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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form cMs-2552-10

This report s required by Taw (42 uSC 1395g; 42 CFR 413.20(b)). Falure to report can result in all interim
payments made since the beginning of the cost reporting period being deemed overpayments (42 usC 1395g).

FORM APPROVED
OMB NO. 0938-0050

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION
AND SETTLEMENT SUMMARY

Provider CCN: 151309

Period:
From 07/01/2012
To 06/30/2013

Worksheet S
Parts I-IIT
Date/Time Prepared:

[PART I - COST REPORT STATUS

11/22/2013 11:29 am
]

provider 1.[ X J€electronically filed cost report pate: 11/22/2013 Time: 11:29 am
use only 2.0 Imanually submitted cost report
3.1 0 ]1If 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 Tow.
Contractor 5. [ 1 JCost Report Status 6. Date Received: 10.NPR Date:
use only (1) As Submitted 7. Contractor No. 11.Contractor's Vendor Code: 4

(3) settled with Audit
(4) Reopened
(5) Amended

(2) settled without Audit 8. [ N lInitial Report for this Provider CCN
9. [ N IFinal Report for this Provider CCN

12.[ 0 Jzf T1ine 5, column 1 s 4: Enter

number of times reopened = 0-9.

[PART II - CERTIFICATION ]

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND

ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW.

ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
electronically filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and
Expenses prepared by ST. VINCENT CLAY HOSPITAL ( 151309 ) for the cost reporting period beginning 07/01/2012 and
ending 06/30/2013 and to 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 applicable 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 services +identified in this cost report were provided in compliance with such

laws and regulations.

Encryption Information

ECR: Date: 11/22/2013 Time: 11:29 am
07Xavs7310dsy0yGpYZNGST3ILVUlw0
xCdh600k3dAz.03q6NkdIFFULCSST.
V54w0sbdgdOoTymv

PI: Date: 11/22/2013 Time: 11:29 am
4qgFB:LkpYf2c3j9y. iMICI1nsdoi0

Qi vdHOpx016WSN4GIa0IngOhKOeY].
a3v.0cp4zv0if096

(signed)

officer or Administrator of provider(s)

Title

Date

Title XVIII

Title v

Part A

Part B

HIT

Title XIX

1.00

2.00

3.00

4.00

5.00

PART IIIL - SETTLEMENT SUMMARY

Hospital 0
Subprovider - IPF 0
Subprovider - IRF 0
swing bed - SNF 0
. swing bed - NF 0
200.00{ Total 0

-211,582
0

0
-77,178

-288,760

-236,982 0

~236,982 0

0
0
0

OCOO0OOOC

The above amounts represent “"due to" or "due from" the applicable program for the element of the above complex indicated.

according to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it

displays a valid oMB control number.

The valid oM8 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 concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMs,
7500 security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form (MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 151309 |Period: worksheet 5-2
From 07/01/2012 | Part I
To 06/30/2013 | pate/Time Prepared:
11/22/2013 10:47 am
1.00 2.00 i 3.00 I 4.00
Hospital and Hospital Health Care Complex Address: i
1.00 |Street:1206 EAST NATIONAL AVENUE PO Box: 1.00
2.00 (City: BRAZIL State: IN Zip Code: 47834 County: CLAY 2.00
: Component Name - CCN CBSA . |Provider Date payment System (P,
; Number | Number Type Certified T, 0, or N)
\ XVITI | XIX
1.00 - 2.00 3.00 4.00 5.00 6.00 | 7.00 |.8.00
Hospital and Hospital-Based Component Identification: j =
3.00 |Hospital ST. VINCENT CLAY 151309 45460 1 08/08/2001] N 0 0 3.00
HOSPITAL
4.00 |Subprovider - IPF 4.00
5.00 |Subprovider - IRF 5.00
6.00 |Subprovider - (other) 6.00
7.00 |swing Beds - SNF ST. VINCENT CLAY SWING | 152309 45460 08/08/2001; N o} N 7.00
BEDS
8.00 |swing Beds - NF 8.00
9.00 |Hospital-Based SNF 9.00
10.00 |Hospital-Based NF 10.00
11.00 Hospital-Based OLTC 11.00
12.00 |Hospital-Based HHA 12.00
13.00 |Separately Certified ASC 13.00
14.00 |Hospital-Based Hospice 14.00
15.00 {Hospital-Based Health Clinic - RHC 15.00
16.00 |Hospital-Based Health Clinic - FQHC 16.00
17.00 |Hospital-Based (CMHC) I 17.00
18.00 |Renal pialysis 18.00
19.00 |other 19.00
From: To: :
: 1.00 2.00
20.00 |Cost Reporting Period (mm/dd/yyyy) 07/01/2012 06/30/2013 | 20.00
21.00 |Type of control (see instructions) ! 21.00
Inpatient PPS Information
22.00 |poes this facility qualify and is it currently receiving payments for disproportionate N 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 subject to 42 CFR Section §412.06(c)(2) (pPickle
amendment hospital?) In column 2, enter "Y" for yes or "N" for no.
23.00 |which method is used to determine Medicaid days on Tines 24 and/or 25 below? In column 2| N 23.00
1, enter 1 if date of admission, 2 if census days, or 3 +if date of discharge. Is the
method of identifying the days +in this cost reporting period different from the method
used 1in the prior cost reporting period? In column 2, enter "Y" for ves or "N" for no.
: : . In-State | In-State | .oOut-of out-of .| Medicaid other
Medicaid | Medicaid State State HMO ‘days | Medicaid
paid days | eligible | Medicaid | Medicaid : days
unpaid - | paid days | eligible
: days unpaid k
1.00 2.00 3.00 4.00 - 5.00 6.00
24.00 |1f this provider is an IPPS hospital, enter the 0 0 0 0 0 0| 24.00
in-state Medicaid paid 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 HMO paid and eligible but unpaid days in
column 5, and other Medicaid days in column 6.
25.00 |1f this provider +is an IRF, enter the in-state 0| 0 0 0 0 0 25.00
medicaid paid days in col. 1, the in-state Medicaid
eligible unpaid days in col. 2, out-of-state
Medicaid days in col. 3, out-of-state Medicaid
eligible unpaid days in col. 4, medicaid HMO paid
and eligible but unpaid days in col. 5, and other
Medicaid days in col. 6.
uUrban/Rural s|pate of Geogr
1.00 2.00
26.00 |[Enter your standard geographic classification (not wage) status at the beginning of the 2 26.00
cost reporting period. Enter "1" for urban or "2" for rural.
27.00 |[eEnter your standard geographic classification (not wage) status at the end of the cost 2 27.00
reporting period. Enter in column 1, "1" for urban or "2" for rural. If applicable,
enter the effective date of the geographic reclassification in column 2.
35.00 |If this is a sole community hospital (SCH), enter the number of periods SCH status in 0 35.00
effect in the cost reporting period.
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form CM$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 151309 |period:

TO

From 07/01/2012
06/30/2013

worksheet S-2
Part T

Beginning:

Ending:

1.00

2.00

pate/Time Prepared:
11/22/2013 10:47 am

36.

37.

38.

00

00
00

Enter applicable beginning and ending dates of SCH status. Subscript Tine 36 for number
of periods in excess of one and enter subsequent dates.

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

Enter applicable beginning and ending dates of MDH status.

of periods in excess of one and enter subsequent dates.

Subscript Tine 38 for number

36.
37.
38.

00
00
00

39.

00

Does this facility qualify for the inpatient hospital payment adjustment for low volume N
hospitals in accordance with 42 CFR §412.101(b) (2)(i1)? Enter in column 1 "Y” for yes
or “N” for no. boes the facility meet the mileage requirements in accordance with 42

CFR 412.101(b)(2) (ii)7 enter in column 2 "Y" for yes or "N" for no. (see instructions)

39.

00

XIX

45.

46.

47.

48.

56.

57.

58.

59.
60.

00

00

00

00

00

00

00

00
00

Prospective Payment System (PPS)-Capital

3.00

poes this facility qualify and receive Capital payment for disproportionate share in accordance
with 42 CFR Section §412.3207 (see +instructions)

Is this facility eligible for additional payment exception for extraordinary circumstances
pursuant to 42 CFR §412.348(f)? 1f yes, complete worksheet L, Part III and L-1, Parts I through
TIIT.

Is this a new hospital under 42 CFR §412.300 PpPS capital? Enter "Y for yes or "N" for no.

Is the facility electing full federal capital payment? Enter "Y" Tor yes or "N" for no.

Teaching Hospitals

Is this a hospital involved in training residents in approved GME programs? Enter "Y" for yes
or "N" for no.

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

1f Tline 56 is yes, did this facility elect cost reimbursement for physicians’
defined in CMs Pub. 15-1, section 21487 If yes, complete Worksheet D-5.

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

Are you claiming nursing school and/or allied health costs for a program that meets the
provider-operated criteria under §413.857 Enter "Y" for ves or "N" for no. (see instructions)

services as

45.

46.

47.

56.

57.

58.

59.
60.

00
00

00

00
00

00

00
00

Y/N IME Direct GME IME

Direct GME

1.00 2.00 3.00 4.00

5.00

1.

61.

61.

61.

61.

61.

61.

00

01

02

03

04

05

06

pid your hospital receive FTE slots under ACA N
section 55037 Enter "Y" for yes or "N" for no in
column 1. (see instructions)

Enter the average number of unweighted primary care
FTEs from the hospital's 3 most recent cost reports
ending and submitted before March 23, 2010. (see
instructions)

Enter the current year total unweighted primary care
FTE count (excluding OB/GYN and general surgery)
added as a result of section 5503. (see
instructions)

Enter the base line FTE count for primary care
and/or general surgery residents, which is used for
determining compliance with the 75% test. (see
instructions)

Enter the number of unweighted primary care/or
surgery allopathic and/or osteopathic FTEs in the
current cost reporting period.(see instructions).
Enter the difference between the baseline primary
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)

Enter the amount of ACA §5503 award that is being
used for cap relief and/or FTEs that are nonprimary

0.00 0.00

0.0d 0.00

0.09 0.00

0.04 0.0Q

0.04 0.04

0.04 0.0Q

care or general surgery. (see ‘instructions)

0.04

0.0¢

61.

61.

61.

61.

61.

61.

61.

00

01

02

03

04

05

06

Program Name program Code

unweighted IMB
FTE Count

unweighted
Direct GME FTE
Count

1.00 2.00 3.00

4.00

61.

10

of the FTEs in Tine 61.05, specify each new program
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.

0.00

0.00

61.

10
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Health Financial Systems ST. VINCENT CLAY HOSPITAL In Lijeu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 151309 |Period: worksheet S-2

From 07/01/2012 | Part I

To 06/30/2013 | Date/Time Prepared:
11/22/2013 10:47 am

Program Name Program Code |Unweighted IME  Unweighted
FTE Count . [Direct GME FTE
5 B Count
1.00 2.00 3.00 4.00
61.20 lof 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 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.
1.00
ACA Provisions Affecting the Health Resources and Services Administration (HRSA)
62.00 [Enter the number of FTE residents that your hospital trained in this cost reporting period for which 0.0(0 62.00
your hospital received HRSA PCRE funding (see instructions)
62.01 |[Enter the number of FTE residents that rotated from a Teaching Health Center (THC) into your hospital 0.00 62.01

during in this cost reporting period of HRSA THC program. (see instructions)
Teaching Hospitals that Claim Residents in Non-Provider Settings

63.00 |Has your facility trained residents in non-provider settings during this cost reporting per1od7 Enter N 63.00
“Y" for yes or "N" for no in column 1. If yes, compliete lines 64-67. (see tinstructions)
unweighted unweighted [Ratio (col. 1/

FTEsS FTEs -in (col..1 + col.
Nonprovider Hospital 2))

site :

1.00 2.00 3.00

section 5504 of the ACA Base Year FTE Residents +in Nonprovider settings--This base year is your cost reporting
period that begins on or after July 1, 2009 and before June 30, 2010. :
64.00 |[Enter in column 1, if Tine 63 1is yes, or your facility trained residents 0.00 0.00 0.000000| 64.00
in the base year period, the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all 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 (co1umn 1 divided by (column 1 + column 2)). (see instructions)

Program Name Program Code Unweighted unweighted [Ratio (col. 3/
FTES FTEs in (col. 3 + col.
Nonprovider Hospital 4))
Site
: : 1.00 2.00 3.00 4.00 5.00
65.00 |gEnter in column 1, if Tine 63 0.00) 0.00 0.000000 65.00

is yes, or your facility
trained residents in the base
year period, the program name
associated with primary care
FTEs for each primary care
program 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
non-provider settings. Enter in
column 4 the number of
unweighted primary care
resident FTEs that trained in
your hospital. Enter in column
5 the ratio of (column 3
divided by (column 3 + column
4)). (see instructions)

unweighted unweighted |Ratio (col. 1/

FTEsS FTEs in (col. 1 + col.
Nonprovider Hospital 2

Ssite

1.00 2.00 3.00

section 5504 of the ACA Current Year FTE Residents in Nonprovider settings--Effective for cost reporting periods
beginning on or after july 1, 2010
66.00 [Enter 1in column 1 the number of unweighted non-primary care resident 0.00 0.00 0.000000] 66.00
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of
(column 1 divided by (column 1 + column 2)). (see instructions)
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Health Financial Systems ST. VINCENT CLAY HOSPITAL In Lieu of Form CMs-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 151309 |Period: worksheet 5-2

From 07/01/2012 | Part I

To  06/30/2013 | pate/Time Prepared:
11/22/2013 10:47 am

Program Name : Program. Code unweighted Unweighted “|Ratio. (col. 3/
' : FTES FTEs ‘in (col. 3 + col.
Nonprovider Hospital 4))
Ssite C
1.00 : 2.00 3.00 e 4.00 5.00
67.00 |[Enter in column 1 the program 0.00 0.00 0.000000, 67.00

name associated with each of
your primary care programs 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
non-provider settings. Enter in
column 4 the number of
unweighted primary care
resident FTEs that trained in
your hospital. Enter in column
5 the ratio of (column 3
divided by (column 3 + column
4)). (see instructions)

. 1.00 | 2.00 | 3.00
Inpatient Psychiatric Facility PPS :
70.00 |Is this facility an Inpatient Psychiatric Facility (IPF), or does it contain an IPF subprovider? N 70.00

Enter "Y" for yes or "N" for no.
71.00 |If line 70 yes: Column 1: pDid the facility have a teaching program in the most recent cost 0 71.00

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

() @) i) ()7 Enter "Y" for yes or "N" for no. Column 3: If column 2 is Y, enter 1, 2 or 3
respectively in column 3. (see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in column 3, or if the 5th or subsequent academic years of the new
teaching program in existence, enter 5. (see instructions)

Inpatient Rehabilitation Facility PPS i i
75.00 [1s this facility an Inpatient Rehabilitation Facility (IRF), or does it contain an IRF N 75.00

subprovider? Enter "Y" for yes and "N" for no.
76.00 |If line 75 yes: Column 1: Did the facility have a teaching program in the most recent cost 0 76.00

reporting period ending on or before November 15, 20047 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
§412.424 (D)) Ei1) ()7 Enter "Y" for yes or "N" for no. Column 3: If column 2 is Y, enter 1, 2
or 3 respectively in column 3. (see +instructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the 5th or subsequent academic years of
the new teaching program in existence, enter 5. (see instructions)

'1.00
Long Term Care Hospital PPS : :
80.00 [1s this a long term care hospital (LTCH)? Enter "Y" for ves and "N" for no. | N 80.00
TEFRA Providers. . - . R : :
85.00 |Is this a new hospital under 42 CFR Section §413.40(F)(1)(i) TEFRA? Enter "Y" for yes or "N" for no. N 85.00
86.00 Ipid this facility establish a new Other subprovider (excluded unit) under 42 CFR Section 86.00
§413.40(FH (D (ii)? Enter "Y" for yes and "N" for no.
3 : | Y XIX
| 1.00 2.00
Title V and XIX Services :
90.00 |[poes this facility have title Vv and/or XIX inpatient hospital services? Enter "Y" for N Y 90.00
yes or "N” for no in the applicable column.
91.00 |1s this hospital reimbursed for title v and/or XIX through the cost report either in N Y 91.00
full or in part? enter "Y" for yes or "N" for no in the applicable column.
92.00 |are title XIX NF patients occupying title XVIII SNF beds (dual certification)? (see Y 92.00
instructions) Enter "Y" for yes or "N" for no in the applicable column.
93.00 |poes this facility operate an ICF\MR facility for purposes of title Vv 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 "Y" for yes, and "N" for no in the N N 94.00
applicable column.
95,00 |If 1ine 94 is "Y", enter the reduction percentage in the applicable column. 0.00| 0.00; 95.00
96.00 IDoes title V or XIX reduce operating cost? Enter "Y" for yes or "N" for no in the N N 96.00
applicable column.
97.00 |If Tine 96 is "Y", enter the reduction percentage in the applicable column. 0. 00| 0.00f 97.00
Rural Providers
105.00[poes this hospital qualify as a Critical Access Hospital (CAH)? Y 105.00
106.001f this facility qualifies as a CAH, has it elected the ali-inclusive method of payment N 106.00
for outpatient services? (see instructions)
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 151309 |Period: worksheet S$-2
From 07/01/2012 | part I
To 06/30/2013 | pate/Time Prepared:
11/22/2013 10:47 am
\ XIX
1.00 - 2.00 :
107.00/Column 1: IF this facility qualifies as a CaH, is it eligible for cost reimbursement N N 107.00
for I &R training programs? Enter "Y" for yes or "N" for no in column 1. (see
instructions) If yes, the GME elimination would not be on worksheet B, Part I, column
25 and the program would be cost reimbursed. If yes complete worksheet D-2, Part II.
column 2: If this facility is a CAH, do I&Rs in an approved medical education program
train in the CAH's excluded IPF and/or IRF unit? Enter "Y" for yes or "N" for no in
column 2. (see instructions)
108.00{Ts this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108.00
CFR Section §412.113(c). Enter "Y" for yes or "N" for no.
. Physical Occupational Speech | Respiratory
1.00 2.00 - 3.00 4.00
109.00[xf this hospital qualifies as a CAH or a cost provider, are Y N Y N 109.00
therapy services provided by outside supplier? Enter "Y"
for yves or "N" for no for each therapy. |
| 1.00 ] 2.00 | 3.00
Miscellaneous Cost Reporting Information
115.00[Ts this an all-inclusive rate provider? Enter "Y" for yes or "N" for no in column 1. If yes, N 0 |115.00
enter the method used (A, B, or £ only) in column 2. If column 2 is "e", enter in column 3
either "93" percent for short term hospital or "98" percent for long term care (includes
psychiatric, rehabilitation and Tong term hospital providers) based on the definition in cms
15-1, §2208.1. ’
116.00{Ts this facility classified as a referral center? Enter "Y" for yes or "N" for no. N 116.00
117.00{Is this facility legally-required to carry malpractice insurance? Enter "Y" for yes or "N" for Y 117.00
no.
118.00|1s the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is 2 118.00
claim-made. Enter 2 if the policy is occurrence.
Premiums Losses Insurance
. : 1.00 2.00 3.00
118.01jList amounts of malpractice premiums and paid Tosses: 6,101 0 0118.01
1.00 2.00
118.02[are malpractice premiums and paid losses 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|p0 NOT USE THIS LINE 119.00
120.00|ts this a SCH or EACH that qualifies for the outpatient Hold Harmless provision in ACA N N 120.00
§3121 and applicable amendments? (see instructions) Enter in column 1 "Y" for yes or
"N" for no. Is this a rural hospital with < 100 beds that qualifies for the outpatient
Hold Harmless provision in ACA §3121 and applicable amendments? (see instructions)
gnter in column 2 "Y" for yes or "N" for no.
121.00pid this facility incur and report costs for implantable devices charged to patients? Y 121.00
enter "Y" for yes or "N" for no.
Transplant Center Information
125.00|Does this facility operate a transplant center? Enter "Y" for yes and "N" for no. If N 125.00
ves, enter certification date(s) (mm/dd/yyyy) below.
126.001F this is a Medicare certified kidney transplant center, enter the certification date 126.00
in column 1 and termination date, if applicable, in column 2.
127.00Tf 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/Tf this is a Medicare certified Tiver 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 129.00
column 1 and termination date, if applicable, in column 2.
130.00|Tf this is a Medicare certified pancreas transplant center, enter the certification 130.00
date in column 1 and termination date, if applicable, in column 2.
131.00|If this is a Medicare certified intestinal transplant center, enter the certification 131.00
date in column 1 and termination date, if applicable, in column 2.
132.00|xf this is a Medicare certified islet transplant center, enter the certification date 132.00
in column 1 and termination date, if applicable, in column 2.
133.00/xf this is a Medicare certified other transplant center, enter the certification date 133.00
in column 1 and termination date, if applicable, in column 2.
134.00/1f this is an organ procurement organization (OPO), enter the oPO number in column 1 134.00
and termination date, if applicable, in column 2.
A1l providers
140.00[Are there any related organization or home office costs as defined in cwms pub. 15-1, Y 151046 140.00
chapter 107 Enter "Y" for yes or "N" for no in column 1. If yes, and home office costs
are claimed, enter in column 2 the home office chain number. (see instructions)
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 151309 |Period: worksheet S-2
From 07/01/2012 | Part I
To  06/30/2013 | pate/Time Prepared:
11/22/2013 10:47 am
1.00 ] 2.00 ) : 3.00
tf this facility is part of a chain organization, enter on Tlines 141 through 143 the name and address. of the
home office and enter the home office contractor name and contractor number
141.00Name: ST. VINCENT HEALTH Contractor's Name: WPS Contractor's Number: 08001 141.00
142.00;Street: 10330 N. MERIDIAN ST. PO BoX: 142.00
143.00[City: INDIANAPOLIS State: IN zip Code: 46290 143.00
) 1.00
144.00lare provider based physicians' costs included in worksheet A? Y 144.00
145.00{xf costs for renal services are claimed on worksheet A, Tine 74, are they costs for inpatient N 145.00
services only? Enter "Y" for yes or "N" for no.
: 1.00 2.00
146.00Has the cost allocation methodology changed from the previously filed cost report? N 146.00
Enter "Y' for yes or "N" for no +in column 1. (See CMS Pub. 15-2, section 4020) 1f yes,
enter the approval date (mm/dd/yyyy) in column 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.
Part A | part B Title V Title XIX
1.00 } 2.00 3.00 4.00
poes this facility contain a provider that qualifies for an exemption from the application of the lower of costs
or charges? Enter "Y" for yes or "N" for no for each component for Part A and Part B. (See 42 CFR §413.13)
155.00/Hospital 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 158.00
159.00|SNF N N N N 159.00
160.00HOME HEALTH AGENCY N N N N 160.00
161.00|CMHC N N N 161.00
B 1.00
Multicampus
165.00[Is this hospital part of a Multicampus hospital that has one or more campuses in different CBSAs? N 165.00
Enter "Y" for yes or "N" for no.
Name County State | Zip Code CBSA FTE/Campus
0 ‘1.00 2.00 ~3.00 4.00 5.00
166.00(1f 1ine 165 1is yes, for each 0.00{166.00
campus enter the name 1in column
0, county in column 1, state in
column 2, zip code in column 3,
CBSA in column 4, FTE/Campus in
column 5
: : ©1.00
Health Information Technology (HIT) ‘incentive +in the American Recovery and Reinvestment Act
167.00[1s this provider a meaningful user under Section §1886(n)7 Enter "Y" for yes or "N" for no. N 167.00
168.00|xf this provider is a cAH (line 105 is "Y") and is a meaningful user (line 167 is "Y"), enter the 0168.00
reasonable cost incurred for the HIT assets (see instructions)
169.00|xf this provider is a meaningful user (line 167 is "Y") and is not a can (Tine 105 is "N"), enter the 0.00169.00
transition factor. (see finstructions)
' Beginning Ending
1.00 2.00
170.00lenter in columns 1 and 2 the EHR beginning date and ending date for the reporting 170.00
period respectively (mm/dd/yyyy)
X:\Hrsdata\clients\Hospital\st vincent\Clay\28250-13.mcrx
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 151309 | Period: worksheet S-2
From 07/01/2012 | part II
To  06/30/2013 | pate/Time Prepared:
11/22/2013 10:47 am
I Y/N Date o
! 1.00 2.00

lceneral Instruction: Enter Y for all YES responses. Enter N for all NO responses. Enter all dates:in the

mm/dd/yyyy format.

COMPLETED BY ALL HOSPITALS

Provider Organization and Operation

Has the provider changed ownership immediately prior to the beginning of the cost
reporting period? If yes, enter the date of the change in column 2. (see instructions)

.00

Y/N

Date

v/1

1.00

2.00

3.00

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

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

.00

.00

Y/N

Type

Date

1.00

2.00

3.00

Financial Data and Reports

Column 1: were the financial statements prepared by a Certified Public Y
Accountant? Column 2: If yes, enter "A” for Audited, "C" for Compiled,
or "R" for Reviewed. Submit complete copy or enter date available in
column 3. (see instructions) If no, see instructions.

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

.00

.00

Y/N

Legal Oper.

1.00

6.00

10.00

11.00

Approved Educational Activities

2.00

column 1: Are costs claimed for nursing school? Column 2: If yes, is the provider is
the legal operator of the program?

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

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

Are costs claimed for Intern-Resident programs claimed on the current cost report? If
yes, see instructions.

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

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

Teaching Program on Worksheet A? If yes, see instructions.

10.

11.

.00

.00
.00

.00

Y/N

1.00

12.00
13.00

14.00

15.00

Bad Debts

Is the provider seeking reimbursement for bad debts? If yes, see instructions.
if Tine 12 is yes, did the provider's bad debt collection policy change during this co
period? If yes, submit copy.

If 1ine 12 1is ves, were patient deductibles and/or co-payments waived? If yes, see ins

st reporting

tructions.

sed Complement .

pid total beds available change from the prior cost reporting period? If yes, see inst

ructions.

12.
13.

14.

15.

Description

Part A

Part B

Y/N

Date

Y/N

0

1.00

2.00

3.00 -

16.00

17.00

18.00

19.00

20.00

PS&R Data

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

was the cost report prepared using the PS&R
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)

If Tine 16 or 17 is yes, were adjustments
made to PS&R Report data for additional
claims that have been billed but are not
included on the P5&R Report used to file
this cost report? If yes, see instructions.
If Tine 16 or 17 is yes, were adjustments
made to PS&R Report data for corrections of
other PS&R Report information? I yes, see
instructions.

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

Y

10/02/2013

16.

17.

18.

19.

20.
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In tieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE provider CCN: 151309 |Period: worksheet S-2
From 07/01/2012 | part II
To 06/30/2013 | bate/Time Prepared:
11/22/2013 10:47 am
Part A . Part' B : :
pescription Y/N Date Y/N
0 1.00 2.00 3.00
21.00 |was the cost report prepared only using the N N 21.00
provider's records? If yes, see
instructions.
1.00
COMPLETED BY COST REIMBURSED AND TEFRA HOSPITALS ONLY (EXCEPT CHILDRENS HOSPITALS)
Capital Related Cost
22.00 |Have assets been relifed for Medicare purposes? If yes, see instructions N 22.00
23.00 [Have changes occurred in the Medicare depreciation expense due to appraisals made during the cost 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 instructions
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 reporting period? If yes, 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 Expense
28.00 |were new loans, mortgage agreements or letters of credit entered into during the cost reporting N 28.00
period? If yes, see instructions.
29.00 |pid the provider have a funded depreciation account and/or bond funds (Debt Service Reserve Fund) N 29.00
treated as a funded depreciation account? If yes, see instructions
30.00 |Has existing debt been replaced prior to its scheduled maturity with new debt? If yes, see N 30.00
instructions.
31.00 |Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31.00
instructions.
purchased Services
32.00 |Have changes or new agreements occurred in patient care services furnished through contractual N 32.00
arrangements with suppliers of services? If yes, see tinstructions.
33.00 |If Tine 32 1is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If N 33.00
no, see instructions.
Provider-gased Physicians
34.00 |Are services furnished at the provider facility under an arrangement with provider-based physicians? Y 34.00
If yes, see instructions.
35.00 |If 1ine 34 1is yes, were there new agreements or amended existing agreements with the provider-based N 35.00
physicians during the cost reporting period? If yes, see instructions.
' : | Y/N Date
| 1.00 2.00
Home Office Costs i
36.00 |were home office costs claimed on the cost report? Y 36.00
37.00 |If line 36 is yes, has a home office cost statement been prepared by the home office? Y 37.00
1f yes, see instructions.
38.00 |If Tine 36 is yes , was the fiscal year end of the home office different from that of N 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home office.
39.00 |If line 36 is yes, did the provider render services to other chain components? If yes, N 39.00
see instructions.
40.00 [1f Tine 36 is yes, did the provider render services to the home office? If yes, see N 40.00
instructions.
1.00 -2.00
Cost Report Preparer Contact Information
41.00 |Enter the first name, Tast name and the title/position JILL 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 ST. VINCENT HEALTH 42.00
preparer.
43.00 |enter the telephone number and email address of the cost |[317-583-2311 JILL.HILL@STVINCENT.ORG 43.00
report preparer in columns 1 and 2, respectively.

X:\HFsdata\clients\Hospital\St vincent\Clay\28250-13.mcrx
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

Provider CCN: 151309

Perio

From
To

d:
07/01/2012
06/30/2013

worksheet S-2
Part IT

Date/Time Prepared:

Part B

Date

4.00

11/22/2013 10:47 am

16.

17.

18.

19.

20.

21.

00

00

00

00

00

00

PS&R Data

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

was the cost report prepared using the PS&R
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)

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

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

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

10/02/2013

16.

17.

18.

19.

20.

21.

00

00

00

00

00

00

3.00

41.

42.

43.

00

00

00

Cost Report Preparer Contact Information

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

respectively.

Enter the employer/company name of the cost report

preparer.

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

REIMBURSEMENT MANAGER

41.

42.

43.

00

00

00
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

Non-CMS HFS worksheet

VOLUNTARY CONTACT INFORMATION

provider CCN: 151309

Period:
From 07/01/2012
To 06/30/2013

worksheet S-2

part v

pate/Time Prepared:
11/22/2013 10:47 am

l

' | 1.00
Cost Report Preparer Contact Information
1.00 |First Name SKANDER 1.00
2.00 |Last Name NASSER 2.00
3.00 |Title PARTNER 3.00
4.00 |Employer BRADLEY ASSOCIATES 4.00
5.00 |Phone Number (317)237-5500 5.00
6.00 |E-mail Address SKANDERN@BRADLEYCPA. COM 6.00
7.00 |pepartment 7.00
8.00 |Mailing Address 1 201 S. CAPITOL AVE. 8.00
9.00 |mailing Address 2 SUITE 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

13.00 {First Name JILL 13.00
14.00 |Last Name HILL 14.00
15.00 |Title REIMBURSEMENT MANAGER 15.00
16.00 |Employer ST. VINCENT HEALTH 16.00
17.00 |Phone Number (317)583-3519 17.00
18.00 |E-mail Address JILL . HILL@STVINCENT.ORG 18.00
19.00 |pepartment 19.00
20.00 |Mailing Address 1 10330 N. MERIDIAN ST. 20.00
21.00 |Mailing Address 2 SUITE 420 21.00
22.00 |City TNDIANAPOLIS 22.00
23.00 |state IN| 23.00
24.00 {zip 46290 24.00
x:\HFsdata\clients\Hospital\st vincent\Clay\28250-13.mcrx
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

Non-CMS HFS Worksheet

HFS Supplemental Information

provider CCN: 151309

period:
From 07/01/2012

worksheet $-2
Part IX

To  06/30/2013 | pate/Time Prepared:
11/22/2013 10:47 am
Title Vv Title XIX
: ©.1.00 2.00
TITLES V AND/OR XIX FOLLOWING. MEDICARE
1.00 |po Title V or XIX Tollow Medicare (Title XviIl) for the Interns and Residence post Y Y 1.00
stepdown adjustments on W/S B, Part I, column 257 Enter Y/N in column 1 for Title v
and Y/N in column 2 for Title XIX.
2.00 |po Title v or XIX follow Medicare (Title XviII) for the reporting of charges on W/s C, Y 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 Vv or XIX follow Medicare (Title xvIII) for the calculation of Observation Bed Y Y 3.00
Cost on W/S D-1, Part Iv, line 897 Enter Y/N in column 1 for Title v and Y/N in column
2 for Title XIX.
Inpatient outpatient
1.00 2.00
CRITICAL ACCESS HOSPITALS
4.00 |poes Title v follow Medicare (T1t1e XVIII) for Critical Access Hospitals (CAH) being N N 4.00
reimbursed 101% of cost? Enter Y or N in column 1 for inpatient and Y or N in column 2
for outpatient.
5.00 |poes Title XX follow Medicare (Title xvIII) for Critical Access Hospitals (CAH) being N N 5.00
reimbursed 101% of cost? Enter Y or N +in column 1 for inpatient and Y or N in column 2
for outpatient.
Title v Title XIX
1.00 2.00
RCE DISALLOWANCE
6.00 |po Title v or XIX follow Medicare and add back the RCE D1sa11owance on W/S C, Part I l Y Y 6.00
column 4?7 Enter Y/N in column 1 for Title vV and Y/N in column 2 for Title XIX.
PASS THROUGH COST
7.00 |po Title v or XIX follow Medicare when cost reimbursed (payment system is "0") for Y Y 7.00
worksheets D, parts I through Iv? Enter Y/N in column 1 for Title Vv and Y/N in column
2 for Title XIX.
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 151309 |Period: worksheet s-3
From 07/01/2012 | part I
To  06/30/2013 | pate/Time Prepared:
11/22/2013 10:47 am
1/p .Days. / O/P
visits / Trips
Component worksheet A No. of Beds Bed Days CAH Hours Title v
Line Number |- Available
) . 1.00 2.00 3.00 4.00 5.00
1.00 |Hospital Adults & peds. (columns 5, 6, 7 and 30.00] 25 9,125 47,808.00 0| 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) 2.00
3.00 [HMO 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 25 9,125 47,808.00 0| 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) 25 9,125 47,808.00 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 [Ttotal (sum of Tines 14-26) 25 27.00
28.00 |observation Bed Days 0| 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
33.00 |LTCH non-covered days 33.00
X:\HFsdata\cTients\Hospital\st vincent\Clay\28250-13.mcrx
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

pProvider CCN: 151309

period:
From 07/01/2012
To  06/30/2013

worksheet S-3
Part I

pate/Time Prepared:
11/22/2013 10:47 am_

1/pP -pays / O/P visits / Trips Full Time Equivalents
Component Title XVIII Title XIX ~Total A1l Total Interns| Employees On
patients & Residents Payroll
. 6.00 7.00 8.00 9.00 10.00 .

1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 1,292 99 1,992 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) 95 87| 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 779 0 779 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 0 108 6.00
7.00 |Total Adults and Peds. (exclude observation 2,071 99 2,879 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) 2,071, 99 2,879 0.00 124.11) 14.00
15.00 |CAH visits 11,230 1,787 31,338 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) 0 0 0| 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 |Total (sum of Tines 14-26) 0.00 124.11) 27.00
28.00 |observation Bed Days 0 639 28.00
29.00 jAmbulance Trips 0 29.00
30.00 |Employee discount days (see instruction) 5 30.00
31.00 |Employee discount days - IRF 0 31.00
32.00 |Labor & delivery days (see instructions) 0 0 32.00
33.00 |LTCH non-covered days 0 33.00
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 151309 |Period: worksheet $-3
From 07/01/2012 | Part I
To  06/30/2013 | bate/Time Prepared:
11/22/2013 10:47 am
Full Time “i.DiscHarges
gquivalents L
Component ‘Nonpaid Title v Title XVIII Title XIX Total All
workers : i Patients
11.00 12.00 13.00 14.00 15.00
1.00 |Hospital Adults & peds. (columns 5, 6, 7 and 374 33 621 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) 27 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMO IRF Subprovider 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 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) 0.00 374 33 621} 14.00
15.00 |CAH visits 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) 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 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
33.00 |LTCH non-covered days 33.00
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form CMS$-2552-10

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA

Provider CCN: 151309 |Period:
From 07/01/2012
To 06/30/2013

worksheet S-10

pate/Time Prepared:

11/22/2013 10:47 am

1.00
uncompensated and iindigent care cost computation
1.00 |[cCost to charge ratio (worksheet C, part I line 202 co'lumn 3 d1v1ded by Tline 202 co1umn 8) I 0.315664| 1.00
Medicaid (see +instructions for each line)
2.00 |Net revenue from Medicaid 331,419 2.00
3.00 |pid you receive DSH or supplemental payments from Medicaid? N 3.00
4.00 |If Tine 3 is "yes", does line 2 include all DSH or supplemental payments from Medicaid? 4.00
5.00 |If Tine 4 is "no", then enter DSH or supplemental payments from Medicaid 0| 5.00
6.00 |Medicaid charges 9,895,268| 6.00
7.00 |Medicaid cost (line 1 times Tine 6) 3,123,580| 7.00
8.00 |pifference between net revenue and costs for Medicaid program (Tine 7 minus sum of Tines 2 and 5; if 2,792,161 8.00
< zero then enter zero) )
state children's Health Insurance Program . (SCHIP) (see instructions for each line)
9.00 |Net revenue from stand-alone SCHIP 0 9.00
10.00 |stand-alone SCHIP charges 0j 10.00
11.00 |stand-alone SCHIP cost (line 1 times Tine 10) 0] 11.00
12.00 |pifference 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 local government indigent care program (see instructions for each 1ine)
13.00 |Net revenue from state or local +indigent care program (Not included on Tines 2, 5 or 9) 0| 13.00
14.00 |charges for patients covered under state or Tlocal indigent care program (Not included in Tines 6 or ° 0| 14.00
100
15.00 |state or Tocal 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 (line 15 minus Tine 0] 16.00
13; if < zero then enter zero)
Uncompensated care (see instructions for each line)
17.00 |Private grants, donations, or endowment income restricted to funding charity care 0} 17.00
18.00 |Government grants, appropriations or transfers for support of hospital operations 5,041} 18.00
19.00 |Total unreimbursed cost for Medicaid , SCHIP and state and Tocal indigent care programs (sum of lines 2,792,161} 19.00
8, 12 and 16)
uninsured insured - |Total (col. 1
patients ‘patients + col. 2)
: : 1.00 2.00 3.00
20.00 [Total initial obligation of patients approved for charity care (at full 4,669,219 51,934 4,721,153} 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 1,473,904 16, 394 1,490,298 21.00
times Tine 20)
22.00 |partial payment by patients approved for charity care 0 0 0} 22.00
23.00 |cost of charity care (line 21 minus line 22) 1,473,904 16,394 1,490,298] 23.00
1.00
24.00 |Does the amount in line 20 column 2 include charges for patient days beyond a length of stay limit N 24.00
imposed on pat1ents covered by Medicaid or other indigent care program?
25.00 | If Tine 24 is “"yes," charges for patient days beyond an indigent care program's length of stay Timit 0| 25.00
26.00 [Total bad debt expense for the entire hospital complex (see instructions) 1,278,573] 26.00
27.00 {Medicare bad debts for the entire hospital complex (see instructions) 489,843| 27.00
28.00 |Non-Medicare and Non-Reimbursable Medicare bad debt expense (Tine 26 minus line 27) 788,730| 28.00
29.00 |cost of non-Medicare and non-reimbursable Medicare bad debt expense (line 1 times line 28) 248,974| 29.00
30.00 |cost of non-Medicare uncompensated care (line 23 column 3 plus Tine 29) 1,739,272 30.00
31.00 |Total unreimbursed and uncompensated care cost (line 19 plus Tine 30) 4,531,433| 31.00
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Health Financial Systems ST. VINCENT CLAY HOSPITAL In Lieu of Form CMS-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 151309 |Period: worksheet A
From 07/01/2012
To 06/30/2013 | Date/Time Prepared:
11/22/2013 10:47 am

Cost Center Description salaries other.  |Total (col. 1Reclassificati| Reclassified
; n ; R + col. 2) . |ons (See A-6).|Trial Balance
i : (col. 3 4~
col. 4)
1.00 2.00 3.00 4.00 ‘5.00

GENERAL ' SERVICE COST CENTERS : . :
1.00 |00100|CAP REL COSTS-BLDG & FIXT 486,156 486,156 ~-206,453 279,703| 1.00
2.00 |00200/CAP REL COSTS-MVBLE EQUIP 1,224,893 1,224,893 170,491 1,395,384; 2.00
2.01 {00201 cAP REL COSTS-MOB 324,127 324,127 ~-64,682 259,445] 2.01
4.00 |00400| EMPLOYEE BENEFITS DEPARTMENT 119,642 1,933,762 2,053,404 0 2,053,404 4.00
5.00 [00500| ADMINISTRATIVE & GENERAL 1,672,356 2,476,691 4,149,047 56,402 4,205,449| 5.00
7.00 {00700/ OPERATION OF PLANT 311,536 441,760 753,296 0; 753,296] 7.00
8.00 [00800|LAUNDRY & LINEN SERVICE 0 42,823 42,823 0 42,823 8.00
9.00 00900 HOUSEKEEPING 0 350,581 350,581 0 350,581 9.00
10.00 01000 DIETARY 0 428,711 428,711 -222,135 206,576| 10.00
11.00 |01100| CAFETERTA 0 0 0 222,135 222,135] 11.00
13.00 |01300|NURSING ADMINISTRATION 277,131 70,470 347,601 0 347,601} 13.00
14.00 |01400| CENTRAL SERVICES & SUPPLY 0 39,352 39,352 0 39,352 14.00
15.00 |01500| PHARMACY 0 947,128 947,128 0 947,128] 15.00
16.00 |01600/MEDICAL RECORDS & LIBRARY 169,378 25,723 195,101 0 195,101 16.00

INPATIENT ROUTINE SERVICE COST CENTERS : i :
30.00 {03000]ADULTS & PEDIATRICS | 1,077,295] 104,042 1,181,337 0] 1,181,337] 30.00

ANCILLARY SERVICE COST CENTERS .
50.00 |05000; OPERATING ROOM 530,205 188,439 718,644 0 718,644 50.00
53.00 |05300| ANESTHESIOLOGY 344,292 2,883 347,175 0 347,175] 53.00
54.00 |05400| RADIOLOGY~DTAGNOSTIC 649,558 273,568 923,126 0 923,126| 54.00
60,00 |06000| LABORATORY 142,862 1,049,637 1,192,499 0 1,192,499 60.00
65.00 |06500| RESPIRATORY THERAPY 173,802 19,732 193,534 0 193,534 65.00
66.00 |06600| PHYSICAL THERAPY 0 635,014 635,014 4,121 639,135] 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 43,310 43,310 67.00
68.00 |06800| SPEECH PATHOLOGY 0 15,364 15,364 0 15,364 68.00
69.00 |06900] ELECTROCARDIOLOGY 111,457 20,826 132,283 0 132,283] 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 107100 MEDICAL SUPPLIES CHARGED TO PATIENTS 0 565,899 565,899 0 565,899 71.00
72.00 |07200| IMPL.. DEV. CHARGED TO PATIENTS 0 192,767 192,767 0 192,767 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0] 36,705 36,705 0 36,705| 73.00

OUTPATIENT SERVICE COST CENTERS
91.00 |09100| EMERGENCY 828,314 954,567 1,782,881 0 1,782,881, 91.00
92.00 09200/ OBSERVATION BEDS (NON-DISTINCT PART) 92.00

SPECIAL 'PURPOSE COST CENTERS
118.00 [SUBTOTALS (SUM OF LINES 1-117) ! 6,407,828 12,851,620] 19,259,448] 3,189 19,262,637|118.00

NONREIMBURSABLE COST CENTERS :
190.00{19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0(190.00
192.00{19200] PHYSICIANS® PRIVATE OFFICES 0 15,978 15,978 -3,189 12,789192.00
193.00{19300| NONPAID WORKERS 0 0 0 0 0/193.00
193.01|19301| CLAY CITY MEDICAL CLINIC 0 0 0 0 0[193.01
193.02/19302| PUBLIC RELATIONS 47,276 566 47,842 0 47,8421193.02
193.03{19303| FOUNDATION 0 0 0 0 0/193.03
193.04/19304|MISSION SERVICES 0 1,095 1,095 0 1,095(193.04
193.05/19305|0THER NON-REIMBURSABLE 0 0 0 0 0]193.05
200. 00 TOTAL (SUM OF LINES 118-199) 6,455,104 12,869,259 19,324,363 0 19,324,363|200.00
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Health Financial Systems ST. VINCENT CLAY HOSPITAL ‘ In Lieu of Form cMs-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 151309 |pPeriod: worksheet A
From 07/01/2012
To 06/30/2013 | pate/Time Prepared:

11/22/2013 10:47 am_

Cost Center Description . Adjustments | Net Expenses
(see A-8) - iFor Allocation
6.00 7.00
GENERAL SERVICE COST CENTERS
1.00 [00100{CAP REL COSTS-BLDG & FIXT -82,454 197,249 1.00
2.00 |00200|CAP REL COSTS-MVBLE EQUIP -159,671 1,235,713 2.00
2.01 |00201|CAP REL COSTS-MOB 0 259,445 2.01
4.00 [00400| EMPLOYEE BENEFITS DEPARTMENT -337,903 1,715,501 4.00
5.00 |00500| ADMINISTRATIVE & GENERAL 100,915 4,306,364 5.00
7.00 |00700| OPERATION OF PLANT -80,969 672,327 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 0 42,823 8.00
9.00 |00900| HOUSEKEEPING -180 350,401, 9.00
10.00 [01000| PIETARY 3,532 210,108 10.00
11.00 |01100| CAFETERIA -30,693 191,442 11.00
13.00 |01300| NURSING ADMINISTRATION -423 347,178 13.00
14.00 |01400| CENTRAL SERVICES & SUPPLY -1,428 37,924 14.00
15.00 |01500| PHARMACY 4,599 951,727 15.00
16.00 |[01600| MEDICAL RECORDS & LIBRARY -49,199 145,902 16.00
INPATIENT ROUTINE SERVICE COST CENTERS :
30.00 {03000[ADULTS & PEDIATRICS | 38| 1,181,375] 30.00
ANCILLARY SERVICE COST CENTERS ] )
50.00 {05000| OPERATING ROOM -3,857 714,787 50.00
53.00 {05300 ANESTHESIOLOGY -347,175 0 53.00
54.00 |05400! RADIOLOGY-DIAGNOSTIC -10,583 912,543 54.00
60.00 |06000| LABORATORY 172 1,192,671 60.00
65.00 |06500] RESPIRATORY THERAPY -130 193,404 65.00
66.00 |06600| PHYSICAL THERAPY -60 639,075 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 43,310 67.00
68.00 |06800| SPEECH PATHOLOGY 0 15,364 68.00
69.00 |06900] ELECTROCARDIOLOGY 240 132,523 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 7,445 573, 344 71.00
72.00 |07200/ IMPL. DEV. CHARGED TO PATIENTS 0 192,767 72.00
73.00 |07300/ PRUGS CHARGED TO PATIENTS -6,286 30,419 73.00
OUTPATIENT SERVICE COST CENTERS ) :
91.00 |09100] EMERGENCY -151,255 1,631,626 91.00
92.00 {09200/ OBSERVATION BEDS (NON-DISTINCT PART) 92.00
SPECIAL PURPOSE COST CENTERS '
118.00 [SuBTOTALS (SUM OF LINES 1-117) | ~1,145,325] 18,117,312] 118.00
NONREIMBURSABLE COST CENTERS .
190.00|19000|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 190.00
192.00|19200| PHYSICIANS' PRIVATE OFFICES 0 12,789 192.00
193.00{19300| NONPAID WORKERS 0 0 193.00
193.01/19301| CLAY CITY MEDICAL CLINIC 0 0 193.01
193.02(19302| PUBLIC RELATIONS 150,719 198,561 193,02
193.03[19303| FOUNDATION 0 0 193.03
193.04[19304| MISSION SERVICES 0 1,095 193.04
193.05/19305 OTHER NON-REIMBURSABLE 0 0 193.05
200.00 TOTAL (SUM OF LINES 118-199) -994, 606 18,329,757 200.00
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Health Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form CMS-2552-10

COST CENTERS USED IN COST REPORT

provider CCN: 151309

period: worksheet Non-CMS W

From 07/01/2012

To 06/30/2013 | bate/Time Prepared:
11/22/2013 10:47 am

Cost Center Description CMS. Code Sstandard.iabel. For
' Non-Standard- Codes
1.00 2.00

GENERAL SERVICE COST CENTERS
1.00 CAP REL COSTS-BLDG & FIXT 00100 1.00
2.00 CAP REL COSTS~MVBLE EQUIP 00200 2.00
2.01 |CAP REL COSTS~MOB 00201 2.01
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 00900 9.00
10.00 |DIETARY 01000 10.00
11.00 | CAFETERIA 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

INPATIENT ROUTINE SERVICE COST CENTERS )
30.00 [ADULTS & PEDIATRICS | 03000 | | 30.00

ANCILLARY SERVICE COST CENTERS )
50.00 |OPERATING ROOM 05000 50.00
53.00 |ANESTHESIOLOGY 05300 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 05400 54.00
60.00 | LABORATORY 06000 60.00
65.00 |RESPIRATORY THERAPY 06500 65.00
66.00 |PHYSICAL THERAPY 06600 66.00
67.00 | OCCUPATIONAL THERAPY 06700 67.00
68.00 |SPEECH PATHOLOGY 06800 68.00
69.00 | ELECTROCARDIOLOGY 06900 69.00
70.00 | ELECTROENCEPHALOGRAPHY 07000 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 07100 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 07200 72.00
73.00 |DRUGS CHARGED TO PATIENTS 07300 73.00

OUTPATIENT SERVICE COST CENTERS g
91.00 | EMERGENCY 09100 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 09200 92.00

SPECIAL PURPOSE COST CENTERS
118.00{SUBTOTALS (SUM OF LINES 1-117) I I li118.00

NONREIMBURSABLE COST CENTERS :
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 19000 190.00
192.00| PHYSICIANS' PRIVATE OFFICES 19200 192.00
193.00 NONPAID WORKERS 19300 193.00
193.01| CLAY CITY MEDICAL CLINIC 19301 193.01
193.02| PUBLIC RELATIONS 19302 193.02
193.03| FOUNDATION 19303 193.03
193.04|MISSION SERVICES 19304 193.04
193.05{0THER NON-REIMBURSABLE 19305 193.05
200.00| ToTAL (SUM OF LINES 118-199) 200.00
X:\HFsdata\cTlients\Hospitai\st vincent\Clay\28250-13.mcrx
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Health

Financial Systems

ST. VINCENT CLAY HOSPITAL

In Lieu of Form cmMs-2552-10

RECLASSIFICATIONS

provider CCN: 151309

Period:
From 07/01/2012
To  06/30/2013

worksheet A-6

pate/Time Prepared:

11/22/2013 10:47 am
Increases : i
Cost Center Line # salary Other
2.00 3.00 4.00 5.00
A -~ MEDICAL OFFICE. BUILDING .
1.00 |OCCUPATIONAL THERAPY 67.00 0 3,016 1.00
2.00 [PHYSICAL THERAPY 66.00 0 42,186 2.00
3.00 ADMINISTRATIVE & GENERAL 5.00] 0 19,480 3.00
4.00 OCCUPATIONAL THERAPY 67.00] 0 149 4.00
5.00 |PHYSICAL THERAPY 66.00 0 2,080 5.00
6.00 |ADMINISTRATIVE & GENERAL | _ 5.000 o _ _ __ 960 6.00
TOTALS 0) 67,871
B ~ INTEREST
1.00 |ADMINISTRATIVE & GENERAL 5.00; 0 35,962 1.00
2.00 |CcAP REL COSTS-BLDG & FIXT 1.00 0 82,454 2.00
3.00 |cAP REL COSTS-MVBLE EQUIP | _ 2.00 0 _ 159,671 3.00
TOTALS o) 278,087
C - CAFETERIA
1.00 |CAFETERIA +__41£%_w__%__zgg,§§ 1.00
TOTALS 0 222,135
D - PROPERTY INSURANCE
1.00 [CAP REL COSTS-MVBLE EQUIP _ JT - “Z”QOJF — _(%, ____10,820] 1.00
TOTALS 0; 10, 820
E - MEDICAL SUPPLIES
00 +___~_o._oo_ ___ﬂ__(%i_____q 1.00
TOTALS 0 0
F - OT RECLASS
1.00 |oCCUPATIONAL THERAPY __ | 6700 _ _ __ O _ 40,145 1.00
TOTALS 0 40,145
500.00 |Grand Total: Increases 0 619,058 500.00
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Health Financial Systems ST. VINCENT CLAY HOSPITAL In Lieu of Form CMS-2552-10
RECLASSIFICATIONS provider CCN: 151309 |Period; worksheet A-6
From 07/01/2012
To 06/30/2013 | Date/Time Prepared:
11/22/2013 10:47 am
Decreases
Cost Center Line # salary other wkst. A-7 Ref.
6.00 7.00 8.00 9.00 10.00

A -~ MEDICAL OFFICE BUILDING
1.00 |cAP REL COSTS-MOB 2.01 0 64,682 9 1.00
2.00 PHYSICIANS' PRIVATE OFFICES 192.00 0 3,189 0 2.00
3.00 0.00 0 0 0 3.00
4.00 0.00 0 0 0 4.00
5.00 0.00 0 0 0 5.00
600 | 0.00, O o 0| 6.00

TOTALS 0 67,871

B - INTEREST
1.00 |CAP REL COSTS-BLDG & FIXT 1.00] 0 242,125 11 1.00
2.00 |CAP REL COSTS-BLDG & FIXT 1.00] 0 35,962 11 2.00
.00 | o.o0f, _ o o 11 3.00

TOTALS 0 278,087

C ~ CAFETERIA i
1.00 [DIETARY _*__ 10&(%__ __%_ng,;gs_ _____ 0 1.00

TOTALS 0 222,135

D - PROPERTY INSURANCE .
1.00 |CAP REL COSTS-BLDG & FIXT _ 1;9% —_— _(%_ ___ o820 _ 1 1.00

TOTALS 0 10, 820

E ~ MEDICAL SUPPLIES ]
.00 ( _*____,__o._oq 0 ____Q]____“____Q 1.00

TOTALS 0 0

F - OT RECLASS )
1.00 |PHYSICAL THERAPY _ _ _ | 66.000 _ __ _ __ o __a4oaas q 1.00

TOTALS 0 40,145
500.00 {Grand Total: Decreases 0 619,058 500.00
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Health Financial Systems ST. VINCENT CLAY HOSPITAL In Lieu of Form CMS-2552-10
RECLASSIFICATIONS Provider CCN: 151309 |Period: worksheet A-6
From 07/01/2012 | Non-cMS worksheet
To 06/30/2013 | pate/Time Prepared:
11/22/2013 10:47 am
Increases Decreases - ;
Cost Center | Line # Ssalary Cost Center Line # | salary
: 2.00 | 3.00 4.00 6.00 7.00 | 8.00
A - MEDICAL OFFICE BUILDING .
1.00 OCCUPATIONAL THERAPY 67.00 QiCAP REL COSTS-MOB 2.01 0 1.00
2.00 |PHYSICAL THERAPY 66.00 O|PHYSICIANS' PRIVATE OFFICES 192.00 0 2.00
3.00 ADMINISTRATIVE & GENERAL 5.00] 0 0.00 0 3.00
4.00 [OCCUPATIONAL THERAPY 67.00 0 0.00 0 4.00
5.00 |PHYSICAL THERAPY 66.00 0 0.00 0 5.00
6.00 |ADMINISTRATIVE & GENERAL __ | _ s.oof o 0.0 _ _ o 6.00
TOTALS O|TOTALS 0
B ~ INTEREST
1.00 ADMINISTRATIVE & GENERAL 5.00 0lCAP REL COSTS-BLDG & FIXT 1.00 0 1.00
2.00 CAP REL COSTS-BLDG & FIXT 1.00 OlCAP REL COSTS-BLDG & FIXT 1.00 0; 2.00
3.00 |