid 1,126,368 2.C0
3.00 |pid you receive DSH or supplemental payments from Medicaid? Y 3.00
4.00 |zf Tine 3 is “yes", does line 2 include all DSH or suppTemental payments from Medicaid? N 4.00
5.00 |1t line 4 is “no", then enter DSH or supplemental payments from Medicaid 2,061,251 5.00
6.00 |Medicaid charges 7,759,385 6.00
7.00 |Medicaid cost (Tine 1 times line 6) 3,339,290 7.00
8.00 |pifference between net revenue and costs for Medicaid program (Tine 7 minus sum of lines 2 and 5; if 151,671 8.00

< zero then enter zered : : T
State ‘thildren's Health Insurance Program’ {SCHIP) ‘(see instructions for each Tine) "

9.06 [Net revenue from stand-alone SCHIP 0| 9.00
10.00 |stand-alone SCHTP charges 0| 10.00
11.00 |stand-alone SCHIP cost (1ine 1 times Tine 100 0| 11.00
12.00 |Difference between net revenue and costs for stand-alone SCHIP (line 11 minus Tine 9; if < zero then 0| 12.00
enter zero)
Other.state or Tocal-government - ihdigent carie program'(see ‘instructions for-each Tine) & 7oniiiit
13.00 |Net revenue from state or local indigent care program (Not included on lines 2, 5 or 9) 0| 13.00
14.00 |charges for patients covered under state or local indigent care program (Not included in Tines 6 or 0| 14.00
1M
15.00 [state or local indigent care program cost (line 1 times Tine 14) 0} 15.00
16.00 |pifference between net revenue and costs for state or local indigent care program (1ine 15 minus line 0} 16.00

13; if < zero then enter zera)

Uncompensated care ‘(see instructions for.each line) = : ety el
17.00 pPrivate grants, donations, or endowment income restmcted o fund1 ng char"lty care
18.00 |Government grants, appropriations or transfers for support of hospital operations
19.06 |Total unreimbursed cost for Medicaid , SCHIP and state and Tocal indigent care programs {sum of lines 151,671 19.060
8, 12 and 16)

“Insured | Totali(cal L
“patients’ | ¥icolii?
: CRITIR LY Ry - R fHEE i i 00 e QR R g A R
20.00 |Total initial obligation of patients approved for charity care (at full 1 118 740 949,688 2,068,428| 20.00
charges excluding non-reimbursable cost centers) for the entire facility
21.00 |cost of initial obligation of patients approved for charity care (line 1 481,455 408,703 890,158| 21.00
times Tline 20)
22.00 |Partial payment by patients approved for charity care 44 645 19,423 64,068| 22,00
23.00 |Cost of charity care (Iine 21 minus Tine 22) . 436,810 389, 280 826,090 23.00
24.00 |poes the amount in Tine 20 column 2 include charges for patient days beyond a length of stay Timit N 24.00
imposed on patients covered by Medicaid or other indigent care program?
25.00 [If ¥ine 24 is "yes," charges for patient days beyond an indigent care program's Tength of stay limit a0l 25.00
26,00 |votal bad debt expense for the entire hospital complex (see instructions) 15,963,263} 26,00
27,00 |Medicare bad debts for the entire hospital complex (see instructions) 747,340 27,00
28,00 |Non-Medicare and non-reimbursable Medicare bad debt expense (1ine 26 minus line 27) 15,215,923| 28.0C0
29,00 |Cost of non-Medicare and non-reimbursable Medicare bad debt expense (line 1 times Tine 28) 6,548,249 29.00
30.00 [Cost of uncompensated care (Tine 23 column 3 plus Tine 29) 7,374,33%| 30.00
31.00 |Total unreimbursed and uncompensated care cost (line 19 plus line 30) 7,526,010( 31.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Liey of Form CMs-2552-10
RECLASSIFICATICON AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 151317 |Period: worksheet A

From 01/01/2013
To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 nm

Cost:Center Description 1. :salaries Total {col. 1 Reclassificati| Reclassified.
IR AR : + ccﬂ 2) vJons(see A-B) Tria] Beﬂance )
__00_:.; :

GENER.AL ‘SERVICE COST: CENTERS : *. R e St AR L T D D T L AT T
1.0C |0O0100{NEW CAP REL COSTS-BLDG & FIXT 499,068 499,068 38,343 537,411¢ 1.00
2.00 |00200|NEW CAP REL COSTS-MVBLE EQUTIP 273,386 273,386 B14 274,200 2.00
4.00 |00400 EMPLOYEE BENEFITS DEPARTMENT 0 3,885,702 3,885,702 134,272 4,019,974 4.00
5.00 {00500 ADMINISTRATIVE & GENERAL 1,716,705 3,726,988 5,443,693 ~216,966 5,226,727 5.00
7.00 [007C0D;OPERATION OF PLANT 381,776 1,068,138 1,449,914 0 1,449,914 7.00C
8.00 |OOBOD|LAUNDRY & LINEN SERVICE 0 165,833 165,833 0 165,833 8.00
9.00 |00900 HOUSEKEEPING 348,975 67,383 417,358 0 417,358 9.00
10.00 {01000 DIETARY 505,657 579,836 1,085,493 -960,506 124,987 10.00
11.00 |01100| CAFETERTA 0 6] 0 915,793 915,793| 11.00
13.00 |01300|NURSING ADMINISTRATION 553,903 113,453 667,356 0 667,356( 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 327,918 327,918 o] 327,918| 14.00
15.00 |C1500| PHARMACY 698,568 89,841 788,409 o 788,409| 15.00
16,00 |01600|MERICAL RECORDS & LIBRARY 228,742 27,909 256,651 G 256,651 16.00
17.00 |01700|SOCIAL SERVICE 146,873 o 146,873 0 146,873 17.00
19.00 [01900|NONPHYSICIAN ANESTHEFISTS 0 0 0 246 796 246 796 19.00

INPATIENT ‘ROUTENE “SERVICE -COST [CENTERS it T i e b s o i A T e SRR
30.00 [03000{ADULTS & PEDIATRICS 2,580,418 655,840 3,236,258 63 391 3 299 649 30.00
31,00 [03100|INTENSIVE CARE UNIT 738,208 31,252 769,460 0 769,460 31.00
33.00 |03300]BURN INTENSIVE CARE UNIT 0 0 0 0 0| 33.00
43.00 |04300] NURSERY 31,035 147 31 182 0, 31 182 43.00

ANCILLARY “SERVICE COST:CENTERS. 55 T i it iy mi e T T D R
50.00 |05000|0OPERATING ROOM 392,089 206 412 598 501 0 598 501 50.00
52.00 |05200|DELIVERY ROOM & LABCR ROOM 0 1,289 1,289 24,859 26,148 52.00
53.00 |05300|ANESTHESICLOGY 407,986 7,396 415, 382 -246,796 168,586 53.00
54.00 (05400 RADICLOGY~DIAGNOSTIC 930,090 793,080 1,723,170 0 1,723,170| 54.00
60.00 |06000| LABORATORY 810,338 1,619,117 2,429,455 0 2,429,455 60.00
65.00 |0650G|RESPIRATORY THERAPY 449,688 69,851 519,539 0 519,539| 65.00
66.00 06600 PHYSICAL THERAPY 392,422 20,453 412,875 -93,388 319,487| 66.00
67.00 j{06700|0CCUPATIONAL THERAPY ] 0 [ 93,388 93,388| 67.00
68.00 [06800;SPEECH PATHOLOGY 11, 382, 0 11,382 0 11,382 68.00
69.00 |0690C0| ELECTROCARDIOLOGY 27,241 23,407 50,648 0 50,648 69.00
71.00 |O7100/MEDICAL SUPPLIES CHARGED TCO PATIENTS 0 267,952 267,952 -2, 860 265,092| 71.00
72.00 |07200 IMPL. DEV. CHARGED TO PATIENT 0 0 0 2,860 2,860| 72.00
73.00 [07300DRUGS CHARGED TQ PATIENTS 0 1,367,293 1 357 293 0 1 367 293 73.00

OUTPATIENT: SERVICE -COST CENTERS ‘i 0 il f i b i i e D e ST T R
91.00 |G9100| EMERGENCY 725,276 1,378,715 2 103 991 0 2 103 991 91.00
92.00 |09200|OBSERVATION BEDS (NON- DISTINCT PART) 92.00

[SPECTAL PURPOSE “COST.CENTERS = D M T T T T T T e TR T T T e L T
118.00 [suTOTALS (SUM OF LINES 1 117) [ 12,078,372  17,267,659]  29,346,03]] of 29,346,031|118.00

NONREIMBURSABLE : COST."CENTERS - R L R e R S R L e D
190.00|19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 ] 0 0 0{190.00
192.00|19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 0 i192.00
194, 0G/07950| FOUNBATTON/ MOBS G 0 0 0 0(194.00
200.00 TOTAL (SUM OF LXNES 118-199) 12,078,372 17,267,659 29,346,031 0 29,346,031[200.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM5-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 151317 |period: worksheet A

From 01/01/2013

Te  12/31/2013 | Date/Time Prepared:
6_/2/2014 2:04 pm

Cost Center Description - '—Adjustmgnts Net: Expenses [
S(see A-8) wor Allocation
L T SEEAE ':6.00”' RE IR
GENERAL. SERVICE .COST ‘CENTERS - : R e T T T e
1.00 |OO1DO|NEW CAFP REL COSTS-BLDG & FIXT 0 537,411
2.00 |0D200|NEW CAP REL COSTS-MVBLE EQUIP -119,535 154, 665
4.00 |00400| EMPLOYEE BENEFITS DEPARTMENT 477,396 4,497,370
5.00 |00SOOADMINISTRATIVE & GENERAL -1,448,656 3,778,071
7.00 |0G700|OPERATION OF PLANT 0 1,449,914
8.00 {00BOO|LAUNDRY & LINEN SERVICE Q 165,833
9.00 [C0900|HOUSEKEEPING 0 417,358
10.00 [G1O00|DIETARY 0 124,987
11.00 |01100| CAFETERTA -307,832 607,961
13,00 [01300|NURSING ADMINISTRATION 0 667,356
14.00 [01400|CENTRAL SERVICES & SUPPLY -59 327,859
15.00 [01500| PHARMACY 0 788,409
16.00 [01600|MEDICAL RECCRDS & LIBRARY -5,845 250, 806
17.00 |[01700|SOCIAL SERVICE 0 146,873
19.00 |[01900|NONPHYSICIAN ANESTHETISTS 0 246,796 i
INPATIENT. ROUTINE SERVICE COST CENTERS il | i i T D Rty D sl iy D I D L e e
30.00 [03000|ADULTS & PEDIATRICS ~586,253 2,613,396 . 30.00
31.00 [03100|INTENSIVE CARE UNIT 0 769, 460 ) 31.00 i
33.00 [03300{BURN INTENSIVE CARE UNIT 0 0 33.00
43.00 [04300 NURSERY 0 31 182 43.00 :
ANCTCLARY SERVICE COST -CENTERS =roiws o on o0 o Ty T T R L e e L 5
50.00 |05000|OPERATING ROOM 0 598 501 50.00 :
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 26,148 52.00 i
53.00 |05300|ANESTHESIOLOGY 0 168,586 53,00 §
54,00 |054G0; RADIOLOGY-DIAGNOSTIC 0 1,723,170 54.00 3
6G.00 [06000 LARORATORY -40,000 2,389,455 60.00 |
65.00 [06500| RESPIRATORY THERAPY 0 519,539 65.00
66,00 {06600 PHYSICAL THERAPY 0 319,487 66.00 ;
67.00 [06700[OCCUPATIONAL THERAPY 0 93,388 67.00
68.00 06800 SPEECH PATHOLOGY 0 11,382 68.00
69.00 06900 ELECTROCARDIOLOGY 0 50,648 £9.00 |
71.00 |07100|{MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 265,092 71.00 :
72.00 |07200|IMPL. DEV. CHARGED TO PATIENT 0 2,860 72.00
73.00 |07300/DRUGS CHARGED TO PATIENTS 0 1 367 293 73.00
OUTPATEENT  SERVICE COST CENTERS |5 i ol i il e L T I T T T e RS s
91.00 {09100| EMERGENCY -981,114 1, 122 8?7 91.00
92.00 |09200/OBSERVATION BEDS (NON- DISTINCT PART) 92.00
SPECIAL 'PURPOSE -COST CENTERS™ i R e B R R T e T T
118.00 [SUBTOTALS (SUM OF LINES 1f117) } -3,111,898] 26,234,133] 118.00
NONREIMBURSABLE “COST CENTERS* A e T T T T TR T SRR R e D e
190.00|19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 190.00
192.00(19200| PHYSICIANS' PRIVATE OFFICES 0 [ 192.00
194.00/07950| FOUNDATION/ MOBS 1,271,973 1,271,973 194.00
200.00 TOTAL {SUM OF LINES 118-199) -1,839,925 27,506,106 200.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM5-2552-10
COST CENTERS USED IN COST REPORT Provider CCN: 151317 |Pariod: worksheet Non-CMs w
From 01/01/2013
TG 12/31/2013 | Date/Time Prepared:
6/2/2014 2: 04 pm

Cost Center Description = R UL s | s Codas s < Standard -Labe For

GENERAL ~SERVICE COST CENTERS &= 7 5wt b T T e L T T T T e T T T
1.00 {NEW CAP REL COSTS-BLDG & FIXT 06100 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 00200 2.00
4.00 |EMPLOYEE BENEFITS DEPARTMENT 00400 4.00
5.00 |ADMINISTRATIVE & GENERAL 00500 5.00
7.00 |OPERATION OF PLANT 00700 7.00
8,00 |LAUNDRY & LINEN SERVICE 00800 8.00
9.00 |HOUSEKEEPING 005900 9.00
10.00 |DIETARY 01000 16.00
11.00 |CAFEYERIA 01100 11.00
13.00 |NURSING ADMINISTRATION 01300 13.00
14,00 |CENTRAL SERVICES & SUPPLY 01400 14.00
15.00 [ PHARMACY 01500 15.00
16.00 |MEDICAL RECORDS & LIBRARY 01600 16.00
17.00 |SOCIAL SERVICE 01700 17.00
12.00 |NONPHYSICIAN ANESTHETISTS i 019900 1%.00

ENPATIENT “ROUTINE SERVECE COST- CENTERS 1l o s e et s o T e e o T By T i i i o o
30.00 ; ADULTS & PEDIATRICS 03000 30.00
31.00 [INTENSIVE CARE UNIT 03100 31.00
33.00 |BURN INTENSIVE CARE UNIT 03300 331.00
43.00 [NURSERY _ . 04300 43.00
50.00 |OPERATING ROOM 05000 50.00
52.00 |DELIVERY ROOM & LABOR ROOM 05200 52.00
53.00 |ANESTHESIOLOGY 05300 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 05400 54.00
60,00 |LABORATORY 06000 66.00
65.00 |RESPIRATORY THERAPY 06500 65.00
66.00 |PHYSICAL THERAPY 06600 66.00
67.00 |GCCUPATIONAL THERAPY 06700 67.00
68.00 [SPEECH PATHOLOGY 06800 68.00
69.00 |ELECTROCARDIOLOGY 06900 69.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 07100 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENT 07200 72.00
73.00 [DRUGS CHARGED TG PATIENTS 07300 73.00

QUTPATIENT - SERVICE COST CENTERS - T I_ AR L S e T e SR
21.00 |EMFRGENCY G9100 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 09200 92.00

SPECIAL -PURPOSE COST CENTERS - e T T I TR e T T T T T S e D T e T R T T
118.00|SUBTOTALS (SUM OF LINES 1-117) | } 118.00

“ONREIMBURSABLE COST CENTERS R K LI Mo x ':. B LT REE
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 19000 190.00
192 .00} PHYSICTIANS' PRIVATE OFFICES 19200 192.00
194.0C FOUNDATION, MOBS 07950 194.00
200.00{ TOTAL (SUM OF LINES 118-199) 200.00
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Health

Financial Systems

GREENE COUNTY GENERAL HOSPITAL

In Lieu of Form (M5-2552-10

RECLASSIFICATIONS

Provider CCM: 151317

Period:

From 01/01/2013
TO 12/31/2013

worksheet A-6

Date/Time Prepared:

. — 6/2/2014 2:04 pm
T T T T T I Ereases R N B
" Cost Center oo oLing # oo
I I LSRN .-.2'00 g i R 3.00 . R
A = INSURANCE- -5 T T R T
1.00 |NEW CAP REL COSTS-BLDG & 1.00 1.00
FIXT
2.00 NEW CAP REL COSTS-MVBLE 2.006 0 814 2.00
EQULP
3.00 |EMPLOYEE BENEFITS DEPARTMENT | 4.00 0 134,272 3.00
TOTALS 0 173,429
B = LABOR & DELIVERY R T R
1.00 |[DELIVERY RCOM & LABCR ROOM 52.00 24,859 0 1.00
TOTALS 24,859 0
C —ZDIETARY/ACAFETERIAgJu:_t- S R I L A T R e
1,00 |ADMINISTRATIVE & GENERAL 5.00 20,829 23,884 1.00
2.00 |CAFETERIA I 11.00 426,605 489,188 2.00
[TOTALS 447,434 513,072
D = “IMPLANTABLE DEVICES S e e R T T e T e U T R
1.00 |IMPL. DEV. CHARGED TO 72.00 0 2,860 1.00
IPATIENT . . IR S
TOTALS 0 2,860
B TTHERAPY 0 e e T L e b e P L L e g
1.00 |[DCCUPATIONAL THERAPY 67.00] 93,388 40‘ 1.00
TOTALS [ 93,388] i
F. = 0B RECLASS - Tl s g R R e e A R T D T
1.00 |ADULTS & PEDIATRICS | 30.00] 0] 88,250 1.00
T0TALS I of 88,250
G- = CRNA SALARY: 50wt il o i B R T T e e T
1.00 [NONPHYSICTAN ANESTHETISTS | 19.00 246,796 O 1.00
TOTALS 246,796 G
500.00 iGrand Total: Increases 812,477 777,611 500.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL in Lieud of Form CMS5-2552-10
RECLASSIFICATIONS Provider CCN: 151317 |Period: worksheet A-6

From 01/01/2013
To  12/31/2013 | Date/Time Prepared:
6/2/2014 2:04 pm

‘Decreases’ - TR KRR MR TS IS SO
o Line # ] i Salary .| other s wkst A-7 Ref.|
Tozion 800 e oie00 ] 10000

CCost Ccenteri :
A ‘~"INSURANCE R R i 3
1.00 |ADMINISTRATIVE & GENERAL 5.00 0
2.00 0.00 G .
0.00 0 o 0 3.00
G

173,429 P 1.00

TOFALS

B~ LABOR & DELIVERY. % R L s e T PR E RN G SRR T
1.00 [ADULTS & PEDIATRICS 30.00 724,859[ | J{ 1.00
TOTALS 24,859 0

C = DIETARY/ SCAFETERTIA iyl n o s i s s s B s S e 2 T T T A T

1.00 [DIETARY 10.00 447,434 513,072 0 1.00
2.00 0.00 0 o 0 2.00

TOTALS 447,434 513,072

B - IMPLANTABLE DEVIEES F o o T i o A T e T T R T e T T peis
1.00 [MEDICAL SUPPLIES CHARGED TO 71.00 0 2,860 0 1.00
PATIENTS

E = THERAPY i+ o~

1.00 |PHYSICAL THERAPY ~66.00] 93,388 0 0 — B 1.00
TOTALS 7 _ [ 93,3881 0 _ _ ] _
— o '

Fo & 0B RECLASS it ity i Lt . s N 2l PR AR
1,00 [ADMINISTRATIVE & GENERAL 5.00) o 88,250
ol 88,250}

G ZoCRNAGSALARY . [ DT T I T S S L LT R T Tik
1.00 |ANESTHESIOLOGY 53.00 246,796 0 0 1.00

TOTALS 246,796 G
500.00 |Grand Total: Decreases 812,477 777,611 500.00
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Health Financial Systems GREEME COUNTY GENERAL HOSPITAL In Lieu of Form cMs-2552-10
RECLASSIFICATIONS provider CCN: 151317 |Period: worksheet A-6

From 01/01/2013 | Non-¢MS worksheet

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2 Ot pm_ )

: g "Inc'r"eases e e “Decréases’ Ll

“iCost Center - : ssalary ool cust Center‘ T Ldne Ao Sa‘lary
: 2. 00 400 e R e : ] 8,00
A—INSUR.ANCE LT T T L e L T e TR

1.00 |NEW CAP REL COSTS-BLDG & 1.00] O|ADMINISTRATIVE & GENERAL 5.00 0| 1.00

FIXT
2.00 |NEW CAP REL COSTS-MVELE 2.00 0 0.00 0| 2.00
EQUTP

3.00 {EMPLOYEE BENEFITS DEPARTMENT 4.00 e 0 o o 0.00 0 3.00
TOTALS 0 TOTALS 0

1.00 £I_IVERY ROOM & LABOR ROOM 52,00 24 859]ADULTS & ?EDIATRICS 30.00] 24,859] 1.00
TOTALS 24 859|TOTALS 24,859
C - DIETARY/- CAFETERTA SRR T I e S e D T T T e R T

1.00 |ADMINISTRATIVE & GENERAL 5,00 20 829 DIETARY 10,00 447,434 1.00

2.00 |CAFETERIA 11.00 __426,605 1 0.0¢ _ 0 2.00
TOTALS 447, 434 TOTALS 447,434
D= IMPLANTABLE -DEVICES -0 o0 i e i it ORI N R T T

1.00 |IMPL. DEV. CHARGED TO 72.00 UMEDICAL SUPPLIES CHARGED TO 71.00 0y 1.00
IPATIENT o PATTENTS |
[TOTALS Q[TOTALS 0
S THERAPY 5 com i o o i o e T L L P e T T T T e T e

1.60 MPATIONAL THERAPY o 67.00] 93,388|PHYSTICAL THERAPY o 66.00 93,388 1.00
TOTALS i 93,388 TOTALS 93,388

1,00 |ABULTS & PEDIATRICS N 30.00 OADMINISTRATIVE & GENERAL . 5.00 0 1.00
TOTALS i O[TOTALS 0

1.00 MHYSICIAN ANESTHETISTS . 15.00 AG,?QEANESTPE_S_I_OLDGY - b 53.000 246,796 1.00
TOTALS 246, 796[TOTALS 246,796

500.00 |crand Total: Increases B12,477|Grand Total: Decreases 812,477, 500.00
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Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

In Lieu of Form CmMs-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

pPeriod:
From 01/01/2013
To 12/31/2013

Provider CCN: 151317

worksheet
Part I
bate/Time

A-7

Prepared:

6/2/2014 2:04_pm

T T L ACQUIsTTiong ol
i Begisning (| - Purchases..| " Donatien iJotal | Disposals.a
S oBalanges ] T R R i .
Li T S DD k e T Q0 ] e B 4:00. 500
PART T = ANALYSIS OF. CHANGES “IN CAPITAL ASSET BALANCES *- R R AR N
1.00 |Land 759,198 0 0 ol 1.00
2.00 |Land Improvements 425,781 264 115 0 264,115 Gl 2.00
3,00 |Buildings and Fixtures 7,173,272 3,515,888 0 3,515,888 0| 3.00
4.00 |Buiiding Improvements 0 0 0 0 0| 4.00
5.00 |Fixed Equipment 935,079 2,566,488 0 2,566,488 0| 5.00
6.00 [Movable Equipment 3,608,550 1,045,469 0 1,045,469 0| 6.00
7.00 [HIT designated Assets 209,341 530,011 ] 530,011 0 7.00
8.00 |subtotal (sum of lines 1-7) 13,111,221 7,921,971 0 7,921,973 0| 8.00
9.00 |Reconciling Items 0 o] 0 0 0 8.00
10.0C¢ |Total (line 8 minus line 9) . 13,111,221 7,921,971 0 7,921,971 07 10.00

Ending :Balance

6.00 -

PAET:I.é ANALYSIS OF CHANGES "IN CAPITAL ‘ASSET BALANCES

[
o
[=]

Land

00 |Land Improvements

060 |Buildings and Fixtures

00 |Building Improvements

.00 |Fixed Equipment

Movable Equipment

00 |HIT designated Assets

.00 |subtotal (sum of Tines 1-7)
.00 |Reconciling Items

Total (Iine 8 minus Tine 9)

ol ol W= WV RN TR ¥ ]
(=]
<

759,198
689, 896
10,689,160
0
3,501,567
4,654,019
739,352
21,033,192
0
21,033,192

cocoooooo o]l

000N G U e N
=
(=)

=
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL

In Lieu of Form CMS-2552-10
RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 151317

Period: workshaat A-7

From 01/01/2013 | Part II

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2: 04 Dm

SUMMARY OF CAPITAL

SCOST CehteriDescription: o i s Deprematmn : Lease Inter'est j:_'-}Insurance'(see Taxes (see

i : o SUEIE I 3 R - - 1nstruct1ons) 1nstruct1ons)

: : : . ~9.00 : 10 00 11.00 12 00 S 13 GO

PART II -:RECONCILIATION OF AMOUNTS FROM WORKSHEET Ay COLUMN 2, LINES 1 and 2. i

1.00 |[NEW CAP REL COSTS-BLDG & FIXT 499,068 i ;
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 273,386 0
3.00 |Total (sum of Tines 1-2) 772,454 0

F%CAFITALT_:,.

T Tota.'l.' (i) ..'('sum i
fof cols 9.
through 14)

CnnlnT SRR 15 00 e

PART II = RECONCILIATION: OF AMOUNTS FROM WORKSHEET ‘A, “COLUMN 2, LINES A and 2
1.00 |NEW CAP RFL COSTS-BLDG & FIXT 0 499,068 i.00
2.00 |NEW CAP RFL COSTS-MVBLE EQUIP 0 273,386 2.00
3.00 |Total {(sum of lines 1-2) 0 772,454 3.00
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Health Financial Systems GREENE COUNTY GENFRAL HOSPITAL In Lieu of Form (ms-2552-10 !

RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 151317 |Period: worksheet A-7

From 01/01/2013 | Part IIT

To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 Dm_

CGMP!JTATION 01= RA'I'IOS SRR ALLOCATION oF OTHER CAPITAL- sl

Cost.Center. D'gs_'ch'_pt'iu"r_l ' Gruss Assets Cap1ta11zed Gross "ASSets Rat1o (see

‘r"or' Ratio . {inst r'u_ctwp;)_

100

L [ : s g 00 ST s 00

PART: III - RECONCILIATION OF CAPITAL COSTS CENTERS BT L T L T R T e
1.00 INEW CAP REL COSTS-BLDG & FIXT 10,689,160 0 10,689,160 0.696672
NEW CAP REL COSTS-MVBLE FQUTP 4,654,019 0 4,654,019 0.303328
Total (sum of lines 1-2) 15,343,179 0 15,343,179 1.000000

ALLOCATION OF:: DTHER CAPITAL : SUMMARY OF. CAPITAL

00T

900

PART 11T '~ RECONCILIATION OF ‘CAPITAL' COSTS CENTERS = . w wisisiios S T T R I
1.00 |NEW CAP REL COSTS-BLDG & FIXT 499,068 0 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUTP 153,851 0y 2.00
Total (sum of lines 1-2) 657,919 4]

e Tota’i (2) (sum-
Capital- Reﬂate
d_ZCDS’tS CSEE ]
ruct'mns)
-14 00

PART IIT. -~ RECONCILIATION OF ‘CAPITAL COSTS CENTERS S o B : LI i
1.00 |NEW CAP REL COSTS-BLDG & FIXT 0 38,343 0 0 537 411 1.00
2.00 |NEW CAP REL COSTS-MVBLE EQUIP 0 814 0 0 154,665 2.00
3.00 JTotal (sum of lines 1-2) 0 39,157 Q 0 692,076| 3.00
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Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

In Eiew of Form CMs-2552-10

ADJUSTMENTS TQ EXPENSES Provider CCN: 151317 |Period: Worksheet A-8
From 01/01/2013
To  12/31/2013 | pate/Time Prepared:
5/2/2014 2 04 Dm
“Expense Classification. on worksheet A .. : i
To/From which th Amn is o be Adjusted :
Lo Genter: Description mst'Center _ “ kst . A=7 Ref:
e 2.00 ; ©3.00¢ 4,00 105000 o T

1.00 |Investment income - NEW CAP OINEW CAP REL COSTS- BLDG & 1.00 0 1.00
REL COSTS-BLDG & FIXT (chapter FIXT
2)

2.00 [Investment income - NEW CAP O|NEW CAP REL COSTS-MVELE 2.00 0 2.00
REL COSTS-MVBLE EQUIP (chapter EQUEP
2)

3.00 {Investment income - other 0 0.00 0 3.00
(chapter 2)

4,00 |Trade, quantity, and time 0 0.00 0| 4.00
discounts (chapter 8)

5.00 |Refunds and rebates of 0 0.00 0l s5.00
expenses (chapter 8)

6.00 {Rental of provider space by B -102,253[ADULTS & PEDIATRICS 30,00 9 6.00
supptiers (chapter 8)

7.00 :7velephone services (pay A ~-3,519/ADMINISTRATIVE & GENERAL 5.00 9 7.00
stations excluded) {chapter
210

8.00 |TeTevision and radio service 0 0.00 of &.00
(chapter 21)

9.0¢ |[Parking lot (chapter 21) 0 0.00 0 9.00

10.00 |Provider-based physician A-8-2 -1,605,114 0| 10.00
adjustment

11.00 |sale of scrap, waste, etc. B -1B1INEW CAP REL COSTS-MVRBIE 2.00 9 11.00
(chapter 23} EQUIP

12.00 |related organization A-8-1 1,797,865 0 12,00
transacticns {chapter 10)

13.00 |raundry and linen service 0 0.00] 0| 13.00

14.00 |cafeteria-employees and guests B -307,832|CAFETERTA 11.00 0 14.00

15.0C¢ |Rental of quarters tc employee o] 0.00 0] 15.00
and others

16.00 [sale of medical and surgical 0 0.00 0| 16.00
supplies to other than
patients

17.00 |sale of drugs te other than 1] 0.00 o] 17.00
patients

18.00 [sale of medical records and B ~5,845MEDICAL RECORDS & LIBRARY 16.00 0] 18.00
abstracts

19.0C |Nursing school (tuition, fees, 0 0.00 0| 19.00
books, etc.)

20.00 |vending machines 0 G.00 0| 20.00

21.00 |Income from +imposition of 0 0.00 0 21.00
interest, finance or penalty
charges {chapter 21)

22.00 |Interest expense on Medicare 0 0.00 0| 22.00
overpayments and borrowings to
repay Medicare overpayments

23.00 |adjustment for respiratory A-8-3 O[RESPIRATORY THERAPY 65.00 23.00
therapy costs in excess of
Timitation {chapter 14}

24.00 (adjustment for physical A-8-3 OIPHYSICAL THERAPY 66.00 24.00
therapy costs in excess of
Timitation (chapter 14)

25.00 |utilization review - 0|%** cost Center Deleted *#** 114. 00 25.00
physicians® compensation
(chapter 21)

26.00 [pDepreciation - NEW CAP REL OINEW CAP REL COSTS-BLDG & 1.00 0| 26.00
COSTS-BLDG & FIXT FIXT

27.00 (Depreciation - NEW CAP REL O[NEW CAP REL COSTS-MVBLE 2.00 0l 27.00
COSTS-MVBLE EQUIP EQUIP

28.00 |Non-physician Anesthetist ONONPHYSICIAN ANESTHETISTS 19.00 28.00

29.00 |Physicians' assistant 0 0.00 0| 29.00

30.00 |Adjustment for occcupational A-8-3 0|0CCUPATIONAL THERAPY 67.00 30.00
therapy costs in excess of
Timitation (chapter 14)

30.9% [Hospice (non-distinct) (see OlADULTS & PEDIATRICS 30.00 30.99
instructions)

31,00 Adjustment for speech A-8-3 O|SPEECH PATHOLOGY 68.00) 31.60
pathelogy costs in excess of
Timitation (chapter 14)

32.00 [CAH HIT adjustment for 0 0.00 0| 32.00
pepreciation and Interest
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM5-2552-10
ADJUSTMENTS TO EXPENSES Provider CCON: 151317 |Period: worksheet A-8

From 01,01/2013
To  12/31/2013 | pate/Time Prepared:

] ] _ 6/2/2014 2:04 pm
s expense Classification on Worksheat: A i T | BEDERE
T {To/From which the ‘Amount s ‘to be’'Adjusted e
hihcosyiCenter Description fpasis/Code QY iAmomry e T costgenter i T Line A Wkste A=7 Ref.| -
- e i S [ gy s C2.00 e Tr 3,00 s P00 T Tmipg e
33.00 |FLU SHOT B -59|[CENTRAL. SERVICES & SUPPLY 14.00 G 33.00
33.01 |CPR TRAINING B -1,002|ADMINISTRATIVE & GENERAL 5.00 of 33.c1
33.02 |MISC INCCME B -5, D45|ADMINISTRATIVE & GENERAL 5.00 0 33.02
33.03 |ADVERTISING A -2, 223|ADMINISTRATIVE & GENERAL 5.00 0 33.03
33.04 |AHA DUES A -2, 054JADMINISTRATIVE & GENERAL 5.00 0 33.04
33.05 ]IHA DUES - A -639JADMINISTRATIVE & GENERAL 5.00 0 33.05
33.06 {MARKETING & ADVERTISING A -143, 695 ADMINTSTRATIVE & GENERAL 5.00 0| 33.06
33.07 |{RENTAL OF PROVIDER SPACE - B -48,496[EMPLOYEE BENEFITS DEPARTMENT 4.00 0 33.07
BENEFITS
33.09 |HIT ADDITIONS DEPR EXPENSE A -119,353|NEW CAP REL COSTS~MVBLE 2.00 9/ 33.09
EQUIP
33.10 |LOSS ON DISPOSAL DEPR A ~1INEW CAP REL COSTS-MVBLE 2.00 9 33.10
. EQUEIP
33.12 |HOSPITAL ASSESSMENT FEE A ~1,285, 659/ADMINISTRATIVE & GENERAL 5.00] . 0| 33.12
33.14 |SPONSOR FEE A -4, 820/ ADMINISTRATIVE & GENERAL 5.00 0 33.14
50.00 |TOTAL (sum of Tines 1 thru 49) -1,839,925 50.00
(Transfer to worksheet A,
column 6, line 200.)
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In tieu of Form CM5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 151317 |Period: worksheet A-8-1 |
OFFICE COSTS From 01/01/2013 §
To 12/31/2013 | Date/Time Prepared:
_ _ 6/2/2014 2:04 pm
LCost Center. i T Amount of |- Amount. ]

"'LiﬁE_ “Oﬁ T

~ Expense Items. i

ATlowabTe Cost] ‘Tncluded dn |50
Pl iwk_s'._'A,'"CONmn.

TET00_ [T g 0 LT R0 | A0 L h00
A -COSTS INCURRED AND ADJUSTMENTS 'REQUIRED ‘AS°A RESULT OF TRANSACTIONS WITH.RELATED ORGANIZATIONS .OR\-CLAIMED . .
HOME OFFICE €OSTS; - ot S e L R T R R e L e T T

.00 194 D0JFOUNDATION; MOBS FOUNDATION/MOB— NET LOSS 1,271,973

1 0 1.00
2.00 4.00EMPLOYEE BENEFITS DEPARTMENT [FOUNDATION / MOB - BENEFITS 525,892 0 2.00
3.00 0.00 0 0| 3.00
4.00 0.00, 0 0| 4.00
5.00 |0 0 1,797,845 0f 5.00

* The amounts on Tines 1-4 {and subscripts as appropriate) are transferred in detail to Worksheet A, column 6, Tines as
appropriate.positive amounts increase cost and negative amounts decrease cost.For related organization or home office cost which
has not been posted to Worksheet A, columns 1 and/or 2, the amount allowable should be indicated in column 4 of this part.

Percentage
[ Lownership
1 __ SRR 00 S 3000

B. INTERRELATTONSHIP TO“RELATED ORGANIZATION(S) AND/OR HOME OQFFICE: - (ol oo i oo I R T
The Secretary, by virtue of the authority granted under section 1814(b)(1) of the Social Security Act, requires that you furnish
the information regquested under Part B of this worksheet.

This information is used by the Centers for Medicare and Medicaid Services and its intermediaries/contracters in determining that
the costs applicable to services, faci?ities, and suppties furnished by organizations related to you by common ownership or
control represent reasonable costs as determined under section 1861 of the Social Security Act. Tf you do not provide all or any
part of the reguest information, the cost report is considered incomplete and rot acceptable for purposes of claiming
reimbyrsement under title XvITI.

6.00 C GCGH FOUNDATION 0.00 0.00f 6.00
7.00 c GCH-WORTHINGTON 0.00 0.00| 7.00
8.00 C GCH-BLOOMFTELD 0.00 0.00] 8.00
9.00 c GCGH, LLC 0.00 0.000 9.00
10.00 C GC HOME HEALTH 0.00 0.00] 10.00
10.01 c GCH-LINTON 0.00 0.00[ 10.01
10.02 C LINTON MD CLTN ¢.00 0.00] 10.02
10.03 C LONE TREE CLIN 0.00 0.00] 10.03
10.04 C WESTGATE CLIN 0.00 0.00! 10.04
100.00 |c. other (financial or 100.00
noh-financial) specify:

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

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

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

€. 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
organization.

E. Individual 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
provider.
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider C€cN: 151317 |Period: worksheet A-8-1

OFFICE COSTS

From 01/01/2013
To  12/31/2013 | pate/Time Prepared:

CotUNets s kst T AT CReF]

_Adjustments Sl

4 m1nus
5)*

5 00 ¢

1.8/2/2014 2:04 pm _

HOME QFFICE-COSTS: '~

AL COSTS . INCURRED AND ADJUSTMENTS REQUI D_AS A RESULT UF TRANSACTIONS WITH RELATED ORGANIZATIONS OR CLAIMED .

1.00 1,271,973 0 1.00
2.00 525,892 0 2.00
3.00 0 0 3.00
4.00 0 0 4.00
5.00 1,797,865 5.60

* The amounts on Tines 1-4 (and subscripts as appropriate) are transferred in detajl to Worksheet A, column 6, lines as

appropriate.Positive amounts ‘increase cost and negative amounts decrease cost.For related organization ar home office cost which

has nut been posted to worksheet A, co1umn5 1 and/ar 2, the amount allowable should be indicated in column 4 of this part.

Related Organization(s
~and/or Home -0FFice

B INTERRELATIONSHIP TO RELATED ORGANIZATION(S) AND/OR HOME OFFICE'

The Secretary, by virtue of the authority granted under section 1814{b}(1) of the Soc1a1 Secur1ty Act requires that you furnish
the information requested under pPart 8 of this worksheet.

This information is used by the centers for medicare and medicaid Services and its intermediaries/contractors in determining that
the costs applicable tc services, facilities, and suppiies 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 XVIIL.

6.00 6.00
7.00 7.00
8.60 8.00
9.00 9.00
10.00 10.00
16.01 10.01
10.02 10.02
10.03 10.03
10.04 10.04
100.00 100.00

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

Individual has financial interest (stockholder,
Corporation, partnership, or other organization
Provider has financial interest in corporation,
pirector, officer, administrator, or key person
organ1zat1on

F. Tndividual is director, officer, administrator,
F. pirector, officer, administrator, or key perscn
provider.

oNnw >

partner, etc.) in both related organization and in provider.

has financial interest in provider.

partnership, or other organization.

of provider or relative of such person has financial interest in related

or key person of provider and related organization.
of related organization or relative of such person has financial interest in
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Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

In Lieu of Form CM5-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT pProvider CCN: 151317 |Period: worksheet A-8-2
From 01/01/2013
To  12/31/2013 | pate/Time Prepared:
- 6/2/2014 2:04 o
. Wkst.oA Lipe # .. Cost Center/Physician - iTotal Profeséiona1 SProvider il RCE. Amount ;|Physician/prov) 7

Gl e Ident1f1er . Remunerat1on component Comporent .} o : 1der Cosiponent| -~ -

e 1.00 1 2i00- : - 3 00 = T400. 5.00 6,00 " R
1.00 91. O0[EMERGENCY 1,322,360 981,114 341,246 0 0 1.00
2.00 60 . 00|LABORATORY 40,000 40,000 0 0 o 2.c0
3.00 30.00JADULTS & PEDTATRICS 584,000 584,000 0 0 0 3.00
4,00 0.00 0 0 0 0 g 4.00
5.00 0,00 0 0 0 0 4] 5.00
6.00 0.00 0 0 0 0 0 6.00
7.00 0.00 0 0 0 6] 0 7.00
8.00 0.00 0 0 0 0 0 3.00
9.00 0.00 0 0 0 0 0 9.00
0. 0 0 ¢l 0 0| 10.00
1,946,360 1,605,134 341,246 0] 200.00

COst: Center/Phys1c1an. -”Unad]usted RCE 5oPercentiof U Costiof | s irProvider cRrhysician Cost|:
3 e 1.1 mits 'UnadJUSted RCE Meni_beﬁship_s"& “Component.:jof Malpractic
R B 1} Comtinuing - share of: co1 Insurance
Educat1on : a2 :
12.00 - 1 “14. 00

1. 91
2.00 60
3.00 30
4.00 0.00
5.00 0.00
6.00 0.900
7.00 G.00
8.00 0.00
g.00 G.00
0.00

- B0|EMERGENCY
.Q0|LABORATORY
.00ADUELTS & PEDIATRICS

loeococoocooocoooocol

leoocooocococococooco

=== === === ~]

Lo NV
(=]
o

loocooooococooo
=
1)

NS
[=
o

ost center/Phy51

-Sharé'of éof

S aRCE s
Disallowanc

200

loooococoococooo|’

. OO|EMERGENCY

1. 91

2.00 60. 00[LABORATORY
3.00 30.00ADULTS & PEDIATRICS
4.00 0.00

5.00 0.00

6.00 0.00

7.60 0.00

8.G0 0.00

9.00 0.00

10.00 0.00!

200.00

coocooooaoool

cCoooo oo oc ool

0
0
0
0
0
0
0
0
0
0
0

584,000
0

0
0
0
0
0
4

1,605,111

[felN- BENT. W RN TP C Y
o
=)

i
=

200.
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Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

In Lieu of Form ¢M$-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 151317

To

Pericd:
From 01/01/2013

12/31/2013

worksheet B
Part T

pDate/Time Preparad:

6/2/2014 2:04 pm

CAPITAL RELATED COSTS
/Cost Center Description Ew BLDG & B ;-_ EMPLOYEE. ‘subtotal’

(GENERAL “SERVICE COST. CENTERS 70 R
1.00 |00100|NEW CAFP REL COSTS-BLDG & FIXT 537,411 537,411
2.00 100200|NEW CAP REL COSTS-MVBLE EQUIP 154,665 154,665
4.00 00400 EMPLOYEE BENEFITS DEPARTMENT 4,497,370 0 0 4,497,370
5.00 [00500|ADMENISTRATIVE & GENERAL 3,778,071 82,322 23,692 519,654 4,403,739
7.00 [00700|OPERATION OF PLANT ) 1,449,914 50,905 14,650 114,180 1,629,649
§.00 JOO800|LAUNDRY & LINEN SERVICE 165,833 6,770 1,948 0 174,551
9.00 00900 HOUSEKEEPING 417,358 4,985 1,435 104,669 528,447
10,00 01000 DIETARY 124,987 30,730 8,844 17,413 182,974
11,00 |011C0| CAFETERTA 607,961 18,750 5,396 127,587 759,694
13.00 |01300|NURSING ADMINISTRATION 667,356 4,698 1,352 165,659 839,065
14.00 014001 CENTRAL SERVICES & SUPPLY 327,859 7,098 2,043 0 337,000
15.00 |01500] PHARMALCY 788,409 17,006 4,894 208,925 1,019,234
16.00 {01600 MEDICAL RECORDS & LIBRARY 250,806 10,349 2,978 68,411 332,544
17.00 |01700| SOCIAL SERVICE 146,873 2,544 732 43,926 194,075
19.00 |01900 NONPHYSICIAN ANESTHETISTS 246 796 0 0 73,811 320 607

TNPATIENT -ROUTINE SERVICE ‘COST-.CENTERS ; R EUIETT R
30,00 |03000 ADULTS & PEDIATRICS 2 613 395 92,997 26,764 764, 306 3, 497 463
31,00 |031005 INTENSIVE CARE UNIT 7649, 460 26,863 7,731 220,780 1,024,834
33.00 [03300{BURN INTENSIVE CARE UNIT 0 o 0 0
43,00 |04300|NURSERY 31 182 5,221 1,503 9,282 4? 188

IANCILLARY SERVICE ‘COST CENTERS - 7 - : e CLoman LT LT
5¢.00 |05000|OPERATING ROOM 598 501 44,474 12,799 117,264 773 038
52.00 |05200{DELIVERY ROOM & LABOR ROOM 26,3148 21,365 6,149 7,435 61,097
53,00 |05300| ANESTHESTIOLOGY 168, 586 G 0 48,208 216,794
54.00 [{05400| RADIQLOGY-DTAGNOSTIC 1,723,170 26,186 7,536 278,168 2,035,060
60.00 [06000|EABORATORY 2,389,455 19,816 5,703 242,353 Z2,657,327
65.00 [06500|RESPIRATORY THERAPY 519,539 4,544 1,308 134, 491 659,882
66.00 [0660C|PHYSICAL THERAPY 319,487 6,698 1,928 39,434 417,547
67.00 |06700|0CCUPATIONAL THERAPY 93,388 6,698 1,928 27,930 129,944
68.00 |06800|SPEECH PATHOLOGY 13,382 2,062 593 3,404 17,441
69.00 |06200| FLECTROCARDTIOLOGY 50,648 4,031 1,160 8,147 63,986
71.00 |071C0|MEDICAL SUPPLIES CHARGED TO PATLIENTS 265,092 0 0 0 265,092
72.00 |07200!IMPL. DFV. CHARGED T8O PATLENT 2,880 0 0 0 2,860
73.00 |07300| DRUGS CHARGED TO PATTENTS 1 367 293 0 0 0 1,367,293

OUTPATIENT SERVICE ‘COST CENTERS - ST L AL, T TR T
91.00 |09100 EMERGENCY 1,322,877 26,955 7,758 216,913 1,374,503
92.00 [09200| OBSERVATION BEDS (NON- DISTINCT PART) ¢]

SPECTIAL “PURPOSE "COST ‘CENTERS i o T T T T RIS B
118.00 [SUBTOTALS (SUM OF LINES 1 11?) [ 26,234,133 524, 067] 3,612,350 25 331 928

NONRETMBURSABLE COST .CENTERS .~ T A T T T T i
190.00|19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 3,918 a 5 046
192.00|19200| PHYSICIANS' PRIVATE OFFICES 0 9,426 0 12,139
194.00]07950| FOUNDATION/ MOBS 1,271,973 [ 885,020 2,156,993
200.00 Cross fFoot Adjustments 0
201.00 Negative Cost Centers 0 0 0 0
202.00 TOTAL (sum Tines 11i8-201) 27,506,106 537,411 154,665 4,497,370 27,506,106
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form ¢MS$-2552-10
COST ALLOCATION ~ GENERAL SERVICE COSTS Provider CCN: 151317 |[Pericd: worksheet B

From 01/01/2013 | Part I

To 12/31/2013 | Date/Time Prepared:
6/2/2014 2 04 Dm

Cost. Center Desceiption = " JADMINISTRATIVE] OPERATION OF | “LAUNDRY & HOU$EKEEPING e DIETARY
A e e R & GENERAL 1" PLANT . | LINEN: SERVICE ;

ST T i e e s S LU, QO S700 "B 00 -"Z_.9 00 U000

GENERAL SERVICE COST CENTERS S e : : SRR
1.00 00100[NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |[00200|NEW CAP REL COSTS-MVBLE EQUIP 2.00
4,00 00400|EMPLOYEE BENEFITS DEPARTMENT 4,00
5.00 |DO500{ADMINISTRATIVE & GENERAL 4,403,739 5.00
7.00 |0070C{OPERATION OF PLANT 310,642 1,940,291 7.00
8.00 |00BOG|LAUNDRY & LINEN SERVICE 33,273 32,497 240,321 8.00
9.00 |00900|HOUSEKEEPING 100,732 23,930 24,872 677,981 9.00
10.00 |01000|DIETARY 34,688 147,518 6,271 4,337 374,788] 10.00
11.00 |01100|CAFETERIA 144,812 90,008 0 2,024 329,780! 11,00
13.06 |01300[NURSING ADMINISTRATION 159,942 22,551 0 15,034 0f 13.00
14.00 |01400| CENTRAL SERVICES & SUPPLY 64,239 34,073 ¢ 5,782 0 14,00
15.0C |G1500} PHARMACY 194,285 81,637 ¢ 6,939 0| 15.00
16.00 |01600/MEDICAL RECORDS & LIBRARY 63,389 49 682 o 4,626 0| 16.00
17.00 01700/ SGCIAL SERVICE 36,994 12,211 0 2,313 0 17.00
19.00 {01900 NONPHYSICIAN ANESTHETISTS 61 114 0 - 0 0 0} 19.00

INPATIENT - ROUTINE. SERVICE COST CENTERS 5w vi LI R T T T A T e T
30.00 |03000 ADULTS & PEDTATRICS 666 671 446 444 73,155 271,770 17,863 30,00
31,00 (03100 ENTENSTVE CARF UNIT 195,353 128,956 23,440 14,813 7,145 31.00
33,00 |03300 BURN TINTENSTVE CARF UNTT 0 0 0 o 0| 33.00
43,00 (04300 NURSERY 8, 995 25,062 0 4,048 0] 43.00

ANCILLARY SERVICE :COST CENTERS . - U T e L L e L A A
50.00 J05000| OPERATING ROOM 147 356 213,498 18,974 70,834 0| 50.00
52.00 {05200 DELIVERY ROOM & LABOR ROOM 11, 646 102,564 0 1,735 0] 52.00
53.00 |05300| ANESTHESIOLOGY 41,325 0 0 578 0| 53.00
54.00 {05400 RADIOLOGY-DIAGNOSTIC 387,921 125,706 21,494 33,249 0| 54.00
60.00 {06000| LABORATORY 506,537 95,129 0 31,803 0| 60.00
65.00 {06500/ RESPTRATORY THERAPY 125,786 21,813 0 8,674 0| 65.00
66.00 {06600] PHYSICAL THERAPY 79,592 32,153 22,462 12,432 0] 66.00 |
67.00 |06700{ 0CCUPATEIONAL THERAPY 24,770 32,153 0 0 0] 67.00
68.00 |06800(SPEECH PATHOLOGY 3,325 9,897 0 289 0] 68.00
69.00 |06900( ELECTROCARDIOLOGY 12,197 19,351 0 0 0] 69.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 50,532 0 0 0 0| 71.00
72.00 [07200({TMPL. DEV. CHARGED TO PATIENT 545 0 0 0 0| 72.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 260,632 0 0 0 0] 73.00

IOUTPATIENT : SERVICE COST CENTERS T T T e T L A
91,00 [09100[ EMERGENCY 262,006 129,399 36,305 108,708 0| 91.00
92.00 109200| OBSERVATION BEDS {NON- DISTINCF PART) 92.00

SPECIAL- PURPOSE 'COST CENTERS. e " G R T A i R It R e R
118.00 [SUBTOTALS (SUM OF LINES 1- 117) ] 3 989 299[ 1 876 232! 226,973 620,988 374,788/118.00

NONREIMBURSABLE “COST CENTERS ' g e o T e L R T B e R e
190.00[19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 962 18 809 0 7,228 0190. 00
192.00i19200| PHYSICIANS® PRIVATE OFFICES 2,314 45,250 13,348 37,296 0[192.00
194.00{07950| FOUNDATION/ MOBS 411,164 ¢ 0 3,469 0]194.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 4] 0 0 0 01201.00
202.00 TOTAL (sum lines 118-201) 4,403,739 1,940,291 240,321 677,981 374,788(202.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM$-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 151317 |Period: worksheet B

From 01/01/2013 | Part I

To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 om__

‘Cost.Center Description . 7 < CAFETERTA: "1 -7 NURSING - [ .: CENTRAL .:] - PHARMACY i | T "MEPICAL. .
BN e S ADMINESTRATION| . SERVICES '&: EMNE :'-‘RECORDS &
R Rt CCUSUPPLY LYBRARY -
ST AT e T 14,00 i F R 16 00 :
GENERAL: SERVICE GOST 'CENTERS =% RN PP
L.00 |O0L00|NEW CAP REL COSTS-BLDG & FIXT
2,00 |00200|NEW CAP REL COSTS-MVELE EQUILP
4.00 {00400/ EMPLOYEE BENEFITS DEPARTMENT
5.00 {00500  ADMINISTRATIVE & GENERAL
7.00 [DO700|OPERATION OF PLANT
8.00 (00800 LAUNDRY & LINEN SERVICE
3.00 00900/ HOUSEKEERING
16.00 |01000|DIETARY
11,00 |01100| CAFETERTA 1,326,318
13.00 |0300; NURSING ADMINISTRATION 70,376 1,106,968
14.00 |01400{ CENTRAL SERVICES & SUPPLY 0 0 441,094
15.00 |01500{ PHARMACY 80, 301 0 0 1,382, 396
16.00 |01600{MEDTCAL RECORDS & | IBRARY 0 0 0 .0 450,241 16.00
17.00 |01700|SOCIAL SERVICE 0 0 0 0 0| 17.60
19.00 |01900| NONPHYSICIAN ANESTHETESTS [ 0 0 0 0] 19.00
INPATIENT::ROUTINE SERVEICE (COST “CENTERS &1 il vl iy e n i T S0 e e e e Tt e e T
30.00 |03000{ADULTS & PEDIATRICS 416,842 653,988 0 0 92,338] 30.00
31.00 |0310C|INTENSIVE CARE UNIT 109,173 171,283 0 0 14,499 31.00
33.00 [03300|/BURN INTENSIVE CARE UNIT 0 0 0 0 Q] 33.00
43,00 |04300|NURSERY 9,023 14,156 0 [ 4,579] 43.00
ANCILLARY SERVICE -COST CENTERS, 710 i i A e e e L T oo PR
50.00 |[05000{OPERATING ROOM 55,940 87,765 0 0 18,315} 50.00
52.00 |05200|DELTVERY ROOM & LLABOR ROOM 3,609 0 0 0 1,526 52.00
53.00 |05300[ANESTHESTOLOGY 9,023 0 0 0 0| 53.00
54.00 ;05400 RADTOLOGY-DTAGNOSTIC 149,775 C 0 0 81,654 54.00
60.00 ;06000| LABORATORY 157,895 ] 0 0 19,078| 60.00
65.00 (06500 RESPIRATORY THERAPY 69,474 0 0 0 763| 65.00
66.00 [06600 PHYSTCAL THERAPY 61,353 0 Q 0 3,052| 66.00
67.00 06700 OCCUPATTONAL THERAPY 902 0 0 0 763| 67.00
68 .00 |06800| SPEECH PATHOLOGY 0 0 0 0 0] 68.00
69.00 |06900| ELECTROCARDTOLOGY 18,045 0 0 0 2,289 69.00C
71.00 |07100|MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 0 436,386 0 0| 71.00
72.00 |07200/IMPL. DEV. CHARGED TO PATIENT 0 0 4,708 0 of 72.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 0 0 1 382 396 3,052} 73.00
OUTPATIENT: SERVICE "COST "CENTERS " i F o iy 0 B 0 e e 2 T T L D . e
91.00 {D9100| EMERGENCY 114,587 179,776 0 0 62,576} 91.00
92.00 |09200| OBSERVATION BEDS (NON- DISTINCT PART) 92.00
SPECTAL -‘PURPOSE; COST. CENTERS - S L A T B e e e e L R A R T R
118.00 [SUBTOTALS (SUM OF LINES 1 117} [ 1,326,318] 1,106, 968] 441,094 1,382,396 304,484 |118.00
NONREIMBURSABLE COST ‘CENTERS T T T R T T L A L e L L R
190.00/19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0(190.00
192 _00/19200: PHYSTCIANS' PRIVATE QFFICES g 0 0 ¢ 145,757(192.00
194 _60|07950] FOUNDATION/ MORS 4] of. G G 0]194.00
200,00 Cross Foot Adjustments 200,00
201. 09, Negative Cost Centers 0 G 0 0 01201.00
202 .00 TOTAL (sum lines 118-201) 1,326,318 1,106,968 441,094 1,382,396 450,241(202.00
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Heatth Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form ¢ms-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 151317 |Period: worksheet B

From 01/01/2013 { Part T

To  12/31/2013 | Date/Time Prepared:
6/2/2014 2: 04 pm

Total s’

Cost Centef Description: i,

L ls0cIA ;_SERVICE NONPHYSICIAN | - subtotal | (“Intern-&.-
) B En e : ANESTHETISTS TN aesments CUst
: SRR 3 12T R
CiStepdown
“Adjustments. i :
SRR 00 26,0000

GENERAL SERVICE COST CENTERS .-

1.00 |CO100INEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200{NEW CAP REL COSTS-MVEBLE EQUIP 2.00
4.00 |00400|EMPLOYEE BENEFITS DEPARTMENT 4.00
5.00 |D0500{ADMINISTRATIVE & GENERAL 5.00
7.00 |00700{OPERATION OF PELANT 7.00
8.00 |O0BOG|LAUNDRY & LINEN SERVICE 8.00
9.00 |00900| HOUSEKEEPING 3.00
10.00 (01000 DIETARY 10.00
11.00 |01100;CAFETERIA 11.00
13.00 |01300|NURSING ADMINISTRATION 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 14.00
15.00 [01500| PHARMACY 15.00
16.00 [01600|MEDICAL RECORDS & LTRRARY 16.00
17.00 |01700|S0CTAL SERVICE 245,593 17.00 i
19.00 [01900!NONPHYSICIAN ANESTHETISTS 0 381,721 19.00
IINPATIENT-ROUTINE SERVICE COST- CENTERS 7 00 ¢ ol muli s i i o T o e s o e e e e e s B o !
30.00 |03000|ADULTS & PEDIATRICS 192,533 0 6,349,067 0 6,349,067| 30.00
31.00 03I00| TNTENSTVE CARE UNIT 34,868 0 1,754,364 0 1,754,364} 31.00
33.00 |03300/BURN INTENSIVE CARE UNIT 0 0 0 0 0] 33.00
43.00 [04300G{NURSERY 0 0 113,051 0 113,051 43.00
ANCIELARY SERVICE. COST CENTERS . .. 0w i il i L0 T T e e e
50,00 |0S000;OPERATING ROOM 9,090 0 1,394,816 0 1,394,816] 50.00
52.00 |05200{DELIVERY ROOM & LABOR ROCM 6,064 0 188,241 0 188,241| 52.00
53.00 05300/ ANESTHESIOLOGY 0 381,721 649,441 0 649,441| 53.00 :
54.00 {05400 RADIOLOGY—-DIAGNOSTIC 0 0 2,834,859 0 2,834,859| 54.00 I
60.00 (06000| LABORATORY 0 0 3,467,769 G 3,467,769| 60.00
65.00 |06500{ RESPTRATORY THERAPY 0 0 886,392 o] 886,392 65.00
66,00 {06600| PHYSICAL THERAPY 0 G 628,591 0 628,591 66.00
67 .00 |06700/ OCCUPATIONAL THERAPY 0 0 188,532 0 188,532] 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 30,952 0 30,952! 68.00
69,00 [06800| ELECTROCARDIOLOGY 0 0 115,868 0 115,868 69.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS G 0 752,010 0 752,0107 71.00
72,00 |07200|/IMPL. DEV. CHARGED TO PATIENT 0 0 8,113 0 8,113 72.00
73.00 [07300{DRUGS CHARGED TO PATIENTS 0 0 3, 013 373 0 3:013,373| 73.00
OUTPATIENT: SERVICE "COST CENTERS 0 i i e i n ik i S ; S T
91.00 09100} EMERGENCY 3,032 0 2 270 892 0 2,270,892| 91.00
92.00 |03200| OBSERVATION BEDS (NON- DISTINCT PART) I 0 92.00
SPECTAL PURPOSE "COST 'CENTERS e T T e T : R TETTENEY
118,00 [SUBTOTALS (SUM OF LINES 1- 117) [ 245,593 381,721] 24 646 331] ol 24 646 331 118,00
NONRETIMBURSABLE “COST “CENTERS - o s o A s s i P e o e T i e T L TR
190.00|19000{GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 1] 32 045 0 32 045 190.00
192,00|19200| PHYSICIANS" PRIVATE OFFICES 0 0 256,104 0 256,104(192.00
194, 00107950| FOUNDATTON,/ MOBS 0 0 2,571,626 ] 2,571,626(194.00
200.00 Cross Foot Adjustments 0 0 0 020G.00
201.00 Negative Cost Centers 0 0 0 0 0]201.00
202.00 TOTAL (sum Tines 118-201) 245,593 381,721 27,506,106 0 27,506,106202.00
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BHealth Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form (Ms-2552-10
COST ALLOCATION STATISTICS Provider CCN: 151317 Period: worksheet Non-CMS w
From 01/01/2013
To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

“Statistics ‘Description

[GENERAL "SERVICE COST CENTERS S T i
1.06 |NEW CAP REL COSTS-BLDG & FIXT 3 SQUARE FEET :
2.00 |NEW CAP REL COSTS-MVELE EQUIP 3 SQUARE FEET
4.00 |EMPLOYEE BENEFITS DEPARTMENT 4 IGROSS SALARTES
5.00 [ADMINISTRATIVE & GENERAL -18 IACCUM. COST
7.00 |OPERATION OF PLANT 3 SQUARE FEET
8.00 |LAUNDRY & LINEN SERVICE 8 POUNDS OF LAUNDRY
9.00 |HOUSEKEEPING 9 HOURS OF SERVICE
10.00 |DIETARY 10 MEALS SERVED
11.00 |CAFETERTA 11 HOURS
13.00 [NURSING ADMINISTRATION 13 DIRECT NRSING HRS
14.00 [CENTRAL SERVICES & SUPPLY 14 COSTED REQUTS.
15.00 | PHARMACY 15 COSTED REGUTS.
16.00 |MEDICAL RECORDS & LIBRARY 16 TIME SPENT
17.00 |SOCIAL SERVICE 17 TIME SPENT
19.00 |NONPHYSICIAN ANESTHETISTS 19 IASSIGNED TTME
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lied of Form CM5-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 151317 |Period: worksheet B

From G1/01/2013 | Part II

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

CAPITAL RELATED CQSTS
LOST Center. Descriptio i recﬂy - NEW BLDG & : EMPLOYE
e TS O : Ass1gned New L FIXT UBENEFTFS.: -
1 capital R DEPARTMENT
|Relatéd costs |50
T T e L S e R T B R N 4 00
GENERAL | SERVICE COST. CENTERS : S
1.06 [0QI00{NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200{NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400|EMPLOYEE BENEFITS DEPARTMENT 0 0 0 0 0| 4.00
5.00 |00SD0}ADMINISTRATIVE & GENERAL 0 82,322 23,692 106,014 0] 5.00
7.60 |00700|OPERATION OF PLANT 0 50,905 14,650 65,555 Q| 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 0 6,770 1,948 8,718 01 B.0O
9.00 |00900|HOUSEKEEPING 0 4,985 1,435 6,420 a7 9.00
10.00 |01000|DIETARY 0 30,730 8,844 39,574 0| 10.00
11.00 {01100|CAFETERIA 0 18,750 5,396 24,146 Q| 11.00
13.00 |O1300|NURSING ADMINISTRATION Q 4,698 1,352 &,050 0| 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 7,098 2,043 9,141 0| 14.00
15.00 |0150C] PHARMACY Q0 17,006 4,894 21,900 0| 15.00
16.00 !01600{MERICAL RECORDS & LIBRARY 0 10,349 2,978 13,327 0| 16.00
17.00 |01700|SOCTAL SERVICE 0 2,544 732 3,276 0 17.00
19.00 (01900| NONPHYSICIAN ANESTHETISTS 0 0 0 0) 0] 19.00
TNPATIENT "ROUTINE SERVICE COST..CENTERS. =i x E L R T T S
30.00 |03000;ADULTS & PEDIATRICS [ 92,997 26,764 119,761 01 3000
31.00 (03100 INTENSIVE CARF UNTIT 0 26,863 7,731 34,594 0] 31.00
33.00 |03300|BURN INTENSIVE CARE UNIT G 0 0 ¢ 0] 33.00
43.00G 04300 NURSERY G 5,221 1,503 6,724 0f 43.00
ANCILLARY. SERVICE- COST. CENTERS .= R L T L S e R TR
50.00 ;05000 CPERATING ROCM 0 44 474 12,799 57,273 0| 50.00
52.00 [05200|DELIVERY ROOM & LABOR ROOM 0 21,365 6,149 27,514 0] 52.00
53.00 [05300| ANESTHESIOLOGY 0 0 0 0 0} 53.00
54,00 |05400] RADIOLOGY-DEAGNOSTIC 184,126 26,186 7,536 217,848 G} 54.00
60.00 06000 LABORATCRY 0 19,816 5,703 25,519 G| 60.00
65.00 |06500| RESPTRATORY THERAPY 0 4,544 1,308 5,852 G| 65.00
66.00 {06600| PHYSICAL THERAPY 0 6,698 1,928 8,626 0| 66.00
67.00 |06700|OCCUPATIONAL THERAPY 0 6,698 1,928 8,626 0| 67.00
68.00 |06800|SPEECH PATHOLOGY 0 2,062 593 2,655 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 4,031 1,160 5,191 0| 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 C 0 0 0| 71.00
72.00 {07200/ IMPL. DEV. CHARGED TO PATIENT ] o 0 0 0y 72.00
73.00 [07300{DRUGS CHARGED TO PATIENTS 0 0 0 0 af 73.00
CUTPATIENT :SERVICE: COST : CENTERS i iniai R
91.00 109100 EMERGENCY 0 26,955 7,758 34,713 Qg] 91.00
92.00 [09200|OBSERVATION BEDS {NON- DISTINCT PART) 0 92,00
SPECTIAL ~PURPOSE “COST 'CENTERS : PR T e T R R
118.00 [SUBTOTALS (SUM_OF LINES 1;117) | 184,126] 524, 067] 150, 824] 859 017| 0]118.00
NONRETMBURSABLE - COST. .CENTERS T L T T T L L e e S
190.00/19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 3,918 1,128 5 046 0190.00
192.09/19200| PHYSICIANS' PRIVATE OFFICES o 9,426 2,713 12,139 0]192.00
194.00]07950| FOUNDATION/ MOBS o 0 0 0 019400
200.00 Cross Foot Adjustments 0 200.00
201.00 Negative Cost Centers 0 0 0 01201.00
202.00 TOTAL (sum lines 118-201) 184,126 537,411 154,665 876,202 0202.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form ¢m5-2552-10
ALLOCATTON OF CAPTTAL RELATED COSTS Provider CCN: 151317 |Period: worksheet B

From 01/01/2013 | Part 11

To  12/31/2013 | pate/Time Prepared:

6/2/2014 2: 04 pm__

- Cost. center Descr'tptwn | [ADMINISTRATIVEl OPERATION OF - - LAUNDRY. & [ HOUSEKEEPING DIETARY,
T I S & GENERAL | . "PEANT - LINEN ‘SERVICE | »irioiia s ;

e S g 5 00 Sl 00 e b R0 i 8,00 0 s 10.00

GENERAL SERVICE 'COST‘CENTERSf' . S e T e T T T T
1.00 |O0100|NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |0O0200|NEW CAP REL COSTS-MVELE EQUIP 2.00
4.00 |00400|EMPLOYEE BENEFTTS DEPARTMENT 4.00
5.00 |OOS00{ADMINISTRATIVE & GENFRAL 106,014 5.00
7.00 |GG700{0PERATTON OF PLANT 7,478 73,033 7.00
8.00 |0OBOG|LAUNDRY & LTNEM SERVICE 801 1,223 10,742 2.00
9.00 |0090C|HOUSEKEEPTNG 2,425 901} 1,112 10,858 9.00
10.00 |01000| DIEFARY 835 5,553 280 &9 46,311 10.00
11.00 |01100] CAFETERTA 3,486 3,388 0 3z 406,749 11.00
13.00 01300} NURSTNG ADMINTSTRATION 3,850 849 0 241 0| 13.00
14.00 |01400[CENTRAL SERVICES & SUPPLY 1,546 1,283 0 93 0| 14.00
15.00 |01500] PHARMACY 4,677 3,073 0 111 0| 15.00
16.00 |01600{MEDICAL RECORDS & LIBRARY 1,526 1,870 0 74 0| 16.00
17.00 |01700{SOCIAL SERVICE 891 460 0 37 0 17.00
19.00 [01900|NONPHYSICIAN ANESTHETISTS 1,471 0 0 0 0| 19.00

INPATIENT ROUTINE SERVICE. COST 'CENTERS - it o J s i o o i T P T T D S e B e P e T
30.00 ;03000 ADULTS & PEDIATRICS 16,049 16,802 3,269 4,353 4,679| 30.00
31.00 {03100/ INTENSIVE CARE UNIT 4,703 4,854 1,048 718 883/ 31.00
33.00 |033CG0iBURN INTENSIVE CARE UNLT [+ 0 0 0 0f 33.00
43.00 |043C0 NURSERY 217 943 Q 65 Q| 43.00

ANCILLARY. SERVICE COST CENTERS ' IR O T S L e T
50.00 |05000,0PERATING ROOM 3 547 8 036 848 1,134 0 50.00
52.00 |05200{DELIVERY ROOM & LABOR ROOM 280 3,861 0 28 0l 52.00
53.00 |05300|ANESTHESTCLOGY 995 0 0 9 0| 53.00
54.00 |05400(RADIOLOGY-DIAGNOSTIC 9,339 4,732 961 532 0| 54.00
60.00 |06000| LARORATORY 12,194 3,581 0 509 0| 60.00
65.00 |06500|RESPIRATORY THERAPY 3,028 821 0 139 0; 65.00 :
66.00 06600| PHYSICAL THERAPY 1,916 1,210 1,004 199 0! 66.00
67.00 |06700{ OCCUPATIONAL THERAPY 596 1,210 0 0 0] 67.00
68.00 |06800| SPEECH PATHOLOGY 80 373 0 5 0| 68.00 :
69.00 |06900| ELECTROCARDIOLOGY 294 728 0 0 0| 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 1,217 o] 0 ¢ 0| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENT 13 G 0 o 0| 72.00
73.00 {07300|DRUGS CHARGED TC PATIENTS 6 275 . __ 0 0 0 0| 73.00

OUTPATIENT SERVICE “COST CENTERS /= il tiimm i il iy T R T T R BT
91.00 |09100|EMERGENCY 6, 308 4,871 1,623 1,741 0| 91.00
92.00 09200/ OBSERVATION BEDS (NON-DISTINCT PART) 92.00

SPECIAL  PURPOSE ‘COST CENTERS & & ol b, i i i b v fe o T T T e R T
118.00 [SUBTOTALS (SUM OF LINES 1- 117) [ 96,037] 70,622]  10,143] 10,089 46,3111118.00

INONREIMBURSABLE -COST- CENTERS B e T B L e T T TR T T L I R
190.00{19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 23 708 0 116 0]190.00
192.00]19200] PHYSICIANS‘ PRIVATE OFFICES 56 1,703 597 597 0[192.00
194.00/07950} FOUNDATION/ MO&S 9,898 0 0 56 [194.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0{201.900
202.00 TOTAL (sum lines 118-201) 106,014 73,033 10,742 10,858 46,311(202.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM5-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 151317 |Period: worksheet 8

From 01/031/2013 | Part II

To  12/31/2013 | Date/Time Prepared:
6/2/2014 2:04 pm

-~ Cost Center: Desgription. : CNURSING 7 UCENTRAL
SRR S _ .-ADMINISTRATIDN _SERVICES &
B e T SYPPLY o

GENERAL SERVICE. COST-CENTERS LT T s R T R T T
1.00 |00100|NEW CAP REL COSTS-BLDG & FIXT
2.00 |00200|NEW CAP REL COSTS~MVBLE EQUIP
4.00 |0C4D0|EMPLOYEE BENEFITS DEPARTMENT
5.00 |00500; ADMINTSTRATIVE & GENERAL
7.00 [CO700(OPERATION OF PLANT
8.00 |00B00|LAUNDRY & LINEN SERVICE
9.0C |D0900|HOUSEKEEPING
10.00 |OLO0O0|DIETARY
11.00 |01100| CAFETERTA 71,801
13.00 |01300| NURSING ADMINISTRATION 3, 810 14,800
14.00 j01400| CENTRAL SERVICES & SUPPLY 0 0 12,063
15.00 [01500{ PHARMACY 4,347 0 G 34,108 15.60
16.00 |01600[MEDICAL RECORDS & LIBRARY o] 0 0 16,797| 16.00
17.00 |01700|S0OCIAL SERVICE 0 0 0 0| 17.00
19.0C |019Q0{ NONPHYSTCIAN ANESTHETISTS 0 0 0 0 0| 19.00

INPATIENT "ROUTINE SERVICE 'COST CENTERS. ¢ 5 0 i 0hi iyl ooy R 1 :
30.00 |G3000|ADULTS & PEDIATRICS 8,744 0 0 30.00
31.00 {03100 INTENSIVE CARE UNIT 2,290 0 0 31.00 i
33.00 |03300{BURN INTENSIVE CARE UNIT 0 0 0 33.00 ;
43,00 |04300| NURSERY 189 0 0 43.00

ANCTLLARY ‘SERVICE COST .CENTERS v Tol DIV ET T U s
50.00 {05000 OPERATING ROOM 1,173 0 0 6831 50.00
52.00 |05200{DELIVERY ROGM & LABOR ROOM 195 0 0 8] 571 52.00
53.00 [05300{ANESTHESTOLOGY 488 0 0 0 0| 53.00
54.00 {05400 RADIOLOGY-DIAGNOSTIC 8,108 0 G C 3,046| 54.00
60.00 |06600| LABORATORY 8,548 0 0 0 7121 60.00
65.00 (06500 RESPTRATORY THERAPY 3,761 0 0 0 28] 65.00
66.00 j06600| PHYSICAL THERAPY 3,321 0 0 0 114| 66.00
67.00 (06700 OCCUPATIONAL THERAPY 49 0 0 0 281 67.00
68.00 |GG6BO0|SPEECH PATHOLOGY 0 0 0 0 0} 68.00
69,00 |06900| ELECTROCARDTOLOGY 977 0 0 o] 85| 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 11,934 0 0| 71.00
72.00 |07200{IMPL. DEV. CHARGED TO PATIENT 0 [¢] 129 0 0] 72.00
73.00 |07300|DRUGS CHARGED TG PATIENTS 0 0 0 34 108 114( 73.00

OUTPATIENT “SERVICE:COST CENTERS Wil 1 il i e SR
91.900 |09100| EMERGENCY 6,203 2,404 0 0 2,334] 91.00
92.00 [09200;0BSERVATION BFDRS (NON- DISTINCT PART) 92.00

SPECIAL- PURPQSE ‘COST..CENTERS o T R R b e e it T B e S T R
118.00 [ SUBTOTALS (SUM OF LINES 1 117) 71, 807 14, 800] 12,063 34,108] 11,3581118.00

NONREIMBURSABLE 'COST CENTERS - R T T T e e T T
190.00|19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0{190.00
192.00{19200[ PHYSICIANS' PRIVATE OFFICES 0 0 0 0 5,439{192.00
154.00j07950| FOUNDATION/ MOBS Q 0 0 0 0(194.00
200.00 Cross Foot Adjustments 200.00
201,00 Negative Cost Centers 0 ¢ 0 0 0{201.00
202.00 TOTAL (sum Tines 118-201) 71,801 14,800 12,063 34,108 16,797]202.00
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Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

In_Lieu of Form €MS-2552-10

ALLOCATTON OF CAPITAL RELATED COSTS

pProvider CCN: 151317

Period:
From 01/01/2013

worksheet B
Part IT

To  12/31/2013 | Date/Time Prepared:
_ _ _ - 6/2/2014 2:04 pnm
SCost. Centar Description 0ol |SOCTAL "SERVICE| NONPHYSICIAN |- 'subtotal-:{ - Intern & Totiﬂ :
i IS URE o o [TANESTHETISTS | 0 i i Remdents Cost
| IR, & POSE
stepdown
R s e Ad]ustments S B
el R A SE19.00 T 24,00 25 00 ST 26,00
GENERAL " SERVICE "COST "CENTERS = R e T R
1.00 |001CO|NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS DEPARTMENT 4.00
5.00 |00S00|ADMINISTRATIVE & GENERAL 5.00
7.00 {0CG700|OPERATION OF PLANT 7.00
2.00 |0G8Q0|LAUNDRY & LINEN SERVICE 8.00
9.00 [00900] HOUSEKEEPING 9.00
10.00 |01000| DIETARY 10.00
11.00 |01100|CAFETERIA 11.00
13.00 |01300|NURSING ADMINISTRATICN 13.00
14.00 [01400{CENTRAL SERVICES & SUPPLY 14.00
15.00 |01500| PHARMACY 15.00
16.00 [01600{MEDICAL RECORDS & LIEBRARY 16.00
17.00 |01700|S0CIAL SERVICE 4,664 17.00
19.00 |01900] NONPHYSICIAN ANESTHETISTS 0 1,471 - 19.00
INPATIENT ‘ROUTINE SERVICE. COST CENTERS ©i i i ivprramir ol fond 0T T s T80 TR D g i R IR
30.00 |03000(ADULTS & PEDIATRICS 3,656 203,326 0 203,326{ 30.00
31..00 |03100| INTENSIVE CARE UNIT 662 56,203 0 56,203] 31.00
33,00 |03300|BURN INTENSIVE CARE UNIT 0 0 0 0 33.00
43,00 [04300|NURSERY 0 8,797 0 8,797] 43.00
ANCILLARY: SERVICE COST CENTERS - e R R p
50.00 |05000|OPERATING ROOM 173 75,895 0 75,895 50.00
52.0C |05200|DELIVERY RDOM & LABOR ROGM 1315 32,050 0 32,050 52.00
53.00 |05300{ANESTHESIOLOGY 0 1,492 G 1,492 53.00
54.00 |05460: RADIOLOGY-DIAGNOSTIC 0 244,566 0 244,566 54.00
60.00 |06000| LABORATORY 0 51,063 0 51,063 60.00
©65.00 |06500 RESPIRATORY THERAPY 0 13,629 a 13,629 65.00
06.00 06600 PHYSICAL THERAFY 4] 16,390 a 16,390 66.00
67.00 |06700| 0CCUPATIONAL THERAPY 0 10,509 0 10,509/ 67.00
68.00 |06800|5PEECH PATHOLOGY 0 3,113 0 3,113] 68.00
69.00 |06900] ELECTROCARDIOLOGY 0 7,275 0 7,275( 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 13,151 0 13,151 71.00
72.00 |07200|IMPL. DEV. CHARGED TC PATIENT 0 142 0 142) 72.00
73.00 |07300]DRUGS CHARGED TO PATIENTS 0 40,497 0) 40,497 73.00
IOUTPATIENT SERVICE “COST ‘CENTERS -~ nann B R S R B
91.00 |09100}EMERGENCY 58 60,255 0 60,255 91.00
92.00 |09200|OBSERVATION BEDS (NON- DISTINCT PART) 0 92.00
SPECIAL”PURPOSE 'COST CENTERS. .7 SRR L e T i R I T R TR T T
118.00 |SUBTOTALS (SUM OF LINES 1 117) [ 0] 838 353] o 838 353 118.00
NONREIMBURSABLE “COST (CENTERS &1 R ' ST
190.00{19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN Q) 5, 893 0 5 893 190.00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 0 20,531 0 20,531[192.00
194.00|07950| FOUNDATION/ MOBS 0 9,954 0 9,954194 .00
200.00 Cross Foot Adjustments 1,471 1,471 c 1,471)200.0C
201.00 Negative Cost Centers 0 0 0 0 0/201.00
202.00 TOTAL (sum lines 118-201) 4,664 1,471 876,202 0 876,202 |202.00
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Health Financial Systems GREENE COUNTY GENFRAL HOSPTITAL In Lieu of Form cMs-2552-190
COST ALLOCATION — STATISTICAL BASIS Provider CCN: 151317 |Period: worksheet a-1

From 0%/01/2013 :
To 12/31/2013 | pate/Time Prepared: :
16/2/2014 2:04 pm !

Ll CAPITAL RELATED COSTS
Cost Center Descripiion - NEw BLDG & : " EMPLOYEE - ':Recohc:'iﬂiatfion'AliwiINISTRATxvs !
S S OBENEFITS ol o S
SQUARE D_EPARTME_NT o :
f i (GROSS i
SALARIES) [
[ : 4 00 |
GENERAL SERVICE cosT CENTERS e R T e i
1.00 [0010C|NEW CAP REL COSTS-BLDG & FIXT 52,395 1.00 i
2.00 |00200|NEW CAP REL CDSTS-MVBLE EQUIP 52,395 2.00
4.00 |00400|EMPLOYEE BENEFITS DEPARTMENT 0 0 15,037,527 4.00 :
5.00 {G0O500{ADMINISTRATIVE & GENERAL 8,026 8,026 1,737,533 -4,403,739 23,102,367 5.00 ‘
7.00 |00700|OPERATION OF PLANT 4,963 4,963 381,776 0 1,629,649 7.00
8.00 {00BOO| LAUNDRY & LINEN SERVICE 660 660 0 0 174,551 8.00
2.00 00900 HOUSEKEEPING 486 486 349,975 0 528,447 9.00
10.00 |01000|DIETARY 2,996 2,996 58,223 0 181,974| 10.00
11.060 |01100| CAFETERTA 1,828 1,828 426,605 0 759,694| 11.00
13.00 |01300{NURSING ADMINISTRATICON 458 458 553,903 0 839,065( 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 692 692 0 0 337,000 14.00 |
15.00 [01500] PHARMACY 1,658 1,658 698,568 0 1,019,234 15.00 ;
16.00 |O1600|MEDECAL RECORDS & 1.TRRARY 1,009 1,009 228,742 0 332,544} 16.00 i
17.00 |01700|SOCIAL SERVICE 248 248 146,873 0 194,075| 17.00 !
19.00 [01900|NONPHYSTICIAN ANESTHETISTS [ 0 246,795 0 320,607 19.00
INPATIENT ‘ROUTINE SERVICE COST. CENTERS. 0o o i o o o o T o o e s R SR
30.00 '03000|ADULTS & PEDIATRICS 3,067 9,067 2,555,559 0 3,497,463 30.00 I
31.00 |03100| INTENSIVE CARE UNTT 2,019 2,619 738,208 0 1,024,834 31.00 \
33.00 |D3300/BURN INTENSIVE CARE UNIT 0 0 0 0 01 33.00 i
43,00 |04300|NURSERY 509 509 31,035 0 47,188| 43.00 3
ANCTILLARY JSERVICE- .COST CENTERS =5 il il et 3 0 T s e T T TS :
50.00 |05000| OPERATING ROOM 4,336 4, 336 392,089 0 773,038| 50.00 ;
52.00 |05200/DELIVERY ROOM & LABOR ROCM 2,083 2,083 24,859 0 61,097 52.00 |
53.00 {05300| ANESTHESIOLOGY 0 0 161,190 0 216,794| 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 2,553 2,553 930,090 0 2,035,060| 54.00
60.00 [06000] LABORATORY 1,932 1,932 810,338 0 2,657,327 €0.00
65.00 |06500(RESPIRATORY THERAPY 443 443 449,688 [ 659,882| 65.00
66.00 |06600( PHYSICAL THERAPY 653 653 299,034 & 417,547 | 66.00
67.00 |06700{OCCUPATIONAL THERAPY 653 653 93,388 0 129,944 67.00
68.00 |06800|SPEECH PATHOLOGY 201 201 11,382 0 17,441] 68.00
69.00 (06900 ELECTROCARDIOLOGY 393 393 27,241 0 63,986| 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 265,0921 71.00
72.00 107200/ IMPL. DEV. CHARGED TO PATIENT G 0 o 0 2,860 72.00
73.00 [07300| DRUGS CHARGED TO PATIENTS 0 0 0 0 1 367 293 73.00
OUTPATIENT “SERVICE "COST-/CENTERS ot -0 i e T T e DT e ]
91,00 09100 EMERGENCY 2,628 2,628 725,276 0 1 374, 503 91.00
92.00 09200/ OBSERVATION BEDS (NON- DISTINCT PART) 92.00
SPECTAL: PURPOSE -COST -CENTERS i mhiie i T i e o e e e s R
118.00 [SUBTOTALS (SUM OF LINES 1~117) 51 094l 12,078,371] ,403,739] 20 928 189 118.00
NONREIMBURSABLE “COST ‘CENTERS © 0 i L i s ai s S R T T R R T
196.00j19000(GIFT, FLOWER, COFFEE SHOP & CANTEEN 382 382 0 8] 5 046 190.00
192.00|19200| PHYSICIANS® PRTVATFE OFFICES 919 219 0 8] 12,139)192.00
194.00|07950} FOUNDATION/ MOBS 0 0 2,959,156 o] 2,156,993(1.94.00
200.00 Cross Foot adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 Cost to be alTocated (per wkst. B, 537,411 i54, 665 4,497,370 4,403,739(202.00
Part I)
203.00 unit cost multiplier (wkst. B, Part 1) 10.256914 2.951904 0.299076) 0.190619.203.00
204.00 Cost to be allocated (per wkst. R, 0 106,034 (204,00
Part Ir)
205.00 unit cost multipiier (Wkst. B, Part 0.000000 0.00458%|205.00 i
I1) |
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM5-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 151317 |Period: worksheet B-1

From 01/01/2013
To 12/31/2013 | pate/Time Prepared:
6/2/2014 2: 04 pm___

L Cost Canter Description. " LAUNDRY. ‘& | HOUSEKEEPING |7 ¢ -inf . CAFETERTA -
R e + LINEN, “SERVICE [ (HOURS QF * 7| 500 8 )
(POUNDS ' OF | 77 SERVECEY -3 *
LAUNDRY) " oo i el
S R i TR __.:..79;00
GENERAL SERVICE - COST ‘CENTERS T R R
1.00 |O01CO|NEW CAP REL COSTS-~BLDG & FIXT
2.00 |00Z00|NEW CAP REL COSTS~-MVBLE EQUIP
4,00 |0G400]EMPLOYEE BENEFITS DEPARTMENT
5.00 |00500|ADMINISTRATIVE & GENERAL
7.00 |00700| OPERATION OF PLANT ] 39,406
8.00 {00800 LAUNDRY & LINEN SERVICE 660 23,837
9.00 |00900] HOUSEKEEPING 486 2,467 2,345 .
10.00 [01000| DIETARY 2,996 622 15 109,518 10.00
11,00 [01100| CAFETERIA 1,828 0 7| 96, 366 1,470} 11.00
13,00 |01300|NURSING ADMINISTRATION 458 0 52 0 78| 13.00
14,00 |01400|CENTRAL SERVICES & SUPPLY 692 0 20 0 0| 14.00
15.00 |01500| PHARMACY 1,658 0 24 0 89| 15.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 1,009 ¢ 16 0 0| 16.00
17.00 j01700|SOCIAL SERVICE 248 0 8 0 0| 17.00
19.00 |01900G|NONPHYSICTAN ANESTHETISTS 0 0 0 Q 0] 19.00
INPATTENT ROUTINE  SERVICE COST CENTERS < R R e T e T S T T
30.00 {03000|ADULTS & PEDIATRICS 9,067 7,2586] - 940 11,064 462| 30.00
31.00 |C3100; INTENSIVE CARE UNIT 2,619 2,325 155 2,088 121y 31.00
33.00 |03300/BURN INTENSTIVE CARF UNILT 0 0 G ¢! 0| 33.00
43.00 |04300| NURSERY 509 0 14] 0 10} 43.00
ANCTLLARY- SERVICE "COST "CENTERS: bl v T S T e e e L T T T U o b o e e e L i
50,00 [05000|0PERATING RCOM 4,336 1,882 245 0 62| 50.00
52,00 |05200/DELIVERY ROOM & LABOR ROOM 2,083 0 6 0 4| 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 2 0 104 53.00
54,00 105400(RADIOLOGY-DIAGNOSTIC 2,553 2,132 115 0 166| 54.00
60.00 (06000| LABORATORY 1,932 0 110 0 175| 60.00
65.00 |06500| RESPIRATORY THERAPY 443 0 30 0 771 65.00
66.00 |06600| PHYSICAL THERAPY 653 2,228 43 0 68| 66.00
67.00 |06700|OCCUPATIONAL THERAPY 653 [+ 0 0 1| 67.00
68.00 {06800|SPEECH PATHOLOGY 201 G 1 0 0| 68.00
69.00 |06300| ELECTROCARDIOLOGY 93 0 0 0 20| 89.00
71,00 |071C0{MEDICAL SUPPLEES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
72.00 |G7200[IMPL. DEV. CHARGED TO PATIENT 0 0 [ 0 0| 72.00
73.00 [07300/DRUGS CHARGED TO PATIENTS 0 0 0 0 0] 73.00
OUTPATIENT - SERVICE. 'COST CENTERS ©-© © © o by o e o s T o e o S
91.00 |09100| EMERGENCY 2,628 3,601 3176 G 127| 91.00
92.00 {09200 OBSERVATION BEDS (NON-| DISTINCT PART) 92.00
118. 00 IsusTomLs (sum OF LINES 1 117) | 38 105% 22,513 2,179 109, 518] 1,470/118.00
NONREIMBURSABLE 'COST . CENTERS - wrh R R T T T T T R T L D R T T T T
190.00[19000{GIFT, FLOWER, COFFEE SHOP & CANTEEN 382 4] 25 0 0]120.00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 919 1,324 129 0 0{122.00
124.00/07250| FOUNDATION/ MOBS 0 o 12 0 [194.00
200.00 Cross Foot Adjustments 200.00
201.00 Megative Cost Centers 201.00
202.00 Cost to be allocated (per wkst. B, 1,940,291 240,321 677,981 374,788 1,326,318|202.00
Part I)
203.00 unit cost multiplier (wkst. B, Part I) 49_238466 10.081848 289.117697 3.422159 902.257143|203.00
204.00 Cost to be allocated (per wkst. B, 73,033 10,742 10,858 46,311 71,8011204.00
Part II)
205.00 unit cost multiplier (wkst. B, Part 1.853347 0.450644 4.630277 0.422862 48.844218(205.00
1)
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form €MS-2552-10
COST ALLOCATION -~ STATISTICAL BASIS pProvider CCN: 151317 |Period: worksheet B-1

From 01/01/2013
To 12/31/2013 | pate/Time Prepared;
6/2/2014 2:04 om__

""" o Cost Center.Description.’ S NURSENG | oo CENTRAL :_! PHARMACY - S MEDICAL & ---SOCIAL SERVICE
TR ESCTER IMDMINESTRATION| . SERVICES & (COSTED - i
TR U SUPPLY | S UREQUTS, ) {6 N
(DIRECT .57 (COSTEDR, - i e o SPENT) i
‘NRSING HRS) | “"REQUIS . i m it i o
L T R T e R 3000 14, 00 ] AR 00 17.00-
1.00 J00100|NEW CAP REL COSTS-BLDG & FIXT 1.00
2.00 |00200|NEW CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS DEPARTMENT 4.00
5.00 [00500| ADMINISTRATIVE & GENERAL 5.00
7.00 00700/ 0PERATION OF PLANT 7.00
8.00 00800] LAUNDRY & LINEN SERVICE 8.00
9.00 00900{ HOUSEKEEPING 9.00
10.00 (01000 DIETARY 10.00
11.00 |01100|CAFETERIA 11.00
13.00 |01300|NURSING ADMINISTRATION 782 13.00
14.00 |01400|CENTRAL SERVICES & SUPPLY 0 267,952 14.00
15.00 |01500| PHARMACY 0 0 100 15.00
16.00 |01600)MEDICAL RECORDS & LIBRARY 0 0 0 590 16.00
17.00 |01700|SOCIAL SERVICE 0 0 ¢! 0 162| 17.00
19.00 |01900|NONPHYSICIAN ANESTHETISTS 0 0 0 0 ] 19.00
INPATTENT: ROUTINE 'SERVICE -COST CENTERS ‘It il il win S S L
30.00 {03000/ADULTS & PEDIATRICS 462 0 0 123 127| 30.00
31.00 (03100 INTENSIVE CARE UNIT 121 0 0 19 23| 31.00
33.00 [03300[BURN INTENSIVE CARE UNIT 0 0 0 0| 33.00
43.00 |04300| NURSERY 10 0 0 6 0 43.00
ANCTLLARY SERVICE-/COSTH CENTERS i utihd v i U e e 5 SRS o
50.00 [05000| OPERATING ROOM 62 0 0 24 6| 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 2 41 52.00
53.00 |05300|ANESTHESIOLOGY 0 0 0 0 0| 53.00
54,00 {05400| RADIOLOGY~DIAGNOSTIC 0 0 8] 107 0| 54.00
60.00 [06000{ LABORATORY 0 0 o] 25 0| 60.00
65.00 |06500|RESPIRATORY THERAPY 0 0 8] 1 0| 65.00
66.00 |06600|PHYSICAL THERAPY 0 0 0 4 0| 66.00
67.00 |06700|OCCUPATIONAL THERAPY 0 0 0 1 0| 67.00
68.00 |06800[SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 3 0] 69.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 265,092 ol 0 0] 71.00
72.00 |07200| IMPL. DEV. CHARGED TO PATIENT 0 2,860 0 0 0| 72.00
73.00 (07300 DRUGS CHARGED TD PATIENTS 0 [t 100 4 0] 73.00
OUTPATIENT *SERVICE COST "CENTERS 1t i IR S N
91.00 (09100 EMERGENCY 127 0 0 82 21 91.00
9?2.00 |09200{OBSERVATION BERS (NON-DISTINCT PART) 92.00
SPECTIAL PURPOSE COSTCENTERS 7+ 7 R T T T T T T e e e e T
118.00 [SUBTOTALS (SUM OF LINES 1- 117y | 782 267,952] 109] 389] 162]118.00
NONREIMBURSABLE COST CENTERS o1 b bl e g o T L R T e e T LR
190.0019000{ GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0190.00
192.00(19200| PHYSICIANS' PRIVATE OFFICES 0 0 0 191 0[192.00
194.00{07950| FOUNDATION/ MOBS 0 0 0 0 01194._00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Canters 201.00
202.00 Cost to be allocated (per wkst. B, 1,106,968 441,094 1,382,396 450,241 245,593(202.00
Part I)
203.00 unit cost multiplier (wkst. B, Part I) 1,415.560102 1.646168| 13, 823.960000 763.120339 1,516.006173[203.00
204,00 Cost to be allocated (per wkst. B, 14,800 12,063 34,108 16,797 4,664(204.00
Part 1I)
205.00 Unit cost multiplier (Wkst. B, Part 18.925831 0.045019 341, 080000 28.469492 28.790123|205.00
I1)
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Health Financial Systems

GREENE COUNTY GENERAI HOSPTITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CON: 151317 |Period: worksheet 8-1
From 01/01/2013
To  12/31/2013 | Date/Time Prepared:
] ] . ] 6/2/2014 2:04 pm
< Cost Center Description oo - o NONPHYSECIAN P e o
PR S ANESTHETISTS -
{ASSIGNED
CUTIMEY :
GENERAL : SERVICE COST CENTERS . o DY
1.00 [00100|NEW CAP REL COSTS-BLDG & FIXT
2.00 |00200|NEW CAP REL COSTS-MVBLE EQUIP
4.00 |00400|EMPLOYEE BENEFITS DEPARTMENT
5.00 [00500{ADMINTSTRATIVE & GENERAL
7.00 |00700|OPERATION OF PLANT
8.00 008C0{LAUNDRY & LINEN SERVICE
%.00 [0090G0| HOUSEKEEPING
10.00 (01000 DIETARY
11.00 (01100 CAFETERIA
13.00 |01300| NURSTNG ADMINTISTRATION
14,00 01400 CENTRAL SERVICES & SUPPLY
15.00 |01500] PHARMACY
16.00¢ |01600MEDTICAL RECORDS & LIBRARY
17.00 j01700] SOCTAL SERVICE .
19,00 [01900|NONPHYSICIAN ANESTHETISTS 100 19.00
INPATIENT: ROUTINE: SERVICE :COST - CENTERS ~il:0s! ST
30.00 |03000/ADULTS & PEDIATRICS 30.00
31.00 J03100) INTENSIVE CARE UNIT 31.00
33.00 |03300|BURN INTENSIVE CARE UNIT 33.00
43,00 |04300| NURSERY 43.00
IANCILLARY - SERVICE COST CENTERS - 7% il
50.00 |05000]OPFRATING ROOM 0 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM Q 52.00
53.00 |05300| ANESTHESIOLOGY 100 53.00
54.00 |05400|RADTOLOGY-DIAGNOSTIC Q 54.00
60.00 |06000| LARORATORY 0 60.00
65.00 |06500|RESPTRATCRY THERAPY 0 65.00
66.00 |06600| PHYSICAL THERAPY 0 66.00
67.00 |06700| QCCUPATIONAL THERAPY 0 67.00
68.00 |06800{SPEECH PATHOLOGY 0 68.00
69.00 }06300| ELECTROCARDIOLOGY 0 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 71.00
72.00 [07200/IMPL. DEV. CHARGEDR TO PATIENT 0 72.00
73.00 [07300!DRUGS CHARGED TO PATIENTS 0 73.00
OUTPATIENT SERVICE COST . CENTERS il iions o e
91.00 |09100| EMERGENCY 0 91.00
92.0C 03200/ OBSERVATION BEDS {NON- DISTINCT PART) 92.00
SPECIAL “PURPOSE COST CENTERS - B R T S e A T R T T DT T B
118.00 | SUBTOTALS {SUM OF LINES = 117) ] 100] 118.00
NONREIMBURSABLE 'COST CENTERS 11 S e e T L g
190.00|19000; GIFT, FLOWER, COFFEE SHOP & CANTEEN o 190.00
192 _00|19200| PHYSICIANS' PRIVATE OFFTCES 0 192.00
194 .00{07950| FOUNDATION/ MOBS 0 194.00
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00 Cost to be alTocated {(per wkst. B, 381,721 202.00
Part I)
203,00 unit cost multiplier (wkst. B, Part I) 3, 817.210000 203,00
204,00 Cost to be allocated (per wkst. B, 1,471 204.00
Part II)
205.00 unit cost multiplier (wkst. B, Part 14.710000 205.00
IT)
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form (Ms-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 151317 |Periced: worksheet ¢

From 01/01/2013 | part I

To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Title XVITT Hospital Cost
(e B el e T e e e g o
o) Total ‘Cost - {Therapy Limit{ . Total Costs. [ iiRCE 00| Total.Costsif
S (fromowkst, B,y S pisallowance | oo
Part.T,:coli:f. B RE !
S DRI RS TR W11 Rt T 3 | 3.00 .. 4,00 e R 0 s
INPATIENT "ROUTINE SERVICE COST CENTERS.-iuin i ttn i fomed B0 vt D 5 B o T i e P )
30.00 |03000|ADULTS & PEDTATRICS 6,349,067 6,349,067 Q 0{ 30.00
31.00 |03100|INTENSTIVE CARF UNIT 1,754,364 1,754,364 0 0| 31.00
33.00 |03300|/BURN INTENSIVE CARE UNIT 0 0 0 0| 33.00
43.00 (04300} NURSERY 113,051 113,051 0 0] 43.00
ANCILLARY 'SERVICE -TOST CENTERS | -wiiis T f i sl e o Tt e i e P M D L ]
5G.00 |05000| OPERATING ROOM 1,394,816 1,394,816 o] 0} 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 188,241 188,241 0 O} 52.00
53.00 |05300|ANESTHESTOLOGY 649,441 649,441 0 G| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 2,834,859 2,834,859 0 0| 54.00
60.00 |06000| LABORATORY 3,467,769 3,467,769 6] 0} 60.00
65.00 |06500| RESPIRATORY THERAPY 886,392 0 886,392 o 0| 65.00
66.00 |G6600] PHYSTCAL THERAPY 628,591 0 628,591 G 0| 66.00
67.00 [06700|0CCUPATIONAL THERAPY 188,532 0 188,532 0 0| 67.00
68.00 |0680C|SPEECH PATHOLOGY 30,952 0 30,952 0 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 115,868 115,868 0 0| €9.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TC PATIENTS 752,010 752,010 0 0| 71.00
72.00 07200 IMPL. DEV. CHARGED TG PATIENT 8,113 8,113 0 0| 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 3,013,373 3,013,373 0 0| 73.00
OUTPATIENT-"SERVICE- COST - CENTERS /-0t i o 0 s e i B i o o S T T TR R I T8 ST
91.00 {09100} EMERGENCY 2,270,892 2,270,892 0 0 91.00
92.00 {09200/ OBSERVATION BEDS (NON-DISTINCT PART) 1,412,264 1,412,264 0| 92.00
200.00 subtotal (see instructions) 26,058,595 0 26,058,595 0 0(200.00
201.00 Less Observation Beds 1,412,264 1,412,264 0[20L.00
202.00 Total (see instructions) 24,646,331 0 24,646,331 0 0]202.00
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Health Fimancial Systems GREENE COUNTY GENERAL HOSPITAL Tn Lieu of Form ¢M5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 151317 |Period: worksheet C

From 01/01/2013 | Part I

To 12/31/2013 | bate/Time Prepared:
6/2/2014 2:04 pm

Title XVIII Hospital Cost
R BN wCharges ol DR TR e T TR T T

7 Cost -Center Description ~Inpatient:: | “Outpatient i Total:(colyi 6 Cost or Other| = TEFRA.:

N S : e RN TS SR o o113 e Lhtmatie 0t Inpatient

ERES e Een s e S s e S Retie i

B T i SR, 00 00 8,00 s e e 0, D

INPATIENT -ROUTINE SERVICE COST:CENTERS - TR R R B R
30.00 |03000|ADULTS & PEDIATRICS 3,285,465 3,285,465 30.00
31,00 |G3100|INTENSIVE CARE UNIT 1,061,395 1,061,395 31.00
33,00 [03300|BURN INTENSIVE CARE UNIT 0 0 33.00
43,00 {04300|NURSERY 162,400 162,400 43.00

ANCTLLARY - SERVICE :COST CENTERS .7 i L T T T e T T T e L RS
50.00 |05000{0OPERATING ROOM 686,563 2,130,890 2,817,453 0.495063 0.000000| 50.00
52.00 |05200/DELIVERY ROOM & LABOR ROGM 176,168 155,951 332,119 0.566788 0.000000| 52.00
53.00 {05300 ANESTHESICLOGY 247,862 515,159 763,021 0.851144 0.000000{ 53.00
54,00 [05400| RADIOLOGY~DIAGNOSTIC 1,261,151 13,452,062 14,713,213 0.192674 0.000000| 54.00
60.00 |06000| LABORATORY 1,715,437 10,920,173 12,635,610 0.274444 0.000000| 60.00
65.00 |06500| RESPIRATORY THERAPY 594,755 253,787 848,542 1.044606 0.000000| 65.00
66.00 [06600| PHYSICAL THERAPY 121,200 1,401,819 1,523,019 0.412727 0.000000} 66.00
67.00 (06700 OCCUPATIONAL THERAPY 38,612 293,026 331,638 0.568487 0.000000 67.00
68.00 [06800|5PEECH PATHOLOGY 32,742 29,066 61,808 0.500777 G.000000; 68.00
69.00 |06900| ELECTRCCARDIOLOGY 484,091 1,695,971 2,180,062 0.053149 0.000000] 6%.90
71.0C |07100{MEDICAL SUPPLTIES CHARGED TQ PATIENTS 1,302,602 932,867 2,235,469 0.336399 0.000000| 71.00
72.00 |07200[IMPL. PEV. CHARGED TO PATIENT 0 47,852 47,852 0.169544 0.000000] 72.00
73.00 {07300|DRUGS CHARGED TO PATIENTS 2,391, 866 5,658,308 8,050,174 0.374324 0.000000] 73.00

OUTPATIENT SERVIGE 'COSTICENTERS &t " ILLR s ulin i o R A s T T T AT T
91.00 |09100| EMERGENCY 217,274 4,790,653 5,007,927 0.453459 0.000000| 91,00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0 1,212,625 1,212,625 1.164634 0.000000| 92.00
200.900 Subtotal (see instructions) 13,772,583 43,490,209 57,269,792 200.00
201,00 Less Observation Beds 201.00
202,00 Total (see instructions) 13,772,583 43,490,209 57,269,792 2062.00

6/2/2014 2:04 pm X:\HFsdata\clients\Hospital\Greena\17500-13.mcrx

MCRIF3Z - 5.2.154.0 45 | page



Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM$-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 151317 |Period: worksheet ¢

Frem 01/00/2013 | Part I

Te  12/31/2013 | pate/Time Preparad:
6/2/2014 2:04 pm
Cost_

Title XVIIT Hospital

i Cost ‘Center Description-

IN#ATIENT ROUTINE SERVICE €OST CENTERS . LRI A R e L e ST i
30.00 |03000|ADULTS & PEDIATRICS 30.00

31.00 |03100] INTENSIVE CARE UNIT 31,00

33.00 J03300|BURN INTENSIVE CARE UNIT 33.00

43,00 [04300]NURSERY - 43,00

ANCILL.ARY- SERVICE E COST CENTERS-"' T T L g AR B . e RIEMNPD

50.00 (05000{ OPERATING ROOM G.000000 50.00 :
52.00 |05200(DELIVERY ROOM & LABOR ROOM 0.000000 52.00
53.00 [05300{ ANESTHESIOLOGY 0.0000G0 53.00 ;
54,00 J05400{RADIOLOGY-DIAGNOSTIC 0.000000 54,00
60.60 |06000] LABORATORY 0.000000 60.00 ;
65.00 |06500|RESPIRATORY THERAPY 0.000000 65.00 :
66.00 |06600| PHYSICAL THERAPY 0.000000 66.00 |
67.00 [06700|0CCUPATIONAL THERAPY 0.000000 67.00 k
68.00 [06B00|SPEECH PATHOLOGY 0.000000 68.00 i
69.00 |06900| ELECTROCARDIOLOGY 0.000000 69,00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATTENTS 0.000000 71.00 |
72.00 |07200{IMPL. DEV. CHARGED TO PATIENT 0.000000 72.00 i
73.00 |07300|DRUGS CHARGED TG PATIENTS 0 ;

000000] — 73.00

QUTPATIENT SERVICE COST CENTERS o i 0

~000000 ' — I TR

91.00 {09100} EMERGENCY 0

92.00 [09200|OBSERVATION BEDS (NON-DISTINCT PART) 0. 000000 92.00
200,00 subtotal {(see instructions) 200,00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 202.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Liey of Form CMS-2552-10
COMPUTATION OF RAFTIO OF COSTS TO CHARGES Provider CCN: 151317 |Period: worksheet C

From (G1/01/2013 | part I

To 12/31/2013 | Date/Time Prepared:
6/2/2014 2:04 pm

Title XIX _Hospital Cost
o Cost center:pescription: i oTotal costo i Therapy Limit] Total Costs CTURCEY Total:Costs
{(from Whkst. B, e iaddn ot R T
Spart 1, col
D Itk R U IR 00 FR00 ] 00 T 500 ;

INPATIENT ROUTINE SERVICE ‘COST CENTERS LR T s T BT S e T T T e e T e ST T
30.00 |D30C0/ADULTS & PEDIATRICS 6,349,067 6,349,067 0 6,349,067 30.00
31.00 [03100[ INTENSIVE CARE UNIT 1,754,364 1,754,364 0 1,754,364| 31.00
33.00 03300 BURN INTENSTVE CARE UNLT 0 0] 0 0] 33.00
43.00 (04300 NURSERY 113,051 113,051 0 113,051 43.00

ANCILLARY -SERVICE 'COST CENTERS - e O S S D T S I T TR T
50.00 [05000]OFPERATING ROOM 1,394,816 1,394,816 0 1,394,816 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 188,241, 188,241 0 188,241 52.00
53.00 |05300{ ANESTHESICLOGY 649, 441 . 649, 441 0 649,441} 53.00
54.00 |05400| RADIOLOGY-DTAGNOSTIC 2,834,859 2,834,859 0 2,834,859| 54.00
60.00 |06000|LABORATORY 3,467,769 3,467,769 0 3,467,769 60.00
65.0C |06500| RESPIRATORY THERAPY 886,392 0 886,392 0 886,392 | 65.00
66.00 |06600|PHYSICAL THERAPY 628,591 0 628,591 0 628,591 66.00
67.00 [06700;CCCUPATIONAL THERAPY 188,532 0 188,532 0 188,532| 67.00
68.00 06800} SPEECH PATHOLOGY 30,952 0 30,952 0 30,952| 68.00
69.00 [06900| ELECTROCARDIOLOGY 115,868 115, 868, 0 115,868 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATTENTS 752,010 752,010 0 752,010| 71.00
72.00 [07200{IMPL. DEV. CHARGED TO PATIENT 8,113 8,113 0 B,113| 72.00
73.00 (07300 PRUGS CHARGED TO PATIENTS 3,013,373 3,013,373 0 3,013,373| 73.00

OUTPATIENT “SERVICE "COST {CENTERS i Hiw e W s S m e e T R ST T B
91.00 |09100| EMERGENCY 2,270,892 2,270,892 0 2,270,892 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 1,412,264 1,412,264 1,412,264! 92.00
200.00 subtotal {see instructions) 26,058,595 0 26,058,595 0 26,058,595 |200.00
201.00 Less Observation Beds 1,412,264 1,412,264 1,412,264 \201.00
202.00 Total (see instructiocns) 24,646,331 0 24,646,331 0 24,646,331 (202,00
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Health Financial Systems GREFNE COUNTY GENERAL HOSPITAL In Ljeu of Form CMs-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 1531317 |Period: worksheet C

From 01/01/2013 | part 1

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Title XIX Hospital
. LCost Center. Description “Inpatient: il outpatient: [Total.i(col. 6 |Cost or Other
B R S g st Sl skieo TN i) DR Ratie
R S R e B 00 800 9.00 5

INPATIENT ROUTINE SERVICE COST CENTERS.: f- ' oot o i i s e o o i e R
30.00 |03000|ADULTS & PEDIATRICS 3,285,465 3,285,465 30.60
31.00 03100 INTENSIVE CARE UNIT 1,063,395 1,061,395 31.60
33.00 |03300|BURN INTENSIVE CARE UNIT 0 0 33.00
43.00 (04300 NURSERY 162,400 162,400 43.00

ANCILLARY (SERVICE "COST CENTERS (11t flu il 2 i i T T e o e i D i DR B e RTI
50.00 |05000|0PERATING ROOM 686,563 2,130,890 2,817,453 0.495063 0.000000| 50.00
52.00 05200|DELIVERY ROOM & LABOR ROOM 176,168 155,951 332,119 0.566788 0.000000] 52.00
53.00 |05300] ANESTHESIOLOGY 247,862 515,159 763,021 0.851144 0, 000000| 53.00
54.00 05400 RADIOLOGY-DIAGNOSTIC 1,261,151 13,452,062 14,713,213 0.192674 0.00000C] 54.00
60.0G 06000 LABORATORY 1,715,437 10,920,173 12,635,610 0.274444 0.000000| 60.00
65.0G |O6500|RESPIRATORY THERAPY 594,755 253,787 848,542 1.044606 0.000000| 65.00
66,00 {06600\ PHYSICAL THERAPY 121,200 1,401,819 1,523,019 0.412727 0.000000| 66.00
67.00 |06700|OCCUPATIONAL THERAPY 38,612 293,026 331,638 0_56GBA87 0.000000| &67.00
68.00 |COB00|SPEECH PATHOLOGY 32,742 29,066 61,808 0.500777 0.000000| 68.00
69.00 |06900| ELLECTROCARDIOLOGY 484,091 1,695,971 2,180,062 0.053149 0.000009Q| 6%.00
71.00 [07100|MEDECAL SUPPLIES CHARGED TO PATLENTS 1,302,602 932,867 2,235,469 0.336399 0.000000| 71.00
72,00 |07200| IMPL. DEV. CHARGED TG PATIENT 0 47,852 47,852 0.169544 0.000000| 72.00
73.00 [07300|DRUGS CHARGED TO PATLENTS 2,391, 866 658,308 8,050,174 0.374324 0.000000) 73.00

OUTPATIENT. SERVICE .COST . GENTERS - inn 1t g o o b e o e L o s 102 L L L o e o i L o
91.00 09100} EMERGENCY 217,274 4,790,653 5,007,927 0.453459 ¢.000000| 91.00
92,00 |09200/ OBSERVATION BEDS (NON-DISTINCT PART) 0 1,212,625 1,212,625 1.164634 0.000000] 92.00
200.00 subtotal {(see instructions) 13,779,583 43,490, 209 57,269,792 200,00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 13,779,583 43,490,209 57,269,792 202.00
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Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

In Lieu of Form CM5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 151317

period:
From CG1/0%1/2013
To 1273172013

worksheet C
part I

Date/Time Prepared:

6/2/2014 2:04 pm

Title XIX Hospital Cost
Cost -Center:Description: " PPS Inpatient Gl R R R
ST e o S R g T
L SR e 1 00 S
INPATIENT ROUTINE -SERVICE-COST. CENTERS - T L
30.00 |03000|ADULTS & PEDIATRICS 30.00
31.00 {03100] INTENSIVE CARE UNIT 31.00
33.00 j03300|BURN INTENSIVE CARE UNIT 33.00
43,00 |04300[NURSERY 43.00
ANCILLARY : SERVICE COST CENTERS o0 i L T
50.00 [05000| OPERATING RODM 0.000000 50.00
52.00 |05200{DELIVERY ROOM & LABOR ROOM 0.000000 52.00
53.00 |CG5300|ANESTHESIOLOGY 0.000000 53.00
54.00 |05400| RADIOLOGY~DIAGNOSTIC 0.000000 54._00
60.00 |06000| LABORATORY 0.000000 60.00
65.00 |[06500|RESPIRATORY THERAPY G. 000000 65.00
66.00 06600 PHYSICAL THERAPY C. 000000 66.00
67.00 |06700{0CCUPATIONAL THERAPY 0.0C0000 67.00
68.00 |06800|SPEECH PATHOLOGY 0.000000 68.00
69.00 (06900 ELECTROCARDIOLOGY 0.000000 69.00
71.00 107100IMEDICAL SUPPLIES (HARGED TO PATIENTS 0.000000 71.00
72.00 |072C0]IMPL. DEV. CHARGED TO PATIENT 0.000000 72.00
73.00 |07300;DRUGS CHARGED TO PATIENTS 0.000000 73.00
OUTPATIENT SERVICE "COST ‘CENTERS T s
91.00 |09100| EMERGENCY 0.600000 91.00
92.00 |09200|0OBSERVATICN BEDS {NON-DISTINCT PART) 0.000000 92.00
200.00 subtotal (see instructions} 200.00
201..00 Less Observation geds 201.00
202.00 Total (see instructions) 202.00
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Healtk Financial Systems GREENFE COUNTY GENERAL HOSPITAL In_Lieu of Form CMS-2557-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CoN: 151317 |Period: worksheet D

Frem 01/01/2013 | Part IT

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

] Title XVIIT ____Hospital Cost
~iCostCenter pescription »onnii Do v ] o capital i Total Charges [Ratio -of - Cost [ Inpatient. | Capital costs |, .
i s L E Cost |(Trom Wkst. ¢, " to:Charges::] " Program’ S eoTumn 3ok
Part X, col.:l(col. 1 sicol.) " charges . column.4) | <
By T L Y R E B, ER I
IANCILLARY  SERVICE COST. CENTERS " TR e T T T T Ty T T R R At R e
50.00 (05000 GPERATTING ROOM 75,895 2,817,453 0.026937 239,316 6,446| 50.00
52.00 [05200{DELIVERY ROOM & LABOR ROOM 32,050 332,119 0.096502 0 0| 52.00
53.00 |05300| ANESTHESTOLOGY 1,492 763,021, 0.0031955 76,775 150] 53.00
54,00 |05400| RADIOLOGY -DIAGNOSTIC 244,566 14,713,213 0.016622 875,332 14,550| 54.00
6G. 00 06000 LABORATORY 51,063 12,635,610 0.00404% 1,209,454 4,887] 60.00
65.00 |C6500| RESPIRATORY THERAPY 13,629 848,542 0.016062 327,104 5,254} 65.00
56.00 |D6600) PHYSICAL THERAPY 16,390 1,523,019 0.010762 66,743 718| 66.00
67.00 |D6700| OCCUPATIONAL THERAPY 10,509 331,638 0.031688 20,004 634| 67.00
68.00 [06800|SPEECH PATHOLOGY 3,113 61,808 0.050366 25,347 1,277 68.00
69.00 |06900] ELECTROCARDIOLOGY 7,275 2,180,062 0.003337 457,566 1,527] 69.00
71.00 |07100[MEDICAL SUPPLIES CHARGED TO PATIENTS 13,151, 2,235,469 0.005883 86,993 512| 71.00
72.00 |07200{IMPL. DEV. CHARGED TO PATIENT 47,852 0.002967 0 0| 72.00 ;
73.00 |07300[DRUGS CHARGED TO PATIENTS 8,056,174 0.0605031] 2,148,477 10,809 73.00 .
91.00 |09100| EMERGENCY 5,007,927 0.012032 6,588 72| 91..00
92.00 |09200(OBSERVATION BEDS {NON-DISTINCT PART) 1,212,625 G.000000 0 0 92.00
200.00 Total (lines 50-199) 570,027 52,760,532 5,539,699 46, 843|2006.00
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Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

In Lieu of Form ¢Ms-2552-10

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider

CCN: 151317

Period:
From 01/01/2013

worksheet D
Part IV

To 12/31/2013 | pate/Time Prepared:

6/2/2014 2:04 pm

o i o Title XVIII Hospital Cost

L wCosT, Center Description s “oiNon Physician Nursing:Scliool{allied -seéalthi . A1l other -] - Total Cost

T R TR s | sAnesthetist i ] : v Medical i (sumoficg T 1

i Cost _ =l Education Cost] through 'col.

s R R T B P G

R i 3 2,000 3,00 L0000 T U5 00
ANCILLARY SERVICE' COST'CENTERS cL L R e s e e T R T T H FR Y

50.00 {05000} OPERATING ROOM 0 ) 0 4] 0l 50.00
52.00 |05200{DELIVERY ROOM & LABOR ROOM 9 0 0 0 0| 52.00
53.00 (05300| ANESTHESTOLOGY 381,721 0 0 0 381,721) 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
60.900 |06000] LABORATORY 0 4] 0 0 Gl 60.00
65.00 |06500| RESPTRATORY THERAPY 0 0 0 0 0| 65.00
66.00 [06600| PHYSICAL THERAPY 0 0 0 0 0} 66.00
67.00 [06700|0CCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 {06900 ELECTROCARDIOLOGY 0 0 0 0 0| 69,00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
72.00 |07200{ IMPL. DEV. CHARGED TO PATIENT 0 0 0 0 0| 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 9| 73.00

QUTPATIENT ' SERVICE COST :CENTERS ©: Shps ke T
91.00 [09100| EMERGENCY 0 0 0 0 0] 91.00
92.00 09200 ORSERVATION BREDS (NON-DISTINCT PART) 0 0 0 0 0] 92.00
200.00 Total (lines 50-199) 381,721 0 0 0 381,721{200.00
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Health Financial Systems GREENE _COUNTY GENERAL HOSPITAL In Lieu of Form {MS-2552-10

APPORTIONMENT OF INPATTENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS frovider CCN: 151317 |Period: Worksheet D
THROUGH COSTS From 01/01/2013 | Part I1v

To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

] - Title XVIIT Hospital Cost
LhLCostCenterDescription [l 2iTotals vy Total ChargasiRatio of .Cost | Outpatisent .| -Inpatient - .
e R CDutpatient: |[(from wkst. C,| ~to.Charges “|Ratio of Cost | ' Program:-.
.Cost (sum of: Iyvicel: |(coTi 5 rol | ite; Charges <[ charges
€0]52 23 and | : R ERNAEESy wileols i wocol. ] o
R ) BLE Sl SRRy ] e
RO RN R T . R 800 o ie00 i 10,00
ANCILLARY SERVICE COST CENTERS - - S L S IR T s B L T
50.00 {05000|0OPERATING ROOM 0 2,817,453 0.000000 0.000000 239,316 50.00
52.00 {05200|DELIVERY ROOM & LAROR ROCM 0 332,119 0.000000 0.000000 0| 52.00
53.00 |05300|ANESTHESIOLOGY 0 763,021 0.500276 0.000000 76,775] 53.00
54.00 |D5400|RADIOLOGY-DIAGNOSTIC 0 14,713,213 0.000000 0. 000000 875,332 54.00
60.00 |06000| LABRORATORY 0 12,635,610 0.000000 G. 000009 1,209,454, 60.00
65.00 |06500{RESPIRATORY THERAPY 0 848,542 0.000000 0. 000009 327,104 65.00
6G.00 |06600| PHYSICAL THERAPY 0 1,523,019 (.000000 0.000000 66,743 66.00
67.00 06700} OCCUPATIONAL THERAPY G 331,638 0. 000000 0. 000000 20,0047 §7.00
68,00 |068C0|[SPEECH PATHOLOGY 0 61,808 0. 000000 0.000000 25,347 | 68.00
69.00 |06900 ELECTROCARDIOLOGY 0 2,180,062 0.000000 0.000000 457,560 69.00
71.00 107100/ MEDICAL SUPPLIFS CHARGED TO PATIENTS 0 2,235,469 0.000000 0.000000 86,9931 71.00
72.00 07200/ IMPL. DEV. CHARGFD TO PATTENT 0 47,852 0.000000 0.000000 0| 72.00
73.00 [07300 DRUGS CHARGED TO PATIENTS 0 8,050,174 0. 000000, 0. 600000 2,148,477 73.00
OUTPATIENT SERVICE COST CENTERS . i iioini i T R T T e T TR
91,00 |09100| EMERGENCY a 5,007,927 0.000000 0.000000 6,588] 91.00
92.0C 09200/ OBSERVATION BEDS (NOM-DISTINCT PART) 0 1,212,625 0.000000 0. 000000 G} 92.00
200.00 Total (lines 50-199) 0 52,760,532 5,539,699|200.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CCN: 151317 |Period: worksheet D ‘
THROUGH COSTS From 01/01/2013 | Part IV 1
To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

I Title XVIII Hospital | Cost
HENCostCeter Description ol Inpatient.l 1 ioutpacient | PSAAd] . Non i iPSA adj ] o
S RRERA A i e program UProgram ool Physfeian i Nursing ‘School|
Pass~Through- CSiitpassnThrough | Anesthetist |5
Costs (el 8 Lo costs (ool 9 ces
X 10)y (RN T G oo} P . R It S N L T SR P
el et I T s ST 100 B3, 00 ST R 20500 e 220
[ANCILLARY SERVICE-COST -CENTERS ST T R e e e T T T
50.00 |05000) OPERATING ROOM 0 0 0 0 0 50.00
52.00 |05200|DEI.IVERY ROOM & LABOR ROOM 0 0 0 0 0 52.00
53.00 [05300| ANESTHESLOLOGY 38,409 0 0 0 0| 53.00
54.00 [05400| RADTOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
60.00 |O6000| LABORATORY 0 0 0 0 0| 60.00
65.00 [06500|RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 06600 PHYSICAL THERAPY 0 0 0 8] 0} 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 8] 0f 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 G 0 0| 68.00
69.00 |069060) ELECTROCARDIOLOGY 0 0 0 ¢! 0| 69.00
71.00 jO7100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 [ 0 [ 0| 71.00
72.00 |07200/IMPL.. DEV. CHARGED TO PATIENT 0 ¢} 0 0 0| 72.00
73.00 |07300 DRUGS CHARGED TO PATLENTS 0 4] Q 0 0] 73.00
91.00 |09100| EMERGENCY 0 0 0 0 0| 91.00
92.00 {09200; CBSERVATION BEDS (NON~DISTINCT PART) 0 0 0 0 C| 92.00
200.00 Total (lines 50-199) 38,409 0 0 0 0|z0C.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Ljeu of Form CMS5-2552-10
APPORTIONMENT OF INPATTENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 151317 |Period: worksheet D

THROUGH COSTS Erom 0L/01/2013 | Part Iv

To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

_ _ Title XviIr Hospital Cost
.- Cost Center Description 0 s PsAAdd oL PSA AT L CATT s S
KR ORI “1a¥lied #éalth)other Medical | il
B e s Edication” Costd
L DRI T e R TR 2 '.2_4'00.'5". -
ANCTILLARY. SERVICE COST .CENTERS S e T
50.00 |05000|OPERATING ROOM 0 0 50.00
52,00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 52.00
53.0G0 JO5300; ANESTHESIOLOGY 0 o 53.00
54.00 [05400[RADIOLOGY-DIAGNGSTIC 0 0 54,00
60,00 |06000[1. ABORATORY 0 0 60.00
65.00 |06500| RESPIRATORY THERAPY 0 0 65.00
66,00 |06600| PHYSICAL THERAPY 0 8] 66,00
67.00 |06700| 0OCCUPATIONAL THERAPY 0 8] 67.00
68.00 |06800|SPEECH PATHOLOGY 0 8] 68,00
69.00 06900 ELECTROCARDIOLOGY ] G 69.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 71.00
72.00 [07200{IMPL. DEV. CHARGED TO PATIENT ¢ 0 72.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 0 73.00
OUTPATIENT |SERVICE -COST CENTERS = R
91.0C |09100| EMERGENCY 4] 0 91.¢0
92.00 |09200|0BSERVATION BEDS (NON-DISTINCT PART) 0 0 92.00
200.00 Total (lines 50-199) 0 0 200.00
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Health Financial Systems GREENE COUNTY_GENERAL HOSPITAL In Lieu of Form cM3-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 151317 |Period: worksheet D
From 01/01/2013 [ Part v

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Title XvIIT Hospital | Cost
I I R R A ] LA R Lt Charigas e e i Costs
t Center Dascription Cost-to ChargelPPs ‘Refmbursed i Cost w7 f oh Cestii -] PP Services L
S e “[-Ratio From |services -(see . Reimbursed: | ‘Reimbursed *|.{sea insti)
| worksheet i,y i dnst) o o services L Services iNoti[n 1:
Part I, col.9 [subject 7o i | Subject To =
R L N {ped. & coins./|péed. & Coins,
SNt T : 1 Cseednsty) | (see dnst, Yo i RE
G ) R Hhe 1 R RN R R R RN s R e
[ANCILLARY SERVICE €OST. CENTERS - PR T T T R T T T T e T
50.00 |05000i OPERATING ROOM 0.495063 0 1,019,589 0 0| 50.00
52.00 |05200|DELEVERY ROOM & LABOR ROCM 0.566788 0 0 a] 0| 52.00
53.00 |05300| ANESTHESTOLOGY 0.851144 0 126,251 8] Q] 53.00
54,00 [05400; RADICLOGY-DIAGNOSTIC 0.192674 0 5,226,624 8] 0| 54.00
60.00 |06000| LARCRATORY 0.274444 0 5,316,893 0 0| 60.00
65.00 |06500{ RESPIRATORY THERAPY 1.044606 0 75,943 [ 0| 65.00
66.00 |06600| PHYSICAL THERAPY 0.412727 0 565,257 o 0] 66.00
67.00 |0G700|0CCUPATIONAL THERAPY 0.568487 G 92,937 [ 0| 67.00
68.00 |06800|SPEECH PATHOLOGY 0.500777 0 11,213 0 0| 68.00
59.00 |06900| ELECTROCARDIOLOGY 0.053149 0 900,170 0 0| 69.00
71.00 |G710CG|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.336399 0 355,359 0 0| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENT 0.169544 0 40,470 0 0| 72.00
73.00 [07300jPDRUGS CHARGED TO PATIENTS 0.374324 0 2,631,358 467 0] 73.00
OUTPATIENT  SERVICE- COST CENTERS W~y LTI s ARt
91.00 |09100[ EMERGENCY 0.453459 0 1,689,532 0 0] 91.00
92,00 |09200|0BSERVATION BEDS (NON-DISTINCT PART) 1.164634 0 385,650 0 0] 92.00
200.00 Subtotal (see instructions) 0 18,431,246 467 0200.00
201.00 Less PBP Clinic Lab. Services-Program 0 0 201.00
only Charges
202.00 Met Charges (line 200 +/- Tine 201) 0 13,431,246 467 0|202.00
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Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

In Lieu of Form €M5-2552-10

APPORTIONMENT CF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

Provider CCN: 151317

Period:
From 01/01/2013
To  12/31/2013

worksheet b

part v

pate/Time Prepared:
6/2/2014 2:04 pm

Title XVITT

Hospital

Cost

S e LRl Costs . :
costiCenter Description VCOSE i RGeS
IR IR ST E RS Tty “Reimbursed, ;i Reimbirsed |-
doroservicesi ol Services Not!
1 subject o, i “Subject To.
Dad. & Coins.ibed. & Coins ]
Tl (Seeinst) Tl (saeiinst, =
Sl R e 1 00 Dol e a0 T
IANCILLARY SERVICE . COST CENTERS . e e e e
50.00 |05000{0PERATING ROOM 504,76% ¢ 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 52.00
53.00 |05300|ANESTHESIOLOGY 107,458 G 53.00
54.00 |05400| RADIOLOGY-DTAGNOSTIC 1,007,035 G 54.00
60.00 |06000| LABORATORY 1,457,543 ¢ £60.00
65.00 |06500|RESPIRATORY THERAPY 79,331 0 65.00
66.00 |06600| PHYSICAL THERAPY 233,297 0 66.00
67.00 |06700|0CCUPATIONAL THERAPY 52,833 0 67.00
68.00 06800|SPEECH PATHOLOGY 5,615 0 68.00
69.00 [06900| ELECTROCARDIOLOGY 47,843 0 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TQ PATIENTS 119,542 0 71.00
72.00 {07200|IMPL. DEV. CHARGED TO PATIENT 6,861 0 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 984,980 175 73.00
OUTPATIENT 'SERVICE COST ‘CENTERS -0 .* AT L
91.00C (09100 EMERGENCY 766,133 0 9L.00
92.00 |09200|0BSERVATION BEDS (NON-DISTINCT PART) 449,141 0 | 82.00
200.00 subtotal (see instructichns) 5,822,373 175 200.00
201.00 Less PBP Clinic Lab. Services-Program 0 201.00
only charges
202.00 Net charges (line 200 +/- Tine 201) 5,822,373 175 202,00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL in tieu of Form €ms-2552-10 ‘
APPORTICNMENT OF MEDICAL, OTRER HEALTH SERVICES AND VACCINE COST Provider CCN: 151317 |Period: worksheet D

From 01/01/2013 | part v
Component CCN: 152317 | To 12/31/2013 | pate/Time Prepared: ‘
6/2/2014 2:04 pm i

Title XVIII Swing Beds - SNE Cost
S I GRS ] L '---Char'ges S BRR SUtosts o e
“Cost. ‘Center Description - ‘lcost to. ChargelPPSs Reimbursed . '..:Cost T COST “PPSServices .
I NI AT E |Ratio From | Services {see ' Reimbursed. ;i (see insti) |
| worksheet: | G| Erbervices ] services Noth R Tey
CPart Tiocell o9k Sl subject To T isubjeet o -
s e, Aped. & Coins, |ped. & Coins.
RS S : {see dnst;)-| (see inst.y -
e SUTETQ0 i 200 s Rt 3000 S A4, 00
ANCILLARY SERVICE COST CENTERS . - - A B T R T T L e T
50.00 |05000|OPERATING ROOM 0.485063 0 0 0 0| 50.00
52.00 |05200]DELIVERY ROOM & LABOR ROOM 0.566788 0 0 0 0| 52.00
53.00 |05300| ANESTHESIOLOGY 0.851144 8] 0 0 0| 53.00
54.00 {05400| RADIOLOGY~DIAGNOSTIC 0.1972674 ¢! 0 0 0t 54.00
60.00 |06000( LABORATORY G.274444 G 0 0 0 60.00
65.00 |06500|RESPIRATCRY THERAPY 1.044606 G 0 0 Q] 65.00
66.00 |06600| PHYSICAL THERAPY 0.412727 0 0 0 0| 66.00
67.00 |06700|0CCUPATIONAL THERAPY 0.568487 0 0 0 0] 67.00
68.00 06800/ SPEECH PATHOLOGY 0.500777 0 0 0 0| 68.00
69.00 |06900| ELECTROCARDICLOGY 0.053149 0 Q 0 0] 69.00
71.00 |[07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.336399 0 0 0 0| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENT 0.169544 0 0 0 0| 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0.374324 0 0 0 0] 73.00
(OUTPATIENT :SERVICE 'COST. CENTERS .- =" G e e :
91.00 |09100| EMERGENCY 0.453459 0 0 0 0| 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 1.164634 0 0 0 0] 92.00
200.00 subtotal (see instructions) 0 0 0 0(200.00
201.00 Less PBP Clinic Lab. services-Program ¢l 0 201.00
only charges
202.00 Net Charges (line 200 +/- Jine 201) 0 [ 0 0i202.00
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Health Financial Systems

GREENE COUNTY GENERAL HOSPTTAL

In Eieu of Form €Ms-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

Provider CCN: 151317
Component CCN:15z317

Period:
From 01/01/2013
To  12/31/2013

worksheet D

Part v

pate/Time Prepared:
6/2/2014 2:04 pm

Title XVIIT

{ost

Swing Beds - SNF

R RN R RS Costs
. Cost Center Description . Cost. ;
B AR S St et ‘Reimbursed 1 Réimbursed.
Liservices -Sepvices ot
S 'subject To -l sSubjectiTo)
- {ped. & Coins, {ped. & Coins.:
(see’ipst;) | ~(see inst.)
: T } A AR e Q0 ] 00
ANCILLARY. 'SERVICE. COST- CENTERS R e S A I
50.00 J05000[0OPERATING ROOM 0 0 50.00
52.00 j05200|BELIVERY ROOM & LABOR ROOM 0 Q 52.00
53.00 (05300 ANESTHESIOLOGY 0 0 53.00
54,00 (05400 RADIOLOGY-DIAGNOSTIC 0 Q 54,00
60,00 |66000| LABORATORY o 0 60,00
65,00 {06500 RESPIRATORY THERAPY 0 0 65.00
66.00 |06600| PHYSICAL THERAPY G 0 66.00
67.00 |06700| OCCUPATIONAL THERAPY G 0 67.00
68.00 {06800 SPEECH PATHOLOGY 0 0 68.00
69,00 |06900| ELECTROCARDICLOGY 1] 0 69,00
71.00 [07100|MEDICAL SUPPLIES CHARGED TG PATIENTS 0 0 71.00
72.00 |[07200;IMPL. DEV. CHARGED TO PATIENT 0 0 72.00
73.00 |07300;DRUGS CHARGED TO PATIENTS 0 0 73.00
OUTPATIENT: SERVICE COST CENTERS & | P mi
91.00 |09100| EMERGENCY 4] 0 91.00
92.00 |09200|OBSERVATION BEDS ¢NON-DISTINCT PART) 0 0 92.00
200.00 subtotal (see instructicns) 0 0 200.00
201.00 Ltess PBP Clinic tab. Services-Program 0 201.00
only Charges
202.00 Net Charges (line 200 +/- Tine 201) 0 0 202.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM5-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 151317 | Period: worksheet p-1

From 03/01/2013
To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Title XvIIT Hospital Cost
Cost Center Descr‘iptmn TN L T e R T T s T
PART T.~ ALL PROVIDER COMPONENTS
INPATIENT DAYS s RS I S T T R e T T R
1.00 |Inpatient days (mdudmg prwate room days and swing- bed clays excluding newborn} 3,920 1.00
2.00 |Inpatient days (incTuding prwate room days, excluding swing-bed and newborn days) 3,737 2.00
3.00 |Private room days (excluding swing- bed and observation bed days). If you have only private rcom days, 0] 3.00
do not comp'lete this Tine.
4.00 |Semi-private room days (excluding swing-bed and observation bed days) 2,871 4.00
5.00 [Total swing-bed SNF type inpatient days (including private room days) through pecember 31 of the cost 154| 5.00
reperting period
6.00 Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0| 6.00
reporting period (if calendar year, enter 0 on this line)
7.00 |Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost 291 7.00
reporting period
8.00 |Total swing-bed NF type inpatient days (including private room days) after pecember 31 of the cost 0| 8.00
reporting period (if calendar year, enter 0 on this Tine)
9.00 |Total inpatient days including private rcom days applicable to the pProgram {excluding swing-bed and 1,290 92.00
newborn days)
10.00 [swing-bed SNF type inpatient days applicable to title XVITI only (including private room days) 154| 10.00
through pecember 31 of the cost reporting period (see instructions)
11.00 |swing-bed SNF type inpatient days applicable to titTe XVIII only (including private room days) after 0| 11.00
pecember 31 of the cost reporting period (if calendar year, enter O on this line)
12.00 |swing-bed NF type inpatient days applicable to titles v or XiX only (including private room days) 0| 12,00
through pecember 31 of the coest reporting period
13.00 |swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days) 0} 13.00
after December 31 of the cost reporting period (if calendar year, enter D on this line)
14.00 {Medically necessary private room days applticable to the Program (excluding swing-bed days) 0| 14.00
15.00 [Total nursery days (titTe v or XIX only) 0] 15.00
16.00 |Nursery days (title Vv or XIX ozﬂy) 0} 16.00
SWING BED ADJUSTMENT : : T T TR T T T T
17.00 (Medicare rate for swing- bed SNF services app'hcab'le to services thruugh December 31 of the cost 17.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after bDecember 31 of the cost 18.00
reporting period
19.00 |Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 126.36| 19.00
reporting period
20.00 Medicaid rate for swing-bed NF services applicable to services after pecember 31 of the cost 0.00| 20.00
reporting pericd
21.00 [Total general +inpatient routine service cost {see instructions) 6,349,067 21.00
22.00 |swing-bed cost applicable to SNF type services through pecember 31 of the cost reporting period (line 0| 22.00
5 x Tine 17)
23.00 |swing-bed cost appTicable to SNF type services after December 31 of the cost reporting period (line 6 0| 23.00
X Tine 18)
24.00 |swing-bed cost applicable to NF type services through bDecember 31 of the cost reporting period (Tine 3,664| 24.00
7 x Tine 19
25.00 |swing-bed cost applicable te NF type services after pecember 31 of the cost reporting period (line 8 0] 25.00
x Tine 20)
26.00 [Total swing-bed cost (see instructions) 254,806] 26.00
27.00 |General inpatient routine service cost net of smng bed cost (11ne 21 m1nus hne 26) 6, 094 261] 27.00
PRIVATE ROOM ‘DIFFERENTIAL:ADJUSTMENT .- i : e T N
28.00 |General inpatient routine service charges (exc'ludmg sw1ng bed and observat-uon bed charges) 0 28.00
29.00 |Private room charges (excluding swing-bed charges) 0| 29.00
30.00 {semi-private reom charges (excluding swing-bed charges) 0{ 30.00
31.0CG |General inpatient routine service cost/charge ratio (line 27 + 1ine 28) 0.000000( 31.00
32.06 |Average private room per diem charge (Tine 29 : Tine 3) 0.00| 32.00
33.00 Average semi-private rcom per diem charge (Tine 30 + line 4) 0.00} 33.00
34.00 (Average per diem private room charge differential (Fine 32 minus Tine 33) (see instructions) 0.00} 34.00
35.00 |Average per diem private room cost differential (line 34 x Tine 31) 0.00f 35.00
36.00 |Private room cost differential adjustment (Tine 3 x line 35) 0| 36.00
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (line 6,094,261 37.00
27 minus 1ine 36)
PARTTT: - HOSPITAL "AND SUBPROVIDERS ONLY . iio il i ine iy
PROGRAM “INPATIENT: OPERATING ‘COST BEFORE PASS THRDUGH COST ADJUSTMENTS R : FER SR
38.00 |adjusted general inpatient routine service cost per diem (see instructions) 1,630.79] 38.00
39.00 Program general inpatient routine service cost (Jline 2 x Tine 38) 3,245,272| 39.00
46.00 |Medically necessary private room cost applicable to the Program {line 14 x Tine 35) G| 40.60
41.00 |Total Program general inpatient routine service cost (line 39 + Fine 40) 3,245,272| 41.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 151317 |Period: worksheet D-1

From 01/01/2013
To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

| Title xvIIT Hospital Cost
Cost Center Description 5w sTota) i Totalhi i JAverage | Per | Program pays. Program ‘Cost.
n S T 'Inpat1ent CostInpatiEnt'DaysD1em Ceol, L x| i TRl 30 coT
- R 5'co1 22y o S Py
SRR R T L 1 ao - i 2,00 e i3I0 s e 00 ] R 00 L
42.00 |NURSERY (title V & XIX only) 0 0 0.00 G 0] 42.00
Intensive Care Typéilnpatient Hospital ‘Unitg 7o 0 7 oo i i e T T e T I T T
43.00 |INTENSIVE CARE UNTT 1,754,364 4562 3,797.32 374 1,420,198] 43.00
44 .00 [CORONARY CARE UNIT 44.00
45,00 |BURN INTENSIVE CARE UNTT 0 0 0.00 0 0| 45.00
46.00 |SURGICAL INTENSIVE CARE UNTT 46.00
47,00 |OTHER SPECIAL CARE (SPECTFY) 47.00
ik 051: Center DESCT"lPT.'lOﬂ - T T ANEIASAb s T LT PRAEUDERSSEONO IESENR R R e
5 : : Sy ST T ; __;-__1'00 | R
48.00 Program 1npat1ent anc111ary service cost (wkst D- 3, co1 3, Tine 200} 1,938, 508 48.00
45.00 |Total Program inpatient costs (sum of 11nes 41 through 48)(see 1nstruct1on5) 6,603,978 49.00
PASS “THROUGH COST ‘ADJUSTMENTS = T T R R L
50.00 |Pass through costs applicable to Program 1npat1ent routine services (from wkst G, sum of Parts I and 0| 50.00
III)
51.00 |Pass through costs applicable to Program 1npat1ent ancillary services (from wkst. D, sum of Parts II 0| 51.00
and TV)
52,00 |Total Program excludable cost (sum of Tines 50 and 51) 0| 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0| 53.00
medical education costs (Tine 49 m1nus Tine 52)
TARGET "AMOUNT-AND L{IMIT COMPUTATION LI T e T e L L T T S TR T H T T e
54.00 |Program discharges 0| 54.06
55.00 |[Target amount per discharge 0.00| 55.00
56.00 [Target amount {line 54 x line 55) 0| 56.00
57.00 [pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53) 0| 57.00
58.00 |Bonus payment (see ‘instructions) 0| 58.00
59.00 |Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00| 5%2.00
market basket
60.0C |Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.00( 60.00
61.00 |If line 53/54 1is less than the lower of Tines 55, 59 or 60 enter the lesser of 50% of the amount by 0] 61.00
which operating cests (line 53) are less than expected costs (lines 54 x 60), or 1% of the target
amount (1ine 56), otherwise enter zero (see finstructions)
62.00 |Relief payment (see instructions) 01 62.00
63.00 |Allowable Inpatient cost p1us incentive payment (see 1nstruct1ons) 0f 63.00
PROGRAM. TNPATIENT - RGUTINE ‘SWING BED (COST = 3 R R e D S R e
64,00 |Medicare swing-bed SNF inpatient routine costs through December 31 of the cost report1ng per1od (See 251,142| 64.00
instructions) (title XVIIT only)

65.00 |Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting pericd (See 0| 65.00
instructions) (title XVELIL only)

66.00 |[Total Medicare swing-bed SNF inpatient routine costs (Jine 64 plus Tine 65} (title XVIII only). For 251,142 66.00
CaH (see instructions)

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

68.00 |Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0! 68.00
(1ine 13 x line 20)

69.0C |Total title V or XIX swing-bed NF inpatient routine costs (line 67 + line 68) 0} 69.00
PART -TIT -~ SKILLED -NURSING -FACILITY,  OTHER 'NURSING -FACILITY, AND TCE/MR ONLY - ool iar oo il e e e,

70.00 |skilTed nursing facility/other nursing facility/ICF/MR routine service cost (line 37) 70.00

71.00 |adjusted general inpatient routine service cost per diem (line 70 + line 2) 71.00

72.00 |pPregram routine service cost (line 9 x Tine 71) 72.00

73.00 |Medically necessary private room cost applicable te Program (line 14 x line 35) 73.00

74.00 |Total Pregram general inpatient routine service costs (line 72 + 1ine 73) 74.00

75.00 |capital-related cost allocated to inpatient routine service costs {from Worksheet B, Part II, column 75.00
26, 1ine 45)

76.00 |Per diem capital-related costs (line 75 + Tine 2) 76.00

77.00 [Program capital-related costs (Tine 9 x Tine 76) 77.00

78.00 |Inpatient routine service cost {tine 74 minus Tine 77} 78.00

79.00 jaggregate charges to beneficiaries for excess costs (from provider records) 79.00

80.00 |Total Program routine service costs for comparisoh to the cost limitation (Tine 78 minus Tline 79) 80.00

81.00 |Inpatient reutine service cost per diem Timitation 81.00

82.00 |rnpatient routine service cost Tlimitatien (line 9 x line 81) 82.00

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

84.00 jProgram inpatient ancillary services (see instructiocns) 84.00

85.00 |utilization review - physician compensation (see instructions) 85.0C

86.00 |Total Program inpatient operating costs {sum of lines 83 through 85) 86.00
PART: IV = COMPUTATION :OF S0BSERVATION ‘BED PASS THROUGH (COST 5 i i o i i e T e e

87.00 |Total observation bed days (see instructions) 8661 87.00

88.00 |Adjusted general inpatient routine cost per diem (line 27 + Tine 2) 1,630.79( 88.00

89.00 |observation bed cost (1ine 87 x Tine 88) {see instructions) 1,412,264| 89.00
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Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

in Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 151317

Period:
From 01/01/2013
To 12/31/2013

worksheet D-1

Date/Time Prepared:
6/2/2014 2:04 pm

Title XVIYI

__Hospital

Cost

-Cost-Center Description -

ICoST

ClRoutine:Cost-|-icolumn 150
ACFrom Tine :27)

[ cotumm 2

.:ji'_'-_TQta-l_; =

;| Observation

ed. Costi(From
ﬁf1in§;89)i'

i Bed-.pass.

) (seei

instructions) |

-Through Cost '}
(oolin3 x col i

Observarion: |7

- :;.3 ;IQO

90.00
91.00
92.00
93.00

COMPUTATION OF OBSERVATION BED PASS THROUGH

€OST

400

i 5-.0_0:"-"':"_-=-'

Capital-related cost
Nursing School cost

Allied health cost

AlT other Medical Education

0
0
0
0

0 0. 000000 0
0 0. 000000 0
0 0.600000 0
0 0.000000 0

o oo ol

90.00
91.00
92.G0
93.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In tiey of Form CMsS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Frovider CCN: 151317 |Period: worksheet D-1

from 01/01/2013
To  12/31/2013 | bate/Time Prepared:
6/2/2014 2:04 pm

Titie XIX Hospital Cost
COSt Center‘ Descmpmon Ehe DI A L e e e AR PR I
S ST T00

PART T sUALL PROVIDER COMPONENTS S
INPATIENT DAYS . : - - : P o TR T T T

1.00 |Inpatient days ('mc]uch ng prwate room days and swi ng bed days, exc1ud1 ng newborn) 3,920 1.00

2.00 |Tnpatient days (including private room days, excTuding swing-bed and newborn days) 3,737t 2.00

3.00 |Private room days (excluding swing-bed and observation bed days). If you have only private room days, o 3.00
do not cemplete this Tine.

4.00 |semi-private room days (excluding swing-bed and observation bed days) 2,871 4.00

5.00 |Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost i54| 5.00
reporting period

6,00 |Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0] 6.00
reporting period (if calendar year, enter 0 on this line)

7.00 |Total swing-bed NF type inpatient days {including private room days) through December 31 of the cost 29 7.00
reporting period

8.00 [Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost 0| 8&.00
reporting period (if calendar year, enter 0 on this line)

9.00 |Total inpatient days including private room days applicable to the Program (excluding swing-bed and 46| 9.00
newborn days)

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

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

12.00 [swing-bed NF type inpatient days applicable to titles v or XIX only (including private rcom days) 0f 12.00
through December 31 of the cost reporting peried

13.00 |swing-bed NF type inpatient days applicable to titles Vv or XIX only (including private room days} 01 13,00
after pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

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

15.00 {Total nursery days (title v or XIX only) 140| 15.00

16.00 |Nursery days (title v or XIX oniy) 0| 16.00
SWING BED.ADJUSTMENT:: i L T L P e e L T T R L T T

17.00 |Medicare rate for swing- bed SNF services apphcabTe to services thr‘ough December 31 of the cost 17.00
reporting peried

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

19,00 {Medicaid rate for swing-bed NF services applicable to services through pecember 31 of the cost 0.00] 19.00
reporting period

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

21.00 |Total general inpatient rcutine service cost (see instructions) 6,349,067 21.00

22.0¢ |swing-bed cost appiicable to SNF type services through December 31 of the cost reporting period (line 0] 22.00

) 5 x Tine 17)

23.00 |swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6 0] 23.00
x Tine 18)

24.00 |swing-bed cost applicahle to NF type services through December 31 of the cost reporting period (line 0| 24.00
7 x 1ine 19)

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

26,00 |Total swing-bed cost (see instructions) 251,286( 26.00
27.00 |General inpatient routine service cost net of sw1ng bed cost ('|1ne 21 m1nus hne 26) 6,097,781] 27.00
PRIVATE “ROOM :DIFFERENTIALADIUSTMENT R R AR A ek s T T T
28.00 |General inpatient routine service charges (exc1ud1 ng Swi ng bed and observa.tmn bed charges) 0| 28.00
29.00 |private room charges (excluding swing-bed charges) 0! 29.00
30.00 |semi-private room charges {excluding swing-bed chargas) 0: 30.00
31.00 |General inpatient routine service cost/charge ratio (line 27 = 1ine 28) 0.000000| 31.00
32.00 |Average private room per diem charge (Tine 29 + 1ine 3) 0.00] 32.00
33.00 |Average semi-private room per diem charge (line 30 + line 4) 0.00] 33.00
34.00 |Average per diem private room charge differential (line 32 minus Tine 33)(see instructions) 0.00] 34.00
35.00 |Average per diem private room cost differential (line 34 x Tine 31) 0.00{ 35.00
36.00 |Private room cost differential adjustment (1ine 3 x line 35) 0} 36.00
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (Fine 6,097,781| 37.00

27 minus Tline 36)

PART.TX - :HOSPITAL “AND : SLIBPROVIDERS “ONLY I T

PROGRAM INPATIENT OPERATING ‘COST: BEFORE PASS THROUGH COST ADJUSTMENTS O R ¥
38.0CG |Adjusted general inpatient routine service cost per diem (see instructions} 1,631.73| 38.00
33.00 |Program gerneral inpatient routine service cost {line % x line 38) 75,060] 39.00
40.00 [Medically necessary private room cost appticable to the Program (1ine 14 x Tine 35) 0 40.00
41.00 |[Total Program general inpatient routine service cost (Tine 39 + Tine 40) 75,060 41.00
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Health Financjal Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CM5-2552-10
COMPUTATTON OF INPATIENT OPERATING COST Provider CCN: 151317 |Period: worksheet D-1

From 01/01/2013
To  12/31/2013 | bate/Time Prepared:
6/2/2014 2:04 pm

- - T1t1e XIX Hospital Cost
L Cost Center bescription “fotal - Totaliils Avarage Per 'Progra ‘Days:| Program. Cost:
L Al [ ._Inpat1ent CostInpat1ent DaysD1em oo L T (co1 3.%: coT
IR el ) : i S
ST R L e B s B AL 00 R 00 TR 00 ] 00 ] ST 00
42.060 {NURSERY {(title v & XIX only) 113 051 140 807.51 0 0
Intensive Care Type Inpatient Hospital-Units -+ o e S e T T T R AR A R
43.00 |INTENSIVE CARE UNIT 1, 754 364 462 3,797.32 13 49,365} 43.00
44.00 [CORONARY CARE UNIT 44 .00
45.00 [BURN INTENSIVE CARE UNIT 0 0 0.00 0 0| 45.00
46.00 |SURGICAL INTENSIVE CARE UNIT 46.00

47.00 |OTHER SPECIAL CARE (SPECTFY) S S . i i 47.00

16

=48.00 Program inpatient ancillary service cost (Wksf. 6.3“ col. 3; Tine ZCD) . ' T ' 282,458 48.00
49.00 |Total Pregram inpatient costs (sum of 11nes 41 through 48)(see 1n5truct1nns) 406,883 49.00
PASS THROUGH ‘COST. ADHISTMENTS - e T e T R T
50.00 |pPass through costs applicable to Program 1npat1ent routine services (from wkst. D, sum of Parts I and 0| 50.00

TTT)
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 0| 51.00
and Iv)
52.00 |Total pProgram excludable cost (sum of Tines 50 and 51) 0! 52.00
53.00 |Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0| 53.00

medical education costs (line 49 minus 11ne 52)
TARGET AMOUNT- AND- LIMIT COMPUTATION .- TR T e L T T T
54.00 iProgram discharges 0| 54.00

55.00 [Target amount per discharge 0.00| 55.00
56.00 [Target amount (line 54 x Tine 5%) 0| 56.00
57.00 [pifference between adjusted inpatient operating cost and target amount (Tine 56 minus Tine 53) 0| 57.00
58.00 |Bonus payment (see instructions) O 58.00
59.00 |Lesser of Tlines 53/54 or 55 from the cost reporting peried ending 1996, updated and compounded by the 0.00| 52.00
market basket
60.00 |Lesser of 1ines 53/54 or 55 from prior year cost report, updated by the market basket 0.00i 60.00
61.00 [If Tine 53/54 is less than the Tower of lines 55, 59 or 60 enter the lesser of 50% of the amount by 0| 61.00

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

62.00 |relief payment {see instructions) 0] 62.00 ;
53.00 |Allowable Inpatient cost plus jncentive payment (see 1nstruct1ons) 0} 63.00
PROGRAM INPATIENT -ROUTINE. ‘SWING ‘BED COST™: D - B A O IR B T I R
64.00 |Medicare swing-bed SNF inpatient routine costs through December 31 oF the Cost report1ng per1od (See 0| 64,00

instructions) (title XVIII only)
65.00 |Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0| 65.00
instructions) (title XVIII only)} %
66.00 |Total Medicare swing-bed SNF inpatient routine costs (line 64 plus Vine 65)(title XVIII only). For 0| 66.00 :
CAH (see instructions)
67.00 Title v or XIX swing-bed NF inpatient routine costs through December 31 of the cest reporting period 0] 67.00
(line 12 x Tine 19)
68.00 |Title v or XX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0| 68.00
(Tine 13 x Tine 20)
69.00 |Total title Vv or XIX swing-bed NF inpatient routine costs {line 67 + line 68) ] 0! 69.00
PART “EXL ~-'SKELLED :NURSING 'FACLLITY OTHER NURSING FACILITY, AND ICF/MR ONLY: FULI I e A
70.00 ;skilled nursing facility/otker nursing facility/ICF/MR routine service cost (1ine 37) 70.G0
71.00 [adjusted general inpatient rcutine service cost per diem (Tine 70 + line 2) 71.00
72.00 |Program routine service cost (line 9 x Tine 71) 72.00
73.00 |Medically necessary private room cost applicable to Program (line 14 x Tine 35) 73.00
74.00 |Total Program general inpatient routine service costs (line 72 + 1ine 73) 74.00
75.00 |capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column 75.00
26, Tline 45)
76.00 |per diem capitai-related costs (line 75 =+ Tine 2) 76.00
77.00 |Program capital-related costs (line 9 x Tine 76) 77.00
78.00 jInpatient routine service cost (line 74 minus line 77) 78.00
79.00 |aggregate charges to beneficiaries for excess costs (from provider records) 79.00
80.00 |Total Program routine service costs for comparison to the cost Timitation (Tine 78 minus Jine 79) 80.00
81.00 |Inpatient reoutine service cost per diem Timitation 81.00
82.00 |Inpatient routine service cost limitation {line 9 x Tine 81) 82.00
83.00 |Reasonable +inpatient routine service costs (see instructions) 83.00
84.00 |Program inpatient ancillary services (see instructions) 84.00
85.00 |utilization review - physician compensation (see instructions) 85.00
86.00 |Total Program inpatient operating costs (sum of lines B83 through 85) 86.00
PART IV "= COMPUTATION. OF :OBSERVATION BED:'PASS -THROUGH -COST - L T L L T T
87.00 iTotal observation bed days (see instructions) 866] 87.00
88.00 |Adjusted general inpatient routine cost per diem (line 27 + line 2) 1,631.73! 88.00
89.00 [observation bed cost (1ine 87 x 1ine B8} (see <instructions) 1,413,078] 89.00

6/2/2014 2:04 pm X:\HFsdata\clients\Hospital\Greena\17500-13.mcrx

MCRIF32 - 5.2.154.0 63 | Page



Health Financial Systems

GREENE COUNTY GENERAL HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST

pProvider CCN: 151317

Period:
From G1/01/2013
To 12/31/2013

worksheet D-1

Date/Time Prepared:
6/2/2014 2:04 pm

- [CProm Tine 27)

Socolumn 2,00

Through Cost

|Ceol. 3 x col. |

A {ges i
ns

] _ i Title XIX N Cost ]
r.Cost: 'Center Description- =" 1gest . Routine Cost | cotumn s “Dbservation:[
DR SEhE L 3 omed Pass i

COMPUTATION.GF_ OBESERVATION BED PASS THROUGH COST - ~i°

2,00

Erictions)

. 3.00

0
0
0
0

0.000000

9G.00 [Capital-related cost 0 o 0] 90.00
91.00 |Mursing School cost 0 0. 000000 0 0| 91.00
92.00 |Allied health cost 0 0.000000 0 0| 92.00
93.00 A1l other Medical Education ¢! 0.000000 0 Q) 93.00
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Health Financial Systems GREFNE COUNTY GENERAL HOSPITAL In tieu of Form CM5-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 151317 |Period: worksheet D-3

From 01/01/2013
To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

- Titie XVITT Hospital Cost
1 COsST Center:Description coici U iRatio of Cost| i Inpatient ] oXInpatient v
S R e “To charges | " Program’ - | Program Costs i
Coiiirinan ] Dicharges (col, 1ix-colsd

L T e T T T S L0022, 00 TR 00

INPATIENT: ROUTINE SERVICE COST CENTERS = - i it : T T SRR R
30.00 |03CCO[ADULTS & PEDIATRICS 2,320,107 30.00
31.00 03100} INTENSIVE CARE UNIT 722,915 31.00
33.00 j03300/BURN INTENSIVE CARE UNIT 0 33.00
43.00 {04300 NURSERY _ _ 43.00

ANCILLARY (SERVICE "COST CENTERS © 1 /i 0 i et P et 0 s 0 T e o e B T 2 T
50.00 |05000| OPERATING ROOM 0.495063 239,316 118,476| 50.6G0
52.00 |05200|DELIVERY ROOM & LLABOR ROOM 0.566788 0 0| 52.00
53.00 |G5300| ANESTHESIOLOGY 0. 851144 76,775 65,347| 53.00
54.00 |05400 RADTOLOGY-DIAGNOSTEC (.192674 875,332 168,654| 54.00
60.00 |06000{ LABORATORY 0.274444 1,209,454 331,927| 60.00
65.00 |06500i RESPTRATORY THERAPY 1.044606 327,104 341,695| 65.00
66.00 |[06600| PHYSICAL THERAPY 0.412727 66,743 27,547 | 66.00
67.00 |[06700|0CCUPATIONAL THERAPY {.568487 20,004 11,372| 67.00
68.00 |0O6B00|SPEECH PATHOLOGY 0.500777 25,347 12,693 68.00
©9.00 06900 ELECTROCARDIOLOGY 0.053149 457,506 24,318 69.00
71.00 {07100|{MEDICAL SUPPLIES CHARGED TO PATIENTS 0.336399 86,993 29,264( 71.00
72.00 (07200{IMPL. DEV. CHARGED TO PATIENT 0.169544 [¢] 0| 72.00
73.00 |07300/DRUGS CHARGED TD PATIENTS 0.374324 2,148,477 804,227| 73.00

CUTPATIENT ‘SERVICE:COST CENTERS 077+ T R R R
91.00 (09100| EMERGENCY 0.453459 6,588 2,9871 91.00
92.00 [09200|OBSERVATION BEDS (NON-DISTINCT PART) 1.164634 0 0] 92.00
200.00 Total (sum of Tines 50-94 and 96-98) 5,539,699 1,938,508200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges {1line 61) ] 201.00
202.00 Net charges (1ine 200 minus Jine 201) 5,539,699 202.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In_Lieu of Form CMs-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 351317 |Period: worksheet D-3

From 01/01/2013
Component CCN:15z317 [To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Title XVIIT swing Beds - SNF Cost
i Cost Center -DesCriprion i oo Ratie ‘of Cost] ~EInpatient: | Inpatjent ]~
e T IR N 7 ..To-Charges | -::Program | Pipgram . Costs: |-

Sl charges. e [Ceol 1 X TenTs

INPATIENT- ROUTINE SERVICE COST CENTERS = = 0 RS i R T R T E R R
30.00 [03000;ADULTS & PEDIATRICS 2,796 30.00
31.00 (03100 INTENSIVE CARE UNIT 8] 31.00
33.00 (03300 BURN INTENSIVE CARE UNIT 0 33.00
43.00 |04300|NURSERY i 43.00
50.00 |O5000|0PERATING ROOM 0.495063 0 0] 50.00
52.00 |05200/DELIVERY ROOM & LABOR ROOM (.566788 0 G| 52.00
53.00 |05300] ANESTHESIOLOGY 0.851144 0 0| 53.00
54,00 |05400(RADIOLOGY-DIAGNOSTIC 0192674 8,661 1,669| 54.00
60.00 [06000|LABORATORY 0.274444 13,636 5,389| 60.00
65.00 |06500{RESPIRATORY THERAPY 1.044606 12,640 13,204| 65.00
66.00 |06600| PHYSICAL THERAPY 0.412727 27,835 11,488| 66.00
67.00 J06700|0CCUPATIONAL THERAPY 0.568487 11, 826 6,723| 67.00
68.00 |06800|5PEECH PATHOLOGY 0.500777 874 438 68.00
69.00 {06900| ELECTROCARDIOLOGY 0.053149 5,145 273] 69.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.336399 26,534 8,926| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENT 0.169544 0 0| 72.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0.374324 59, 600 22,310( 73.00

OUTPATIENT. SERVICE ‘COST CENTERS - T T T R R TR
91.00 |0910C|EMERGENCY 0.453459 0 0 91.00
92,00 |09200|0OBSERVATION BEDS {(NON-DISTINCT PART) 1.164634 0 0} 92.00
200.00 Total (sum of 1ines 50-94 and 96-98) 172,751 70,420(200.00
201.00 Less PBP CTihic Laboratory Services-Program only charges (line 61) 0 201.00
202.00 Net Charges (line 200 minus Tine 201) 172,751 202.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form ¢ms-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 151317 |Period: worksheet D-3

From 01,/01/2013
70 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Title XIX Hospital i Cost
. Cost.Center Description 2o [Ratio of ‘Cost] - “Inpatient. . |.:Inpatient - [-5
T T i To charges | i o Brogram oo | Program’ costs |
ST U charges ©of(eal. 1 X ol |

R R R T 100 L 2.00 TR T

INPATIENT ROUTINE SERVICE ‘COST CENTERS %' . R I T T T R T T T
30.00 |03000|ADULTS & PEDIATRICS 326,415 30.00
31.00 j03100| INTENSIVE CARE UNIT 29,025 31.00
33.00 |03300|BURN INTENSIVE CARE UNIT 0 33.00
43.00 |04300|NURSERY 89,320 43.00

ANCILLARY “SERVICE ‘COST: CENTERS T e R e T T T e
50.00 |05000|OPERATING ROOM 0,495063 120,985 59,895 50.00
52.00 [05200|DELIVERY ROOM & LABOR ROOM 0.566788 41,546 23,548 52.00
53.00 |05300| ANESTHESIOLOGY 0.851144 2,975 2,532| 53.¢00
54.00 05400 RADIOLOGY-DIAGNOSTIC 0.192674 103, 307 19,905} 54.C0
€0.00 |06000| LARCRATORY 0.274444 145, 440 39,915 60.00
65.00 |OB5C0|RESPIRATORY THERAFY 1.G44606 32,457 33,905 65.00
66.00 |066G0|PHYSICAL THERAPY 0.412727 1,578 651| 66.00
67.00 |06700]0CCUPATIONAL THERAPY 0.568487 350 199| 67.00
68.00 |06800] SPEECH PATHOLOGY 0.500777 504 252| 68.00
69.00 106900| ELECTROCARDICLOGY 0.053149 10,356 550 69.00
71.00 |07100!MEDICAL SUPPLIES CHARGED TO PATLIENTS 0.336399 58,459 19,666 71.00
72.00 107200/ IMPL. DEV. CHARGED TO PATIENT (.169544 0 0§ 72.00
73.00 |07300;DRUGS CHARGED TO PATIENTS 0.374324 183,789 68,797 73.00

OUTPATEENT - SERVICE :COST CENTERS i 107 T e B e R T e T T
91.00 |09100] EMERGENCY 0.453459 27,881 12,643] 91.00
92.00 |09200{OBSERVATION BEDS {NON-DISTINCT PART) 1.164634 0 0} 92.00
200.00 Total (sum of Tines 50-94 and 96-98) 729,627 282,458(200.00
201.00 Less PBP Clinic Laboratory services-Pragram only charges (line 61) 0 201.00
202.00 Net Charges (Tine 200 minus line 201) 729,627 202.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPYTAL In Lieu of Form cMs-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 151317 |Period: worksheet E

From 01/01/2013 | Part B

To  12/31/2013 | Date/Time Prepared:
6/2/2014 2:04 pm

_ Title Xvirr Hospital ] cast
L e Ty R e e i 100
PART B+ MEDICAL AND OTHER HEALTH :SERVICES R i . R
1.00 |medical and other services {see instructions) 5 822 548 1.00
2.00 |Medical and other services reimbursed under oPPS (see instructions) 0| 2.00
3.60 {PPS payments 0 3.00
4.00 |outlier payment (see instructions) 0, 4.00
5.00 [Enter the hospital specific payment te cost ratio {see instructions) 0.000| 5.0
6.00 |Line 2 times line 5 . G| 6.00
7.00 [sum of T1ine 3 plus Tline 4 divided by Tine 6 0.00| 7.00
8.00 (Transitional corridor payment (see instructions) 0| 8.00
9.00 |ancillary service other pass through costs from worksheet D, Part Iv, column 13, line 200 0| 9.00
10.00 torgan acquisiticns 0| 10.00
11.00 |Total cost (sum of lines 1 and 10) (see 1nstruct1ons) 5,822,548] 11.00
COMPUTATION OF - LESSER- “OF: COST oa CHARGES SR R I T T I T ST L T T
rReasonable charges = B S
12.00 |anciTllary service charges 0| 22.00
13.00 |organ acquisition charges (from Worksheet D-4, Part IIT, line 69, col. 4) 0| 13.00
14.00 |Tota] reasonable charges (sum of 11nes 12 and 13) 0| 14.00
Customary ‘charges * g o R TIEy R 5 R
15.00 |Aggregate amount actua11y co]Tected from pat1ents T1ab1e for payment for services on a charge bas1s 0] 15.00
16.00 |Amounts that would have been realized from patients 1iable for payment for services on a chargebasis 0| 16.00
had such payment been made in accerdance with 42 CFR 413.13(e)
17.00 (ratio of Tine 15 to Tline 16 (not to exceed 1.000000) 0.000000) 17.00
18.00 |Tota? customary charges (see instructions) 0| 18.00
15.00 |Excess of customary charges over reasonable cost (complete only if line 18 exceeds tine 11) (see 0} 19.00
instructions)
20.00 |Excess of reasonablle cost over customary charges (complete only if Tine 11 exceeds line 18) (see 0 20.00
instructions)
21.00 |Lesser of cost or charges (line 11 minus line 20) {for ¢aAH see instructions) 5,880,773 21.00
22.00 |Interns and residents (see instructions) G| 22.00 g
23.00 |Cost of teaching physicians {see instructions, 42 CFR 415.160 and €MS Pub. 15-1, section 2148) 0| 23.00
24.00 |Total prospective payment (sum of lines 3, 4, 8 and 9) Q| 24.00
COMPUTATION | OF ‘RETIMBURSEMENT -SETTLEMENT ©o oo e S TR R T s R T T e T T R T
25.00 [peductibles and coinsurance (for CAH, see 1n5truct1ons) 33,709 25.00
26.00 |peductibles and Coinsurance relating to amount on line 24 (for CAM, see instructions) 2,639,826( 26.00
27.00 |subtotal {(lines Z1 and 24 - the sum of lines 25 and 26) plus the sum of lines 22 and 23} (for caH, 3,207,238| 27.00
see instructicns)
28.00 |Direct graduate medical education payments (from Worksheet E-4, Tine 503 0| 28.00
29.00 [ESRD direct medical educaticn costs (from worksheet £-4, Tine 36) 0| 29.00
30.00 |subtotal (sum of Tines 27 through 29) 3,207,238 30.00
31.00 |Primary payer payments 1,886| 31.00
32.00 |Subtotal (¥ine 30 minus Tine 31) 3,205,352] 32.00
ALLOWABLE 'BAD DEBTS (EXCLUDE :BAD DEBTS "FOR PROFESSIONAL 'SERVICES) .- D R T TR R S PR R T
33.00 |Composite rate ESRD {from Worksheet I-5, Tine 11) 0| 33.00
34.00 |Allowable bad debts (see dinstructions) . 652,273] 34.00
35.00 |Adjusted reimbursable bad debts (see instructions} 574,000( 35.00
36.00 |aAllowable bad debts for dual eligible beneficiaries (see instructions) 467,622] 36.00
37.00 |subtotal (see instructicns) 3,779,352 37.00
38.00 |MSP-LCC reconciliation amount from PS&R 0] 38.00
39.00 ’ Gf 39.00
39.98 |Partial or full credits received from manufacturers for replaced devices {see instructions) 0| 39.98
39.99 |RECOVERY OF ACCELERATED DEPRECTATION 0| 39.99
40.00 :subtotal {see instructions) 3,779,352| 40.00
40.01 |sequestration adjustment (see instructicns) 57,068| 406.01
41.C0 |Interim payments 3,660,122] 41.00
42.00 [Tentative settlement (for contractors use only) 0t 42.00
43.00 |salance due provider/program (see instructions) 62,162 43,00
44.00 |Protested amounts (nona110wab1e cost report 1tems) 1n accordance w1th CMS Pub 15 II section 115 2 167,573 | 44,00 :
ITQ "BE COMPLETED “BY ‘CONTRACTOR. o : S G SR SR : B RIS '
90.00 joriginal outlier amount {see 1nstruct1ons)
91.00 [outlier reconciliation adjustment amount (see instructions)
92.00 The rate used to calculate the Time value of Money
93.00 |Time value of Money (see tinstructions)
94.00 |Total (sum of lines 91 and 93)

IWORKSHEET OVERRIDE VALUES - : S e R e T R R R
112.00[override of Ancillary service charges (]1ne 12) ! 0f1iz.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CMS-2552-10
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED pProvider CCN: 151317 |Period: worksheet E-1

From 01/01/2013 | part I

Te  12/31/2013 | bate/Time Prepared:
6/2/2014 2:04 pm
Title XVIII Hosp1ta1 Cost

Inpat1ent Part A ‘_ : Part B : :

mm{dd/yyyy Amuunt - mm/dd/yyyy sAMoUnt
: K ST s e s R : BRI 100 I on. 300 T 400 . Eaiwat
1.00 |Total interim payments paid to provider 6,847,996 3,660,122 1.00
2.00 |Interim payments payable on individual bills, either 0 0| 2.00

submitted or to be submitted to the contracter for
services rendered in the cost reperting peried. If none,
write "NONE™ or enter a zero

3.00 (List separately each retroactive Jump sum adjustment 3.00
amount based onh subsequent revision of the interim rate
for the cost reporting per"iod. Also show date of each
payment. If none, wr1te "NONE" or enter a zero. (1)
Program to Pm\nder‘ e T T L T T e T R T EE RPN
.01 [ADJUSTMENTS TC PROVIDER 07/11/2013 269,500

3 o 3.01
3.02 0 0| 3.02
3.03 0 0| 3.03
3.04 0 0| 3.04
3.05 0 9] 3.05

Provider “£o Program: i+ «v

3.50 |ADJUSTMENTS TO PROGRAM 0 0| 3.50
3.51 0 0] 3.51
3.52 0 0] 3.52
3.53 0 0] 3.53
3.54 0 0| 3.54
3.99 |subtotal {sum of lines 3.01-3.49 minus sum of lines 269,900 0 3.99
3.50-3.98)
4.00 |Total interim payments (sum of lines 1, 2, and 3.99) 7,117,896 3,660,122| 4.00
(transfer to wkst. E or wkst. £-3, line and cojumn as
appropriate}
TO :BE “COMPLETED "BY CONTRACTOR - e T T : . e R SRR
5.00 |tist separate1y each tentative sett'lement payment after 5.00

desk review. Also show date of each payment. IF none,
write "NONE" or enter a zero. (2_I.) N
Program To Provider: il i it i e i e

5.01 [TENTATIVE TO PROVIDER 0 G| 5.01

5.02 0 G| 5.02

5.03 Q 0] 5.03
Provider.to iProgram i

5.50 |TENTATIVE TO PROGRAM 0 0| 5.50

5.51 0 0] 5.51

5.52 0 0| 5.52

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

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

6.01 |SETTLEMENT TO PROVIDER 0 62,162 6.01

6.02 |SETTLEMENT TO PROGRAM 899,253 0] 6.02

7

.00 |7otal Medicare program liabjlity (see instructions) 6,218,643 3,722,284 7.00
N T N e D e PR Bt R by Contractor '_"-'_NPR_--'I._'J_ate 5
‘Number ©- —(Mo/Day/Yr)
410005 L2000 R

§.00 jName of Contractor
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Health Financial Systems GREENE COUNTY GENFRAL HOSPITAL In Lieu of Form cMs-2552-10
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED Provider CCN: 151317 |Period: worksheet E-1

From 01/01/2013 | Part I

Component CCN:15Z317 |Te  12/31/2013 | Date/Time Prepared:
6/2/2014 2:04 pm
Title XvIr: Swing Beds - SNF Cost ]

B Iripatient_Par't- BT Part 8
mm/dd/yyyy i Amount - mm/dd/yyyy Amount ;.-
LA D e B T e e i A500- ] Sh2.00 S| 3,00 L 4.60. o
1.00 |Total interim payments paid to provider 337,799 0| 1.00
2.00 {Interim payments payable on individual bills, either 0 0| 2.00
submitted or to be submitted to the contractor ¥or
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |List separately each retroactive Tump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" or_enter a zerg. (1
Program to Provider: S : i R R
3.01  |ADJUSTMENTS TO PROVIDER 0 0 3.01
3.02 0 0] 3.02
3.03 ] 0] 3.03
3.04 0 0| 3.04
3.05 0 0] 3.05
Provider to:-Program - e
3.50 |ADJUSTMENTS TO PROGRAM 0 0| 3.5
3.51 0 0] 3.51
3.52 0 o[ 3.52
3.53 0 ol 3.53
3.54 0 Gl 3.54
3.99 |subtotal (sum of Tlines 3.01-3.49 minus sum of lines G ol 3.99
3.50-3.98)
4,00 |Total interim payments (sum of Tlines 1, 2, and 3.99) 337,799 0| 4.90
(transfer to wkst. E or wkst. E-3, line and column as
appropriata)
70 BE: COMPLETED “BY, CONTRACTOR - st SRR Pl - L LT
5.00 |List separate1y each tentative sett1ement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE" or enter a zero. (@)
Program to ‘Provider "ot TR R T e T LR R
5.01 |TENTATIVE TO PROVIDER 0 0] 5.01
5.02 0 0] 5.02
5.03 0 0] 5.03
Provider:to Program i
5.50 |TENTATIVE TO PROGRAM 0 0] 5.5C
5.51 0 ol 5.51
5.52 0 ol 5.52
5.99 |subtotal (sum of lines 5.01-5.49 minus sum of lines ¢ 0| 5.99
5.50-5.98)
6.00 |petermined net settTement amount (balance due) based on 6.00
the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER
6.02 SETTLEMENT TO PROGRAM
7. Total Medicare program 1iability (see instructions) -
L Er il R T s T s uZ'CONtractor i TNPR: Pate -
| Number: (Mo/Day/Xr)
LR el - L ST o S e e FERPRUEE 27100 SR QO st S
8.00 [Name of Contractor 8.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form £MS-2552-10
CALCULATION OF RETMBURSEMENT SETTLEMENT FOR HIT Provider CCN: 151317 |Period: worksheet E-1

From 01/01/2013 | part II

To  12/331/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Title XVITT Hospital Cost
w R S S : ; : P00 e

TO BE COMPLETED BY CONTRACTOR FOR ‘NON -STANDARD COST REPORTS fif Lo

HEALTH INFORMATION TECHNOLOGY DATA COLLECTION AND CALCULATION : i T L R T
1.00 |Total hospital discharges as defined in AARA §4102 from wkst 5-3, Part I co1umn 15 11ne 14 1,032 1.00
2.00 |Medicare days from wkst -3, Part T, column 6 sum of Tines 1, §-12 2,364 2.00
3.00 ([Medicare HMO days from wkst S-3, Part I, column 6. Tine 2 0| 3.00
4.00 |Total inpatient days from 5-3, Part T column & sum of lines 1, 8-12 3,333] 4.00
5.0¢ |Total hospital charges from wkst €, part I, <olumn 8 line 200 57,269,792 5.00
6.0C |Total hospital charity care charges from Wkst $-10, column 3 1ine 20 2,068,428 6.00
7.00 |caH only - The reasonable cost incurred for the purchase of certified HIT technelogy Worksheet s-2, 211,750 7.00

part T tine 168
8.00 |calculaticn of the HIT incentive payment (see instructions) 198,156| 8.00
9.00 |sequestration adjustment amount (see jnstructions) 3,963 9.00
10.00 {Calculation of the HIT incentive payment after sequestrat1on (see 1nstruct1ons) 194,193] 10.00C

INPATIENT HOSPITAL SERVICES UNDER PP& & CAH - . R S R
30.00 [Initial/interim HIT payment adjustment {sece 1nstruct1ons) ]
31.00 [other adjustment (specify) 0
32.00 |Balance due provider (1i 8 (or Tine 10) minus Tine 30 and Tine 31) (see instructions) 194, 193

ICONTRACTOR OVERRIDES ==
108.00|override of HIT payment
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CMS-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT - SWING BEDS Provider CCN: 151317 |Period: worksheet E-2

From 01/01/2013
Component CCN: 152317 [To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Title XvIIT swing Beds -~ SNF Cost
D ST _part A -'l hopart B -
1 0{) ] - I
COMPUTATION OF NET COST OF COVERED SERVICES S o S ST
1.00 |Inpatient routine services - swing bed-SNF (see 1nstruct10ns) 253 G653 Q| 1.00
2.60 [Inpatient routine services - swing bed-NF (see instructions) 2.00
3.00 |(ancillary services (from wkst. D-3, column 3, Tine 200G for Part A, and sum of wkst. D, 71,124 0| 3.00
Part v, columns 6 and 7, line 202 for Part B) (For CAH, see instructions)
4.00 |Per diem cost for interns and residents not imn approved teaching program (see 0.00| 4.00
instructions)
5.00 |Program days 154 0l 5.00
6.00 |Tnterns and residents not in approved teaching program (see instructions) 0f 6.00
7.00 |utilization review - physician compensation - SNF optional method only 0 7.00
8.00 |[Subtotal (sum of lines 1 through 3 plus Tlines 6 and 7) 324,777 0l 8§.00
9.00 |[primary payer payments (see ihstructions) 0 0 9.00
10.00 |subtotal (line & minus 1ine 93 324,777, 0 10.00
11.0C jpeductibles hilled to program patients (exclude amounts applicable to physician 0 0| 11.¢0
professional services)
12.00 |subtotal (Tine 10 minus line 11) 324,777 0 12.00
13.00 |Coinsurance billed to program patients (from provider records) (exclude coinsurance 2,516 0| 13.00
for physician professional services)
14.00 |80% of Part B costs (line 12 x 80%) | 14.00
15.00 |subtotal {enter the Jesser of Tine 12 minus Tine 13, or lina 14) 322,261 0} 15.00
16.00 0 0| 16.00
17.00 [ATlowable bad debts (see instructions) 0 Q| 17.00
17.01 |Adjusted reimbursable bad debts (see instructions) 0 Q| 17.01
18.00 |Allowable bad debts for dual eligible beneficiaries (see instructions) 0 0| 18.00
1%9.00 |Total (see instructions) 322,261 0| 19.00
1%.01 |Sequestration adjustment (see instructions) 4,866 0| 19.01
20.00 |Interim payments 337,799 0] 20.00
21.00 |Tentative settlement {for contractor use only) o] 0| 21.00 :
22.00 |Balance due provider/program 1ine 19 minus lines 19.01, 20 and 21 -20,404 0| 22.00 '
23.00 |Protested amounts (nonallowable cost report items) in accordance with ¢M$ Pub. 15-2, 10,998 0] 23.00
section 115.2 :
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form cM5-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 151317 |Period: worksheet E-3

From 01/01/2013 | Part V.

To  12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Titje XVITX ‘HogpitaT _Cost
PART Vo~ CALCULATION OF REIMBURSEMENT SETTLEMENT FOR MEDICARE PART A ' SERVICES - COST REIMBURSEMENT (CAHS)
1.00 |Inpatient services 6,603, 9?8 i.00
2.00 |Nursing and Allied Health Managed Care payment (see instruction) 0} 2.00
3.00 |organh acquisition 0] 3.00
4.00 [subtotal {sum of lines 1 thru 3) 6,603,978 4.00
5.00 |Primary payer payments 13,7500 5.00
6.00 |Total cost (line 4 Jess line 5). For CaAH (see 1n5truct10ns) 6,656,268 6.00
GOMPUTATION OF LESSER OF CUST OR CHARGES : e TR S DR TR D TR TR
Reasohable -charges & R
7.00 |Routine service charges 0 7.00
8.00 jancillary service charges 0| &.00
9.00 |organ acquisition charges, net of revenue 0| 9.00
10.00 (Total reasonable charges 0| 10.00
Customary charges - AT R : ot S
11.00 |Aggregate amount actua1'|y co'l'Iected from pat1 ents 11ab'|e for' payment For sefrvices on a charge bas1s 0| 11.00
12.00 |Amounts that would have been realized from patients 1jahle for payment for services on a charge basis 0| 12.00
had such payment been made in accordance with 42 CFR 413.13(e)
13.00 |Ratio of Tine 11 to Tine 12 (not to exceed 1.000000) 0.000000| 13.00
1400 |Total customary charges (see instructions} 0| 14.00
15.00 |{Excess of customary charges over reasonable cost (complete only if line 14 exceeds Tine 6) (see 0| 15.00
instructions)
16,00 |Excess of reaschable cest over customary charges (complete only if Tine 6 exceeds line 14) (see 0 16.00
instructions)
17.00 [cost of teaching physicians {from worksheet D-5, Part II, co'lumn 3, '|'|ne 20) (see 1nstruct1on5) 0| 17.00
COMPUTATION .OF -REIMBURSEMENT SETTLEMENT 3 B R NP
18.00 |Direct graduate medical education payments (from WDrksheet E 4, ?1ne 49) 0! 18.00
19.00 |Cost of covered services (sum of Tines 6, 17 and 18) 6,656,268 19.00
20.00 |peductibles (exclude professional compenent) 512,664| 20.00
21.00 |Excess reascnable cost (from Tine 16) 0| 21.00
22.00 {subtotal (line 19 minus Tine 20) 6,143,604| 22.00
23.00 |Coinsurance 2,960| 23.00
24.00 |subtotal (line 22 minus line 23) 6,140,644| 24.00
25.00 |alTowable bad debts (exclude bad debts for professional services) (see instructions) 196,977] 25.00
26.00 |Adjusted reimbursable bad debts {see instructions) 173,340| 26.00
27.00 [Allowable bad debts for dual eligible beneficiaries (see instructions) 61,994 27.00
28.00 |subtotal (sum of lines 24 and 25, or line 26) 6,313,984 28.00
29.00 G| 29.00
29.99 |Recovery of Accelerated Depreciation G| 29.99
30.00 |subtotal (line 28, plus or minus Tines 29) 6,313,984 30.00
30.01 |sequestration adjustment (see instructions) 95,341| 30.01
31.00 |Interim payments 7,117,896 31.00
32,00 {Tentative settlement (for contractor use only} 0y 32.00
33.00 |Balance due provider/program line 30 minus lines 30.01, 31, and 32 -899,253| 33.00
34.00 |protested amcunts (nonallewable cost report items) in accordance with cms pub. 15-2, section 115.2 221,143| 34.00
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form cmMs-2552-10¢
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 151317 |Period: worksheet E-3

From 01/01/2013 | Part VIT

To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm

Title XIX Hospital Cost
LI Inpatmnt .-| outpatient s [T
PART -VIT -~ CALCULATION OF REIMBURSEMENT - ALL OTHER I-EEALTH SERVICES FOR TITLES V OR XIX SERVICES G Ci
COMPUTATTION. OF .NET . COST OF COVERED SERVICES. i . =
1.00 |Inpatient hospital/sSNF/NF services 406,883 1.00
2.00 |Medical and other services of 2.00
3.00 |organ acquisition (certified transplant centers only) 0 3.00
4,00 |subtotal (sum of Tines 1, 2 and 3) 406, 883 0| 4.00
5.00 |rnpatient primary payer payments 0 5.00
6.00 |outpatient primary payer payments 0| 6.00
7.00 |Subtotal (line 4 less sum of lires 5 and 6) 406,883 0y 7.00
COMPUTATION OF 'LESSER OF COST OR CHARGES L R LT o T e T
Reasonabhle Charges™ . -i5* ‘ S T e s s R R
8.00 |Routine service charges 444,760 8.00
%.00 |Ancillary service charges 729,627 G| 9.00
10.00 |organ acquisition charges, net of revenue 0 10.00
11.00 |rncentive from target amount computation 0 11.00
12.00 |Total reasonable charges (sum oF 'I1nes 8 through 11) 1,174,387 0| 1z.00
CUSTOMARY - CHARGES + - S T T T T T R A T R T L T e LR
13.00 [Amount actually coﬂected fmm pat'lents 11ab'|e for payment for services on a charge 0 0| 13.00
basis
14.00 [amounts that would have been realized from patients liable for payment for services on ¢] 0{ 14.00
a charge basis had such payment been made in accordance with 42 CrFR 41%1.13(e)
15.00 |Ratio of Tline 13 to line 14 (not to exceed 1.CC0000) 0.000000C 0.000000| 35.00
16.00 |Total customary charges (see finstructiocns) 1,174,387 0| 16.00
17.00 |Excess of customary charges over reascnable cost (complete only if Tine 16 exceeds 767,504 0! 17.00
Tine 4) {(see instructions)
18.00 |Excess of reasonable cost over customary charges {complete only if line 4 exceeds line 0 0 18.00
16) (see instructicns)
19.00 [Interns and Residents (see instructions) 0 0| 19.00
20.00 [cost of Teaching Physicians (see instructichs) 0 0| 20.00 -
21.00 [Cost cof covered services (enter the lesser of Tine 4 or 1ine 186} 406, 883 0] 21.00

PROSPECFIVE "PAYMENT "AMOUNT = Lines 22’ through ‘26 must only be-compieted for PPS: providers. - ...
22.00 |other than outTier payments 0
23.00 |outlier payments 0
24.00 |Program capital payments 0
25.00 |capital exception payments (see instructions) 0 25.00
0
0
0
3

26.00 {Routine and Ancillary service other pass through costs
27.00 |subtotal (sum of Tines 22 through 26)

[== = I} o= I o }
[
~
o
o

28.00 |Customary charges (title Vv or XIX PP5 covered services only)
29.00 |Titles V or XIX (sum of lines 21 and 27) 406, 88 29.00
COMPUTATION OF "REIMBURSEMENT :SETTLEMENT - 20 tot § i c o i L T L Lo e o e T e T

30.00 |Excess of reasonable cost (from 1ine 18) ¢ 0{ 30.00
32.00 |subtotal (sum of lines 19 and 20, plus 2% minus Tines 5 and &) 406, 883 0| 31.00
32.00 |peductibles 0 0| 32.00
33.00 |Coinsurance 0 0 33.00
34.00 |Allowable bad debts (see instructions) 0 0! 34.00
35.00 |utilization review 0 35.00
36.00 (subtotal (sum of Tines 31, 34 and 35 minus sum of Tines 32 and 33) 406, 883 0| 36.00
37.00 |OTHER ADIUSTMENTS (SEE INSTRUCTIONS) {SPECIFY) 0 0| 37.00
38.00 |Subtotal (line 36 = line 37) 406, 883 Q] 38.00
39.00 |pirect graduate medical education payments {(from wkst. E-4) 0 39.00 :
40.00 |Total amount payable to the provider (sum of Tines 38 and 39) 406,883 0| 40.00 !
41.00 |Interim payments 406, 883 ol 41.00 !
42.00 |Balance due provider/program {line 40 minus 41) 0 G| 42.00
43.00 [Protested amounts (nonallowable cost report items) in accordance with CMSs Pub 15-2, 0 0 43,00 i

section 115.2
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CMS-2552-10
BALANCE SHEET (If you are nonproprietary and do not maintain Provider CCN: 151317 |pPeriod: worksheet G

fund-type accounting records, complete the General Fund column only) From 01/01/2013
P g P Y To 12/31/2013 | pate/Time Prepared:

6/2/2014 2:04 pui__

Genepal Fund |oSpecific . qudo_wment:Fund P‘Iant Fund
corresiens e pyurpase Fund oo i

R 1002 00 s e 4 00

CURRENT ASSETS I ERES : - SR SR - S T
1.00 |(cash on hand in banks 1,781,482 0 0 G| 1.00
2.00 |[Temporary investments 2,066,610 o 0 0 2.00
3.00 |Notes receivable 0 G 0 0| 3.00
4.00 |Accounts receivable 7,403,817 0 0 0| 4.00
5.00 |other receivable 0 0 0 0f 5.00
6.00 |Allcwances for uncollectible notes and accounts receijvabie 0 0 0 0| &.00
7.00 |Inventory 113,320 0 0 of 7.00
8.G0 |Prepaid expenses 100,878 0 0 0] 8.00
9.00 |other current assets 639,148 0 0 0 9.00
10.0C |pue from other funds 1,441,209 0 0 0} 10.00
11.00 |Total current assets (sum of 11ne5 1 10) 13,746, 464 0 0 Q! 11.00¢

FIXED "ASSETS . s 3 L R S R TR T e e B PR s
12.00 |Land 759,198 0 0 0| 12.00
13.00 |Land improvements 689, 896 0 o] 0| 13.00
14.00 |Accumuylated depreciation -422,725 0 o] 0| 14.00
15.00 |Buiidings 10,689,160 0 0 0| 15.00
16.00 |Accumulated depreciation -6,296,657 0 i} 0] 16.00
17.00 |Leasehold improvements 0 0 0 0] 17.00
18.00 |Accumulated depreciation 0 0 0 0| 18.00
19.00 [Fixed equipment 4,240,919 0 0 0| 19.00
20.00 [accumulated depreciation -951,418 o] 0 0} 20.00
21.00 tautomobiles and trucks 0 0 0 0} 21.00
22.00 faccumulated depreciation 0 0 0 0 22.00
23.00 [Major movable equipment 4,654,019 0 0 0} 23.00
24.00 |Accumulated depreciation -3,037,095 0 0 G| 24.00
25.00 |Minor equipment depreciable 0 ¢ 0 G| 25.00
26.00 |Accumulated depreciation 0 0 0 0| 26.00
27.00 |HIT designated Assets 0 0 0 0y 27.00
28.00 jAaccumulated depreciation 0 0 0 0| 28.00
29.00 |Minor equipment-nondepreciable 0 0 0 0{ 29.00
30.00 |Total fixed assets (sum of ]'mes 12 29) 10 325 29? 0 0 0] 30.00

OTHER “ASSETS o L A S g LG E N U T e e
31.00 |Investments O 0 0 0 31.00
32.00 [peposits on leases 0 0 0 0] 32.00
33.00 |pue from owners/officers 0 0 0 0: 33.00
34,00 |other assets 724,651 0 0 0f 34.00
35.00 |Total other assets (sum of Tines 31-34) 724,651 0 0 Q| 35.00
36.00 |Total assets {sum D'F 'I'|nes 11 30 and 35) 24,796,412 0 [ Q) 36.00

CURRENT- LYABILTTIES - i T DT RPN SR
37.00 |Accounts payable 1,341,730 0 0 0] 37.00
38.00 |salaries, wages, and fees payable 1,101,744 0 1] 0; 38.00
39.00 [payroll taxes payable : 62,507 0 0 0f 39.00
40.00 inotes and loans payable (short term) 178,008 0 0 0| 40.00
41.00 |peferred income 0 o] 0 0} 41.00
42.00 |accelerated payments 0 42.00
43.00 |pue to other funds 0 0 0} 43.00
44.00 jother current Tiabilities 556,201 0 0 C| 44.00
45.00 |Total current 'ITab1'I'|t'|es (sum uf 'Imes 37 thru 44) 3,240,190 0 0 0] 45.00

LONG TERM LTIABILITIES - - e e R T e e B
46.00 {Mortgage payable 0 0 0 0| 46.00
47.00 |Notes payable 8,766,992 0 0 0| 47.00
48.00 |unsecured Teans 0 0 0 0| 48.00
49,00 |other long term liabilities 0 0 0 Qf 49.00 !
50.00 |Total long term 1iabilities (sum of Tines 46 thru 49 8,766,992 0 0 0f 50.00
51.00 {Total 1iabilites (sum of "I'lnes 45 and 50) 12, 007 182 0 0 0} 51.00

CAPITAL “ACCOUNTS' R e R e T T R R S R T B T e T i
52.00 |General fund ba]ance 12 789 230 52.00 i
53.00 Ispecific purpose fund 0 53.00 :
54.00 (poner created - endowment fund balance - restricted 0 54.00
55.00 [ponor created - endowment fund balance - unrestricted 0 55.00
56.00 |Governing body created - endowment fund baTance 0 56.00
57.00 |plant fund balance - invested in plant 0} 57.00
58.00 |plant fund balance - reserve for plant improvement, 0} 58.00

replacement, and expansion
59.00 |Total fund balances (sum of lines 52 thru 58) 12,789,230 0 0 G| 59.00
60.00 |Total T1iabilities and fund balances (sum of Tines 51 and 24,796,412 0 0 0| 60.00

59)
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form CMS-2552-10
STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 151317 |Period: worksheet G-1

From 01/01/2013 )
To  12/31/2013 | bate/Time Prepared:
6/2/2014 2:04 pm

woigeneral Fund i.-Special Purpose. Fund: T [Endowment. Fund]-~ .
1.00 jfund balances at beginning of period 26,923,510 0 1.00
2,00 [Net income {Joss) (from wkst. G-3, Tine 29) -11,019,638 2.00
3.00 |votal (sum of 1ine 1 and Tine 2} 15,903,872 0 3.00
4.00 |Additions {credit adjustments) (specify) 0 0 0| 4.00
5.00 0 o 0| 5.00
6.00 0 G 0] 6.00
7.00 0 0 Q] 7.00
8.00 4] 0 0] 8.00
9.00 0 0 01 9.00
10.00 |Total additions (sum of line 4-9) 0 0 10.00
11,00 |subtotal (Tine 3 plus Tine 10) 15,903,872 0 11.00
12.00 |peductions (debit adjustments) {specify) 0 0 0| 12.00
13.00 |CHANGE IN PRIOR YEAR RE 3,114,642 0 0] 13.00
14.00 0 0 0| 14.00
15.00 0 0 0] 15.00
16.00 0 4] 0| 16.00
17.00 ‘ 0 0 0| 17.00
18.00 [Total deductions (sum of Tines 12-17) 3,114,642 [ 18,00
19.00 |Fund balance at end of peried per balance 12,789,230 G 19.00

sheet (1ine 11 minus

ine 18)

o [Endowment “Fund] © Plant

.00, E00.

i e e S eI s L Sl 00

1, Fund balances at beginning of period 0

2.00 [Net income (loss) {from wkst. G-3, line 29

3.00 |Total (sum of Tine 1 and Tine 2) 0

4,00 |Additions (credit adjustments} (specify) 0
5.00 0
6.00 0
7.00 0
8.00 0
3.00 0
10.00 |Total additions (sum of line 4-9) [

11,00 |subtotal (Tine 3 plus line 1) 0

12,00 [peductions (debit adjustments) (specify) ¢
13,00 |CHANGE IN PRIOR YEAR RE 0
14.00 0
15.00 0
16.00 0
17.00 0

18.00 |Total deductions (sum of lines 12-17)
19.00 {Fund balance at end of period per bafance
sheet (Fine 11 minus line 18)

[ ]
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Health Financial Systems GREENE COUNTY GENERAL HOSPITAL In Lieu of Form cMS$-2552-10
STATEMENT OF PATTENT REVENUES AND GPERATING EXPENSES Provider CCN: 151317 |Period: worksheet G-2 i
From 01/01/2013 | Parts I & IT

To  12/31/2013 | Date/Time Prepared:
6/2/2014 2: 04 pm.

Cost! Center Descrwt'lon : ] Inpatient ] Outpatient | = Total
i SEEEAT00 ¢ I ; 2 00 Lo 3 00 LR

PART I = PATIENT REVENUES ; I L TR e T

General- “Inpatient Routine. Ser\nces I A SRS PR s I L
1.00 |Hospital 3,407,081 3,407,081 1.00
2.00 |SUBPROVIDER - TPF 2.00
3.00 |SUBPROVIDER - TRF 3.00
4.00 |SUBPROVIDER 4.00
5.00 |[swing bed - SNF 0 0] 5.00
6.00 |swing bed - NF 0 0| 6.00
7.00 SKILLED NURSING FACTLITY 7.00
8.00 NURSING FACILITY 8.00
9.00 |OTHER LONG TERM CARE 9.00
10.00 |Total general inpatient care services (sum of Tines 1- 9) 3,407,081 3 407 081 10.00

Intensive Care Type ‘Inpatient Hospital Services o H sl i T T T T I T T L T AT T ]
11.00 |INTENSIVE CARE UNIT 1,061,395 1 061, 395 11.00
12.00 {CORCNARY CARE UNIT 12.00
13.00 |BURN INTENSIVE CARE UNTT 0 G| 13.00
14.0C |SURGICAL INTENSIVE CARE UNIT 14.00
15.00 |OTHER SPECIAL CARE (SPECIFY) 15.00
16.00 [Total intensive care type inpatient hospital services (sum of lines 1,061,395 1,061,395( 16.00

11-15) :
17.00 |Total tinpatient routine care services (sum of Tines 10 and 16) 4,468,476 4,468,476 17.00
18.00 |AanciTlary services 9,289,185 47,348,453 56,637,638 18.00
19.00 |outpatient services 0 0 0| 19.00
20.00 |RURAL HEALTH CLINIC 0 0 0 20.00
21.00 |FEDERALLY, QUALTFIED HEALTH CENTER 0 0 0 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULANCE SERVICES 23.00
2400 [ CMHC 24,00
25.00 [AMBULATORY SURGICAL CENTER (D.P.} 25.00
2600 |HOSPICE 26.00
27.00 |OTHER (SPECIFY) 0 0 0| 27.00
28.00 |Total patient revenues (sum of 'I'|nes 17-27)(transfer column 3 to wkst. 13,757,661 47,348,453 61,106,114 28.00

G6-3, 1ine 1)

PART -II ‘-~ OPERATING 'EXPENSES LD R I e T e T ST IR LT e
29.00 |operating expenses (per wkst. A, column 3 11‘ne 200) 29,346,031 29.00
30.00 |BAD DEBT 17,550,574 30.00
31..00 0 31.00
32.00 0 32.00
33.00 0 33.00
34.00 0 34.00
35.60 0 35.00
36.00 {Total additions (sum of Tines 30-35) 17,550,574 36.00
37.00 |DEDUCT (SPECTFY) 0 37.00
38.00 G 38.00
39.00 0 39.00
40.00 0 40.00
41.00 g 41.00
42,00 |Total deductions (sum of 1ines 37-41) 0 42.00
43.00 |{Total operating expenses (sum of 1ines 29 and 36 minus line 42)(transfer 46, 896,605 43.00

to wkst. ¢-3, 1ine 4)
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Health Financial Svstems GREENE _COUNTY GENERAL HOSPITAL In itieu of Form cMs$-2552-10
STATEMENT OF REVENUES AND EXPENSES Provider CCN: 151317 |Period: worksheet G-3

From Q1/01/2013
To 12/31/2013 | pate/Time Prepared:
6/2/2014 2:04 pm _

1.00 |Total patient revenues (from wkst. G-2, Part I, column 3, line 28) . 61,106,114] 1.00
2.00 |Less contractual allowances and discounts on patients' accounts 28,421,528 2.00
3.00 |MNet patient revenues (line 1 minus Tine 23} ) 32,684,586 3.00
4.00 |Less total operating expenses (from wkst. 6-2, Part II, Tine 43) 46,896,605 4,00
5.00 [Net income from service to patiepts (line 3 minus line 4) _ ] -14,212,019; 5.00
6.00 :Contributions, donaticns, heaquests, etc 10,030 6.00
7.00 |Income from +investments 47,844 7.00
8.00 |Revenues from telephone and other miscellaneous communication services 0| 8.00
9.00 |Revenue from television and radio service ¢ 9.00
10.0C |purchase discounts G| 10.00
11.00 |Rebates and refunds eof expenses O 11.00
12.00 |Parking lot receipts 0f 12.900
13.G0 |Revenue from laundry and linen service 0] 13.00
14.00 {Revenue from meals sold toe employees and guests 307,832 14£.00
15.00 |Revenue from rental of Tiving quarters 0| 15.00
16.00 |Revenue from sale of medical and surgical supplies to other than patients 0| 16.00
17.00 |Revenue from sale of drugs to other than patients 0| 17.00
18,00 |Revenue from sale of medical records and abstracts 5,845( 18.00
19,00 |Tuition (fees, sale of textbooks, uniforms, etc.) 0| 18.00
20,00 {Revenue from gifts, flowers, coffee shops, and canteen 0f 20.00
21,00 |rRental of vending machines 0l 21.00
22.00 |Rental of hospital space 150,749} 22.00
23.00 [Governmental appropriations 0| 23.00
24.00 |GRANTS 25,067 24,00
24,01 |MISC INCOME 572,630 24.01
24,02 |pSH PAYMENT 2,061,251 24.02
24,03 |CPR TRAINING 1,002 | 24.03
24.04 |GIFT CARD SALES 10,131} 24.04
24.05 0] 24.05
25.00 |Total other income (sum of Tlines 6-24) . 31,192,381| 25.00
26.00 |Total (line 5 plus 1ine 25) -11,019,638| 26.00
27.00 |OTHER EXPENSES (SPECIFY) 0 27.00
28.00 [Total other expenses (sum of Tine 27 and subscripts) 0| 28.00
29.00 |net income (or Toss) for the period (Tine 26 minus line 28) -11,019,638| 29.00
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