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YEAR ENDED MARCH 31, 2009



PROVIDER NC. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2009.01

PERIOD FROM 04/01/2008 TO 03/31/2009 IN LIEU OF FORM CMS-2552-96 (11/98} 07/06/2009 15:08
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT WORKSHEET 8
CERTIFICATION AND SETTLEMENT SUMMARY PARTS I & II
INTERMEDIARY | 1 AUDITED DATE RECEIVED f 1 INITIAL [ 1 RE-OPENING
USE ONLY: [ 1 DESBK REVIEWED INTERMEDIARY NO. { 1 FINAL [ ]  MCR CODE

PART I - CERTIFICATION

CHECK XX ELECTRONICALLY FILED COST REPORT DATE: _G7/06/2009
APPLICABLE BOX ___ MANUALLY SUBMITTED COST REPORT TIME: _15:08

RIMINAL, CIVIL
N THIS REPORT
L, CRIMINAL,

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPCRT MAY BE PUNISHABLE BY O

£ FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED
PROCURED THROUGH THE PAYMENT DIRBCTLY OR INDIRBECTLY OF A KICKBACK OR WHERE OTHERWISE ILLE
STRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT. .

CERTIFICATION BY OFFICER OR ADMINISTRATCR OF PROVIDERI(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

HARDIN COUNTY GENERAL HOSPITAL (14-1328} (PROVIDER NAME (S} AND NUMBER(S)) FOR THE COST REPCRTING PERIOD
BEGINNING 04/01/2008 AND ENDING 03/31/2009, 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, EXCEPRT
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: 07/06/2009% 15:08 (SIGNED)
OxXyzppRwH4ogDGiKOSUIKx5C8EynWO OFFICER OR ADMINISTRATOR OF PROVIDER(S)

AllCclaZcLt8hgNiOZVCuxCQ2wVLss
0V8LOASZza0UXASRI

TITLE
PI Encryption: 07/06/2009 15:08
hyWtNOk84Ydw08D92TRadL1 LLsnQO0
A:FgBOSZhwiwvAXZnWI 8CuBPQbLMAGD DATE
L Xy268WvgI GcHFOV

PART II - SETTLEMENT SUMMARY

TITLE V TITLE XVIII TITLE XIX
PART A PART B
3 4

1 2
~66181 43442 348321

HOZPITAL
SUBPROVIDER I
SWING BED - SNF 66740
SWING BED - NF

SKILLED NURSING FACILITY

NURSING FACILITY

HOME HEALTH AGENCY

OUTPATIENT REHABILITATION PROVIDER

RURAL HEALTH CLINIC I ~5450
TOTAL 559 37992 348321

SO U W e

S WM~ OB W
ot
©

i
=]

THE ABOVE AMOUNTS REPRESENT ‘DUE TC' 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 OMD CONTROL NUMBER. THE VALID OMB CONTROL NUMBER FOR THIS INFORMATION COLLECTION IS 0938-0050. THE TIME REQUIRED
TO COMPLETE THIS INFORMATION COLLECTION IS ESTIMATED 657 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: HEALTH CARE FINANCING ADMINISTRATION,
7500 SECURITY BOULEVARD, N2-14-26, BALTIMORE, MARYLAND 21244-1850, AND TO THE OFFICE OF THE INFORMATION AND REGULATORY AFFAIRS,
CFFICE OF MANAGEMENT AND BUDGET, WASHINGTON, D.C. 20503.



PROVIDER NO. 14-1328 HARDIN COUNTY CENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2009.01

PERIOD FROM 04/01/2008 TO 03/331/2009 IN LIEU OF FORM CMS-2552-96 (05/2007) 07/06/2009 15:06
HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA WORKSHEET $§-2
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX ADDRESS:
1 STREET: FERRELL ROAD P.D.BOX: 2487 1
1.01 CITY:  ROSICLARE STATE: IL ZIP CODE: 62982 COUNTY : HARDIN 1.01
HOSPITAL AND HOSPITAL-BASED COMPONENT IDENTIFICATION: PAYMENT SYSTEM
PROVIDER DATE (P, 7,0 OR W)
COMBONENT NAME NUMRER CERTIFIED Vv oOXVIII XIX
1 2 3 4 5 g
2 HOSPITAL HARDIN COUNTY GENERAL HOSPITAL 14-1328 67/05/2003 bt o o 2
3 SUBPROVIDER I 3
4 SWING BEDS ~ SNF HARDIN COUNTY SWING BED 14-%328 07/0872003 N [+] 8 4
5 SWING BEDS - NF . 5
5 HOSPITAL~BASED SKF [
7 HOSPITAL-BASED NF 7
8 HOSPITAL~BASED OLTC 2
9 HOSPITAL-BASED EHA 3
11 SEPARATELY CERTIFIED ASC 11
12 HOSPITAL-BASED HOSPICE 2
14 HOSP-BASED RHC HARDIN COUNTY RHC 14-3479 04/03/2008 ot o N 14
15 CUTPATIENT REHABILITATION PROVID 15
18 RENAL DIALYSIS 18
17 COST REPORTING PERIOD (MM/DD/YYYY) FROM: 04/01/2008  TO: 03/31/200% 17
1 2
18 TYPE OF CONTROL 2 18
1 1
26

OTHER INFORMATION
21 INDICATE IF YOUR HOSPITAL IS BITHER {1} URBAN OR (2) RURAL AT THE END OF THE 21
COST REPORTING PERIOD IN COLUMN 1. IF YOUR HOSPITAL IS5 CEQGRAPHICALLY CLASSIFIED
OR LOCATED IN A RURAL AREA, I8 YOUR BED BIZE IN ACCORDANCE WITH CFR 42 412,105
LESS THAN OR BEQUAL TQ 100 BEDS, ENTER IN COLUMN 2 'Y' FOR YES OR 'N' POR NO.

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

21.02 HAS YQUR FACILITY RECEIVED GBEOGRAPHIC RECLASSIFICATION? ENTER 'Y' FOR YES 21.02
AND 'N' FOR NO. IF YES, REPORT IN COLUMN 2 THE EFFECTIVE DATE.

21.03 ENTER IN COLUMN 1 YOUR GEOGRAPHIC LOCATION BITHER (1) URBAN {(2) RURAL. IF YOU ANSWERED 2 98914 21.03

URBAN IN COLUMN 1 INDICATE IF YOU RECEIVED EITHER A WAGE OR STANDARD GECGRAPHIC
RECLASSIFICATION TO A RURAL LOCATION, ENTER IN COLIMN 2 'Y' AND 'N' FOR NO. IF COLUMN 2
I8 YES, ENTER IN COLUMN 3 THE EFFECTIVE DATE (mm/dd/yyyy) (8EE INSTRUCTION). DOES YOUR
FACILITY CONTAIN 100 OR FEWER BEDS IN ACCORDANCE WITH 42 CFR 412.105% ENTER IN COLUMN 4
Y'Y FOR YES AND "N’ POR NO, ENTER IN COLUMN 5 THE PROVIDERS ACTUAL MSA OR CBSA.

21.04 POR STANDARD GEQGRAPHIC RECLASSIFICATION (NOT WAGE), WHAT IS YOUR BTATUS AT THE BECINNING 21.04
OF THE COST REPORTING PERIOD. ENTER {1} URBAN AND {2) RURAL.

21 .05 FOR STANDARD CBOCRAPHIC RECLASSIFICATION (NOT WAGE), WHAT I8 YOUR STATUS AT THE END OF THE 21.05
e REPORTING PERIOD. ENTER (1) URBAN AND {2) RURAL,

21.06 DOES THIZ HOSPITAL QUALIFY FOR THE THREE-YEAR TRAMSITION OF HOLD HARMLESS PAYMENTS FCR'A RO 21.086

SMALL RURAL HOSPITAL UNDER THE PROSPECTIVE PAYMENT SYSTEM FOR HOSPITAL CQUTPATIENT SERVICES
UNDER DRA SECTION 31057 ENTER 'Y’ FOR YES AND 'N' FOR NO.

22 ARE YOU CLASSIFIED AS A REFERRAL CENTER? o] 22

23 DOES THIS FACILITY OPERATE A TRANSPLANT CENTER? IF YES, ENTER CERTIFICATION DATE(S) BELOW NO 23

23.01 I¥ PHIS I8 A MEDICARE CERTIFIED KIDNEY TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE 23.01
IN C0L. 2 AND TERMINATION IN CO01. 3.

23.02 I¥ THIS I8 A MEDICARE (ERTIFIED HEART TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE 23.02
IN COL. 2 AND TERMINATION IN COL. 3.

23.03 I¥ THIS I8 A MEDICARE CERTIFIBED LIVER TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE 23.03
IN COL. 2 AND TERMINATION IN COL. 3.

23.04 IF THIS I8 A MEDICARE CERTIFIED LUNG TRANSPLANT CENTER, ENTER THE CERTIFICATION DATE 23.04
IN COL. 2 AND TERMINATION IN COL. 3.

23,05 IF MEDICARE PANCREAS TRANSPLANTS ARE PERFORMED SEE INSTRUCTIONS FOR ENTERING CERTIFICATION 23.08
AND TERMINATION DATE.

22.06 IF THIS I8 A MEDICARE CERTIFIED INTESTINAL TRANSPLANT CENTER, ENTER THE CERTIFICATION 23,66
DATE IN COL. 2 AND TERMINATION IN COL. 3.

23.07 IF THIS I8 A MEDICARE CERTIFIED ISLET TRANSPLANT CENTER ENTER THE CERTIFICATION DATE 23.07

2 AND TERMIHATION IN CDL. 3.
CURBMENT ORGANIZATION [0B0), ENTER THE OPO NUMBER IN 0L 2. 24

IN 20L,

24 iF
BHD IW 0L, 3.

24 TRANSPLANT CERNTER; BUTER THE OO {PROVIDER NUMBER) IN 0L 2, THE 24.01

. OB RECERTIFPICATION DATE [AFTER DECEMBER 28, 2007) IN O0L 3.

25 I8 HOSPITAL OF AFFILIATED WITH A TBACHING HOSPITAL AND YOU ARE MAKING HG 25
PA T8 FOR I & EY?

25.01 18 TEACHING PROGRAM APPROVED IN ACCORDANCE WITH (M8 PUB. 15-I, UHAPTER 47 fo ol 2E.01

£.82 I¥ ¥ 25.01 IB YES, WAS MEDICARE FARTICIPATION AND APPROVED TRACHIBG PROERAW STAETUS joie] 25.02

in T DURING THE FIRST MONTE OF THE COST REPORTING PERIOD? IF YRS, COMPLETE

WORESHEET B-3, FART IV. IF¥ BO, COMPLETE WORKSHEET D-2, PART II

0

HYBICIARS® BSERVICES A8 RO 25.03

25.03 A5 A TEACHING HOBPITAL, DID YOU ELECT COBT REIVBURSEMENT FOR B
DEPINED IN OMS PUB. 15-I, SBOTION 231487 IF YBS, CUMPLETE WORKSHEET L-3.
25.04 ARE YOU CLAINMING CUSTS 0N LIHE 70 OF WORESHEET AY IV YES, COMPLETE WORKSHERT B-2 HG 25.04
25.85 HAS YOUR FAROILITY DIRECT SME FTE CAP (OO0 1) O IME Cap {(COLUMY 2) BEEN HEUDUCED UNDER 45,08
42 UPR 413.73{0i{3) OR 42 CFR 412,10854{f} {1y {iw} {B)? BNTER 'Y POR YEYE AND ¥ FOR NO In
THE APPLICABLE CULUMNE, (8EB IHSTRULTIONS!
% 3 25 .6%

5]
[+
o
&

HAS YOUR FAOILITY RECEIVED ADDITIONAL DIRBUT OME FIE RESIDENY CAP 1078 OR IMB
RESIDENT CAP SLOTS UNDER 42 CPE 433.7%Icii4) O 42 CFR 412.108{f£3 ¢ {7 B
YES AND 'H® FOR B0 IN THE APPLICABLE COLIBMNE. (SEE INSTRUCTIOHS; .




PROVIDER NO. HARDIN COUNTY GENERAL HOSPITAL CPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2009.01

y ] TG 63/31/2009 IN LIEU OF FORM CMS-2552-96 (05/2007} 07/06/2009 15:06

HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA WORKSHEET $-2
{CONTINUED)

THER INFORMATION
26 IF THIS A SCLE COMMUNITY HOSPITAL {8CH), ENTER THE NUMBER OF PERIODS SCH STATUS IN EFFECT. 26
ENTER BEGINNING AND ENDING DATES OF SCH STATUS ON LINE 26.01. SUBSCRIPT LINE 26.01 FOR
NUMBER OF PERICDS IN EXCESS OF ONE AND ENTER SURBSEQUENT DATES.
26.01 ENTER THE APPLICABLE SCH DATES: BEGINNING: ENDING: 26.01
26.03 IF THIS A SOLE COMMUNITY HOSPITAL (8CH) FOR ANY PART OF THE COST REPORTING PERIOD, ENTER 26.03
THE NUMBER OF PERIODS WITHIN THIS COST REPORTING PERIOD THAT SCH STATUS WAS IN EFFECT
AND THE SCH WAS EITHER PHYSICALLY LOCATED OR CLASSIFIED IN A RURAL AREA.

26.04 IF LINE 26.03 COLUMN 1 IS GREATER THAN ONE ENTER THE EFFECTIVE DATES (SEE INSTRUCTICONS): 26.04
BEGINNING: ENDING: BEGINNING: ENDING:
27 DOES THIS HOSPITAL HAVE AN AGREEMENT UNDER EITHER SECTION 1883 OR SECTION 1913 YES 67/09/2003 27
FPOR 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 28
OR THERE WAS NO MEDICARE UTILIZATION ENTER ‘'Y', IF 'N' COMPLETE LINES 28.01 AND 28.02.
28.01 IF HOSPITAL BASED SNF ENTER APPROPRIATE TRANSITION PERICD 1, 2, 3, OR 100 IN COL 1, ENTER 28.01

CCLS 2 AND 2 THE WACGE INDEX ADJUSTMENT FACTOR BEFORE AND ON OR AFTER OCTOBER 1st
N U0L 1 THE HOSE I, BASED 8NF FACILITY SPECIFIC RATE (FROM YOUR F.I.J 28.02
' 0% PPS SNF PAYMENT. IK (0L 2 ENTER THE FACILITY

3 IN COL: 3, ENTER THE SNF MBA CODE QR TWQO

BASED FACILITY. IKN CQL 4, ENTER THE SHNF CUBSA CODE OR TWO

BASED FACILITY.

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 EXPECTEDR THIS
INCREASE TC 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 INSTRUCTIONS)

28.03 STAFFING 0.00 N 28.03

28.04 RECRUITMENT 0.00 N 28.04

28.05 RETENTION OF EMPLOYEES 0.00 N 28.05

28.06 TRAINING 0.00 N 28.06

28.07 OTHER (SPECIFY) 28.07

29 I8 THIS A RURAL HOSPITAL WITH A CERTIFIED SNF WHICH HAS FEWER THAN 50 BEDS IN THE NO 29
AGGREGATE FOR BOTH CCMPONENTS, USING THE SWING BED OPTIONAL METHOD OF REIMBURSEMENT?

34 DORS 7THIS HOSPIT SALIFY AS A RURAL PRIMARY CARE HOSPITAL (RPCH)/CRITICAL ACCESS YES k34

(CAH}? ) CFR 485 .6061F.
30.01% IS THIS THE INITIAL 12 MONTH PERIOD FOR THE FACILITY OPERATED AS A RPCH/CAH? NO 30.01
$E 42 CFR 413.70.

30.02 IF THIS FACILITY QUALIFIES AS AN RPCH/CAH, HAS IT ELECTED THE ALL-INCLUSIVE METHOD OF NC 3G.02
PAYMENT FOR CUTPATIENT SERVICES?

30.03 IF THIS FACILITY QUALIFIES AS A CAH, I8 1T ELIGIBLE FOR COST REIMBURSEMENT FOR AMBULANCE NC 30.03

SERVICES? IF YES, BENTER IN COLUMN 2 THE DATE OF ELIGIBILITY DETERMINATION (DATE MUST BE
ON OR AFTER 12/21/2000)
30.04 IF THIS FACILITY QUALIFIES AS A CAH, IS IT ELIGIBLE FOR COST REIMBURSEMENT FOR I&R TRAINING NO 30.04
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 CCST REIMBURSED. IF YES COMPLETE

WORKSHEET D-2, PART II.
31 IS THIS A RURAL HOSPITAL QUALIFYING FOR AN EXCEPTION TO THE CRNA FEE SCHEDULE? NO 31

SEE 42 CFR 412.113({c).

MISCELLANEQUS COST REPORTING INFORMATION

32 IS THIS AN ALL-INCLUSIVE RATE PROVIDER? IF YES, ENTER THE METHOD USED (A, B, OR E ONLY) HO 32
IN COLUMN 2.
33 I8 THIS A NEW HOSPITAL UNDER 42 CFR 412.300 PPS CAPITAL? ENTER ‘Y' FOR ¥YES AND 'N' FOR NC 33

IN COLUMN 1. IF YES, FOR COST REPORTING PERIODS BHGINNIKG ON OR AFTER OCTOBER 1, 2002,
i BURSED AT 100% FEDERAL CAPITAL PAYMENT. ENTER 'Y' FOR YES AND 'HN!

34 UNDER 42 CFR 413.40(f; (1) {1} TEFRA? NO 34
35 NEW SUBPROVIDER I (EXLUDED UNIT; UNDER 42 CFR 413.40(fy{15(iy? , NG 35
v XVITI XIX
PROSPECTIVE ¥ {PP8) - CAPITAL 1 2 3
38 DO YOU EL S Y PROSPECTIVE PAYMENT METHODROLOGY FOR CAPITAL (COSTE? KO NG el kXS]
36 .01 DOES YOUR FACILITY QUALIFY AND RECEIVE PAYMENT FOR DISPROPORTICONATE SHARE IN ACCORDANCE RO HNO NGO 36.01
WITH 42CFR412.3207
DO YOU ELECT HOLD HARMLESS PAYMENT METHODOLOGY FOR CAPITAL COSTS? HC NO NG 37

37
37.01 IF YOU ARE A HOLD HARMLESS PROVIDER, ARE YOU FILING ON THE BASIS OF 100% OF FEDERAL RATE? RO NG HO 37.01



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSTION: 2009.01

PERIOD FROM 04/01/2008 TO 03/31/2009 IN LIEU OF FORM CMS-2552-96 {05/2007) 07/06/2009 15:06
HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA WORKSHEET S8-2
* (CONTINUED)

TITLE XIX INPATIENT HOSPITAL SERVICES

38 DO YOU HAVE TITLE XIX INPATIENT HOSPITAL SERVICES? YES 38
38.01 IS THIS HOSPITAL REIMBURSED FOR TITLE XIX THROUGH THE COST REPORT EITHER IN FULL OR IN BART? NO 38.01
38.02 DOES THE TITLE XIX PROGRAM REDUCE CAPITAL FOLLOWING THE MEDICARE METHODOLOGY? NO 38.02
38.03 ARE TITLE XIX NF PATIENTS OCCUPYING TITLE XVIII SNF BEDS (DUAL CERTIFICATION)? NO 38.03
38.04 DO YOU OPERATE AN ICF/MR FACILITY FOR PURPOSES OF TITLE XIX? NC 38.04
40 ARE THERE ANY RELATED ORGANIZATION OR HOME OFFICE COSTS AS DEFINED IN CMS PUB. 15-I1, NG 40

CHAPTER 107 IF YES, AND THERE ARE HOME OFFICE COSTS, ENTER IN COLUMN 2 THE HOME OFFICE
PROVIDER NUMBER. (SEE INSTRUCTIONS) IF THIS FACILITY IS PART OF A CHAIN ORGANIZATION,
ENT THE NAME AND ADDEESS OF THE HOME OFFICE.

FI/CONTRACTOR'S NAME: FI/CONTRACTOR'S NUMBER: 40.01

2 B.0.BOX: 40.02

40.03 CITY: STATE : ZIF CODE: 40.03
41 ARE PROVIDER BASED PHYSICIANS' COSTS INCLUDED IN WORKSHEET A7 YES 41
42 ARE PHYSICAL THERAPY SERVICES PROVIDED BY QUTSIDE SUPPLIERS? YES 42

42.01 ARE OCCUPATIONAL THERAPY SERVICES PROVIDED BY OUTSIDE SUPPLIERS? YES 42.01

42.02 ARE SPEECH PATHOLOGY SERVICES PROVIDED BY OUTSIDE SUPPLIERS? YES 42.02
43 ARE RESPIRATORY THERAPY SERVICES PROVIDED BY OUTSIDE PROVIDERS? NG 43
44 IF YOU ARE CLAIMING COST FOR RENAL SERVICES ON WORKSHEET A, ARE THEY INPAT SERVICES ONLY? NO 44
45 HAVE YOU CHANGED YOUR COST ALLOCATION METHODOLOGY FROM THE PREVIOUSLY FILE COST REPORT? NO 45

SEE CMS PUB. 15-II, SECTION 3617. IF YES, ENTER THE APPROVAL DATE (mm/dd/yyyy) IN COLUMN 2.

45.01 WAS THERE A CHANGE IN THE STATISTICAL BASIS? 45.01

45.02 WAS THERE A CHANGE IN THE ORDER OF ALLOCATION? 45.02

45.03 WAS THERE A CHANGE TO THE SIMPLIFIED COST FINDING METHOD? 45.03
46 IF YOU ARE PARTICIPATING IN THE NHCMQ DEMONSTRATION PROJECT (MUST HAVE A HOSPITAL-BASED SNF) 46

DURING THIS COST REPORTING PERIOD, ENTER THE PHASE.

IF THIS FACILITY CONTAINS A PROVIDER THAT QUALIFIES FOR AN EXEMPTION FROM THE APPLICATION OF THE LOWER OF COST OR CHARGES,
'Y' FOR EACH COMPONENT AND TYPE OF SERVICE THAT QUALIFIES FOR THE EXEMPTION; ENTER ‘N IF NOT EXEMPT (SEE 42 CFR 413.13).

ENTER A
OUTPATIENT OUTPATIENT QUTPATIENT
PART & PART B ASC RADIOLOGY DIAGNOSTIC
1 2 3 4 5
47 HOSPITAL N N N N N 47
48 SUBPROVIDER 1 N N N N N 48
49 SKILLED NURSING FACILITY N N 49
50 HOME HEALTH AGENCY N N 50
52 DOES THIS HOSPITAL CLAIM EXPENDITURES FOR EXTRAORDINARY CIRCUMSTANCES IN ACCORDANCE WITH NO 52
42 CFR 412.348(e)?
52.01 IF YOU ARE A FULLY PROSPECTIVE OR HOLD HARMLESS PROVIDER ARE YOU ELIGIBLE FOR THE SPECIAL NO 52.01
EXCEPTION PAYMENT PURSUANT TO 42 CFR 412.348{(g)? IF YES, COMPLETE L, PART IV.
53 IF THIS IS A MEDICARE DEPENDENT HOSPITAL (MDH), ENTER THE NUMBER OF PERIODS MDH STATUS IN 53

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.

53.01 MDH PERIOD: BEGINNING: ENDING: 53,01

54 LIST AMOUNTS OF MALPRACTICE PREMIUMS AND PAID LOSSES: 54
PREMIUMS : 66800 PAID LOSSES: AND/OR SELF INSURANCE:

54 .01 ARE MALPRACTICE PREMIUMS AND PAID LOSSES REPORTED IN OTHER THAN THE ADMINISTRATIVE AND NO 54 .01

GENERAL COST CENTER? IF YES, SUBMIT SUPPORTING SCHEDULE LISTING COST CENTERS AND AMOUNTS
CONTAINED THEREIN.

55 DOES YOUR FACILITY QUALIFY FOR ADDITIONAL PROSPECTIVE PAYMENT IN ACCORDANCE WITH NO 55
42 CFR 412.107. ENTER 'Y' FOR YES AND 'N' FOR NO.

DATE Y/N LIMIT Y/N FEES
0 i 2 3 4

56 ARE YOU CLAIMING AMBULANCE COSTS? IF YES, ENTER IN COL 2 THE PAYMENT LIMIT /7 NO 0.00 NO 56

PROVIDED FROM YOUR FISCAL INTERMEDIARY. IF THIS IS FIRST YEAR OF OPERATIONS,

NO ENTRY IS REQUIRED IN COL 2. IF COL 1 IS "Y', ENTER 'Y' OR ’'N' IN COL 3

WHETHER THIS IS YOUR FIRST YEAR OF OPERATIONS FOR RENDERING AMBULANCE SERVICES.

ENTER IN COL 4, IF APPLICARBLE, THE FEE SCHEDULES AMOUNTS FOR THE PERIOD

BEGINNING ON OR AFTER 4/1/2002.
57 ARE YOU CLAIMING NURSING AND ALLIED HEALTH COSTS? NO 57
58 ARE YOU AN INPATIENT REHABILITATION FACILITY (IRF}, OR DO YOU CONTAIN AN IRF SUBPROVIDER? NG 58

ENTER IN COLUMN 1 'Y' FOR YES AND 'N' FOR NC. IF YES HAVE YOU MADE THE ELECTICN FOR 100%
PPS REIMBURSEMENT? ENTER IN COLUMN 2 'Y' FOR YES AND 'N' FOR NO. THIS OPTION IS CONLY
AVAILABLE FOR COST REPORTING PERIODS BEGINNING ON OR AFTER 1/1/2002 AND BEFORE 16/1/2002.
58.01 IF LINE 58 COLUMN 1 I8 Y, THE FACILITY . A TEACHIKG PROGRAM 1IN THE MOST RECENT 58.01
COST RE 7 ENTER IN COLUMN @I 'Y' POR YES
DR IN A NEW TBACHING PROUGRAM IN ACCORDANCE
WLTH 479297 ENTER IN { 2 'Y'! FOR YES OR
TR PECTIVELY i {SEE IMSTRUCTIONS)
1 E PO ENTER 4 IN COLUMN 3,
RAM IN BXISTENCE, ENTER 3.7

2
b
ut
)

WIN A LTCH

OR DO YOU ©
NO. IF YES HAVE YOU MADE T G
FOR YES AND 'H' FOR NG. (SEE INSTRUCTIONS)




PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO

PERIOD FROM 04/01/2008 TO 03/31/2009 IN LIEU OF FORM CMS-2552

HOSPITAL AND HEALTH CARE COMPLEX IDENTIFICATION DATA

ARE YOU AN INPATIENT PSYCHIATRIC FACILITY (IPFF}, OR DO YOU CONTAIN AN IPF SUBPROVI
ENTER IN COLUMN 1 'Y' FOR YES AND 'N' FOR NC. IF YES, IS THE IPF OR IPF SUBPROVIDE
FACTLITY? ENTER IN COLUMN 2 'Y’ FOR YES AND 'N' FOR NO. (SEE INSTRUCTIONS!

1 LR COLUMN 1 IS Y, DOES THE FACILITY HAVE A TEACHING PROGRAM IN THE MOST RE
CosT Op ENDING ON OR BEFORE NOVEMBER 15, 20047 ENTER 'Y' FOR YES OR
FOR NO. 18 THE FACILITY TRAINING RESIDENTS IN A NEW TEACHING PROGRAM IN ACCORDANCE
42 CFR SEC. 412.424(d)(1){i11)(2)7 ENTER IN COLUMN 2 'Y' FOR YES OR 'N' FOR NO. IF
I8 Y, ENTER 1, 2, OR 3 RESPECTIVELY IN COLUMN 3 (SEE INSTRUCTIONS). IF THE CURRENT
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 I
MULTICAMPUS
61 DOES THE HOSPITAL HAVE A MULTICAMPUS? ENTER 'Y' FCR YES AND 'N' FOR RO.

IF LINE 61 IS YES, ENTER THE NAME IN COL. 0, COUNTY IN COL. 1, STATE IN COL. 2,
zIP IN COL. 3, CBSA IN COL. 4 AND FTE/CAMPUS IN COL. 5.
COUNTY :
1

SETTLEMENT DATA

63

WAS THE COST REPORT FILED USIRNG THE PS&R (EITHER IN ITS ENTIRETY OR FOR TOTAL CHAR
AND DAYS ONLY)? ENTER 'Y' FOR YES AND 'N' FOR NO IN COLUMN 1. IF COLUMN 1 IS 'Y',
ENTER THE 'PAID THROUGH' DATE OF THE PS&R IN COLUMN 2 (mm/dd/yyyy)

-96 (05/2007)

DERY
R A

CENT

‘Nt
WITH
COLUMN
COST

NSTR.}

STATE:
2

GES

NO
2
KC
ZIP CODE
3
YES

SYSTEM VERSION: 20092.01

07/06/2009 15:06

WORKSHEET S-2

{CONTINUED)
60
60.01
61
FTE/
CBSA CAMPUS
4 5
06/08/2009 63



PROVIDER NO, 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEME, INC. WIN-LASH MICRO SBYSTEM VERSION: 2008.01

PERICD FROM  04/701/2008 TO  £3/31/2008 IN LIBU OF FORM CMS-2552-96 (9/2000} 07/06/2009 15:06
HOBPITAL AND HEALTH CARE COMPLEX STATISTICAL DATA WORKSHEET 8-3
PART I

~~~~~~~~~~~~ I/P DAY / /P VISITS / TRIES

CAH LTCH
NO. OF BED DAYS PATIENT TITLE TITLE  NONCOVERED TITLE
COMPONENT BEDS AVAILABLE HOURS v EVIIT DAYS XIX ADMITTED
1 2 2.01 3 4 4,03 5 5.0%
% HOSPITAL ADULTS & PEDS, EXCL 25 9125  £3240.00 1885 466 1
BWING BED, OBSERV & HOSPICE DAYS
z HMG 2
3 HOBPITAL ADULTS & PEDS - 648 3
SWING BED SNF
4 HOSPITAL ADULTS & PEDS - 4
BWING BED NP
5 TOTAL ADULTSE & PEDS 28 9125 £3240.00 2513 466 5
O OBSEEVATION BEDS
[ IVE CARE UNIT &
7 T 7
8 BURN INTENSIVE CARE UNIT 8
9 SURGICAL INTENSIVE CARE UNIT %
0 OTHER SPECIAL CARE (SPECIFY) 10
11 NURSERY 11
12 TOTAL HOSPITAL 25 9125 53240.00 2513 466 1z
1 RPUH VIBITS 13
14 SUBPROVIDER I 14
15 SKILLED NURSING FACILITY 15
18 NURSING FACILITY 1§
17 OTHER LONG TERM CARE 17
18 HOME HEALTH AGENCY 18
25 ASC (DISTINCT PART) 20
21 HOSPICE {DISTINCT PART) 21
23 O/P REHAB PROVIDER 23
24 RHC I 4161 24
25 POTAL 25 25
25 OBSERVATION BED DAYS 130 4 26
27 AMBULANCE TRIPS 27
28

28 EMPLOYEE DISCOUNT DAYE



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2009.01

PERIOD FROM 04/01/2008 TC 03/31/2009 IN LIEU OF FORM CMS-2552-96 (9/2000) 07/06/2009 15:06
HOSPITAL AND HEALTH CARE COMPLEX STATISTICAL DATA - WORKSHEET §-3
PART T
{(CONTINUED}
~~~~~ I/P DAYS / O/P VISITS / TRIPS-~-- ~~~INTERNS & RES FTES---- --FULL TIME EQUIV--
OBS, OBS. OBS . LESS I&R
BEDS NUT TOTAL ALL BEDS BEDS NOT REPL NON- EMPLOYEES NONPAID
COMPONENT ADMITTED PATIENTS ADMITTED ADMITTED TOTAL PHYE ANES NET ON PAYRQLL WORKERS
5.02 & 6.01 6.02 7 8 g 10 11
1 HOSPITAL ADULTS & PEDS, EBEXCL. 2632 1
SWING BED, SERV & HOSPICE DAYS
2 HMO ZIX 2
3 HOSPITAL ADULTS & PEDS -~ 648 3
SWING BED SNFP
4 HOSPITAL ADULTS & PEDS -~ 67 4
SWING BED N¥
5 TOTAL ADULTS & PEDS 3347 5
EXCL OBSERVATION BEDS
6 INTENSIVE CARE UNIT 6
7 CORONARY CARE UNIT 7
8 BURN INTENSIVE CARE UNIT 8
g SURGICAL INTENSIVE CARE UNIT g
10 OTHER SPECIAL CARE (SPECIFY) 10
11 NURSERY 11
12 TOTAL HOSPITAL 3347 120.07 12
13 RPCH VISITS 13
14 SUBPROVIDER I 14
15 SK ED NURSING PACILITY 15
1 NURSING FACILITY 186
17 OTHER LONG TERM CARE 17
18 HOME HEALTH AGENCY 18
a¢ DI COPARTY 20
21 ICE ISTINCT PART) 21
23 O/P REHAB PROVIDER 23
24 RHC I 12428 17.03 24
25 TOTAL 137.10 25
26 OBSERVATION BED DAYS 126 380 22 358 26
27 AMBULANCE TRIPS 27
28 EMPLOYEE DISCOUNT DAYS ’ 28



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL
PERIOD PROM 04/01/2008 TO 03/31/200%9

b

u

bt b e ped b el e

R Y N N =R IE - IR - Y

[eraye)
o

20

HOSPITAL AND HEALTH CARE COMPLEX STATIS

COMPONENT

HOSPITAL ADULTS & PEDS, EXCL.

SWING BED, OBSERV & HUOSPICE DAYS

HMO XIX

HOSPITAL ADULTS & PEDS -
SWING BED SNF

HOSPITAL ADULTS & PEDS -
SWING BED NF

TCTAL ADULTS & PEDS

EXCL OBSERVATION BEDS
INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
NURSERY

TOTAL HOSPITAL

RPCH VISITS

SUBPROVIDER I

[LLED NURSING FACILITY
NURSING FACILITY

OTHER LONG TERM CARE
HOME HEALTH AGENCY

ASC (DISTINCT PART)
HOSPICE (DRDISTINCT PART)
O/P REHAB PROVIDER

RHC I

TOTAL

OBSERVATION BED DAYS
AMBULANCE TRIPS

EMPLOYEE DISCOUNT DAYS

HOSPITAL

TICAL DATA

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM
IN LIEU OF PORM CMS-2532-96 {(9/2000)

-------------- DISCHARGES
ITLE TITLE TITLE
v XVIIT XIX
12 13 14
477 129
477 129

TOTAL ALL
PATIENTS
ES:3

702

702

VERSION: 2009.01
07/06/2009 15:06

WORKSHEET §-3
PART I
{CONTINUED)



PROVIDER NO. 14-1328  HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION:
PERIOD FROM 04/01/2008 TO 03/31/2009 IN LIEU OF PORM CMS-2552-96 (11/98) 07/06/200%
RHC I WORKSH
PROVIDER-BASED RURAL HEALTH CLINIC/ COMPONENT NO: 14-3479
FEDERALLY QUALIFIED HEALTH CENTER
PROVIDER STATISTICAL DATA
CHECK APPLICABLE BOX: [ XX ] RHC { ] FQHC
CLINIC ADDRESS AND IDENTIFICATION:
1 STREET: 6 FERRELL ROAD
1.01 CITY: ROSICLARE STATE: IL ZIP CODE: 62982 COUNTY: HARDIN
2 DESIGNATION (FOR FQHCs ONLY) - ENTER 'R’ FOR RURAL OR U’ FOR URBAN
SOURCE OF FEDERAL FUNDS: GRANT AWARD DATE
1 2
3 COMMUNITY HEALTH CENTER (SECTION 330(d4), PHS ACT) . /o
4 MIGRANT HEALTH CENTER (SECTION 329(d), PHS ACT) ;o7
5 HEALTH SERVICES FOR HOMELESS (SECTION 340(d), PHS ACT) ;o7
3 APPALACHIAN REGIONAL COMMISSION /7
7 LOOK-ALIKES /7
/7

CTHER

0

PHYSTCIAN NAME

—

PHYSTICIAN ORMATION :

BILLING NO.

£ FURNISHING SERVICES AT THE CLINIC MARCOS SUNGA, MD C43012
T
$.01 ELADIO CHATTO, MD E98343
9.02 SANJAY BOSE G78722
9.03 PAM ATKINSON P10866
9.0 LEANNE DENEAL 598894
PHYSICIAN NAME HOURS
10 SUPERVISORY PHYSICIAN({S) AND HOURS OF SUPERVISION
DURING PERIOD
11 DOES THIS FACILITY OFERATE AS OTHER THAN AN RHC OR FQHC? NO
IF 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 HQURS OF QPERATIONS (1)
SURDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY
TYPE OPERATION FROM TO FROM TO FROM TO FROM TO FROM TO FROM TO FROM TO
o} 1 2 3 4 5 6 7 8 9 10 11 12 13 14
12 CLINIC 900 1700 900 1700 900 1700 900 1700 900 1700

{1} ENTER CLINIC HRS OF OPERATION ON LNE 12 & OTHER TYPE OPERATIONS ON SUBSCRIPTS OF LNE 12
ATION BASED ON A 24 HOUR CLOCK. FOR EXAMPLE: 8:00AM IS 0800, 6:30PM IS 1830, AND MID

b RS OF OPH
13 HAVE YOU RECEIVED AN APPROVAL FOR AN EXCEPTION TO THE PRODUCTIVITY STANDARD?
14 IS THIS A CONSOLIDATED COST REPCORT AS DEFINED IN CMS PUB 27, SECTION 508({D)?

IF YES, ENTER IN COLUMN 2 THE NUMBER OF PROVIDERS IN THIS COST REPORT.
LIST THE NAMES OF ALL PROVIDERS AND NUMBERS BELOW.
15 PROVIDER NAME:

16 HAVE YOU PROVIDED ALL OR SUBSTANTIALLY ALL GME COSTS? IF YES, ENTER IN COLUMNS

2, 3, AND 4 THE NUMBER OF MEDICARE VISITS PERFORMED BY INTERNS AND RESIDENTS.
17 HAS THE HOSPITAL'S BED SIZE CHANGED TO LESS THAN 50 BEDS DURING THE YEAR FOR

COST REPORTING PERICDS OVERLAPPING 7/1/20017? ENTER 'Y' FOR YES AND 'N!' FOR NO.

IF YES, SEE INSTRUCTIONS.

(BOTH TYPE & H

NO
NO

PROVIDER NUMBER:

. v
NO

NO

RS OF OPERATION)
NIGHT IS 2400.

XVIII XIX

2009.01
15:06

EET $-8

[
e
o

O ~3 Oy U1 ol (o

11

12

13

15

18

17



PROVIDER NO.
PERIOD FROM

it

[

IR
L SR R R O N E R

P e
@ 3 O A

25

88
g5

96
98
101

1l4-1328

04/01/2008 TO 03/31/2009

HARDIN CQUNTY GENERAL HOSPITAL

OPTIMIZER SYSTEMS,
IN LIEU OF FORM CMS-2552-96

RECLASSIFICATION AND ADJUSTMENT OF TRIAL BALANCE OF EXPENSES

COST CENTER

GENERAL SERVICE COST CENTERS
NEW CAP REL CCSTS-BLDG & FIXT
NEW CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
WDMINISTRATIVE & CGENERAL
OPERATION OF PLANT

2Y & LINEN SERVICE

o

FUT W

[
@O

o

1160 3

1200 CAFPETERIA

400 NURSING ADMINISTRATION
1500 CENTRAL SERVICES & SUPPLY
1600 PHARMACY

1700 MEDICAL RECORDS & LIBRARY
1800 SOCIAL SERVICE

INPATIENT ROUTINE SERV COST CENTERS

2500 ADULTS & PEDIATRICS
ANCILLARY SERVICE COST CENTERS
4100 RADIOLOGY-DIAGNOSTIC
LABORATORY
RESPIRATORY THERAPY
PHYSICAL THERAPY
QCCUPATIONAL THERAPY
SPEECH PATHOLOGY
BELECTROCARDIOLOGY
MEDICAL SUPPLIES CHARGED TO PAT
> TO PATIENTS
VICE CC8T (ENTERS

¥

OBSERVATION BEDS (NON-DISTINCT
RURAL HEALTH CLINIC
OTHER REIMBURSABLE COST CENTERS
7100 HOME HEALTH AGENCY

SPECIAL PURPOSE COST CENTERS
8800 INTEREST EXPENSE

SUBTOTALS

NONREIMBURSABLE CQST CENTERS
9600 GIFT, FLOWER, COFFEE SHOQP & CAN

.01 9601 VENDING MACHINE

TOTAL

SALARIES
i

668762
136040

508&88
112591
101544

19135
175804
262718

48542

1192368
393772
378235

178929
68745

13862

626118

14729

5143477

5143477

RECLASSI-
OTHER TOTAL FICATIONS
2 3 4
16938 16938 29403
212071 212071 6962
70442
2025144 2693906 -63629
210127 346167 ~2087
255192 TE407
33857 146548 -1049¢9
127766 229310 ~92174
90797
82357
6370 25505 ~2308%5
176409 352213 -126151
55128 317843 46011
13671 62213
456258 1648624 ~257514
344447 738213 -10725
718546 1097481 ~5213
86141 265070 ~40698
59085 127830 ~-121
2077 15939 23805
149966
352968
192336 818454 ~116061
1506787 865516 67356
80118 80118 -80118
4992895 10136372
14875 14875
5007770 10151247

(9/96)

RECLASS.
TRIAL
BALANCE
5

46341
219033
70442
2630277
344110
76407
136049
137136
90797
82357
2420
226062
271832
62213

1391110
727494
"1092268

224372
127709

39744
148966
352968
702393

932872

10136372

14875
10151247

INC. WIN-LASH MICRO SYSTEM

ADJUST -
MENTS
&
-380

~1080073
-453

-148%

~72739

~-119

~11279%90
~40804

~243634

-120

-1581036

-1581036

VERSION:
07/06/2009

2009.01
15: 086

WORKSHEET A

NET EXP
FOR
ALLOCATION
7

45961
213033
70442
1550204
343657
76407
136049
137136
62362
82357
2420
2260862
270343
62213

B R
L R T A )

B
oo ~d

1318371 25

727375 41
9739478 44
183568 49
127709 50
51

52

39744 53

149966 55
352968 56
458759 &1
62

932752 63.50

8555336 95

96
14875 96.01
8570211 101



PROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2009.01

PERIOD FROM 04/01/2008 TO 03/31/2009 IN LIEU OF FORM CMS-2552-96 (9/96) 07/06/2009 15:06
RECLASSIFICATIONS WORKSHEET A-6
) PAGE 1
EXPLANATION OF CODE = mmmmmm e m e INCREASE = - === == mmoomomoomooo
COST CENTER LINE # SALARY OTHER
1 2 3 4 5
1 TO RECLASS SUPPLY COST FROM CS A MEDICAL SUPPLIES CHARGED TO P 55 14351 8738 1
2 TO RECLASS DON COST B NURSING ADMINISTRATION 1 71615 10742 2
3 TO RECLASS COST TO CLINC c RURAL HEALTH CLINIC 63.50 51380 7187 3
4 o 4
5 c 5
6 TO RECLASE SUPPLY COST D MEDICAL SUPPLIES CHARGED TO P 55 126881 6
7 D 7
8 D g
9 D 9
10 D 10
11 D 11
12 D 12
13 TO RECLASS INSURANCE EXPENSE E NEW CAP REL COSTS-BLDG & FIXT 3 1426 13
14 E NEW CAP REL COSTS-MVBLE EQUIP 4 5962 14
15 B EMPLOYEE BENEFITS 5 70442 15
16 TO RECLASS INTEREST ¥ NEW CAP REL COSTS-BLDG & FIXT 3 27977 1
17 ¥ ADMINISTRATIVE & GENERAL 6 15201 17
18 ¥ RADIOLOGY -DIAGNOSTIC 41 8763 18
19 ¥ ADULTS & PEDIATRICS 25 19369 19
20 F RESPIRATORY THERAPY 49 19 20
2 RURAL HEALTH CLINIC 63.50 8789 21
TG RECLASS CAFE COST e CAFETERIA 12 49757 41040 22
TGO RECLASS CARDIAC MONITORING COST H ELECTROCARDIOLOGY 53 19932 3873 23
H 24
25 TO RECLASS DRUG COST I DRUGS CHARGED TO PATIENTS 56 352968 25
26 I 286
27 I 27
28 i 28
29 I 29
30 I 30
31 I 31
32 32
33 . 33
34 34
35 35
36 TOTAL RECLASSIFICATIONS 207035 710373 36



1
2
3
4
5
&
7
8

b b g e et e
OY AN d W N R

P

3
3
3
3
3

ENEWEN]

PERIOD

TG
TO
TO

TC

e

TO
TC

TO

TOTAL

IDER NO. 14-12328
FROM  04/01/2008

RECLASSIFICATIONS

EXPLANATION OF
RECLASSIFICATION

RECLASS
RECLASS
RECLASS

RECLASS

RECLASS

RECLASS
RECLASS

RECLASS

COUNTY GENERAL HCSPITAL

o

TouUunoow

CARDIAC MONITORING COS

LT N B B s B < ~ie AR PR B B B B R O B B O o o B

RECLASSIFICATIONS

COST CENTER
&

CENTRAL SERVICES & SUPPLY
ADULTS & PEDIATRICS
OPERATION OF PLANT
HOUSEKEEPING

MEDICAL RECORDS & LIBRARY
ADULTS & PEDIATRICS
EMERGENCY

RADICLOGY -DIAGNOSTIC

TORY

# RATORY THERAPY
PHYSICAL THERAPY
RADIOLOGY ~-DIAGROSTIC

ADMINISTRATIVE & GENERAL

INTEREST EXPENSE
DIETARY

ADULTS & PEDIATRICS
ADULTS & PEDIATRICS
EMERGENCY

RADIOLOGY ~-DIAGNOSTIC
PHARMACY

RESPIRATORY THERAPY
PHYSTICAL THERAPY
DIETARY

QPTIMIZER SYSTEMS, WIN-LASH MICR

IN LIEU OF FORM (CMS-2552-96

o

it

0 B b

[T NN

ot

VERSICON: 2009.01
07/06/2009 15:06

A-6

WORKSHEET

PAGE 1

WEKST A-7
OTHER REF.

9 10

8734 1
10742 2
187 3
1493 4
5507 5
59779 6
18175 7
19482 8
5213 4
27200 i
z8 11
4 12
iz 13
12 14
7883¢C 15
11 1s
17
i8
i9
20
80118 21
41040 22
23
3873 24
110942 25
100886 26
2 27
126151 28
13517 29
93 30
1377 31
3z
33
34
35
716373 36



PROVIDER NO.
PERICD FROM

OO0 w3 Y T e W ) e

B e

WO YU B L

14-1328
04/01/2008

HARDIN COUNTY GENERAL HOSPITAL
TO  03/31/2009

ANALYSIS OF CHANGES DURING COST REPORTING
PERICD IN CAPITAL ASSET BALANCES OF HOSPITAL
AND HOSPITAL HEALTH CARE COMPLEX CERTIFIED
TG PARTICIPATE IN HEALTH CARE PROGRAME

OLD CAPITAL

BEGINNING
BALANCES
1

DESCRIPTION

LAND

LAND IMPROVEMENTS
BUILDINGS AND FIXTURES
BUILDING IMPROVEMENTS
FIXED EQUIPMENT
MOVABLE EQUIPMENT

SUBTOTAL
RECONCILING ITEMS
TOTAL
PART II - ANALYSIS OF CHANGES IN NEW
BEGINNING
DESCRIPTION BALANCES
1

LAND 17000
LAND IMPROVEMENTS 100979
BUILDINGS AND FIXTURES 1208208
BUILDING IMPROVEMENTS
FIXED EQUIPMENT
MOVABLE EQUIPMENT 2192667
SUBTOTAL 3520555
RECONCILING ITEMS
TOTAL 3520555

ASSET

OPTIMIZER SYSTEMS,
IN LIEU OF FORM CM3-2552-96 (9/96)

CAPITAL ASSET BALANCES

PURCHASE
2

289037
289037

289037

BALANCES

ACQUISITIONS

DONATION

ACQUISITIONS

DONATION
3

INC. WIN-LASH MICRO SYSTEM VERSION:

07/06/2009

2009.01
15:06

WORKSHEET A-7
PARTS I & IT

———————— DISPOSALS FULLY
AND ENDING DEPRECIATED
TOTAL RETIREMENTS BALANCE ASBSETS
4 5 & 7
1
2
3
4
3
&
7
8
9
«««««««««« . DISPOSALS FULLY
AND ENDING DEPRECIATED
TOTAL RETIREMENTS BALANCE ASSETS
4 5 6 7
17000 1
100979 2
1209909 3
4
5
289037 169858 2311846 &
289037 169858 3639734 7
8
289037 169858 3639734 9



PROVIDER NO.
PERIOCD FROM

Ut G B bt

(S0 W SIS

W N e

By

I0N:
6/200¢9

WORKSHEET
PARTS III

TOTAL

8

TOTAL

15

45961
219033
264994

TOTAL

15

16938
212071
2239009

14-1328 HARDIN COUNTY GENERAL HOSPITAL CPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERS
04/01/2008 TO  03/31/2009 IN LIEU OF FORM CMS-2552-96 (8/96) 07/0
PART III - RECCONCILIATION OF CAPITAL COST CENTERS
- ---- COMPUTATION OF RATIOS ---------=  ------ ALLOCATION OF OTHER CAPITAL
GROSS OTHER
GROSS CAPITALIZED ASSETS CAPITAL-
DESCRIPTION ASSETS LEASES FOR RATIO INSURANCE TAXES RELATED
RATIC COSTS
i 2 3 4 5 3 7
OLD CAP REL COSTS-BLDG & FIXT 000000
OLEZ CAP REL COSTS-MVBLE EQUIP .aecooo
NEW CAP REL COSTS-BLDG & FIXT 1310888 1310888 . 361850
NEW CAP REL CCSTS-MVBLE EQUIP 2311845 2311846 .638150
TOTAL 3622734 3622734 1.000000
--------------------- SUMMARY OF OLD AND NEW CAPITAL ------r---emooo oo
QOTHER
DEPREC- CAPITAL-
DESCRIPTION IATION LEASE INTEREST INSURANCE TAXES RELATED
CO8TS
9 10 11 iz 13 14
OLI; CAP REL COSTS-BLDG & FIXT
CLD CAP REL COSTS-MVBLE EQUIP
NEW CAP REL COSTS-BLDG & FIXT 16938 27587 1426
NEW CAP REL COSTS-MVELE EQUIP 212071 6962
TOTAL 229009 27587 8388
PART IV - RECONCILIATION OF AMOUNTS FROM WORKSHEET A, COLUMN 2, LINES 1 THRU 4
—————————————————— SUMMARY OF OLD AND NEW CAPITAL -------roooeooommes e
OTHER
DEPREC- CAPITAL-
DESCRIPTION IATION LEASE INTEREST INSURANCE TAXES RELATED
COSTS
9 10 11 12 13 14
OLD CAP REL COSTS-BLDG & FIXT
QLD CAP REL COSTS-MVBLE EQUIP .
NEW CAP REL COSTS-BLDG & FIXT 16938
NEW CAP REL COSTS-MVBLE EQUIP 2129071
TOTAL 229009

LIRS

2009.01
15:08

A7
& I



PROVIDER NG. 14-1328 HARDIN COUNTY GENERAL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2009.01
PERICD FROM ©4/01/20068 TO 03/31/2009 IN LIEU OF FORM CMS-2552-96 (11/398) 07/06/2009 15:06

ADJUSTMENTS TC EXPENSES WORKSHEET A-8
EXPENSE CLASSIFICATION ON WORKSHEET A TO/

FROM WHICH THE AMOUNT IS8 TO BE ADJUSTED WKST A-7

DESCRIPTION BASIS AMOUNT COST CENTER LINE NO. REF
1 2 3 4 5
1 INVESTMENT INCOME-CLD BLDGS & FIXTURES OLD CAP REL COSTS-BLDG & FIXT 1 1
2 INVESTMENT INCOME-OLD MOVABLE EQUIPMENT OLD CAP REL COSTS-MVBLE EQUI 2 2
3 INVESTMENT INCOME-NEW BLDGS & FIXTURES NEW CAP REL COST3-BLDG & FIXT 3 3
4 INVESTMENT INCOME-NEW MOVABLE EQUIPMENT NEW CAP REL COSTS-MVBLE EQUIP 4 4
5 INVESTMENT INCOME-OTHER 5
& TRADE, QUANTITY, AND TIME DISCOUNTS &
7 UNDS AND REBATES OF EXPENSES B 62412 ADMINISTRATIVE & GENERAL & 7
g SPACE BY SUPPLIERS : a
£ TIONS EXCL) A ~22%4 ADMINISTRATIVE & GENERAL & g
1 % 10
1L )24 CING LOT 11
12 PROVIDER-BASED PHYSICIAN ADJUSTMENT WEST
A-8-2 ~463704 12
12 SALE OF SCRAP, WASTE, ETC. 13
14 RELATED ORGANIZATION TRANSACTIONS WKST
A-8-1 14
15 LAUNDRY AND LINEN SERVICE 15
16 CAFETERIA - EMPLOYEES AND GUESTS B ~28435 CAFETERIA 1z 16
17 RENTAL OF QUARTERS TO EMPLOYEES & OTHERS 17
18 SALE OF MEDICAL AND SURGICAL SUPPLIES TO
OTHER THAN PATIENTS is
19 SALE OF DRUGS TO OTHER THAN PATIENTS 19
20 SALE OF MEDICAL RECORDS AND ABSTRACTS A -1489 MEDICAL RECORDS & LIBRARY 17 20
21 NURSING SCHOOL (TUITION, FEES, BOOKS,ETC.} 21
22 VENDING MACHINES 22
23 INCOME FROM IMPOSITION OF INTEREST,
FINANCE OR PENALTY CHARGES 23
24 INTEREST EXP ON MEDICARE OVERPAYMENTS &
BORROWINGS TO REPAY MEDICARE OVERPAYMENT 24
25 ADJ PFOR RESPIRATORY THERAPY COSTS IN WKST
EXCESS OF LIMITATION - HOSPITAL A-8-4 RESPIRATORY THERAPY 49 25
26 ADJ FOR PHYSICAL THERAPY COSTS IN WKST
EXCESS OF LIMITATION - HOSPITAL A-8-4 PHYSICAL THERAPY 50 26
27 ADJ FOR HHA PHYSICAL THERAPY COSTS IN WKST
EXCESS OF LIMITATION A-8-3 HOME HEALTH AGENCY 71 27
28 UTIL REVIEW-PHYSICIANS'® COMPENSATION UTILIZATION REVIEW-SNF 89 28
29 DEPRECIATION-~OLD BUILDINGS & FIXTURES OLD CAP REL COSTS-BLDG & FIXT 1 29
36 DEPRECIATION~ -OLD MOVABLE EQUIPMENT OLD CAP REL COSTS-MVBLE EQUIP 2 30
31 DEPRECIATION- -NEW BUILDINGS & FIXTURES NEW CAP REL COSTS-BLDG & FIXT 3 31
32 DEPRECIATION-~-NEW MOVABLE EQUIPMENT NEW CAP REL COSTS-MVBLE EQUIP 4 32
33 NON-PHYSICIAN ANESTHETIST NONPHYSICIAN ANESTHETISTS 20 33
34 PHYSICIANS® ASSISTANT 34
35 ADJ FOR OCCUPATIONAL THERAPY COSTS IN WKST
EXCESS OF LIMITATION - HOSPITAL WKST A-8-4 OCCUPATIONAL THERAPY 51 35
36 ADJ FOR SPEECH PATHOLOGY COSTS IN WKST
EXCESS OF LIMITATION - HOSPITAL WKST A-8-4 SPEECH PATHOLOGY 52 38
37 INTEREST INCOME B -380 NEW CAP REL COSTS-BLDG & FIXT 3 i1 37
38 INTEREST INCCOME B -206 ADMINISTRATIVE & GENERAL 6 38
39 INTEREST INCOME B <263 ADULTS & PEDIATRICS 25 39
40 INTEREST INCOME B -119 RADIOLOGY -DIAGNOSTIC 41 &0
41 INTEREST INCOME B -120 RURAL HEALTH CLINIC 63,50 41
42 CME APPEAL (OST A -15721 ADMINISTRATIVE & GENERAL 6 42
43 E A -852151 ADMINISTRATIVE & GENERAL 6 43
44 LATE FEHS A -27912 ADMIRISTRATIVE & GENERAL 6 44
45 45
46 PROVIDER TAX A ~114217 ADMINISTRATIVE & GENERAL 6 46
47 LOBBING PORTION CF DUES A ~5240 ADMINISTRATIVE & GERERAL 6 47
48 RENTAL COST A -453 OPERATION OF PLANT 8 48
49 49

50 TOTAL ~-1581036 50



"

[EIRT RN UR g

HARDIN COUNTY GENWERAL HOSPITAL
TO  Q3/31/2009

COST CENTER/
PHYSICIAN IDENTIFIER

2
ADMINISTRATIVE & GENERAL MED STAFF DIRECTOR
ADULTS & PEDIATRICS AGGREGATE
LABORATORY AGGREGATE
RESPIRATORY THERAPY AGGREGATE
EMERGENCY AGGREGATE
TOTAL

OQPTIMIZER SYSTEMS, INC.

TOTAL

REMUNERA-~

PROFES -~

TION INCL SIONAL
FRINGES COMPONENT

3

30085
72476
118990
40804
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4
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5
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7
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PHYSICIAN IDENTIFIER

VE & GENERAL MED STAFF DIRECTOR
IATRICS AGEREGATE
AGGREGATE
IRATORY THERAPY AGGREGATE
AGGREGATE

OPTIMIZER SYSTEMS,
IN LIEU OF FORM CMS-2552-96

COST OF

MEMBERSHIP

& CONTIN.

EDUCATION
iz2

PROVIDER FHYSICIAN

COMPONENT COS8T OF

SHARE OF MALPRACTICE

COLUMN 12 INSURANCE
1z 14

INC., WIN-LASH MICRC SYSTEM

(9/96)
PROVIDER
COMPONENT ADJUSTED
SHARE OF RCE
COLUMN 14 LIMIT
15 16
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[ XX

PART I - GENERAL
TOTAL NUMBER OF
LINE 1 MULTIPLIED BY
NUMBER OQF UNDUPLICATED
RUMBER OF UNDUPLICATED
BUT NEITHER SUPERVISOR
NUMBER OF UNDUPLICATED
NUMBER OF UNDUPLICATED

HARDIN COUNTY GENERAL

WEEKS WORKED
15 HOURS PER WEEK

HOSPITAL
037

S3/

31/2009

COST DETERMINATION FOR THERAPY SERVICES
FURNISHED BY QUTSIDE SUPPLIERS ON OR AFTER APRIL 10,

1998

1} OCCUPATIONAL { } PHYSICAL [ ]

INFORMATION

{EXCLUDING AIDES}

DAYS ON WHICH SUPERVISCOR COR THERAPIST WAS ON
DAYS CN WHICH THERAPY ASSISTANT WAS ON PROVI
NCR THERAPIST WAS ON PROVIDER SITE

OFFSITE VISITS - SUPERVISORS OR THERAPISTS
OFFSITE VISITS - THERAPY ASSISTANTS

STANDARD TRAVEL EXPENSE RATE

OPTICNAL TRAVEL

EXPENSE RATE PER MILE

SUPERVISORS THERAPISTS
1 2
TOTAL HOURS WORKED 320.00
BRHSEA 53.86
STPANDARD TRAVEL ALLOWANCE 31.93 31.93
NO OF TRAVEL HRS {(PROV SITE}
NO OF TRAVEL HRS (OFFSITE)}
MILES DRIVEN (PROV SITE)
MILES DRIVEN (OFFSITE}
PART II SALARY EQUIVALENCY COMPUTATION
SUPERVISORS
THERAPISTS
ASSISTANTS
SUBTOTAL ALLOWANCE AMOUNT
AIDES
TRAINEES
TOTAL ALLOWANCE AMOUNT

WEIGHTED AVERAGE RATE EXCLUDING AIDES AND TRAINEES
WEIGHTED ALLOWANCE EXCLUDING AIDES AND TRAINEES
TCTAL SALARY EQUIVALENCY

OPTIMIZER SYSTEMS,
IN LIEU OF FORM CMS-2552-9%6

INC. WIN-LASH MICRO SYSTEM
{11/98)

RESPIRATORY { 1} SPEECH PATHOLOGY

PROVIDER SITE
DER SITE

ASSISTANTS AIDES

3

VERSION:
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TY GENERAL HOSPLITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRO SYSTEM VERSION: 2009.01

PROVID NG, 14 132 HARDIN COUR

PERIOD FROM 04/0 TG 03/31/200% IN LIEU OF FORM CMS-2552-96 {(11/98) 07/06/2009 15:06
REASONABLE COST DETERMINATION FOR THERAPY SERVICES ) WORKSHEET A-8-4
FPURNISHED BY QUTSIDE SUPPLIERS ON OR AFTER APRIL 10, 1998 PARTS II1 & IV

{ XX ] OCCUPATIONAL { 1} PHYSICAL [ 1 RESPIRATORY [ ]} SPEECH PATHOLOGY
PART III - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - PROVIDER SITE

STANDARD TRAVEL ALLOWANCE

THERAPISTS 24
ASSISTANTS 25
SUBTOTAL 26
STANDARD TRAVEL EXPENSE 27
TOTAL STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE AT THE PROVIDER SITE 28
I, ALLOWANCE AND OPTIONAL TRAVEL EXPENSE
29 29
10 30
31
A ENSE k!
33 TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE 33
34 OPTIONAL TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE 34
35 OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE 35
PART IV - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - SERVICES OUTSIDE PROVIDER SITE
STANDARD TRAVEL EXPENSE
36 THERAPISTS 36
37 ASSISTANTS 37
38 SUBTOTAL 38
39 STANDARD TRAVEL EXPENSE 39
OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE
40 THERAPISTS 40
41 ASSISTANTS 41
42 SUBTOTAL 42
43 OPTIONAL TRAVEL EXPENSE 43
TOTAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE - OFFSITE SERVICES .
44 E LOWANCE AND STANDARD TRAVEL EXPENSE 44
c ONAL TRA ALLOWANCE AND STANDARD TRAVEL EXPENSE 45
46 OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE 46
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REASONABLE COST DETERMINATION FOR THERAPY SERVICES WORKSHEET A-8-4
FURNISHED BY OUTSIDE SUPPLIERS ON OR AFTER APRIL 10, 1998 PARTS V,VI & VIT
[ XX ] OCCUPATIONAL [ ] PHYSICAL [ ] RESPIRATORY [ ] SPEECH PATHOLOGY
PART V - OVERTIME COMPUTATION
THERAPISTS ASSISTANTS AIDES TRAINEES TOTAL
1 2 3 4 5
4 47
48 48
43 y 43
CALCULATION OF LIMIT
50 PERCENTAGE OF OVERTIME 50
HOURS BY CATEGORY
51 ALLOCATION OF PROVIDER'S 51
STANDARD WORKYEAR FOR ONE
FULL TIME EMPLOYEE TIMES
THE PERCENTAGES ON LINE 50
DETERMINATION OF OVERTIME ALLOWANCE
52 ADJUSTED HOURLY SALARY 52
EQUIVALENCY AMOUNT
53 OVERTIME COST LIMITATION 53
54 MAXIMUM OVERTIME COST 54
55 PORTION OF OVERTIME ALREADY 55
INCLUDED IN HOURLY
COMPUTATION AT THE AHSEA
56 OVERTIME ALLOWANCE 56
PART VT COMPUTATION OF THERAPY LIMITATION AND EXCESS COST ADJUSTMENT
57 SALARY EQUIVALENCY AMOUNT 49811 57
58 TRAVEL ALLOWANCE AND EXPENSE - PROVIDER SITE 58
59 TRAVEL ALLOWANCE AND EXPENSE - OFFSITE SERVICES 59
60 OVERTIME ALLOWANCE 60
61 EQUIPMENT COST 61
62 SUPPLIES 62
63 TOTAL ALLOWANCE 49811 63
64 TOTAL COST OF OUTSIDE SUPPLIER SERVICES 19189 64
65

65 EXCESS OVER LIMITATION
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VERSION:
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PARTS V,VI & VII

} RESPIRATORY { 1 SPEECH PATHOLOGY

PART VII - ALLOCATION OF THERAPY EXCESS COST OVER LIMITATICN FOR NONESHARED THERAPY DEPARTMENT SERVICES

66 COST COF CQUTSIDE SUPPLIER SERVICES - HOSPITAL

7 TOTAL COST

68 RATIO OF COST OF OUTSIDE SUPPLIER SERVICES TO TOTAL COST
69 EXCESS OF COST COVER LIMITATION - HOSPITAL

70 TOTAL EXCESS OF COST OVER LIMITATIOR

HOSPITAL
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REASONABLE COST DETERMINATION FOR THERAFY SERVICES
FURNISHED RY OUTSIDE SUPPLIERS ON OR AFTER APRIL 10,

0L
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04/01/2008 TO 03/31/2009

{ ] OCCUPATIONAL

PART I - GENERAL INFORMATION

TOTAL NUMBER OF WEEKS WORKED (EXCLUDING AIDES)

LINE 1 MULTIPLIED BY 15 HOURS PER WEEXK

HERAP

NOR

OQFFSITE VIBITS -
EXPENSE RATE
PER MILE

SUPERVISORS
1
TOTAL HOURS WORKED
AHSEA
STANDARD TRAVEL ALLOWANCE 33.69

NO OF TRAVEL HRS (PROV SITE)
NO OF TRAVEL HRS (OFFSITE)
MILES DRIVEN (PROV SITE)
MILES DRIVEN (OFFSITE)

PART II - SALARY EQUIVALENCY COMPUTATION

‘RYISORS

ABSLIETA
SUBTOTAL ALLOWANCE AMOUNT
ATDES

TRAINEES

TOTAL ALLOWANCE AMOUNT

NVE

WEIGHTED AVERAGE RATE EXCLUDING AIDES AND TRAINEES
WEIGHTED ALLOWANCE EXCLUDING AIDES AND TRAINEES

TOTAL SALARY EQUIVALENCY

HARDIN COUNTY GENERAL HOSPITAL

{ XX ] PHYSICAL {

HERAPY

OPTIMIZER SYSTEMS, INC. WIN-LASH MICRCO SYSTEM

IN LIEU OF FORM CMS-2552-96 (11/98)

1998

1 RESPIRATORY [

DAYS ON WHICH SUPERVISOR OR THERAPIST WAS ON PROVIDER SITE
ON WHICH THERAPFY ASSISTANT WAS ON PROVIDER SITE
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CFFSITHE VISITS - SUPERVISCRS OR THERAPISTS
T ASSISTANTS

THERAPISTS ASSISTANTS AIDES
2 3 4
387.00
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PROVIDER NO. 14-1328 HARDIN COUNTY GENERAIL HOSPITAL OPTIMIZER SYSTEMS, INC. WIN-LASH MICRC SYSTEM VERSION: 2009.01

PERIOD FROM 04/01/2008 TO 03/31/2009 IN LIEU OF FORM CMS-2552-96 (11/98) 07/06/2009 15:06

REASCNABLE COST DETERMINATION FOR THERAPY SERVICES WORKSHEET A-§-4

FURNISHED BY OUTSIDE SUPPLIERS ON OR AFTER APRIL 10, 193398 PARTS III & IV
{ 1 OCCUPATIONAL [ XX | PHYSBICAL { ] RESPIRATORY { 1 SPEECH PATHOLOGY

PART III - STANDARD AND COPTICONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - PROVIDER SITE

CRAVEL ALLOWANCE

5 25
26 256
27 STANDARD TRAVEL EXPENSE 27
28 TOTAL STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE AT THE PROVIDER SITE 28

OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE .
29 THERAPISTS 29
30 ASSISTANTS 30
31 SUBTOTAL 31
32 OPTIONAL TRAVEL EXPENSE 32
33 STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE 33
34 OPTIONAL TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE 34
35 OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE 35
PART IV - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - SERVICES OUTSIDE PROVIDER SITE
STANDARD TRAVEL EXPENSE
36 THERAPISTS 5
7 LSS ISTANTS 37
38
TRAVEL EXPENSE 33
OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE
4 THERAPISTS 40
41 ASSISTANTS 41
42 SUBTOTAL 42
43 OPTIONAL TRAVEL EXPENSE 43
TOTAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE - OFFSITE SERVICES
44 STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE 44
45 OPTIONAL TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE 45

46 OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE 46
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REASONABLE COST DETERMINATION FOR THERAPY SERVICES WORKSHEET A-8-4
FURNISHED BY QUTSIDE SUPPLIERS ON OR AFTER APRIL 10, 1998 PARTS V.VI & VII
{ ] OCCUPATIONAL [ XX ] PHYSICAL [ ] RESPIRATORY { 1 SPEECH PATHOLOGY
PART V - OVERTIME COMPUTATION
THERAPISTS ASSISTANTS AIDES TRAINEES TOTAL
1 2 3 4 g
47 OVERTIME HOURS WORKED 47
DURING REPORTING PERIOD
48 CVERTIME RATE 48
49 TOTAL OVERTIME 49
CALCULATION OF LIMIT
50 PERCENTAGE QF OVERTIME 50
HOURS BY CATEGORY
51 ALLOCATION OF PROVIDER'S 51
RKY
., TIME E
PERCENTAGES ON LINE 50
DETERMINATION COF OVERTIME ALLOWANCE
52 ADJUSTED HOURLY SALARY 52
EQUIVALENCY AMOUNT
53 OVERTIME COST LIMITATION . 53
54 MAXIMUM OVERTIME COST 54
55 PORTION OF OVERTIME ALREADY 55
INCLUDED IN HOURLY
COMPUTATION AT THE AHSEA
56 OVERTIME ALLOWANCE 56
PART VI - COMPUTATION OF THERAPY LIMITATION AND EXCESS COST ADJUSTMENT
57 SALARY EQUIVALENCY AMOUNT 52556 57
58 TRAVEL ALLOWANCE AND EXPERSE - PROVIDER SITE 58
59 TRAVEL ALLOWANCE AND EXFENSE - OFFSITE SERVICES 59
&0 OVERTIME ALLOWANCE 50
51 EQUIPMENT COST 61
52 SUPPLIES 62
63 ‘AL ALLOWANCE 52556 63
64 L CO8T OF QUTSIDE SUPPLIER SERVICES 23248 64
&5 EXCESS OVER LIMITATION 65
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BROVIDER NO. 14-1328 HARDIN COUNTY GENERAL HOSPITAL
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REASCHABLE COST DETERMINATION FOR THERAPY SERVICES

FURNISHED BY OUTSIDE SUPPLIERS ON OR AFTER APRIL 10,

WL B3

~3 @y

@

OPTIMIZER SYSTEMS,
IN LIEU OF FORM CMS-2552-96

1998

[ 1 OCCUPATIONAL [ 1 PHYSICAL [

PART I - GENBRAL INFORMATION

TOTAL NUMBER OF WEEKS WORKED (EXCLUDING AIDES)
LINE 1 MULTIPLIED BY 15 HOURS PER WEEK

NUMBER OF UNDUPLICATED DAYS ON WHICH SUPERVISOR OR THERAPIST WAS ON

} RESPIRATORY

PROVIDER SITE

NUMBER OF UNDUPLICATED DAYS ON WHICH THERAPY ASSISTANT WAS ON PROVIDER SITE
BUT NEITHER SUPERVISOR NOR THERAPIST WAS ON PROVIDER SITE

NUMBER CF UNDUPLICATED OFFSITE VISITS - SUPERVISORS OR THERAPISTS

NUMBER OF UNDUPLICATED CFFSITE VISITS - THERAPY AS
STANDARD TRAVEL EXPENSE RATE
OPTIONAL TRAVEL EXPENSE RATE PER MILE

SUPERVISORS

OTAL HOURS WORKED

G, ALLOWANCE 30.68
HRE (PROV SITE)

HRE (OFFSITE!

{PROV SITE}

(CFFSITE)

PART II - SALARY EQUIVALENCY COMPUTATION

SUPERVISORS

THERAPISTS

ASSISTANTS

SUBTOTAL ALLOWANCE AMOUNT

AIDES

TRAINEES

TOTAL ALLOWANCE AMOUNT

WEIGHTED AVERAGE RATE EXCLUDING AIDES AND TRAINEES
WEIGHTED ALLOWANCE EXCLUDING AIDES AND TRAINEES
TOTAL SALARY EQUIVALENCY

SISTANTS

THERAPISTS
2

73.00
61.386

30.68

ASSISTANTS
3

[ xx ]

INC. WIN-LASH MICRO SYSTEM

(11/98)

SPEECH PATHOLOGY

VERSION:
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{ ]} OCCUPATIONAL I ] PHYSICAL [ } RESPIRATORY [ XX ] SPEECH PATHOLOGY

PART III - STANDARD AND OPTIONAL TRAVEL ALLOWANCE AND TRAVEL EXPENSE COMPUTATION - PROVIDER SITE

STANDARD TRAVEL ALLOWANCE

24 THERAPISTS 24
25 ASSISTANTS 25
26 SUBTCTAL 26
27 STANDARD TRAVEL EXPENSE 27
28 T L. STANDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE AT THE PROVIDER SITE 28
OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE
2% THERAPISTS 2%
o ASSISTANTS 30
31 SUBTOTAL 31
iz CPTIONAL TRAVEL EXPENSE 32
33 STAKDARD TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE 33
34 OPTIONAL TRAVEL ALLOWANCE AND STANDARD TRAVEL EXPENSE 34
35 OPTIONAL TRAVEL ALLOWANCE AND OPTIONAL TRAVEL EXPENSE 35
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