Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CMS-2552-96(04/2005)

PREPARED 8/24/2009 10:14
THIS REPORT IS REQUIRED BY LAW (42 USC 1395g; 42 CFR 413.20(b)). FORM APPROVED
FAILURE TO REPORT CAN RESULT IN ALL INTERIM PAYMENTS MADE SINCE OMB NO. 0938-0050

THE BEGINNING OF THE COST REPORT PERIOD BEING DEEMED OVERPAYMENTS

(42 usc 1395g).
WORKSHEET S
PARTS I & II

HOSPITAL AND HOSPITAL HEALTH I PROVIDER NO: I PERIOD I INTERMEDIARY USE ONLY I DATE RECEIVED:
CARE COMPLEX I 14-1323 I FROM 4/ 1/2008 I --AUDITED --DESK REVIEW I .
COST REPORT CERTIFICATION I ITO 3/31/2009 I --INITIAL --REOPENED I INTERMEDIARY NO:
AND SETTLEMENT SUMMARY I I I --FINAL 1-MCR CODE I
I 00 - # OF REOPENINGS I
ELECTRONICALLY FILED COST REPORT DATE: 8/24/2009 TIME 10:14

PART I - CERTIFICATION

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY
CRIMINAL, CIVIL AND ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE,

IF SERVICES IDENTIFIED BY THIS REPORT WERE PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR
INDIRECTLY OF A KICKBACK OR WHERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND ADMINISTRATIVE ACTION, FINES
AND/OR IMPRISIONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY THAT I HAVE READ THE ABOVE STATEMENT AND THAT I HAVE EXAMINED THE ACCOMPANYING ELECTRONICALLY FILED OR
MANUALLY SUBMITTED COST REPORT AND THE BALANCE SHEET AND STATEMENT OF REVENUE AND EXPENSES PREPARED BY:

MASSAC MEMORTIAL HOSPITAL 14-1323 .
FOR THE COST REPORTING PERIOD BEGINNING 4/ 1/2008 AND ENDING 3/31/2009 AND THAT TO THE BEST OF MY KNOWLEDGE AND
BELIEF, IT IS A TRUE, CORRECT, AND COMPLETE STATEMENT PREPARED FROM THE BOOKS AND RECORDS OF THE PROVIDER IN ACCORDANCE
WITH APPLICABLE INSTRUCTIONS, EXCEPT AS NOTED. I FURTHER CERTIFY THAT I AM FAMILIAR WITH THE LAWS AND REGULATIONS
REGARDING THE PROVISION OF HEALTH CARE SERVICES, AND THAT THE SERVICES IDENTIFIED IN THIS COST REPORT WERE PROVIDED IN
COMPLIANCE WITH SUCH LAWS AND REGULATIONS.

ECR ENCRYPTION INFORMATION OFFICER OR ADMINISTRATOR OF PROVIDER(S)
DATE: 8/24/2009 TIME 10:14

SbXTHD2 i NwwyvOh7w8Ei cVFCopgECO TITLE

YJTmhOQVaEYveNygXFmLy8APhwEalD

RGKTOYCDJi10USMO.

----------------------------------- DATE

PI ENCRYPTION INFORMATION

DATE: 8/24/2009 TIME 10:14
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PART II - SETTLEMENT SUMMARY
TITLE TITLE TITLE
\% XVIII XIX
A B
1 2 4

1 HOSPITAL 0 83,031 584,664 0
3 SWING BED - SNF 0 114,570 0 0
9 RHC 0 0 -7,804 0
100 TOTAL 0 197,601 576,860 0

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 OMB control number for this information collection is 0938-0050. The time
required to complete this information collection is estimated 662 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 this form, please write to: Centers for Medicare &
Medicaid Services, 7500 Security Boulevard, N2-14-26, Baltimore, MD 21244-1850, and to the office of the rnformation and
Regulatory Affairs, office of Management and Budget, washington, D.C. 20503.

MCRIF32 1.17.0.0 ~ 2552-96 19.3.117.0



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CMS-2552-96(04/2005)

PREPARED 8/17/2009 18:
THIS REPORT IS REQUIRED BY LAW (42 USC 1395g; 42 CFR 413.20(b)). FORM APPROVED
FAILURE TO REPORT CAN RESULT IN ALL INTERIM PAYMENTS MADE SINCE OMB NO. 0938-0050

THE BEGINNING OF THE COST REPORT PERIOD BEING DEEMED OVERPAYMENTS

(42 UsC 1395g).
WORKSHEET S
PARTS I & II

HOSPITAL AND HOSPITAL HEALTH I PROVIDER NO: I PERIOD I INTERMEDIARY USE ONLY I DATE RECEIVED:
CARE COMPLEX I 14-1323 I FROM 4/ 1/2008 I --AUDITED --DESK REVIEW I
COST REPORT CERTIFICATION I ITO 3/31/2009 I --INITIAL --REOPENED I INTERMEDIARY NO:
AND SETTLEMENT SUMMARY I I I --FINAL 1-MCR CODE I
I 00 - # OF REOPENINGS I
ELECTRONICALLY FILED COST REPORT DATE: 8/17/2009 TIME 18:05

PART I - CERTIFICATION

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY
CRIMINAL, CIVIL AND ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE,

IF SERVICES IDENTIFIED BY THIS REPORT WERE PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR
INDIRECTLY OF A KICKBACK OR WHERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND ADMINISTRATIVE ACTION, FINES
AND/OR IMPRISIONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY THAT I HAVE READ THE ABOVE STATEMENT AND THAT I HAVE EXAMINED THE ACCOMPANYING ELECTRONICALLY FILED OR
MANUALLY SUBMITTED COST REPORT AND THE BALANCE SHEET AND STATEMENT OF REVENUE AND EXPENSES PREPARED BY:

MASSAC MEMORIAL HOSPITAL 14-1323
FOR THE COST REPORTING PERIOD BEGINNING 4/ 1/2008 AND ENDING 3/31/2009 AND THAT TO THE BEST OF MY KNOWLEDGE AND
BELIEF, IT IS A TRUE, CORRECT, AND COMPLETE STATEMENT PREPARED FROM THE BOOKS AND RECORDS OF THE PROVIDER IN ACCORDANCE
WITH APPLICABLE INSTRUCTIONS, EXCEPT AS NOTED. I FURTHER CERTIFY THAT I AM FAMILIAR WITH THE LAWS AND REGULATIONS
REGARDING THE PROVISION OF HEALTH CARE SERVICES, AND THAT THE SERVICES IDENTIFIED IN THIS COST REPORT WERE PROVIDED IN
COMPLIANCE WITH SUCH LAWS AND REGULATIONS.

OFFICER OR ADMINISTRATOR OF PROVIDER(S)

TITLE

DATE

PART IT - SETTLEMENT SUMMARY

TITLE TITLE TITLE
\ XVIII XIX
A B
1 2 3 4
1 HOSPITAL 0 83,031 584,664 0
3 SWING BED - SNF 0 114,570 0 0
9 RHC 0 0 -7,804 "0
100 TOTAL 0 197,601 576,860 0

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 OMB control number for this information collection is 0938-0050. The time
required to complete this information collection is estimated 662 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 this form, please write to: Centers for Medicare &
Medicaid Services, 7500 Security Boulevard, N2-14-26, Baltimore, MD 21244-1850, and to the office of the Information and
Regulatory Affairs, office of Management and Budget, washington, D.C. 20503.

MCRIF32 1.17.0.0 ~ 2552-96 19.3.117.0



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CMS-2552-96 (12/2008)

I PROVIDER NO: I PERIOD: 1 PREPARED 8/17/2009
HOSPITAL & HOSPITAL HEALTH CARE COMPLEX I 14-1323 I FROM 4/ 1/2008 I WORKSHEET S-2
IDENTIFICATION DATA I I TO 3/31/2009 1
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX ADDRESS
1 STREET: 28 CHICK STREET P.0O. BOX:
1.01 CITY: METROPOLIS STATE: IL ZIP CODE: 62960- COUNTY: MASSAC
HOSPITAL AND HOSPITAL-BASED COMPONENT IDENTIFICATION; PAYMENT SYSTEM
DATE (P,T,0 OR N)
COMPONENT COMPONENT NAME PROVIDER NO.  NPI NUMBER CERTIFIED V. XVIII XIX
0 1 2 2.01 3 4 5 6
02.00 HOSPITAL MASSAC MEMORIAL HOSPITAL 14-1323 2/ 1/2003 N o] o]
04.00 SWING BED - SNF MASSAC MEMORIAL HOSPITAL 14-2323 2/ 1/2003 N 0 N
14.00 HOSPITAL-BASED RHC MASSAC MEMORIAL MEDICAL CLINIC 14-3478 2/ 7/2006 N 0 N
17 COST REPORTING PERIOD (MM/DD/YYYY) FROM: 4/ 1/2008 TO: 3/31/2009
1 2
18 TYPE OF CONTROL 11
TYPE OF HOSPITAL/SUBPROVIDER
19 HOSPITAL 1

20 SUBPROVIDER

OTHER INFORMATION

21 INDICATE IF YOUR HOSPITAL IS EITHER (1)URBAN OR (2)RURAL AT THE END OF THE COST REPORT PERIOD
IN COLUMN 1. IF YOUR HOSPITAL IS GEOGRAPHICALLY CLASSIFIED OR LOCATED IN A RURAL AREA, IS
YOUR BED SIZE IN ACCORDANCE WITH CFR 42 412.105 LESS THAN OR EQUAL TO 100 BEDS, ENTER IN
COLUMN 2 "Y" FOR YES OR "N" FOR NO. Y

21.01 DOES YOUR FACILITY QUALIFY AND IS CURRENTLY RECEIVING PAYMENT FOR DISPROPORTIONATE
SHARE HOSPITAL ADJUSTMENT IN ACCORDANCE WITH 42 CFR 412.1067

21.02 HAS YOUR FACILITY RECEIVED A NEW GEOGRAPHIC RECLASSICATION STATUS CHANGE AFTER THE FIRST DAY
OF THE COST REPORTING PERIOD FROM RURAL TO URBAN AND VICE VERSA? ENTER "Y" FOR YES AND "N"
FOR NO. IF YES, ENTER IN COLUMN 2 THE EFFECTIVE DATE (MM/DD/YYYY) (SEE INSTRUCTIONS).

21.03 ENTER IN COLUMN 1 YOUR GEOGRAPHIC LOCATION EITHER (1)URBAN OR (2)RURAL. IF YOU ANSWERED URBAN
IN COLUMN 1 INDICATE IF YOU RECEIVED EITHER A WAGE OR STANDARD GEOGRAPHICAL RECLASSIFICATION
TO A RURAL LOCATION, ENTER IN COLUMN 2 "Y" FOR YES AND "N" FOR NO. IF COLUMN 2 IS YES, ENTER
IN COLUMN 3 THE EFFECTIVE DATE (MM/DD/YYYY) (SEE INSTRUCTIONS) DOES YOUR FACILITY CONTAIN
100 OR FEWER BEDS IN ACCORDANCE WITH 42 CFR 412.105? ENTER IN COLUMN 4 "Y" OR "N". ENTER IN

COLUMN 5 THE PROVIDERS ACTUAL MSA OR CBSA. 2 Y
21.04 FOR STANDARD GEOGRAPHIC CLASSIFICATION (NOT WAGE), WHAT IS YOUR STATUS AT THE

BEGINNING OF THE COST REPORTING PERIOD. ENTER (1)URBAN OR (2)RURAL 2
21.05 FOR STANDARD GEOGRAPHIC CLASSIFICATION (NOT WAGE), WHAT IS YOUR STATUS AT THE

END OF THE COST REPORTING PERIOD. ENTER (1)URBAN OR (2)RURAL 2

21.06 DOES THIS HOSPITAL QUALIFY FOR THE 3-YEAR TRANSITION OF HOLD HARMLESS PAYMENTS FOR SMALL
RURAL HOSPITAL; UNDER THE PROSPECTIVE PAYMENT SYSTEM FOR HOSPITAL OUTPATIENT SERVICES UNDER

DRA §5105 OR MIPPA §147? (SEE INSTRUC) ENTER "Y" FOR YES, AND "N" FOR NO. N

22 ARE YOU CLASSIFIED AS A REFERRAL CENTER? N

23 DOES THIS FACILITY OPERATE A TRANSPLANT CENTER? IF YES, ENTER CERTIFICATION DATE(S) BELOW. N

23.01 IF THIS IS A MEDICARE CERTIFIED KIDNEY TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN / / / /
COL. 2 AND TERMINATION IN COL. 3.

23.02 IF THIS IS A MEDICARE CERTIFIED HEART TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN / / / /
COL. 2 AND TERMINATION IN COL. 3.

23.03 IF THIS IS A MEDICARE CERTIFIED LIVER TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN / / / /
COL. 2 AND TERMINATION IN COL. 3.

23.04 IF THIS IS A MEDICARE CERTIFIED LUNG TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN / / / /
COL., 2 AND TERMINATION IN COL. 3.

23.05 IF MEDICARE PANCREAS TRANSPLANTS ARE PERFORMED SEE INSTRUCTIONS FOR ENTERING CERTIFICATION / /7 / 7/
AND TERMINATION DATE.

23.06 IF THIS IS A MEDICARE CERTIFIED INTESTINAL TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN / / / /
COL. 2 AND TERMINATION IN COL. 3.

23.07 IF THIS IS A MEDICARE CERTIFIED ISLET TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE IN / 7/ / /
COL. 2 AND TERMINATION IN COL. 3.

24 IF THIS IS AN ORGAN PROCUREMENT ORGANIZATION (OPO), ENTER THE OPO NUMBER IN COLUMN 2 AND / /
CERTIFICATION DATE OR RECERTIFICATION DATE (AFTER 12/26/2007) in column 3 (mm/dd/yyyy)

24.01 IF THIS IS A MEDICARE TRANSPLANT CENTER; ENTER THE CCN (PROVIDER NUMBER) IN COLUMN 2, THE / 7/
CERTIFICATION DATE OR RECERTIFICATION DATE (AFTER 12/26/2007) IN COLUMN 3 (mm/dd/yyyy).

25 IS THIS A TEACHING HOSPITAL OR AFFILIATED WITH A TEACHING HOSPITAL AND YOU ARE RECEIVING
PAYMENTS FOR I&R? N

25.01 IS THIS TEACHING PROGRAM APPROVED IN ACCORDANCE WITH CMS PUB. 15-I, CHAPTER 47 N

25.02 IF LINE 25.01 IS YES, WAS MEDICARE PARTICIPATION AND APPROVED TEACHING PROGRAM STATUS IN
EFFECT DURING THE FIRST MONTH OF THE COST REPORTING PERIOD? IF YES, COMPLETE WORKSHEET
E-3, PART IV. IF NO, COMPLETE WORKSHEET D-2, PART II.

25.03 AS A TEACHING HOSPITAL, DID YOU ELECT COST REIMBURSEMENT FOR PHYSICIANS' SERVICES AS
DEFINED IN CMS PUB. 15-I, SECTION 21487 IF YES, COMPLETE WORKSHEET D-9. N

25.04 ARE YOU CLAIMING COSTS ON LINE 70 OF WORKSHEET A? IF YES, COMPLETE WORKSHEET D-2, PART I. N

25.05 HAS YOUR FACILITY DIRECT GME FTE CAP (COLUMN 1) OR IME FTE CAP (COLUMN 2) BEEN REDUCED
UNDER 42 CFR 413.79(c)(3) OR 42 CFR 412.105(f)(1)(iv)(B)? ENTER "Y" FOR YES AND "N" FOR
NO IN THE APPLICABLE COLUMNS. (SEE INSTRUCTIONS)



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CMS-2552-96 (12/2008) CONTD

I  PROVIDER NO: I PERIOD: I PREPARED 8/17/2009
HOSPITAL & HOSPITAL HEALTH CARE COMPLEX I 14-1323 I FROM 4/ 1/2008 I WORKSHEET S$-2
IDENTIFICATION DATA I I TO 3/31/2009 1

25.06 HAS YOUR FACILITY RECEIVED ADDITIONAL DIRECT GME FTE RESIDENT CAP SLOTS OR IME FTE
RESIDENTS CAP SLOTS UNDER 42 CFR 413.79(c)(4) OR 42 CFR 412.105(f) (1) (iv)(C)? ENTER "Y"
FOR YES AND "N" FOR NO IN THE APPLICABLE COLUMNS (SEE INSTRUCTIONS)
26 IF THIS IS A SOLE COMMUNITY HOSPITAL (SCH),ENTER THE NUMBER OF PERIODS SCH STATUS IN EFFECT
IN THE C/R PERIOD. ENTER BEGINNING AND ENDING DATES OF SCH STATUS ON LINE 26.01.
SUBSCRIPT LINE 26.01 FOR NUMBER OF PERIODS IN EXCESS OF ONE AND ENTER SUBSEQUENT DATES. 0
26.01 ENTER THE APPLICABLE SCH DATES: BEGINNING: / 7/ ENDING: /
26.02 ENTER THE APPLICABLE SCH DATES: BEGINNING: / / ENDING: /
27 DOES THIS HOSPITAL HAVE AN AGREEMENT UNDER EITHER SECTION 1883 OR SECTION 1913 Y 2/ 1/2003
FOR SWING BEDS. IF YES, ENTER THE AGREEMENT DATE (MM/DD/YYYY) IN COLUMN 2.
28 IF THIS FACILITY CONTAINS A HOSPITAL-BASED SNF, ARE ALL PATIENTS UNDER MANAGED CARE OR
THERE WERE NO MEDICARE UTILIZATION ENTER "Y", IF "N" COMPLETE LINES 28.01 AND 28.02
28.01 IF HOSPITAL BASED SNF, ENTER APPROPRIATE TRANSITION PERIOD 1, 2, 3, OR 100 IN COLUMN 1. 1 2 3 4
ENTER IN COLUMNS 2 AND 3 THE WAGE INDEX ADJUSTMENT FACTOR BEFORE AND ON OR AFTER THE =~ =-=---- ——==--- —o--—-o -
OCTOBER 1ST (SEE INSTRUCTIONS) 0 0.0000 0.0000
28.02 ENTER IN COLUMN 1 THE HOSPITAL BASED SNF FACILITY SPECIFIC RATE(FROM YOUR FISCAL
INTERMEDIARY) IF YOU HAVE NOT TRANSITIONED TO 100% PPS SNF PPS PAYMENT. IN COLUMN 2 ENTER 0.00 0
THE FACILITY CLASSIFICATION URBAN(1) OR RURAL (2). IN COLUMN 3 ENTER THE SNF MSA CODE OR
TWO CHARACTER STATE CODE IF A RURAL BASED FACILITY. IN COLUMN 4, ENTER THE SNF CBSA CODE
OR TWO CHARACTER CODE IF RURAL BASED FACILITY

S

A NOTICE PUBLISHED IN THE "FEDERAL REGISTER" VOL. 68, NO. 149 AUGUST 4, 2003 PROVIDED FOR AN

INCREASE IN THE RUG PAYMENTS BEGINNING 10/01/2003. CONGRESS EXPECTED THIS INCREASE TO BE

USED FOR DIRECT PATIENT CARE AND RELATED EXPENSES. ENTER IN COLUMN 1 THE PERCENTAGE OF TOTAL

EXPENSES FOR EACH CATEGORY TO TOTAL SNF REVENUE FROM WORKSHEET G-2, PART I, LINE 6, COLUMN

3. INDICATE IN COLUMN 2 "Y" FOR YES OR "N" FOR NO IF THE SPENDING REFLECTS INCREASES

ASSOCIATED WITH DIRECT PATIENT CARE AND RELATED EXPENSES FOR EACH CATEGORY. (SEE INSTR) % Y/N
28.03 STAFFING 0.00%
28.04 RECRUITMENT 0.00%
28.05 RETENTION 0.00%
28.06 TRAINING 0.00%
28.07 0.00%
28.08 0.00%
28.09 0.00%
28.10 0.00%
28.11 0.00%
28.12 0.00%
28.13 0.00%
28.14 0.00%
28.15 0.00%
28.16 0.00%
28.17 0.00%
28.18 0.00%
28.19 0.00%
28.20 0.00%
29 IS THIS A RURAL HOSPITAL WITH A CERTIFIED SNF WHICH HAS FEWER THAN 50 BEDS IN THE N

AGGREGATE FOR BOTH COMPONENTS, USING THE SWING BED OPTIONAL METHOD OF REIMBURSEMENT?
30 DOES THIS HOSPITAL QUALIFY AS A RURAL PRIMARY CARE HOSPITAL (RPCH)/CRITICAL ACCESS A

HOSPITAL(CAH)? (SEE 42 CFR 485.606ff)
30.01 1IF SO, IS THIS THE INITIAL 12 MONTH PERIOD FOR THE FACILITY OPERATED AS AN RPCH/CAH?

SEE 42 CFR 413.70 N
30.02 IF THIS FACILITY QUALIFIES AS AN RPCH/CAH, HAS IT ELECTED THE ALL-INCLUSIVE METHOD OF

PAYMENT FOR OUTPATIENT SERVICES? (SEE INSTRUCTIONS) Y
30.03 IF THIS FACILITY QUALIFIES AS A CAH, IS IT ELIBIBLE FOR COST REIMBURSEMENT FOR AMBULANCE

SERVICES? IF YES, ENTER IN COLUMN 2 THE DATE OF ELIGIBILITY DETERMINATION (DATE MUST

BE ON OR AFTER 12/21/2000). N
30.04 IF THIS FACILITY QUALIFIES AS A CAH, IS IT ELIBIBLE FQR COST REIMBURSEMENT FOR I&R

TRAINING PROGRAMS? ENTER "Y" FOR YES AND "N" FOR NO. IF YES, THE GME ELIMINATION WOULD

NOT BE ON WORKSHEET B, PART I, COLUMN 26 AND THE PROGRAM WOULD BE COST REIMBURSED. IF

YES COMPLETE WORKSHEET D-2, PART II N
31 IS THIS A RURAL HOSPITAL QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113(c). Y
31.01 IS THIS A RURAL SUBPROVIDER 1 QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113(c). N
31.02 IS THIS A RURAL SUBPROVIDER 2 QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113(c). N
31.03 IS THIS A RURAL SUBPROVIDER 3 QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113(0). N
31.04 IS THIS A RURAL SUBPROVIDER 4 QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113(c). N
31.05 IS THIS A RURAL SUBPROVIDER 5 QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? SEE 42

CFR 412.113(c). N

MISCELLANEOUS COST REPORT INFORMATION

32 IS THIS AN ALL-INCLUSIVE PROVIDER? IF YES, ENTER THE METHOD USED (A, B, OR E ONLY) COL 2. N

33 IS THIS A NEW HOSPITAL UNDER 42 CFR 412.300 PPS CAPITAL? ENTER "Y" FOR YES AND "N" FOR NO
IN COLUMN 1. IF YES, FOR COST REPORTING PERIODS BEGINNING ON OR AFTER OCTOBER 1, 2002, DO
YOU ELECT TO BE REIMBURSED AT 100% FEDERAL CAPITAL PAYMENT? ENTER "Y" FOR YES AND "N" FOR
NO IN COLUMN 2

34 IS THIS A NEW HOSPITAL UNDER 42 CFR 413.40 (f)(1) (i) TEFRA?

35 HAVE YOU ESTABLISHED A NEW SUBPROVIDER (EXCLUDED UNIT) UNDER 42 CFR 413.40(f)(1)(i)?

35.01 HAVE YOU ESTABLISHED A NEW SUBPROVIDER (EXCLUDED UNIT) UNDER 42 CFR 413.40(f)(1)(i)?

35.02 HAVE YOU ESTABLISHED A NEW SUBPROVIDER (EXCLUDED UNIT) UNDER 42 CFR 413.40(f)(1)(i)?

35.03 HAVE YOU ESTABLISHED A NEW SUBPROVIDER (EXCLUDED UNIT) UNDER 42 CFR 413.40(f)(1)(i)?

35.04 HAVE YOU ESTABLISHED A NEW SUBPROVIDER (EXCLUDED UNIT) UNDER 42 CFR 413.40(f)(1)(i)?

zZ2Z2ZZ

XVIII XIX
2 3
N N

PROSPECTIVE PAYMENT SYSTEM (PPS)-CAPITAL
36 DO YOU ELECT FULLY PROSPECTIVE PAYMENT METHODOLOGY FOR CAPITAL COSTS? (SEE INSTRUCTIONS)
36.01 DOES YOUR FACILITY QUALIFY AND RECEIVE PAYMENT FOR DISPROPORTIONATE SHARE IN ACCORDANCE

ZHR<



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CMS-2552-96 (12/2008) CONTD

I  PROVIDER NO: I PERIOD: I PREPARED 8/17/2009
HOSPITAL & HOSPITAL HEALTH CARE COMPLEX I 14-1323 I FROM 4/ 1/2008 1 WORKSHEET S-2
IDENTIFICATION DATA I IT0 3/31/2009 1

37
37.01

TITLE

40.01
40.03

42.01
42.02

45.01
45,02
45.03
46

WITH 42 CFR 412.3207 (SEE INSTRUCTIONS)
DO YOU ELECT HOLD HARMLESS PAYMENT METHODOLOGY FOR CAPITAL COSTS? (SEE INSTRUCTIONS)
IF YOU ARE A HOLD HARMLESS PROVIDER, ARE YOU FILING ON THE BASIS OF 100% OF THE FED RATE?

XIX INPATIENT SERVICES
DO YOU HAVE TITLE XIX INPATIENT HOSPITAL SERVICES?

IS THIS HOSPITAL REIMBURSED FOR TITLE XIX THROUGH THE COST REPORT EITHER IN FULL OR IN PART?

DOES THE TITLE XIX PROGRAM REDUCE CAPITAL FOLLOWING THE MEDICARE METHODOLOGY?
ARE TITLE XIX NF PATIENTS OCCUPYING TITLE XVIII SNF BEDS (DUAL CERTIFICATION)?
DO YOU OPERATE AN ICF/MR FACILITY FOR PURPOSES OF TITLE XIX?

ARE THERE ANY RELATED ORGANIZATION OR HOME OFFICE COSTS AS DEFINED IN CMS PUB 15-I, CHAP 107
IF YES, AND THERE ARE HOME OFFICE COSTS, ENTER IN COL 2 THE HOME OFFICE PROVIDER NUMBER.

IF THIS FACILITY IS PART OF A CHAIN ORGANIZATION ENTER THE NAME AND ADDRESS OF THE HOME OFFICE

NAME : FI/CONTRACTOR NAME
STREET: P.0. BOX:
CITY: STATE: ZIP CODE: -

ARE PROVIDER BASED PHYSICIANS' COSTS INCLUDED IN WORKSHEET A?
ARE PHYSICAL THERAPY SERVICES PROVIDED BY OUTSIDE SUPPLIERS?
ARE OCCUPATIONAL THERAPY SERVICES PROVIDED BY OUTSIDE SUPPLIERS?
ARE SPEECH PATHOLOGY SERVICES PROVIDED BY OUTSIDE SUPPLIERS?
ARE RESPIRATORY THERAPY SERVICES PROVIDED BY OUTSIDE SUPPLIERS?

IF YOU ARE CLAIMING COST FOR RENAL SERVICES ON WORKSHEET A, ARE THEY INPATIENT SERVICES ONLY?

HAVE YOU CHANGED YOUR COST ALLOCATION METHODOLOGY FROM THE PREVIOUSLY FILED COST REPORT?
SEE CMS PUB. 15-II, SECTION 3617. IF YES, ENTER THE APPROVAL DATE IN COLUMN 2.

WAS THERE A CHANGE IN THE STATISTICAL BASIS?

WAS THERE A CHANGE IN THE ORDER OF ALLOCATION?

WAS THE CHANGE TO THE SIMPLIFIED COST FINDING METHOD?

IF YOU ARE PARTICIPATING IN THE NHCMQ DEMONSTRATION PROJECT (MUST HAVE A HOSPITAL-BASED SNF)
DURING THIS COST REPORTING PERIOD, ENTER THE PHASE (SEE INSTRUCTIONS).

zZzZzzzZz< 22

=z

Y
N
N
N
N
N
N

FI/CONTRACTOR #

00/00/0000

IF THIS FACILITY CONTAINS A PROVIDER THAT QUALIFIES FOR AN EXEMPTION FROM THE APPLICATION OF THE LOWER OF COSTS OR

CHARGES, ENTER "Y" FOR EACH COMPONENT AND TYPE OF SERVICE THAT QUALIFIES FOR THE EXEMPTION.

(SEE 42 CFR 413.13.)

47.00
52
52.01
53

53.01
54

54,01

55

56

56.01
56.02
56.03

57
58

58.01

59

60

OUTPATIENT OUTPATIENT OUTPATIENT

PART A PART B ASC RADIOLOGY DIAGNOSTIC
1 2 3 4 5
HOSPITAL N N N N N

DOES THIS HOSPITAL CLAIM EXPENDITURES FOR EXTRAORDINARY CIRCUMSTANCES IN ACCORDANCE WITH
42 CFR 412.348(e)? (SEE INSTRUCTIONS)

IF YOU ARE A FULLY PROSPECTIVE OR HOLD HARMLESS PROVIDER ARE YOU ELIGIBLE FOR THE SPECIAL
EXCEPTIONS PAYMENT PURSUANT TO 42 CFR 412.348(g)? IF YES, COMPLETE WORKSHEET L, PART IV
IF YOU ARE A MEDICARE DEPENDENT HOSPITAL (MDH), ENTER THE NUMBER OF PERIODS MDH STATUS IN
EFFECT. ENTER BEGINNING AND ENDING DATES OF MDH STATUS ON LINE 53.01. SUBSCRIPT LINE
53.01 FOR NUMBER OF PERIODS IN EXCESS OF ONE AND ENTER SUBSEQUENT DATES.

MDH PERIOD: BEGINNING: / / ENDING:
LIST AMOUNTS OF MALPRACTICE PREMIUMS AND PAID LOSSES:
PREMIUMS: 280,791
PAID LOSSES: 0
AND/OR SELF INSURANCE: 0

ARE MALPRACTICE PREMIUMS AND PAID LOSSES REPORTED IN OTHER THAN THE ADMINISTRATIVE AND
GENERAL COST CENTER? IF YES, SUBMIT SUPPORTING SCHEDULE LISTING COST CENTERS AND AMOUNTS
CONTAINED THEREIN.

DOES YOUR FACILITY QUALIFY FOR ADDITIONAL PROSPECTIVE PAYMENT IN ACCORDANCE WITH

42 CFR 412.107. ENTER "Y" FOR YES AND "N" FOR NO.

ARE YOU CLAIMING AMBULANCE COSTS? IF YES, ENTER IN COLUMN 2 THE PAYMENT LIMIT
PROVIDED FROM YOUR FISCAL INTERMEDIARY AND THE APPLICABLE DATES FOR THOSE LIMITS DATE
IN COLUMN O. IF THIS IS THE FIRST YEAR OF OPERATION NO ENTRY IS REQUIRED IN COLUMN 0

ENTER "N" IF NOT EXEMPT.

2. IF COLUMN 1 IS Y, ENTER Y OR N IN COLUMN 3 WHETHER THIS IS YOUR FIRST YEAR OF  ——=--=m-—m oo e e mm oo oo o

OPERATIONS FOR RENDERING AMBULANCE SERVICES. ENTER IN COLUMN 4, IF APPLICABLE,
THE FEE SCHEDULES AMOUNTS FOR THE PERIOD BEGINNING ON OR AFTER 4/1/2002.

ENTER SUBSEQUENT AMBULANCE PAYMENT LIMIT AS REQUIRED. SUBSCRIPT IF MORE THAN 2
LIMITS APPLY. ENTER IN COLUMN 4 THE FEE SCHEDULES AMOUNTS FOR INITIAL OR
SUBSEQUENT PERIOD AS APPLICABLE.

THIRD AMBULANCE LIMIT AND FEE SCHEDULE IF NECESSARY.

FOURTH AMBULANCE LIMIT AND FEE SCHEDULE IF NECESSARY.

ARE YOU CLAIMING NURSING AND ALLIED HEALTH COSTS?

ARE YOU AN INPATIENT REHABILITATION FACILITY(IRF), OR DO YOU CONTAIN AN IRF SUBPROVIDER?
ENTER IN COLUMN 1 "Y" FOR YES AND “"N" FOR NO. IF YES HAVE YOU MADE THE ELECTION FOR 100%
FEDERAL PPS REIMBURSEMENT? ENTER IN COLUMN 2 "Y" FOR YES AND "N" FOR NO. THIS OPTION IS
ON>Y/AVAILABLE FOR COST REPORTING PERIODS BEGINNING ON OR AFTER 1/1/2002 AND BEFORE
10/1/2002.

IF LINE 58 COLUMN 1 IS Y, DOES THE FACILITY HAVE A TEACHING PROGRAM IN THE MOST RECENT COST
REPORTING PERIOD ENDING ON OR BEFORE NOVEMBER 15, 20047 ENTER "Y" FOR YES OR "N" FOR NO. IS
THE FACILITY TRAINING RESIDENTS IN A NEW TEACHING PROGRAM IN ACCORDANCE WITH 42 CFR SEC.
412.424(d) (1) (31i)(2)? ENTER IN COLUMN 2 "Y"FOR YES OR "N" FOR NO. IF COLUMN 2 IS Y, ENTER
1, 2 OR 3 RESPECTIVELY IN COLUMN 3 (SEE INSTRUCTIONS). IF THE CURRENT COST REPORTING PERIOD
COVERS THE BEGINNING OF THE FOURTH ENTER 4 IN COLUMN 3, OR IF THE SUBSEQUENT ACADEMIC YEARS
OF THE NEW TEACHING PROGRAM IN EXISTENCE, ENTER 5. (SEE INSTR).

ARE YOU A LONG TERM CARE HOSPITAL (LTCH)? ENTER IN COLUMN 1 "Y" FOR YES AND "N" FOR NO.

IF YES, HAVE YOU MADE THE ELECTION FOR 100% FEDERAL PPS REIMBURSEMENT? ENTER IN COLUMN 2
"Y" FOR YES AND "N" FOR NO. (SEE INSTRUCTIONS)

ARE YOU AN INPATIENT PSYCHIATRIC FACILITY (IPF), OR DO YOU CONTAIN AN IPF SUBPROVIDER?
ENTER IN COLUMN 1 "Y" FOR YES AND "N" FOR NO. IF YES, IS THE IPF OR IPF SUBPROVIDER A NEW
FACILITY? ENTER IN COLUMN 2 "Y" FOR YES AND "N" FOR NO. (SEE INSTRUCTIONS)

LIMIT Y OR N FEES
2 3
0.00 0
0.00 0
0.00 0
0.00 0
0



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CM5-2552-96 (12/2008) CONTD

I  PROVIDER NO: I PERIOD: I PREPARED 8/17/2009
HOSPITAL & HOSPITAL HEALTH CARE COMPLEX I 14-1323 I FROM 4/ 1/2008 I WORKSHEET S-2
IDENTIFICATION DATA I I TO 3/31/2009 1
60.01 IF LINE 60 COLUMN 1 IS Y, AND THE FACILITY IS AN IPF SUBPROVIDER, WERE RESIDENTS TRAINING IN N 0

THIS FACILITY IN ITS MOST RECENT COST REPORT FILED BEFORE NOV. 15, 20047 ENTER "Y" FOR YES OR
“N" FOR NO. IS THIS FACILITY TRAINING RESIDENTS IN A NEW TEACHING PROGRAM IN ACCORDANCE WITH
42 CFR SEC. 412.424(d)(1)(iii)(2)? ENTER IN COL. 2 "Y" FOR YES OR "N" FOR NO. IF COL. 2 IS Y,
ENTER 1, 2 OR 3 RESPECTIVELY IN COL. 3. (SEE INSTRUCTIONS). IF THE CURRENT COST REPORTING
PERIOD COVERS THE BEGINNING OF THE FOURTH ENTER 4 IN COLUMN 3, OR IF THE SUBSEQUENT ACADEMIC
YEARS OF THE NEW TEACHING PROGRAM IN EXISTENCE, ENTER 5. (SEE INSTRUCTIONS)

MULTICAMPUS

61.00 IS THIS FACILITY PART OF A MULTICAMPUS HOSPITAL THAT HAS ONE OR MORE CAMPUSES IN DIFFERENT CBSA?
ENTER "Y" FOR YES AND "N" FOR NO.

IF LINE 61 IS YES, ENTER THE NAME IN COL. O, COUNTY IN COL. 1, STATE IN COL.2, ZIP IN COL 3,
CBSA IN COL. 4 AND FTE/CAMPUS IN COL. 5.

NAME COUNTY STATE ZIP CODE CBSA FTE/CAMPUS
62.00 0.00
62.01 0.00
62.02 0.00
62.03 0.00
62.04 0.00
62.05 0.00
62.06 0.00
62.07 0.00
62.08 0.00
62.09 0.00

SETTLEMENT DATA

63.00 WAS THE COST REPORT FILED USING THE PS& (EITHER IN ITS ENTIRETY OR FOR TOTAL CHARGES AND DAYS / /
ONLY)? ENTER "Y" FOR YES AND "N" FOR NO IN COL. 1. IF COL. 1 IS "Y", ENTER THE "PAID THROUGH"
DATE OF THE PS&R IN COL. 2 (MM/DD/YYYY).



Health Financial Systems MCRIF32

FOR MASSAC MEMORIAL HOSPITAL

I
HOSPITAL AND HOSPITAL HEALTH CARE I
COMPLEX STATISTICAL DATA I
NO. OF BED DAYS CAH
COMPONENT BEDS AVAILABLE HOURS
1 2 2.01
1 ADULTS & PEDIATRICS 19 6,935 78,412.32
2 HMO
2 01 HMO - (IRF PPS SUBPROVIDER)
3 ADULTS & PED-SB SNF
4 ADULTS & PED-SB NF
5 TOTAL ADULTS AND PEDS 19 6,935 78,412.32
6 INTENSIVE CARE UNIT 6 2,190 5,564.68
12 TOTAL 25 9,125 83,977.00
13 RPCH VISITS
24 RURAL HEALTH CLINIC
25 TOTAL 25
26 OBSERVATION BED DAYS
27 AMBULANCE TRIPS
28 EMPLOYEE DISCOUNT DAYS
28 01 EMP DISCOUNT DAYS -IRF
---------- I/P DAYS / 0O/P VISITS
TITLE XIX OBSERVATION BEDS TOTAL
COMPONENT ADMITTED  NOT ADMITTED  ALL PATS
5.01 5.02 6
1 ADULTS & PEDIATRICS 2,974
2 HMO
2 01 HMO -~ (IRF PPS SUBPROVIDER)
3 ADULTS & PED-SB SNF 545
4 ADULTS & PED-SB NF 54
5 TOTAL ADULTS AND PEDS 3,573
6 INTENSIVE CARE UNIT 495
12 TOTAL 4,068
13 RPCH VISITS
24 RURAL HEALTH CLINIC 4,876
25 TOTAL
26 OBSERVATION BED DAYS 1 45 425
27 AMBULANCE TRIPS
28 EMPLOYEE DISCOUNT DAYS
28 01 EMP DISCOUNT DAYS -IRF
I & R FTES --- FULL TIME EQUIV ---
EMPLOYEES NONPAID
COMPONENT NET ON PAYROLL WORKERS
9 11
1 ADULTS & PEDIATRICS
2 HMO
2 01 HMO - (IRF PPS SUBPROVIDER)
3 ADULTS & PED-SB SNF
4 ADULTS & PED-SB NF
5 TOTAL ADULTS AND PEDS
6 INTENSIVE CARE UNIT
12 TOTAL 175.25
13 RPCH VISITS
24 RURAL HEALTH CLINIC 3.27
25 TOTAL 178.52
26 OBSERVATION BED DAYS
27 AMBULANCE TRIPS
28 EMPLOYEE DISCOUNT DAYS

28 01 EMP DISCOUNT DAYS -IRF

IN LIEU OF FORM CMS-2552-96 (04/2005)

PROVIDER NO: I PERIOD: I PREPARED 8/17/2009
14-1323 I FROM 4/ 1/2008 I WORKSHEET S-3
I T0 3/31/2009 1 PART I
———————— I/P DAYS / O/P VISITS / TRIPS --------
TITLE TITLE NOT LTCH TOTAL
\% XVIII N/A TITLE XIX
3 4 4.01 5
2,200 255
495
2,695 255
335 44
3,030 299
485 3,111
46
/ TRIPS ------=----- -- INTERNS & RES. FTES --

TOTAL OBSERVATION BEDS LESS I&R REPL

ADMITTED  NOT ADMITTED  TOTAL  NON-PHYS ANES
6.01 6.02 7 8
2 423
--------------- DISCHARGES = —---==-=========-=
TITLE TITLE TITLE TOTAL ALL
v XVIII XIX PATIENTS
12 13 14 15
597 98 925
597 98 925



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CMS$-2552-96 S-8 (09/2000)

I  PROVIDER NO: I PERIOD: I PREPARED 8/17/2009
PROVIDER-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED I 14-1323 I FROM 4/ 1/2008 I WORKSHEET S-8
HEALTH CENTER PROVIDER STATISTICAL DATA I COMPONENT NO: I TO 3/31/2009 1
I 14-3478 I I
RHC 1
CLINIC ADDRESS AND IDENTIFICATION
1 STREET: 28 CHICK STREET
1.01 CITY! METROPOLIS STATE: IL ZIP CODE: 62960 COUNTY: MASSAC
2 DESIGNATION (FOR FQHCS ONLY) - ENTER "R" FOR RURAL OR "U" FOR URBAN R
SOURCE OF FEDERAL FUNDS: GRANT AWARD DATE
1 2
3 COMMUNITY HEALTH CENTER (SECTION 339(d), PHS ACT) / /
4 MIGRANT HEALTH CENTER (SECTION 329(d), PHS ACT) / /
5 HEALTH SERVICES FOR THE HOMELESS (SECTION 340(d), PHS ACT) / /
6 APPALACHIAN REGIONAL COMMISSION / 7/
7 LOOK-ALIKES / /
8 OTHER (SPECIFY) / /7
PHYSICIAN INFORMATION: PHYSICIAN BILLING
NAME NUMBER
9 PHYSICIAN(S) FURNISHING SERVICES AT THE CLINIC OR UNDER AGREEMENT DEBRA KESTER P52323
9.01 PHYSICIAN(S) FURNISHING SERVICES AT THE CLINIC OR UNDER AGREEMENT DR. MICHAEL KLOEP F50864
PHYSICIAN HOURS OF
NAME SUPERVISION
10 SUPERVISORY PHYSICIAN(S) AND HOURS OF SUPERVISION DURING PERIOD DR. MICHAEL KLOEP 104.00

11 DOES THIS FACILITY OPERATE AS OTHER THAN AN RHC OR FQHC? 1IF YES, INDICATE NUMBER OF OTHER
OPERATIONS IN COLUMN 2 (ENTER IN SUBSCRIPTS OF LINE 12 THE TYPE OF OTHER OPERATION(S) AND
THE OPERATING HOURS.)

FACILITY HOURS OF OPERATIONS (1)
SUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY

TYPE OPERATION FROM TO FROM TO FROM TO FROM TO FROM TO FROM TO FROM TO
0 1 2 3 4 5 6 7 8 9 10 11 12 13 14
12 CLINIC 830 1630 830 1630 830 1630 830 1630 830 1630

(1) ENTER CLINIC HOURS OF OPERATIONS ON SUBSCRIPTS OF LINE 12 (BOTH TYPE AND HOURS OF OPERATION).
LIST HOURS OF OPERATION BASED ON A 24 HOUR CLOCK. FOR EXAMPLE: 8:00AM IS 0800, 6:30PM IS 1830, AND MIDNIGHT IS 2400

13 HAVE YOU RECEIVED AN APPROVAL FOR AN EXCEPTION TO THE PRODUCTIVITY STANDARD? N

14 IS THIS A CONSOLIDATED COST REPORT DEFINED IN THE RURAL HEALTH CLINIC MANUAL? IF YES, ENTER IN
COLUMN 2 THE NUMBER OF PROVIDERS INCLUDED IN THIS REPORT, COMPLETE LINE 15 AND COMPLETE ONLY ONE
WORKSHEET SERIES M FOR THE CONSOLIDATED GROUP. IF NO, COMPLETE A SEPARATE WORKSHEET $-8 FOR
EACH COMPONENT ACCOMPANIED BY A CORRESPONDING WORKSHEET M SERIES.

15 PROVIDER NAME: PROVIDER NUMBER:

TITLE V TITLE XVIII TITLE XIX
16 HAVE YOU PROVIDED ALL OR SUBSTANTIALLY ALL GME COSTS. IF YES, ENTER IN

COLUMNS 2, 3, AND 4 THE NUMBER OF PROGRAM VISITS PERFORMED BY INTERNS &

RESIDENTS.
17 HAS THE HOSPITALS' BED SIZE CHANGED TO LESS THAN 50 BEDS DURING THE YEAR FOR COST REPORTING PERIODS

OVERLAPPING 7/1/2001? IF YES, SEE INSTRUCTIONS.



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CMS-2552-96(9/1996)

I PROVIDER NO: I PERIOD: I PREPARED 8/17/2009
RECLASSIFICATION AND ADJUSTMENT OF I 14-1323 I FROM 4/ 1/2008 I WORKSHEET A
TRIAL BALANCE OF EXPENSES I I 7O 3/31/2009 1
COST COST CENTER DESCRIPTION SALARIES OTHER TOTAL RECLASS- RECLASSIFIED
CENTER IFICATIONS TRIAL BALANCE
1 2 3 4 5
GENERAL SERVICE COST CNTR
3 0300 NEW CAP REL COSTS-BLDG & FIXT 391,070 391,070 154,139 545,209
3.01 0301 NEW CAP REL COSTS-BLDG AMBULANCE 24,000 24,000
3.02 0302 NEW CAP REL COSTS-BLDG EKG 14,494 14,494
4 0400 NEW CAP REL COSTS-MVBLE EQUIP 736,758 736,758 443,488 1,180,246
5 0500 EMPLOYEE BENEFITS 99,651 2,629,145 2,728,796 2,728,796
6 0600 ADMINISTRATIVE & GENERAL 1,061,866 1,006,633 2,068,499 -98,188 1,970,311
8 0800 OPERATION OF PLANT 259,051 681,551 940,602 -24,520 916,082
9 0900 LAUNDRY & LINEN SERVICE 58,808 22,474 81,282 81,282
10 1000 HOUSEKEEPING 252,089 66,837 318,926 318,926
11 1100 DIETARY 249,502 163,948 413,450 -184,229 229,221
12 1200 CAFETERIA 183,158 183,158
14 1400 NURSING ADMINISTRATION 470,711 13,095 483,806 483,806
17 1700 MEDICAL RECORDS & LIBRARY 201,846 31,766 233,612 233,612
18 1800 SOCIAL SERVICE 143,262 14,213 157,475 157,475
20 2000 NONPHYSICIAN ANESTHETISTS
INPAT ROUTINE SRVC CNTRS
25 2500 ADULTS & PEDIATRICS 867,313 214,329 1,081,642 1,081,642
26 2600 INTENSIVE CARE UNIT 497,759 8,303 506,062 -1,802 504,260
ANCILLARY SRVC COST CNTRS
37 3700 OPERATING ROOM 200,862 183,217 384,079 -109,527 274,552
40 4000 ANESTHESIOLOGY 224,907 224,907 224,907
41 4100 RADIOLOGY-DIAGNOSTIC 510,126 735,159 1,245,285 -260,046 985,239
44 4400 LABORATORY 408,734 535,314 944,048 -33,424 910,624
49 4900 RESPIRATORY THERAPY 288,524 98,714 387,238 -19,796 367,442
50 5000 PHYSICAL THERAPY 392,392 10, 845 403,237 -1,712 401,525
53 5300 ELECTROCARDIOLOGY 102,473 151,132 253,605 3,041 256,646
55 5500 MEDICAL SUPPLIES CHARGED TO PATIENTS 62,789 16,653 79,442 90,964 170, 406
56 5600 DRUGS CHARGED TO PATIENTS 202,325 416,272 618,597 -10,795 607,802
OUTPAT SERVICE COST CNTRS
61 6100 EMERGENCY 496,540 1,307,281 1,803,821 60,158 1,863,979
62 6200 OBSERVATION BEDS (NON-DISTINCT PART)
63 4950 OTHER OUTPATIENT SERVICE COST CENTER
63.50 6310 RURAL HEALTH CLINIC 176,621 73,323 249,944 249,944
OTHER REIMBURS COST CNTRS
65 6500 AMBULANCE SERVICES 472,792 95,895 568,687 -27,293 541,394
SPEC PURPOSE COST CENTERS
88 8800 INTEREST EXPENSE 215,129 215,129 -215,129
90 9000 OTHER CAPITAL RELATED COSTS 44,277 44,277 -44,277
95 SUBTOTALS 7,476,036 10,088,240 17,564,276 -57,296 17,506,980

NONREIMBURS COST CENTERS
96 9600 GIFT, FLOWER, COFFEE SHOP & CANTEEN
98 9800 PHYSICIANS' PRIVATE OFFICES 42,140 9,464 51,604 57,296 108,900
98.01 9801 PROMOTION
929 9900 NONPAID WORKERS
101 TOTAL 7,518,176 10,097,704 17,615,880 -0- 17,615,880



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CM5-2552-96(9/1996)

I PROVIDER NO: I PERIOD: I PREPARED 8/17/2009
RECLASSIFICATION AND ADJUSTMENT OF I 14-1323 I FROM 4/ 1/2008 I WORKSHEET A
TRIAL BALANCE OF EXPENSES I I 70 3/31/2009 1
COST COST CENTER DESCRIPTION ADJUSTMENTS NET EXPENSES
CENTER FOR ALLOC
6 7
GENERAL SERVICE COST CNTR
3 0300 NEW CAP REL COSTS-BLDG & FIXT -51,511 493,698
3.01 0301 NEw CAP REL COSTS-BLDG AMBULANCE 24,000
3.02 0302 NEwW CAP REL COSTS-BLDG EKG 14,494
4 0400 NEW CAP REL COSTS-MVBLE EQUIP -22,812 1,157,434
5 0500 EMPLOYEE BENEFITS -204 2,728,592
6 0600 ADMINISTRATIVE & GENERAL -113,372 1,856,939
8 0800 OPERATION OF PLANT -2,037 914,045
9 0900 LAUNDRY & LINEN SERVICE 81,282
10 1000 HOUSEKEEPING 318,926
11 1100 DIETARY -501 228,720
12 1200 CAFETERIA -71,156 112,002
14 1400 NURSING ADMINISTRATION 483,806
17 1700 MEDICAL RECORDS & LIBRARY -2,100 231,512
18 1800 SOCIAL SERVICE 157,475
20 2000 NONPHYSICIAN ANESTHETISTS
INPAT ROUTINE SRVC CNTRS
25 2500 ADULTS & PEDIATRICS -85,835 995,807
26 2600 INTENSIVE CARE UNIT 504,260
ANCILLARY SRVC COST CNTRS
37 3700 OPERATING ROOM 274,552
40 4000 ANESTHESIOLOGY -156,647 68,260
41 4100 RADIOLOGY-DIAGNOSTIC 985,239
44 4400 LABORATORY 910,624
49 4900 RESPIRATORY THERAPY 367,442
50 5000 PHYSICAL THERAPY 401,525
53 5300 ELECTROCARDIOLOGY -73,558 183,088
55 5500 MEDICAL SUPPLIES CHARGED TO PATIENTS -6,937 163,469
56 5600 DRUGS CHARGED TO PATIENTS -3,552 604,250
OUTPAT SERVICE COST CNTRS
61 6100 EMERGENCY ~-695,503 1,168,476
62 6200 OBSERVATION BEDS (NON-DISTINCT PART)
63 4950 OTHER OUTPATIENT SERVICE COST CENTER
63.50 6310 RURAL HEALTH CLINIC 249,944
OTHER REIMBURS COST CNTRS
65 6500 AMBULANCE SERVICES -3,470 537,924
SPEC PURPOSE COST CENTERS
88 8800 INTEREST EXPENSE -0-
90 9000 OTHER CAPITAL RELATED COSTS -0-
95 SUBTOTALS -1,289,195 16,217,785

NONREIMBURS COST CENTERS
96 9600 GIFT, FLOWER, COFFEE SHOP & CANTEEN
98 9800 PHYSICIANS' PRIVATE OFFICES 108,900
98.01 9801 PROMOTION
99 9900 NONPAID WORKERS
101 TOTAL -1,289,195 16,326,685



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CMS-2552-96(9/1996)

I PROVIDER NO: I PERIOD: I PREPARED 8/17/2009
COST CENTERS USED IN COST REPORT I 14-1323 I FROM 4/ 1/2008 I NOT A CMS WORKSHEET
I I TO 3/31/2009 I
LINE NO. COST CENTER DESCRIPTION CMS CODE STANDARD LABEL FOR NON-STANDARD CODES
GENERAL SERVICE COST
3 NEW CAP REL COSTS-BLDG & FIXT 0300
3.01 NEW CAP REL COSTS-BLDG AMBULANCE 0301 NEW CAP REL COSTS-BLDG & FIXT
3.02 NEW CAP REL COSTS-BLDG EKG 0302 NEW CAP REL COSTS-BLDG & FIXT
4 NEW CAP REL COSTS-MVBLE EQUIP 0400
5 EMPLOYEE BENEFITS 0500
6 ADMINISTRATIVE & GENERAL 0600
8 OPERATION OF PLANT 0800
9 LAUNDRY & LINEN SERVICE 0900
10 HOUSEKEEPING 1000
11 DIETARY 1100
12 CAFETERIA 1200
14 NURSING ADMINISTRATION 1400
17 MEDICAL RECORDS & LIBRARY 1700
18 SOCIAL SERVICE 1800
20 NONPHYSICIAN ANESTHETISTS 2000
INPAT ROUTINE SRVC C
25 ADULTS & PEDIATRICS 2500
26 INTENSIVE CARE UNIT 2600
ANCILLARY SRVC COST
37 OPERATING ROOM 3700
40 ANESTHESIOLOGY 4000
41 RADIOLOGY-DIAGNOSTIC 4100
44 LABORATORY 4400
49 RESPIRATORY THERAPY 4900
50 PHYSICAL THERAPY 5000
53 ELECTROCARDIOLOGY 5300
55 MEDICAL SUPPLIES CHARGED TO PATIENTS 5500
56 DRUGS CHARGED TO PATIENTS 5600
OUTPAT SERVICE COST
61 EMERGENCY 6100
62 OBSERVATION BEDS (NON-DISTINCT PART) 6200
63 OTHER OUTPATIENT SERVICE COST CENTER 4950 OTHER OUTPATIENT SERVICE COST CENTER
63.50  RURAL HEALTH CLINIC 6310 RURAL HEALTH CLINIC #####
OTHER REIMBURS COST
65 AMBULANCE SERVICES 6500
SPEC PURPOSE COST CE
88 INTEREST EXPENSE 8800
90 OTHER CAPITAL RELATED COSTS 9000
95 SUBTOTALS OLD CAP REL COSTS-BLDG & FIXT
NONREIMBURS COST CEN
96 GIFT, FLOWER, COFFEE SHOP & CANTEEN 9600
98 PHYSICIANS' PRIVATE OFFICES 9800
98.01  PROMOTION 9801 PHYSICIANS' PRIVATE OFFICES
99 NONPAID WORKERS 9900

101 TOTAL OLD CAP REL COSTS-BLDG & FIXT



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CMS-2552-96 (09/1996)

| PROVIDER NO: | PERIOD: | PREPARED 8/17/2009
RECLASSIFICATIONS | 141323 | FROM 4/ 1/2008 | WORKSHEET A-6

I | To 3/31/2009 |

----------------------------------- INCREASE —==--m-— - - —mmmmmmmmmmmmmm oo
CODE LINE
EXPLANATION OF RECLASSIFICATION (1) COST CENTER NO SALARY OTHER
1 2 3 4 5

1 TO RECLASS INTEREST EXPENSE A NEW CAP REL COSTS-BLDG & FIXT 3 151,957

2 NEW CAP REL COSTS-MVBLE EQUIP 4 63,172

3 TO RECLASS CAFETERIA EXPENSE B CAFETERIA 12 110,529 72,629

4 TO RECLASS RENTAL EXPENSE C NEW CAP REL COSTS-MVBLE EQUIP 4 368,903
5
6
7
8
9
10

11 TO RECLASS MEDICAL SUPPLY EXPENSE D MEDICAL SUPPLIES CHARGED TO PATIENTS 55 95,331
12
13
14
15
16
17
18
19
20
21

22 TO RECLASS DRUG COSTS E DRUGS CHARGED TO PATIENTS 56 1,071

%3 TO RECLASS PROF BUILD COSTS F PHYSICIANS' PRIVATE OFFICES 98 30,682
4

25 TO RECLASS EKG SALARIES G ELECTROCARDIOLOGY 53 17,535

26 TO RECLASS PROFESSIONAL BUILDING CST J PHYSICIANS' PRIVATE OFFICES 98 8,048 14,549

27 TO RECLASS REAL ESTATE TAXES M PHYSICIANS' PRIVATE OFFICES 98 4,017

28 TO RECLASS ER PHY MALPRACTICE N EMERGENCY 61 89,889

29 TO RECLASS AMBULANCE RENTAL EXPENSE O NEW CAP REL COSTS-BLDG AMBULANCE 3.01 24,000

30 TO RECLASS SLEEP LAB RENTAL EXPENSE P NEW CAP REL COSTS-BLDG EKG 3.02 14,494

36 TOTAL RECLASSIFICATIONS 136,112 930,694

(1) A Tetter (A, B, etc) must be entered on each line to identify each reclassification entry.
Tran§fer the.amounts in columns 4, 5, 8, and 9 to worksheet A, column 4, lines as appropriate.
See instructions for column 10 referencing to worksheet A-7, Part III, columns 9 through 14.



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CM5-2552-96 (09/1996)

| PROVIDER NO: | PERIOD: | PREPARED 8/17/2009
RECLASSIFICATIONS | 141323 | FROM 4/ 1/2008 | WORKSHEET A-6

| | TO 3/31/2009 |

----------------------------------- DECREASE ==========m oo mmm e m oo

CODE LINE A-7

EXPLANATION OF RECLASSIFICATION (1) COST CENTER NO SALARY OTHER REF

1 6 7 8 9 10

1 TO RECLASS INTEREST EXPENSE A INTEREST EXPENSE 88 215,129 11

2 11
3 TO RECLASS CAFETERIA EXPENSE B DIETARY 11 110,529 72,629

4 TO RECLASS RENTAL EXPENSE C OPERATION OF PLANT 8 1,923 10
5 RADIOLOGY-DIAGNOSTIC 41 260,046
6 LABORATORY 44 33,210
7 PHYSICAL THERAPY 50 1,061
8 MEDICAL SUPPLIES CHARGED TO PATIENTS 55 3,677
9 OPERATING ROOM 37 64,704
10 ADMINISTRATIVE & GENERAL 6 4,282
11 TO RECLASS MEDICAL SUPPLY EXPENSE D INTENSIVE CARE UNIT 26 1,802
12 OPERATING ROOM 37 327
13 MEDICAL SUPPLIES CHARGED TO PATIENTS 55 690
14 LABORATORY 44 214
15 OPERATING ROOM 37 44,496
16 RESPIRATORY THERAPY 49 2,261
17 EMERGENCY 61 29,731
18 AMBULANCE SERVICES 65 3,293
19 DRUGS CHARGED TO PATIENTS 56 6,585
20 DRUGS CHARGED TO PATIENTS 56 5,281
21 PHYSICAL THERAPY 50 651
22 TO RECLASS DRUG COSTS E DIETARY 11 1,071

23 TO RECLASS PROF BUILD COSTS F NEW CAP REL COSTS-BLDG & FIXT 3 28,797 9

24 NEW CAP REL COSTS-MVBLE EQUIP 4 1,885 9

25 TO RECLASS EKG SALARIES G RESPIRATORY THERAPY 49 17,535

26 TO RECLASS PROFESSIONAL BUILDING CST ] OPERATION OF PLANT 8 8,048 14,549
27 TO RECLASS REAL ESTATE TAXES M ADMINISTRATIVE & GENERAL 6 4,017
28 TO RECLASS ER PHY MALPRACTICE N ADMINISTRATIVE & GENERAL 6 89,889

29 TO RECLASS AMBULANCE RENTAL EXPENSE O AMBULANCE SERVICES 65 24,000 10

30 TO RECLASS SLEEP LAB RENTAL EXPENSE P ELECTROCARDIOLOGY 53 14,494 10
36 TOTAL RECLASSIFICATIONS 136,112 930,694

(1) A letter (A, B, etc) must be entered on each Tine to identify each reclassification entry.
Transfer the'amounts in columns 4, 5, 8, and 9 to worksheet A, column 4, lines as appropriate.
See instructions for column 10 referencing to worksheet A-7, Part III, columns 9 through 14.



Health Financial Systems MCRIF32 FOR MASSAC MEMORIAL HOSPITAL IN LIEU OF FORM CMS-2552-96 (09/1996)

| PROVIDER NO: | PERIOD: | PREPARED 8/17/2009
RECLASSIFICATIONS | 141323 | FROM 4/ 1/2008 | WORKSHEET A-6

| | TO 3/31/2009 | NOT A CMS WORKSHEET

RECLASS CODE: A
EXPLANATION : TO RECLASS INTEREST EXPENSE

——————————————————————— INCREASE —--========———mmmmmm ——ememmm———————wwa-~—- DECREASE -==--—---——--——--——-

LINE COST CENTER . LINE AMOUNT COST CENTER LINE AMOUNT
1.00 NEw CAP REL COSTS-BLDG & FIXT 3 151,957 INTEREST EXPENSE 88 215,129
2.00 NEW CAP REL COSTS-MVBLE EQUIP 4 63,172 0
TOTAL RECLASSIFICATIONS FOR CODE A 215,129 215,129

RECLASS CODE: B .
EXPLANATION : TO RECLASS CAFETERIA EXPENSE

----------------------- INCREASE ————-mmmmmmmmmmm oo e wmmmmmm-————emmmmm—-—o DECREASE --------=-----o-o-oo

LINE  COST CENTER LINE AMOUNT COST CENTER LINE AMOUNT
1.00 CAFETERIA 12 183,158 DIETARY 11 183,158
TOTAL RECLASSIFICATIONS FOR CODE B 183,158 183,158

RECLASS CODE: C
EXPLANATION : TO RECLASS RENTAL EXPENSE

----------------------- INCREASE ——————————mmmmmmmmemm — e DECREASE ---—-----=———-mmm—o o
LINE COST CENTER LINE AMOUNT COST CENTER LINE AMOUNT
1.00 NEW CAP REL COSTS-MVBLE EQUIP 4 368,903 OPERATION OF PLANT 8 1,923
2.00 0 RADIOLOGY-DIAGNOSTIC 41 260,046
3.00 0 LABORATORY 44 33,210
4.00 0 PHYSICAL THERAPY 50 1,061
5.00 0 MEDICAL SUPPLIES CHARGED TO PA 55 3,677
6.00 0 OPERATING ROOM 37 64,704
7.00 0 ADMINISTRATIVE & GENERAL 6 4,282
TOTAL RECLASSIFICATIONS FOR CODE C 368,903 368,903
RECLASS CODE: D
EXPLANATION : TO RECLASS MEDICAL SUPPLY EXPENSE
----------------------- INCREASE —=-=---——m—mmmmoo - mmmmmmm——————ee——— - DECREASE --------------ommmmoo
LINE COST CENTER LINE AMOUNT COST CENTER LINE AMOUNT
1.00 MEDICAL SUPPLIES CHARGED TO PA 55 95,331 INTENSIVE CARE UNIT 26 1,802
2.00 0 OPERATING ROOM 37 327
3.00 0 MEDICAL SUPPLIES CHARGED TO PA 55 690
4,00 0 LABORATORY 44 214
5.00 0 OPERATING ROOM 37 44,496
6.00 0 RESPIRATORY THERAPY 49 2,261
7.00 0 EMERGENCY 61 29,731
8.00 o] AMBULANCE SER