Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form ¢mMs-2552-10
This report s required by Taw (42 USC 1395g; 42 CFR 413.20(b)). Falure to report can resuwlt in all interim FORM APPROVED

payments made since the beginning of the cost reporting pericd being deemed overpayments (42 usc 1395g). OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 141315 |Period: worksheet s
AND SETTLEMENT SUMMARY From 10/01/2010 | Parts I-III

To  09/30/2011| Date/Time Prepared:
3/28/2012.4 17 pm

[PART. T R WS s e s e e T SR B R B Gt D ¥
Provider 1.L JFlectronically filed cost report pate: 3/28/2012 Time: 4:17 pm
use only 2.0 JImanually submitted cost report
3.0 0 1If this is an amended report enter the number of times the provider resubmitted this cost report
4.0 Imedicare Utilization. Enter "F" for full or "L" for low.
Contractor 5. [ 0 ]Cost Report Status 6. Date Received: 10.NPR Date:
use only 1) As Submitted 7. Contractor No. 11.contractor's vendor Code: 4
(2) settled without Audit 8. [ N ]Inmitial Report for this Provider ccN[12.[ O ]If Tine 5, column 1 is 4: Enter
(3) settled with audit 9. [ N ]Final Report for this Provider CCN number of times reopened = 0-9,
(4) Reopened
(5) Amended
[paRT 2 CERTIRLCATION .

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

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the abova statement and that I have examined the accompanying electrenically
filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and Expenses prepared by
BCC DBA ILLINI COMMUNITY HOSPITAL for the cost reporting period beginning 10/01/2010 and ending 09/30/2011 and
to the best of my knowledge and belief, it 1s 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 identified in this
cost report were provided in compliance with such laws and regulations.

Encryption Information (signed)
ECR: Date: 3/28/2012 Time: 4:17 pm officer or administrator of Provider(s)
2mrH1KwSaMx4ntmadiombzalskatwl

reuwrdgvCzGz 3W3sNCBYGVENSVHSKN

ILOHONgIGDOS YWPZ Title

PL: Date: 3/28/2012 Time: 4:17 pm
Mrc.xqchozz? : dfs1chkk50s Ggwdp0
ODMTZOWFGIthRY RS ZWNtS7 . PEfgDC Date
UjKCAhS : U20gMasw

1,00 |Hospital 0 145,500 1,022,172 ol 1.00
2.00 |subprovider - IPF 0 0 0] 2.00
3.00 |subprovider - IRF 0 0 0| 3.00
4.00 [SUBPROVIDER I 0 0 0| 4.00
5.00 |swing bed - SNF 0 66,099 0| 5.00
6.00 |swing bed - NF 0 0| 6.00
7.00 |SKILLED NURSING FACILITY 0 0 0 0| 7.00
8.00 |NURSING FACILITY 0 0/ 8.00
9,00 |HOME HEALTH AGENCY I 0 0 0 0| 9.00
10.00 |RURAL HEALTH CLINIC T 0 -1,231 0| 10.00
11.00 |FEDERALLY QUALTIFIED HEALTH CENTER I 0 0 0 11.00
12.00 |[CMHC T 0 0 0 12.00
200,00/ Total 0 211,599 -143,978 1,022,172 0/200.00

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 1935, 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
reguired to complete and review the -information collection is estimated 673 hours per response, -including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you
have any comments concerming the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMSs,
7500 Security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850,

MCRTF32 - 2.19.130.0



Blessing Care Corporation
d/b/a Illini Community Hospital
Protested item
September 30, 2011

We believe that the Illinois Provider Tax is an allowable cost under Medicare cost reimbursement
principles. We understand that National Government Services does not share this view. The expense is
therefore included as a protested item. The reimbursement effect of including this $94,128 of provider tax

is to increase reimbursement by approximately $50,000.



Health Financial Systems BCC DEA TLLINI COMMUNITY HOSPITAL In Lieu of Form €Ms-2552-10
This report is required by law (42 USC 1395g; 42 CFR 413.20(b)). Falure to report can result in all interim FORM APPROVED

payments mace since the beginning of the cost reporting period being deemed overpayments (42 USC 1395g) OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 141315 |Perio worksheet §
AND SETTLEMENT SUMMARY From 10/01/2010 Parts I-III

To  09/30/2011 | pate/Time Prepared:
3/28/2012 4:06 pm

[PART: T = COSTREPORT | STATUS T T e B s e A N R E N s
Provider [ ]ETectron1ca11y filed cost report Date: T1me

use only 2. Imanually submitted cost report
3.1 0 ]Jxf this is an amended report enter the pumber of t1mes the provider resubmitted this cost report
4.{ JMedicare utjlization. Enter "F" for full or "L" for low.
Contractor 5. [ 0 ]Jcost Report Status 6. Date Received; 10.NPR Date:
use only (1) As submitted 7. Contractor No, 11.contractor's vendor Code: 4
(2) settled without Audit 8.1 N ]Initial Report for this Provider CcW[12.[ 0 JIf Tine 5, column 1 is 4: Enter
(3) settled with Audit 9. { N ]F1n31 Report for this provider CCN number of times reopened = 0-9.
(4) Recpened
(5) amended
[PARTFX: 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, IFf SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION 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
BCC DBA ILLINI COMMUNITY HOSPITAL for the cost reporting period beginning 10/01/2010 and ending 09/30/2011 and
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 moted, I further certify that I
am familiar with the 7aws and regulations regarding the provision of health care services identified in this
cost report were provided in compliance with such Jaws and regulations.

(Signed)
officer or Administrator of Provider(s)

Title

Date
1.00 |Hospital 0 163,696 -115, 306 1,022,172 ol 1.00
2.00 |Subprovider - IPF 0 0 0 of 2.00
3.00 |Subprovider - IRF 0 0 0 ol 3.00
4.00 |SUBPROVIDER I 0 0 0 o 4.00
5.00 |swing bed - SNF 0 69,655 0 0] 5.00
6.00 |swing bed - NF 0 0{ 6.00
7.00 |SKILLED NURSING FACILITY 0 0 0 ol 7.00
8.00 |NURSING FACILITY 0 ol 8.00
9.00 |HOME HEALTH AGENCY I 0 0 0 ol 9.00
10.00 |RURAL HEALTH CLINIC I 0 218 0| 10.00
11,00 | FEDERALLY QUALIFIED HEALTH CENTER I 0 0 0| 11.00
12,00 |CMHC X 0 0 0| 12.00
200.00| Tota'l 0 233,351 -115,088 1,022,172 0[200.00

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 and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection, If you
have any comments concerning the accuracy of the time estimate(s) or suggestioms for improving the form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Report Clearance Oofficer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

Tl \Q&Qm’% eQ.
15,
(18, o> Fep iy

MCRIF32 - 2.19.130.0



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

BCC DBA TLLINTI COMMUNITY HOSPITAL
Provider CCN: 141315

Health Financial Systems
ADJUSTMENTS TO EXPENSES

Period:
From 10/01/2010
To  09/30/2011

cation ‘on. Wor
nvestment income - CAP REL COSTS-BLDG &
FIXT (chapter 2}
2.00 Investment income - CAP REL COSTS-MVBLE (WCAP REL COSTS-MVELE EQUIP 2,000 2.00
EQUIP (chapter 2)
3.00 |Investment income - other (chapter 2) B -32,129|INTEREST EXPENSE 113.00| 3.00
4,00 |Trade, quantity, and time discounts (chapter 0f 0.00| 4.00
83
5.00 {refunds and rebates of expenses (chapter B8) 0f 0.00| 5.00
6.00 |RrRental of provider space by suppliers 0f 0.00| 6.00
{chapter 8)
7.00 [Telephone services (pay stations excluded) 0 0,00 7.00
(chapter 21)
8.00 |Television and radio service (chapter 21) 0 0.00| B.00
9.00 |Parking lot (chapter 21) 0 0.00| 9,00
10.00 |Provider-based physician adjustment A-8-2 -1,297,066 10.00
11.00 |sale of scrap, waste, etc, (chapter 23) 0 0.00| 11.00
12,00 |Related organization transactions {(chapter A-8-1 -179,683 12.00
100
13.00 |Laundry and linen service 0 0.00( 13.00
14.00 |cafeteria-employees and guests B -2, 799DIETARY 10.00| 14.00
15.00 |Rental of quarters to employee and others 0 0.00| 15.00
16.00 |sale of medical and surgical supplias to 0 0.00| 16.00
other than patients
17.00 |sale of drugs to other than patients 0 0.00| 17.00
18.00 |sale of medical records and abstracts B ~2,169MEDICAL RECORDS & LIBRARY 16.00 18.00
19.00 |Nursing school (tuition, fees, books, etc.) 0 0.00] 19.00
20.00 |vending machines 0 0.00( 20.00
21.00 |Income from imposition of interest, Finance 0 0.00( 21.00
or penalty charges {chapter 21}
22.00 |Interest expense on Medicare overpayments 0 0.00| 22.00
and borrowings to repay Medicare :
overpayments
23.00 |Adjustment for respiratory therapy costs 1in A-8-3 ORESPIRATORY THERAPY 65.00| 23.00
excess of Timitation (chapter 14)
24,00 [Adjustment for physical therapy costs in A-8-3 Q|PHYSTICAL THERAPY 66.00| 24.00
excess of limitation (chapter 14)
25.00 |utilization review - physicians' Of** Cost Center Deleted *#*+ 114.00] 25.00
compensation (chapter 21)
26.00 |Depreciation - CAP REL COSTS-BLDG & FIXT O|CAP REL COSTS-BLDG & FIXT 1.00| 26.00
27.00 |Depreciation - CAP REL COSTS-MVBLE EQUIF O/CAP REL COSTS-MVBELE EQUIP 2.00| 27.00
28.00 |Mon-physician Anesthetist ONONPHYSICIAN ANESTHETISTS 19.0Q| 28.00
29.00 |physicians’ assistant 0 ] 0.00( 29.00
30,00 |Adjustment for occupational therapy costs in A-8-3 Qf%¥* Cost Center Deleted %*** 67.00( 30.00
excess of lTimitation (chapter 14)
31.00 |Adjustment for speech pathology costs in A-8-3 OfF** Cost Center Deleted ®¥¥ 68.00| 31.00
excess of Timitation (chapter 14)
32,00 [CAH HIT Adjustment for Depreciaticn and A -317,393/CAP REL COSTS-MYBLE EQULIP 2.00| 32.00
Interast
33.00 |MISCELLANEOUS INCOME B ~5,553ADMINISTRATIVE & GENERAL 5.00( 33.00
33,01 |MISCELLANEOUS HOUSEKEEPING INCOME 8 -19[HOUSEKEEPING 9.00| 33.01
33,02 {MISCELLANEOUS RADIOLOGY INCOME B -968|RADIOLOGY-DIAGNOSTIC 54.00| 33.02
33.03 |MISCELLANEQUS BENEFITS INCOME B -2, 209)EMPLOYEE BENEFITS 4.00( 33,03
33.04 {MISCELLANEOUS SUPPLIES REVENUE L} ~570MEDICAL SUPPLIES CHARGED TO 71.00( 33.04
PATIENTS
33,05 [PHYSICTAN RECRUTTMENT A -31,02B/ADMINISTRATIVE & GENERAL 5.00] 33.05
33.06 [CABLE TELEVISION A -2,553|0PERATION OF PLANT 7.00] 33.06
33.07 |MISCELLANEOUS EXPENSE A -25,063ADMINISTRATIVE & GENERAL 5.00| 33.07
33.08 IPUBLIC RELATIONS SALARIES A -21,932ADMINISTRATIVE & GENERAL 5.00] 33.08
33,09 |PUBLIC RELATIONS EMPLOYEE BENEFITS A -6,927|EMPLOYEE BENEFITS 4.00] 33.09
33.10 |PUBLIC RELATIONS EXPENSES A -76,668ADMINISTRATIVE & GENERAL 5.00] 33.10
33.11 |COFFEE SHOP RECEIPTS B -45,566DIETARY 10.00] 33.11
33.12 |MEALS ON WHEELS B -4,778DIETARY 10.00| 33.12
33.13 |LOBBYING EXPENSE B -8, 815/ADMINISTRATIVE & GENERAL 5.00] 33.13
33,14 |NON-RHC PHYSICIAN COST A -44,596RURAL HEALTH CLINIC 88.00| 33.14
33.15 |PROVIDER TAX A 94, 12BADMINISTRATIVE & GENERAL 5.00] 33.15
33.16 0 0.00] 33.16
33.17 0 0.00| 33.17
33.18 0 0.00| 33.18
33.19 0 0.00| 33.19
33.20 0 0.00] 33.20

MCRIF32 - 2,19.130.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Liey of Form €MS-2552-10

ADJUSTMENTS TO EXPENSES

Provider CON:

141315

Period:
From 10/01/2010
To  09/30/2011

worksheat A-8

Date/Time Prepared:
3/28/2012 4:06 pm

hae

TOTAL (sum bf 1ne§ 1 thru 49) (Transfef o
worksheet A, column 6, 1ine 200.)

MCRIF32 - 2.19.130.0



Health Financial Svstems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieuw of Form CMS-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN: 141315

period;
From 10/01/2010
To 09/30/2011

worksheet A-8

Date/Time Prepared:

§.3/28/2012_4:06 pm

17.00

20,00
21.00

22.00

23,00
24.00
25.00

26,00
27.00
28.00
29.00
30.00

31.00
32.00

33.00
33.01
33.02
33.03
33.04
33.05
33.06
33.07
33.08
33.09
33.10
33.11
33.12
33.13
33.14
33.15
33.18
33.17
33.18
33.19
33.20
50.00

Investment fincome

~ CAP REL COSTS-BLDG &
FIXT (chapter 2)

Investment income - CAP REL COSTS-MVBLE
EQUIP (chapter 2)

Investment income - other (chapter 2)
Trade, quantity, and time discounts (chapter
8)

Refunds and rebates of expenses (chapter 8)
Rental of provider space by suppliers
(chapter 8)

Telephone services (pay stations excluded)
(chapter 21)

Television and radio service (chapter 21)
parking lot (chapter 21}

Provider-based physician adjustment

sale of scrap, waste, etc. (chapter 23)
Related organization transactions {chapter
10)

Ltaundry and Tlinen service
cafeteria-employees and guests

Rental of quarters to employee and others
sale of medical and surgical suppliies to
other than patients

sale of drugs to other than patients

sale of medical records and abstracts
Nursing school (tuition, fees, books, etc.)
vending machines

Income from imposition of interest, finance
or penalty charges (chapter 21)

Interest expense on Medicare overpayments
and borrowings to repay medicare
overpayments

Adjustment for respiratory therapy costs in
excess of limitation (chapter 14)
Adjustment for physical therapy costs in
excess of Timitation (chapter 14)
Utilization review - physicians'
compensation (chapter 21)

‘Depreciation - CAP REL COSTS-BLDG & FIXT

Depreciation - CAP REL COSTS-MVELE EQUIP
Non-physician Anesthetist

Physicians' assistant

Adjustment for occupational therapy costs in
excess of limitation (chapter 14)
Adjustment for speech pathology costs tin
excess of limitation (chapter 14)

CAH HIT Adjustment for Depreciation and
Interest

MISCELLANEOUS INCOME

MISCELLANEOUS HOUSEKEEPING INCOME
MLSCELLANEOUS RADIOLOGY INCOME
MISCELLANEOUS BENEFITS INCOME
MISCELEANEQUS SUPPLIES REVENUE
PHYSICTAN RECRUITMENT

CABLE TELEVISTON

MISCELLANFOUS EXPENSE

PUBLIC RELATTONS SALARIES

PUBLIC RELATTONS EMPLOYEE BENEFITS
PUBLIC RELATTONS EXPENSES

COFFEE SHOP RECEIPTS

MEALS ON WHEELS

|LOBBYING EXPENSE

NON-RHC PHYSICIAN COST

PROVIDER TAX

TOTAL (sum of 1ines 1 thru 49) (Transfer to
Worksheet A, column 6, line 200.)

oo

(=]

oo OO oo

=] o000

[1=]

CoOCOoOC OO OOOOO00O0O0OOOoO

10.
11,
12.

13.
14,
15,
16.

17,
18.
19,
20,
21,

22,

23.

MCRIF32 - 2.19.130.0



Health Fimancial Systems BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CmS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 241315 | period:

To

From 10/01/2010
09/30/2011
13/28/2012

worksheet s-2

Part I

Date/Time Pripared
0

Hita
street 640 WEST WASHINGTON

PITTSFIELD . : . county: PIKE
. LEHOS (] s s ey G el LEa L : i i S
Hosp1ta1 BCC DBA ILLINI 141315 99914 1 09/01/2001| N 0 N .00
COMMUNITY HOSPITAL
Subprovider - IPF 4.00
Subprovider - IRF 5.00
subprovider - (other) 6.00
Swing Beds - SNF BCC DEA ILLINI COMM 142315 99914 09/01/2001| N 0 N 7.00
HOSP-SWINGRED
Swing Beds - NF N N 8.00
Hospital-Based SNF 9.00
Hospital-Based NF 10.00
Hospital-Based OLTC 11.00
Hospital-Based HHA 12.00
separately cCertified AsC 13.00
Hospital-Based Hospice 14.00
Hospitai-Based Health Clinic - RHC |BCC DBA ILLINI COMM 143482 999714 07/03/2006| N 0 N 15.00
HOSP-RHC
Hospital-Based Health Clinic - FQHC 16.00
Hospital-Based (CMHC) 1 17.00
Renal Dialysis 18.00
Other 19.00

i

23.00

Cost Reporting Period (mm/dd/yyyy)
Type of control (see instructions)

1:0/01/2010
2

09/30/2011 | 20.00

Pt EAE. nformation

poes this facility qualify for and is it currentTy rece1v1ng payments for
disproportionate share hospital adjustment, in accordance with 42 CcrFrR §412.1067 1In
column 1, enter "y" for yes or "N" for no. Is this Tacility subject to 42 CFR Section
§412.06(c) (2)(Pickle amendment hospital?} In column 2, enter "Y" for yes or "N" for no.
Indicate in column 1 the method used to capture Medicaid (title XIX) days reported on
Tines 24 and/or 25 of this worksheet during the cost reporting peried by entering a "1"
if days are based on the date of admission, "2" if days are based on census days (also
referred to as the day count), or "3" if the days are based on the date of discharge.
Is the method of identifying the days in the current cost reperting period different
from the method used in the prior cost reporting period? Enter in column 2 "Y" for yes
or "N" for no.

23.00

25.00

If Tine 22 and/or
provider is an IPPS hospital enter the in-state
Medicaid paid days in col. 1, in-state Medicaid
eligible days in col. 2, out-of-state Madicaid paid
days in col. 3, out-of-state Medicaid eligible days
in col. 4, Medicaid HMO days in col. 5, and other
Medicaid days in col. 6.

If this provider is an IRF, enter the in-State 0 0 0
Medicaid paid days in column 1, the +in State
Medicaid eligible days in coluimn 2, the out of State
Medicaid paid days in column 3, the out of State
Medicaid eligible days in column 4, Medicaid HMO
days in column 5, and other Medicaid days in colutn
6. For all columns ihclude in these days the Tlabor
and delivery days

26.00
27.00

35.00

reporting period. Enter (1} for urban or (2) for rural.

period? Enter (1) for urban or (2) for rural.

cost reporting period.

Enter your standard geographic classification (not wage) status at the beginning of the cost

Enter your standard geographic classification (not wage) status at the end of the cost reporting

If this is a sole community hospital (SCH), enter the number of periods SCH status in effect in the

2 26.00
2 27.00

a 35.00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUMITY HOSPITAL In Lieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTEFICATION DATA Provider CCN: 141315

wWorksheet $-2

Period:
From 10/01/2010| Part T
To  09/30/2011| pate/Time Prepared:

3/28/2012 4:10 pm

36.00

37.00

38.00

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

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

Enter applicable beginning and ending dates of MDH status. Subscript line 38 for number
of periods in excess of one and enter subsequent dates.

36.00

0 37.00

38.00

45.00
46.00

47.00
48.00

56.00
57.00

58.00

59.00
60.00

Is the facility electing full federal capital payment?
freaching. Hospital

poes th1s fac111ty qua11fy and receive Cap1ta1 payment for disproportionate share in accordance
with 42 CFR Section §412.3207 (see instructions)

Is this facility eligible for the special exceptions payment pursuant to 42 CFR Section
§412.348(g)? 1If yes, complete wWorksheet L, Part IIT and L-1, Parts I through III

Is this a new hospital under 42 CFR §412.300 pPs capital? Enter "y for yes or "N" for no.
Enter "y" for yes or “N" far no

Is th1s a hospital involved in training residents in approved GME programs? Enter "Y" for ves
or "N" for no.

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

If Tine 56 is yes, did this facility elect cost reimbursement for physicians' services as
defined in CMs Pub. 15-1, section 21487 If yes, complete worksheet D-5.

Are costs claimed on Tine 100 of Worksheet A? If yes, complete Worksheet p-2, Part I.

Are you claiming nurs1ng school and/or altied health costs for a program that meets the

er1a under 5413 857 Enter "Y" fo ( e 1ns ruct‘ons)

58.00

59.00
60.00

61.00

62.00

62,01

63.00

Did your facility receive additional FTE slots under ACA section 55037 N
enter "Y" for yes or "N" for no in column 1. If "v", effective for
portions of cost reporting periods beginming on or after July 1, 2011
enter the average number of primary care FTE residents for IME in column
2 and direct GME in cotumn 3, from the hospital's three most recent cost
reports ending and submitted before March 23, 2010. (see instructions)

=5 00) =0, 00] 61.00

ACA Provisiond Arfecting the ‘Health Besolrces -and: Services AdnTniSEratian: (HRSA). -

Enter the number of FTE residents that your hospital trained in this 0.00
cost reporting period for which your hospital received HRSA PCRE funding
(see instructions)

Enter the number of FTE residents that rotated from a Teaching Health 0. 00|
Centar (THC) into your hosp1ta1 during in this cost reporting period of
HRSA THC program. (see 5truct1ons)

| 62.00

62.01

Teadhi talet

Has your facility trained res1dents in non prov1der sett1ngs dur1ng th1s N
cost reparting period? Enter "Y" for yes or "N" for no. 1f ves,
complete lines 64-67. (see tinstructions)

63.00

64.00

peris a i1 4 i AL B i 2010 i
Enter in cotfumn 1 the number of unwa1ghted non- pr1mary care resident 0. 00|
FTEs attributable to rotations occurring in all non-provider settings.
Enter in coTumn 2 the number of unweighted non—primary care resident
FTEs that trained in your hospital. Enter in coluwmn 3 the ratio of

0.00 0.000000 64.00

(column 1 divided by (column 1 + co1umn 2)) (see instructions)

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In tieu of Form ¢MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider coi: 141315 | Period:

From 10/01/2010
To  09/30/2011

worksheet 5-2
Part I
pate/Time Prepared:

e

3/28/2012 4:10 pm

65.00

ey,

Enter in column 1 the program 0.00
name. Enter in column 2 the
program code, enter in column 3
the number of vnweighted
primary care FTE residents
attributable to rotations
occurring in all non-provider
settings. Enter in column 4 the
number of unweighted primary
care resident FTEs that trained
in your hospital. Enter in
column 5 the ratio of {column 3
divided by (coWumn 3 + column

0.000000 65.00

66.00

beg

Enter in co1umn 1 the number of unwe1ghted nen-primary care resident 0.00
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of

0.000000 66.00

(column 1 divided by (colum 1 + colum 2)). (see instructions)
12, (s

67.00

_14)). (see ins

eEnter in column 1 the program 0.00
name. Enter in column 2 the
program code. Enter in column
3 the number of unweighted
primary care FTE residents
attributable to rotations
occurring in all non-provider
settings. Enter in column 4 the
number of unweighted primary
care resident FTEs that trained
in your hospital. Enter ‘in
column 5 the ratio of (column 3
divided by (co1umn 3 + column

71.00

75.00

76.00

s this fac111ty an Inpat1ent Psych1atr1c Fac111ty (IPF), or does it contain an IPF subprovider?
Enter "Y' for yes or "N for no.

If Tine 70 yes: Column 1: Did the Tacility have a teaching program in the most recent cost
report filed on or befora November 15, 20047 Enter "vy" for yes or "W" for no. Column 2: Dpid
this facility train residents in a new teaching program in accordance with 42 CrFr §412.424

() (11X (D)? Enter "y" for yes or "N" far no. Column 3: If column 2 is v, enter 1, 2 or 3
respectively ih column 3. {see instructions) IF this cost reporting period covers the beginning
of the fourth year, enter 4 in column 3, or if the subsequent academic years of the new teaching
program in existence, enter 3. 1nstructions)

f‘\

0 71.00

Ing habs1Ttation. Facility

Is this facility an Inpatient Rehab111tat1on Facility (IRF), or does it contain an IRF
subprovider? Enter "¥" for yes and "8 For no.

If Tine 75 yes: Column 1: Did the faciTity have a teaching program in the most recent cost
reporting period ending on or before Wovember 15, 20047 Enter "Y" for yes or "N" for no. Column
2: bid this facility train residents in a new teaching program -in accordance with 42 CFR
§412.424 (L)1) (@)7T Enter "Y" for yes or "N" for no. column 3: If column 2 is v, enter 1, 2
or 3 respectively in column 3. (see instructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the
new teaching proqram 1n existence, enter 5. {see 1nstruct1ons)

1 75.00

a 76.00

80.00

Is this a Ldﬁg Term Care Hospital (LTCH)? Enter "v" for yes or "N" for no.

1 80.00

MCRIF32 - 2.19,130.0



Health Financial Systems

BCC DBA TILLINI COMMUNITY HOSPITAL

In Lie

) of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 141315

Te

Period:
Frow 1070172010

09/30/2011

Worksheet 5-2
Part I
Date/Time Prepared:

3/28/2012 4:10 pn

.00
.00

IQERA Providers

Is this a new hospital under 42 CFR Section §413 40(F (D) TEFRA7
Did this facility establish a new other subprovider (excluded unit) under 42 CFR Section

Enter "Y" for yes or "N"

for no,

§413.40(0) (G107 _enter *¥" for yes and "' for no

1.
92.
93
94.

95
96.

97.

105.
106.

107.

108.

00
0

.00

00

.00

00
00

00
00

00

00|

Does this fac111ty have t1t1e v and/or XIX 1npat1ent hosp1ta1 services? Enter "v" for
yes or "N" for no in the applicable column.

Is this hospital reimbursed for title v and/or XIX through the cost report either in
full or in part? Enter "Y" for yes or "N" for no in the applicable column.

Are title XIX NF patients cccupying title XVIII SNF beds (dual certification)? (see
instructions) Enter "Y" for yes or "N" for mo in the applicable column.

pDoes this facility operate an ICF\MR facility for purposes of title v and XIX? Enter
"y" for ves or "N" for no in the applicable column.

Does title ¥ or XIX reduce capital cost? Enter "Y" for yes, and "N" for no in the
applicable column.

If Tine 94 +is "¥", enter the reduction percentage in the applicable column.

Does title v or XIX reduce operating cost? Enter "Y" for yes or "N" for no in the
applicable column.

N
N
N
N
0.00
N

If Tine 96 is "Y", enter the reduction percentage in the applicable column.
Rilral Providers G

0.00

Doas this hospital qualify as a Critical Access Hospital (CAH)?

If this facility qualifies as a CaH, has it elected the all-inclusive method of payment
for outpatient services? (see instructions)

column 1: If this facility gqualifies as a CAH, is it eligible for cost reimbursement
for I &R training programs? Enter "¥" for yes or "N" for no in column 1. {see
instructions) If yes, the GME elimination would not be on worksheet B, Part I, column
25 and the program would be cost reimbursed. If yes complete Worksheet D-2, Part II.
cColumn 2: If this facility is a CAH, do I&Rs in an approved medical education program
train in the CaH's excluded IPF and/or IRF unit? Enter "Y" for yes or "N" for no in
column 2. (see instructions)

Is this a rural hospital qualifying for an exception to the CRNA fee schedule?
CFR Section §412.113(c). Enter "Y" for yes or "N" for no.

S5ae 42

91.

00
92.00
93.00
94.00

95.
96,

00
a0
97.00

105.
106.

Q0
Q0

107.00

108.00

109.

00

If this hospital qualifies as a CAM or a cost provider, are
therapy services provided by outside supplier? Enter “y"
for yes or "N" for no for each therapy

109.00

115.

116.
117.

i18.
119.
120.

121.

125.
126.
127.
128.
129.
130.
131.
132.

133.

Misgellangous:

00

00y
00

00

00

00

00

or no 1in column 1. I1f

N

or yes or

Y
enter the method used (A, B, or E only) in column 2.

Is this facility classified as a referral center? Enter "Y" for yes or "N'" for no.

Is this facility Tegally-required to carry malpractice insurance? Enter "Y" for yes or
"N" for no.

Is the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy

Is this an all- 1nc1us1ve rate prov1der7 Enter
yes,

is claim-made. Enter 2 if the policy is occurrence.

what s the Tiability 1imit for the malpractice insurance policy? Enter 1in column 1
the monetary Timit per Tawsuit. Enter in column 2 the monetary Timit per policy year.
Xs this a SCH or EACH that qualifies for the Outpatient Hold Harmless provision in ACA
§3121 as amended by the Medicaid Extender Act (MMEA) §1087 Enter in column 1 "¥" far
yes or "N for no. Is this a rural hospital with <= 100 beds that qualifies for the
outpatient Hold Harmless provision in ACA §3121? Enter in column 2 "¥" for yes or "N"
for no.

pid this facility incur and report costs for implantable devices charged to patients?
Enter "v" for yes or "N" for no.

1]
1,500,000

M

5,500,000

N

fransplant Center Tntarmdtion.

a0
00
00
00
00
00
00
00

00

Does this fac111ty operate a transpTant center7 Enter "Y" for yvas and N for no. If
yes, enter certification date(s) (mm/dd/yyyy) below.

If this is a Medicare certified kidney transplant center, enter the certification date
in column 1 and termination date, if applicable, in coTumn 2.

If this is a Medicare certified heart transplant center, enter the certification date
in column 1 and termination date, if applicable, in column 2.

If this is a Medicare certified liver transplant center, enter the certification date
in column 1 and termination date, +§if applicable, in column 2.

If this is a Medicare certified Jung transplant center, enter the certification date 1in
column 1 and termination date, if applicable, in column 2.

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

If this 1s a Medicare certified intestinal transplant center, enter the certification
date in column 1 and termination date, if applicable, in column 2.

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

If this 1s a Medicare certified other transplant center, enter the certification date
in column 1 and termination date, if applicable, inh column 2.

“li2s.

115.

116.
117.
118.00
119.00

12000

121,00

00
126.00
127.00
128.00
129.00
130.00
131.00
132.00

133.00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 141315

Period:
From 10/01/2010
To  09/30/2011

Worksheet 5-2

Partc I

Date/Time Prepared:
3/28/2012 4:10 pm

134.00|If this +is an organ procurement organizat1on (oPO), enter the OPO number in column 1 134.00
and termination date 1F app11cab1e, 1n co1umn 2
AT Pravadere . o0 ot g T T P
140.00/Are there any reTated 0rgan1zat1on or home off1ce CosSts as def1ned in CMS Pub 15 1, Y 14H132 140,00

chapter 107 Enter "Y" for yes or "N" for no +in column 1. If yes, and home office costs
|are claimed, enter in column 2 the home office chain number. (see instructions)

Facth ﬁUmbér

141,00Name:  BLESSING CORPORATE SERVICES
SERVICES
142 . 00|Street : BROADWAY AT 11TH STREET

zip Code

623

Contractor's Name: NATIONAL GOVERNMENT |Contractor's Mumber: 00131 141.00

143.00city: auivey

144,00\Are prov1der based phys1c1ans costs included in

145.00(IF costs for renal services are claimed on worksheet A, are they costs for inpatient services only?

Enter "y" for yes or

' for no.

142.00
_143.00

Y 144.00
N 145.00

146.00|Has the cost allocation methodology changed from the previously filed cost report?
Enter "Y" for yes or "N" for no in column 1. (See MS Pub. 15-2, section 4020) If yes,
enter the approval date (mm/dd/yyyy) in column 2.

147.00was there a change in the statistical basis? Enter "v" for yes or "N" for no.
148.00\was there a change in the order of allocation? Enter "y" for yes or "N" for no.
149.00was there a change to the simplified cost finding method? Enter "¥" for yes or "N for

146.00
147.00

148.00
149.00

no,

b COt
OE Eharges? Enter

155.00Hospital
156.00|Subprovider - IPF
157.00/subprovider - IRF
158. 00|SUBPROVIDER
1592.00|SNF

160.00HOME HEALTH AGENCY
CMHC

166.00|1f line 165 is ves, for each

campus enter the name in column

0, county im column &, state in

column 2, zip code in column 3,

CBSA in column 4, FTE/Campus 1in
column §

0. 00166.00

167.00{Ts this prov1der a mean1ngfu1 user under Sect1on §1886(n)7 Enter "Y" for yes or "N" f
168.00/1f this provider is a caH (line 105 is "¥") and +is a meaningful user (Tine 167 is "Y")
reasonable cost incurred for the HIT assets (see instructions)

169.00[1F this provider is a meaningful user (line 167 +is "¥™) and is not a cAH {line 105 ‘s

transition factor. (see instructions)

or ho.
, enter the

"N"}, enter the

Y 167.00
1,022,172168.00

0.00169.00

MCRIF32 - 2.19.130.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

Provider CCN: 141315

Period:
From 10/01/2010
09/30/2011

To

Worksheet s-2
Pairt IT

pate/Time Pre
3/28/2012 4:10

pared:
0 pin

.00

Al

Has.the‘prov1der changed 0wnersh1p 1mmed1ate1y pr]or to the beg1nn1ng of the cost

.00

reporting period? If yes, enter the date of the change in column 2. (see instructions)

.00

Has the provider terminated participation in the medicare Program? If
yes, enter in column 2 the date of termination and in column 3, "v" for
voluntary or "1" for involuntary.

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

.00

.00

.00

Fihaneia ‘Data-and Repo)

column 1: were the f1nanc1a1 statements prepared by a Certified Pub11c ¥
Accountant? Column 2: If yes, enter "A" for Audited, "c" for compiled,

or "R" for Reviewed. submit complete copy or enter date available in

column 3. (see instructions) If no, see instructions.

Are the cost report total expenses and total revenues different from N

those on the filed financial statements? If yes, submit reconciliation.

.00

.00

.00

.00
.00

.00
10.00
11.00

If yes, is the provider is

column 1: Are costs c1a1med for nursing school? Column 2:
the legal operator of the program?

Are costs claimed for Allied Health Programs? If "v" see instructions,

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

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

was an Intern-Resident program heen imitiated or renewed in the current cost repoerting
period? If yes, see instructions.

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

.00

.00
.00

.00
10.00

11.00

Teaching Program on Worksheet A? If yes, see instruction

Is the provider seeking reimbursement for bad debts? If yes, see instructions.

If Tine 12 1is yes, did the provider's bad debt collection policy change during this cost reporting

period? If yes, submit copy.
If Tine 12 is yes, wera pat1ent deduct1b1es and/or €o- payments wa1

7 12.

ined: Copplemant:

14.

00
00

13.
00

15.00

Did tal beds ava11ab1e change Trom the pr1or cost report1ng per1od7 IT yes, see 1nst

ructions.

16.00

17.00

18.00

19.00

20.00

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

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

If Tine 16 or 17 1is yes, were adjustments
made to PS&R Report data for additional
claims that have been hilled but are not
included on the PS&R Report used to file
this cost report? 1f yes, see instructions.
If Tine 16 or 17 1is yes, were adjustments
made to PS&R Report data far corrections of
other PS&R Report information? If yes, see
instructions.

Tf 1ine 16 or 17 is yes, were adjustments
made to PS&R Report data for Other? Describe

the other adjustments:

02/29/2012

16.00

17.00

18.00

19.00

20.

MCRIF32 - 2.19.130.0



Health Financial Systems

BCC DBA TLELINT COMMUNITY HOSPTITAL

In Lieu of Form CM$-2552-10

HOSPITAL AND HOSPITAL HFALTH CARE REIMBURSEMENT QUESTICNNATIRE

Provider CCN: 141315

Period:
From 10/01/2010
ToO 09/30/2011

worksheet S-2
Part IT

Date/Time Pre
3/28/2012 4:1

pared:
0 pm

21.

ao

was the cost report prepared only using the
provider's records? If ves, see

51,00

22

24,
25.
26.

27.

28.
29.
30.

31.

32.

33.

34,

35.

.00
23.

00
00
0o
00

00

00
00
00

00

00
00

00

00

instructions

Have assets been re11fed for Med1care purposes7 If yes, see 1nstruct1ons

Have changes occurred in the Medicare depreciation expense due to appraisals made duri
reporting period? If yes, see instructions.

were new Teases and/or amendments to existing Teases entered into during this cost reporting period?

1f yes, see instructions
Have there been new capitalized leases entered into during the cost reporting period?
instructions.

instructions.
Has the provider's capitalization policy changed during the cost reporting period? If
copy.

ng the cost

If yes, see

were assets subject to Sec.2314 of DEFRA acquired during the cost reporting period? If yes, see

yas, submit

22.

00
23.00

24,00

25.00
26.00

27.00

HEAEarast  Expenss.

Were new loans, mortgage agreements ar 1etters of cred1t entered 1nt0 dur1ng the cost
period? If yes, see instructions.

treated as a funded depreciation account? IT yes, see instructions

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

Has debt been recalled before scheduled maturity without issuance of new debt? If yes,

report1ng

Dpid the provider have a funded depreciation account and/or bend funds (pebt Service Reserve Fund)

see

see

1 28.

00
29.00
30.00

31.00

1nstruct1

arrangements with suppliers of services? If yes, see instructions.

If Tine 32 s yes, were the regquirements of Sec.

Have changes or new agreements occurred in pat1ent care serv1ces furnished through contractual

2135.2 applied pertaining to competitive bidding? 1f

1 32.

00

33.00

no ses 1n5truct1ons

Are services furnished at the pr0v1der facility
If yes, see instructions.

If 1ine 34 1is yes,
physicians during the cost reporting period? If yes, see instructions.

er an arrangement with provider-based physicians?

were there new agreements or amended existing agreements with the provider-based

34.00

35.00

36.
37.

38.

39.

40.

60
00

00

00

H]

Were home off1ce costs claimed on the cost report?
If Tine 36 is yes, has a home office cost statement been prepared by the home office?

If yes, see instructions.

If Tine 36 is yes , was the fiscal year end of the home office different from that of
the provider? If yes, enter in column 2 the fiscal year end of the home office.

If Tine 36 is yes, did the provider render services to other chain components? If yes,
see instructions.

If line 36 is yes, did the provider render services to the home office?
instructions.

If yes, see

36.
37,

00
00
38.00
39.00

40.00

MCRIF32 - 2.19.130.0



Heatth Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CM3-2552-10
HOSPITAL AMD HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNALIRE pProvider CCN: 141315 | Period: worksheet $-2

From 10/0172010 | part IT

To  09/30/2011 | pate/Time Prepared:

3/28/2012 4:10 pm

[Pa&k ba

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

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

18.00 [T Tine 16 or 17 is yes, were adjustments N
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
19.00 |Tf Tine 16 or 17 is5 yes, were adjustments N
made to PS&R Report data for corrections of
othar PS&R Report information? If yes, sae
instructions.

20.00 |1f 1ine 16 or 17 is yes, were adjustments N
made to PS&R Report data for Other? Describe
the other adjustments:

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

02/29/2012

16.00

17.00

18.00

19.00

20.00

21.00

MCRIF32 - 2,19.130.0



Health Financial Systems

BCC DBA TILLINI COMMUNITY HOSPITAL

In Lie

of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN:

141315

period:
From 10/01/2010
To  09/30/2011

worksheet 5-3

Part T

Date/Time Prepared:
3/28/

i = Qo .

Hospital Adults & Peds. (columns 5, 6, 7 and 30,00 25 9,125 53,952.00 1.00

8 exclude Swing Bed, Observation Bed and

Hospice days)
2.00 [HMO 2,00
3.00 |HMO IPF 3.00
4.00 [HMO IRF 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 [Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |[Total adults and Peds. (exclude observation 25 9,125 53,952.00 7.00

beds) (see instructions)
8.00 INTENSIVE CARE UNIT 8.00
9.00 COROMNARY CARE UNIT 9.00
10.00 [BURN INTENSIVE CARE UNIT 1¢.00
11.00 [SURGICAL INTENSIVE CARE UNIT 11,00
12.00 [OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 [NURSERY 13.00
14.00 [Total {sea instructions) 25 9,125 53,952.00 14.00
15.00 [CAH visits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 [SUBPROVIDER - IRF 17.00
18.00 [SUBPROVIDER 18.00
19.00 [SKILLED NURSING FACILITY 19.00
20.00 [MURSING FACILITY 20,00
21.00 [OTHER LONG TERM CARE 21,00
22.00 |HOME HEALTH AGENCY 22.00
23.00 [AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 [HOSPICE 24,00
25.00 [CMHC - CMHC 25.00
26.00 [RURAL HEALTH CLINIC 88.00 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 {Total (sum of lines 14-26) 25 27.00
28.00 {observation Bed Days 28.00
29.00 |ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 1Employee discount days - IRF 31.00
32.00 {Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCRIF32 - 2.19.130.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form ¢ms-2552-10

HOSPETAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN:

141315 | Period:
From 10/01/2010
To 09/30/2011

worksheet s-3
Part I

Date/Time Prepared:

3/28/2012 4:10 pin__

dults & Peds. (columns 5, 6, 7 and
8 exclude swing Bed, Observation Bed and
Hospice days)

HMO

HMO IPF

HMO IRF

Hospital Adults & Peds. swing Bed SNF
Hospital Adults & pPeds. Swing Bed NF
Total Adults and peds. {exclude observation
beds) (see instructions)

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECTAL CARE (SPECIFY)

NURSERY

Total (see instructions)

CAH visits

SUBPROVIDER -~ IPF

SUBPROVIDER -~ IRF

SUBPROVIDER

SKILLED NURSING FACILITY

MURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

CMHC - CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

Total (sum of Tines 14-26)

cbservation Bed Days

Ambulance Trips

Employee discount days (see instruction)
Employee discount days - IRF

Labor & delivery days (see instructions)

LTCH non-covered days

oo

426

2,275

2,275
0

2,301

159

426

2,683

2,683

9,805

111

SO0

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 141315 | Period: worksheet $-3

From 10/01/2010 | Part I

To  09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm

Hospital adults & Peds. (columns 5, 6, 7 and

8 exclude Swing Bed, Observation Bed and

Hospice days)
2.00 |HMO 6| 2.00
3.00 |HMO IPF 3.00
4.00 |HMO IRF 4,00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude ohservation 7.00

heds) (see +instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9.00 |[COROMARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 | SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total {see 1instructions) Q.00 161.09 (.00 0 4597 14.00
15.00 |CAH visits 15.00
16.00 [SUBPROVIDER - IPF 16.00
17.00 [SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDER 18.00
19.00 [SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 [OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE . 24,00
25.00 |CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 0. 00| B.45 .00 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of Tines 14-26) 0.00 169.54 Q.00 27.00
28.00 |oObservation Bed Days 28.00
29.00 |ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCRXF32 - 2.19.130.0



Health Financial Systems

BCC DBA TELINI COMMUNITY HOSPITAL

In Liew of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 141315 | Period: worksheet s5-3
From 10/01/2010 | part I
To  09/30/2011| pate/Time Prepared:
3/28/2012 4:10 pm
1.00 [Hospital Adults & Peds. (columns 5, 6, 7 and 418 592 1.00
8 exclude swing Bed, Observation Bed and
Hospice days)
2,00 |HMO 2.00
3.00 MMO IPF 3.00
4,00 HMO IRF 4,00
5.00 |Hospital AduTts & Peds. Swing Bed SNF 5.00
6.00 [Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total adults and pPeds. (exclude observation 7.00
beds) (see dinstructions)
8.00 |[INTENSIVE CARE UNIT 8.00
9.00 |[CORONARY CARE UNIT 9.00
10.00 [BURN INTENSIVE CARE UNILT 10.00
31.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 [OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 [Total (sea instructions) 48 592 14.00
15.00 [CAM visits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 | SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACELITY 19.00
20.00 {NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 {HOME HEALTH AGENCY 22.00
23.00 | AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 24.00
25.00 | CMHC ~ CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26,25 | FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of 1ines 14-26) 27.00
28.00 |observation Bed Days 28.00
29.00 |ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days {see instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form ¢Ms-2552-10

HOSPITAL-BASED RURAL HEALTH CLINIC/FEDERALLY QUALTFIED HEALTH CENTER | Provider CCN:
STATISTICAL DATA

141315
Component CCN: 143482

Perjod:
From 10/01/2010
To  09/30/2011

worksheet 5-8

Date/Time Prepared:
3/28/2012 4:10 pmn

Rural Health

Clinic (RHC) I

Cost

80 Faderal: Fun

00 |Community Health Center (Section 330(d), PHS Act)

.00 |Migrant Health Center (Section 329{d), PHS Act)

Health Services for the Homeless (Section 340(d), PHS Act)
.00 |Appalachian Regional Commission

00 | Look-ATikes
THER (SPECIFY)

loooo ook

4.
5.
6.00
7.
8.

oo~ o &
=)
=]

no in column 1. If yes, indicate number of other operations in column 2. (Enter 1in
Isubscripts of 1ine 11 the type of other operation(s) the operating hou

Does this facility cperate as other than an RHC or FQHC? Enter "Y" for yes and "N" for

Ay

12.00 |Have you receivaed an approval for an exception to the productivity standard?

13.00

all providers and numbers below

Is this a consolidated cost report as defined in ¢MS pub. 27, section 508(D)? If yes,
enter in column 2 the number of providers included in this report. List the names of

14.00 [Provider name, CCN number

15.00 [Have you provided all or substantially all GME cost? Enter
"¥" for yes and "N" for no in column 1. Tf yes, enter in
columhs 2, 3 and 4 the number of program visits performed
by Intern & Residents for titles v, XVIII, and XIX, as
applicable. {see instructions)

MCRIF32 - 2.19.130.¢



Hea'tlth Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form €M$-2552-10
HOSPITAL-~BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED HEALTH CENTER | Provider CCN: 141315 | Period: worksheet 5-8
STATISTICAL DATA From 10/01/2010

Compohent CCN: 143482 |To  09/30/2011( pate/Time prepared:

3/28/2012 4510 pm
rural Health Cost

clinic ) 1

2.00

11.00

11.00

MCRIF3Z - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED HEALTH CENTER | Provider CcN: 141315 | Perioed: worksheet s-8
STATISTICAL DATA From 10/01/2010 ]
Component, CCH: 143482 [ To 09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm
Rural Health cost;
Clinic (RHC) I
ra el 4

Fag
11.00 [cTlinic

MCRXF32 - 2.19.130.0



Health Financial Systens BCC DBA TLLINT COMMUNITY HOSPITAL

In Lieu of Form CM$-2552-10

HOSPITAL-BASED RURAL HEALTH CLENIC/FEDERALLY QUALIFIED HEALTH CENTER
STATISTICAL DATA

Provider CCN: 141315
Component CCN: 143482

period:
From 10/01/2010

worksheet S-8

To  09/30/2011 | Date/Time Prepared:

3/28/2012 4:10 pm

Rural Healith
_clinic (RIC) I

cost

MCRIF3Z - 2.19.130.0



Health Financial Systems BCC DBA TLLINT COMMUNTITY HOSPITAL In Lieu of Form CMS-2552-10

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA Provider CCN: 141315 | Perio

From 10/01/2010
To  09/30/2011

worksheet $-10

Date/Time Prepared:
3/28/2012 4:10 pm

1.00 |cost to charge ratio (Worksheet c, Part I iine 200 co1umn 3 d1v1ded by 11ne 200 column 8) | ] 0 411861 1.00
Medifald (see instructions Tor sach. fine) i ' e R
2.00 |Net revenue from Medicaid 1 269 136 2.00
3.00 [pid you receive DSH or supplemental payments from medicaid? Y 3.00
4.00 |1f Tine 3 is “yes", does line 2 +include all pPSH or supplementa’l payments from Medicaid? N 4,00
5.00 [xf ¥ine 4 is "no", then enter DSH or supplemental payments from Medicaid 347,527| 5.00
6.00 |medicaid charges 7,085,421 6.00
7.00 |Medicaid cost (line 1 times line 6) 2,918,208 7.00
8.00 [pifference hetween net revenue and costs for Medicaid pregram (line 7 minus sum of Tines 2 and 5; if 1,301,546| 8.00
< zero. then enter zero)
9.00 Net revenue from stand a1one SCHIP 0| 9.00
10.00 |stand-alone SCHIP charges 0| 10.00
11.00 |stand-alone SCHIP cost (Tine 1 times 1ine 10) 0| 11.00
12.00 [pifference between net revenue and costs for stand-alone SCHIP (line 11 minus Tine ¢; if < zero then 0| 12.00
enter zero)
other state ] ' t1lons for each line).:
13.00 [Net revenue from state or Tocal 1nd1gent care program (Not 1nc1uded on 1ines 2, 5 or 9) 0| 13.00
14.00 {charges for patients covered under state or Tocal indigent care program (Not 1nc1uded in Tines 6 or 0| 14.00
103
15.00 |state or local -indigent care prodgram cost {line 1 times Tine 14) 0| 15.00
16.00 [pifference between net revenue and costs for state or Jocal indigent care program (line 15 minus Tine 0| 16.00
13, if < zero then enter zero)
Uncompensated: gard G : Z i
17.00 |Private grants, donatTons, or endowment income restr1cted to fund1ng char1ty care 0| 17.00
18.00 |Government grants, appropriations ar transfers for support of hospital operations 0| 18.00
19.00 |Total unreimbursed cost for Medicaid , SCHIP and state and local indigent care programs (sum of Tines 1,301,546| 19.00
20.00 |Total dinitial obTigation of patients approved for charity care (at full 524, 628,813 1,153,599| 20.00
charges excluding non-reimbursable cost centers) for the entire facility
21.00 |cost of initial obligation of patients approved for charity care (line 1 216,139 258,984 475,123| 21.00
timas Tine 20)
22.00 |Partial payment by patients approved for charity care 3,290 6,368 9,658| 22.00
23.00 |Cost of charity care (line 21 minus line 22) 212, 849 252,616 465,465| 23.00

' Does thé atount in Tine 20 coTﬁmn 2 include charges for patient days beyoﬁd aN1ength of

stay limit
imposed on patients covered by Medicaid or other -indigent care progtam?

If 1ine 24 is "yes," charges for patient days beyond an indigent care program's length of stay limit
Total bad debt expense for the entire hospital complex (see instructions)

Medicare bad debts for the entire hospital complex (see instructions)

Noh-mMedicare and Non-reiimbursable bad debt expense (1ine 26 minus Tine 27}

Cost of non-Medicare bad debt expense (Tine 1 times Tline 28)

Cast of non-Medicare uncompensated care (1ine 23 column 3 plus line 29)

Tetal unreimbursed and uncempensated care cost (line 19 plus Tine 30)

0| 25.00
2,360, 048| 26.00

628,801 27.00
1,731,247| 28.00

713,033 29.00
1,178,498| 30.00
2,480,044| 31.00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA TLLINY COMMUNITY HOSPITAL In Lieu of Form CM$-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 141315 | Period: worksheet A

From 10/01/2010

To  09/30/2011 | pate/Time Prepared:

28/2012 4:10
1.00 |CAP REL COSTS-BLDG & FIXT 456,066 456, 066 118,401 574,467 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 670,535 670,535 5,733 676,268 2.00
3.00 |OTHER CAP REL COSTS 0 0 0 0: 3.00
4.00 |EMPLOYEE BENEFITS 0 2,316,314 2,316,314 0 2,316,314| 4.00
5.00 |ADMINISTRATIVE & GENERAL 1,040,698 1,571,456 2,612,154 14,391 2,626,545 5.00
6.00 |MAINTENANCE & REPAIRS 303,553 173,674 477,227 0 477,227 6.00
7.00 |OPERATION OF PLANT 0 323,897 323,897 78,426 402,323 7.00
8.00 |LAUNDRY & LINEN SERVICE 0 90,132 90,132 0 90,132| 8.00
9.00 |HOUSEKEEPING 274,771 39,265 314,036 0 314,036| 9.00
10.00 |DIETARY 185,949 120,778 306, 727| 0 306,727( 10.00
11.00 |CAFETERIA 0 0 0 0 of 11.00
13.00 |NURSING ADMINISTRATION 200,787 54,187 254,974 -103,117 151,857 13.00
16.00 |MEDICAL RECORDS & LIBRARY 92,159 165,447 257,608 0 257,606| 16.00
17.00 |SOCIAL SERVICE 0 G [, 52,755 52,755 17.00
19.00 |NONPHYSICIAN ANESTHETISTS 0 0] 0] 280,999 280,999} 19.00
TRPATEENT  REUTING SERVICE COST. CENTER i A B AR o
30.00 [ADULTS & PEDIATRICS 1,280, 346| 71,880] 1,352,226 -53, 457 1,298,769| 30.00
SERVICE €OST CENIERS
TING ROOM 452,066 144 887 596,953 680
53.00 |ANESTHESIOLOGY 280,999 2,973 283,972 -283,972 .
54.00 |RADIOLOGY-DIAGNQSTIC 671,772 799,110 1,470,882 -6 1,470,876| 54.00
54.01 [NUCLEAR MEDICINE - DTAGNOSTIC 31,449 127,398 158, 845 ~32,661 126,184 54.01
60.00 |LABORATORY 467,999, 620,089 1,088,088 -86,963 1,001,125| 60.00
65.00 |RESPIRATORY THERAPY 161, 649 59, 184 220,833 ~22,141) 198,692 65.00
65.01 [SLEEP STUDIES 16,132 9,919 46,051 -390 45,961| 65.01
66.00 |PHYSICAL THERAPY 136,111 123,592 259,703 -31, 500 228,203| 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 40,985 167,700 208,685 146,903 355,588| 71.00
73.00 |DRUGS CHARGED TQO PATIENTS 321,395 1,963,934 2,285,329 ~1,157] 2,284,172 73.00
73.01 ON Y 99, 394 264,805 364,201 31 364,170 73.01
) EMT: SERVECE  COST CENTERS rRe

88.00 |RURAL HEALTH CLINIC 385,803 718,938 1,104,741 ~282 1,104,459| 88.00
91,00 | EMERGENCY 701,530 1,564,640 2,266,170 -381 2,265,789 91.00
92.00 |OB ERVATION BEDS (NON- “DISTINCT PART) 92.00
113.00 INTEREST EXPENSE 114,463 114,463 -82,334 32,129(113.00
11.8. 004 SURTCTALS (SUM OF LINES 1 117) . 19,900, 810 19,901,0
190. 00, GIFT FLowER COFFEE SHOP & CANTEEN 0 0 0 0 0190, 00
192.00( PHYSICIANS' PRIVATE OFFICES 108,499 5,642 114,141 -196 113,945(192.00
193. 00{ NONPALD WORKERS 0 0 0| 0 0]193.00
193. 01 AUTOMATED HEALTH SERVICES 0 62 62 0 62(193.01
193. 02 RENAL 0 0 0 0f 0193.02
193. 03| LEASED SPACE 0 0 0 0 0[193.03
193. 04| UNUSED SPACE 0 0 0 0 0]193.04
193 05| WELLNESS 60,175 6,497 66,672 O 66,672[193.05
200.00{ TOTAL (SUM OF LINES 118-199) 7,334,223 12,747,462 20,081,685 0| 20,081,685(200.00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In bieu of Form CMS-2552-10

RECLASSTFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 141315 |Period: worksheet A

From 10/01/2010 .

To 09/30/2011 | pate/Time Prepared:
/2872012 4:10

ST CENTERS.

& FIXT 0 574,467

00 [CAP REL COSTS-BLDG

1. 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP -317,393 358,875 2.00
3.00 |OTHER CAP REL COSTS 0 0 3.00
4.00 |EMPLOYEE BENEFITS -508,658 1,807,656 4,00
5.00 |ADMINISTRATIVE & GENERAL 200,089 2,826,634 5.00
6.00 |MAINTENANCE & REPATRS 0 477,227 6.00
7.00 |OPERATION OF PLANT -2,553 399,770 7.00
8.00 |LAUNDRY & LINEN SERVICE 4,354 94,486 8.00
9.00 |HOUSEKEEPING -19 314,017 9.00
10.00 | DIETARY -51,158 255,569 10.00
11.00 [CAFETERIA 0 0 11.00
13.00 [NURSING ADMINISTRATION 0 151,857 13.00
16.00 [MEDICAL RECORDS & LIBRARY 10,475 268,081 16,00
17.00 | SOCTIAL SERVICE 0 52,755

19.00 |NONPHYSICIAN ANESTHETISTS 0 280,999
INPATIENT  ROUTENE SERVICE COST CENTERS: i

30.00 |ADULTS & PEDIATRICS 1,298,769 30.00
50.00 | OPERATING ROOM 0 507,633 50.00
53.00 | ANESTHESIOLOGY 0 0 53.00
54.00 | RADIOLOGY-DIAGNOSTIC -14,314 1,456,562 54,00
54_01 |NUCLEAR MEDTICINE - DIAGNOSTIC 0 126,184 54.01
60.00 | LABORATORY 0 1,001,125 60.00
65.00 |RESPIRATORY THERAPY 0 198,692 85.00
65.01 |SLEEP STUDIES 0 45,961 65.01
66.00 | PHYSICAL THERAPY 0 228,203 66.00
71.00' |MEDICAL SUPPLIES CHARGED TO PATIENTS -570 355,018 71.00
73.00 |DRUGS CHARGED TO PATIENTS 24,082 2,308,254 73.00
73.01 |ONCOLDGY

250,500 113,670 | 7301

OUTPATIENT BERVICE COST CENTERS . ... =
88.00 |RURAL HEALTH CLINXC -64, 340 1,040,119 88.00
91.00 | EMERGENCY -1,105, 850 1,159,939 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT
SPECIAL PURPOSE. COST CENTERS
113.00| INTEREST EXPENSE -32,129
118.00{SUBTOTALS (SUM OF LINES 1-117)
NONRETIMBURSABEE COST. CENTER i
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0
192.00| PHYSICIANS' PRIVATE OFFICES 0
193.00| NONPAID WORKERS 0
193.01| AUTOMATED HEALTH SERVICES 0
193.02| RENAL 0
0
0
0
4

193.03| LEASED SPACE
193.04| UNUSED SPACE
193,05 WELLNESS

200.00| TOTAL (SUM OF LINES 118-199) -2,108,48

86,672 193.05
17,973,201 200.00

MCRTF32 - 2,19.130.0



Health

Financial Systems

BCC DBA ILLINTI COMMUNITY HOSPITAL

In Lieu of Form cMs-2552-10

RECLASSIFLICATIONS

Provider CCN: 141315 1{ Period:

From 10/01/2010

To  09/30/2011 Date/T1me Prepared:
2 4:

worksheet A-6

3/28/

lO pm

1.00

1.00

i1.00

1.00

1.00

1.00

500.00

EUPPLIES PXPENSE

MEDICAL SUPPLIES CHARGED TO

71.00 0 1.00
PATIENTS
0.00 0f 0 2.00
0.00 O 0 3.00
0.00 O 0 4.00
0.00 0 0 5.00
0.00 0 0 6.00
0.00 0 0 7.00
0.00 0 0 8.00
0.00 0 0] 9.00
. 0 0f 10.00
0 0 11.00
0 0f 12.00
3
RECLASS INTEREST EXPENSE. x
CAP REL COSTS-BLDG & FIXT 1.00
CAP REL COSTS-MVBLE EQUILP 2,00

1.00

- REGLASS MISCFLLANEOUS ANESTH EXPENSE

OPERATING ROOM 1.00
1.00
1.00

TOTALS

T HECEASST DR COORDINATOR. AL

ADMINISTRATIVE & GENERAL 1.00
1.00

TOTALS

K CLASS BUTLOING REN

ICAP_REL COSTS-BLDG & FIXT | 1.60

TOTALS

Grand Total: Increases 452,761 352,436 500,00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Ljeu of Form cMs-2552-10
RECLASSIFICATIONS Provider CCN: 141315 |Peric worksheet A-6

From 10/01/2010 .

To  09/30/2011 | pate/Time Prepared:

3/28(2012 4.1

Q.om._.

.00

.00

.00

.00

.00

1.00

500.00

ADULTS & PEDIATRICS
OPERATING ROOM
RADIOLOGY-DIAGNOSTIC
NUCLEAR MEDICINE -
DIAGNOSTIC

LABORATORY

RESPIRATORY THERAPY
SLEEP STUDIES

DRUGS CHARGED TO PATIENTS
ONCOLOGY

EMERGENCY
RURAL HEALTH CLINIC
PHYSICIANS' PRIVATE OFFICES

.00

(Rl o)

OO0 00

32,661

86,963
22,141
90
1,157
31

381
282

[ en i en R o= ]

fmgepalelelegele]

TOTALS

RECLASS SOCTAL: SERVICE 5

Grand Total: Decreases

.00

.00

.00

.00

.00

.00

.00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA TILLINI COMMUNITY HOSPITAL In Lieu of Form ¢M$-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS provider CCN: 141315 | Period: worksheet, A-7

From 10/01/2010 | parts I-ITII

To  09/30/2011 | pate/Time Prepared:
012 4:10 pm

£quisTtdons.

1.00 jLand 134,251 0 0 0 0 1.00
2.00 |Land Improvements 258,001 0| 0 0 o 2.00
3.00 |Buildings and Fixtures 6,448, 3706 0j 0 0 0l 3.00
4.00 |Building Improvements 855,178 0 0 0 0| 4.00
5.00 |Fixed Equipnent 0f 0f 0 0 6l 5.00
6.00 |Movable Equipment 5,596,086 985,479 0 085,479 of 6.00
7.00 |HIT designated Assets 0 0f 0 0 ol 7.00
8.00 |subtotal (sum of lines 1-7) 13,291,892 985,479 0 085,479 of 8.00
9.00 |Reconciling Items 0 Q 0 0 0] 9.00
10.00 |Total (line 8 minus Tine 9) 13,291,892 985,479 0 985, 479 0] 10.00
7 A

P REC ATLON AL COLUM
1.00 |CAP REL COSTS-BLDG & FIXT 456,066
2.00 |CAP REL COSTS-MVBLE EQUIP 670,535

Total (sum of Tines 1-2) 1,126,601

T

ENTERS:

1.00 |CAP REL COSTS-BLPG & FIXT 7,303,555 0f 7,303,555 0.525999 5,418| 1.00
2.00 {CAP REL COSTS-MVBLE EQUIP 6,581,565 0 6,581, 565 0.474001 4,882 2.00
3.00 [Total (sum of Tines 1-2) 13,885,120 0 13,885,120] 1.000000, 10,300| 3.00

MCRYF32 - 2.19.130.0



Health Financial Systems BCC DBA XILLINI COMMUNITY HOSPITAL In Lieu of Form ¢MS-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 141315 | Period: worksheet A-7

From 10/01/2010; parts I-IIT

To  09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pn

ys
H

.00 |Land 3%, 251

pa

1 0 1.00
2.00 |Land Improvements 258,001 0 2.00
3.00 |Buildings and Fixtures 6,448,376 0 3.00
4.00 (Building Improvements 855,178 0 4.00
5.00 |Fixed Equipment 0l 0 5.00
6.00 |Movable Equipment 6,581,565 0 6.00
7.00 [HiT designated Assets 0 0f 7.00
8.00 [subtoral (sum of Tines 1-7) 14,277,371 0 8.00
9.00 |Reconciling Items 0 0 9.00
1 0f Q,

0.00 |Total (line 8 minus Tine 9)” 14,277,371

0

PART LI CILTATIO : JL)

CAP REL COSTS-BLDG & FIXT 0 1.00

CAP REL COSTS-MVELE EQUIP 0 670,535 2.00
{sum of lines ) 0 3.00

1.00 [CAP REL COSTS-BLDG & FIXT 0 0 5,418 456, 066) 31,500 1.00
2.00 |[CAP REL COSTS-MVELE EQUIP 0 0 4,882 353,142 0| 2.00
3.00 |Total ¢(sum of 1lines 1-2) 0 0 10,300 809,208 11,500| 3.00

MCRTIF32 - 2.19.130.0



Health Financial Systems
RECONCILIATION OF CAPITAL COSTS CENTERS

BCC DRA TLLINT COMMUNITY HOSPITAL

In Lieu of Form ¢Ms-2552-10

Provider CCN: 141315

Period:
From 10/01/2020
To 09/30/2011

Worksheet A-
Parts I-III

7

Date/Time Prepared:

PART 131 LTATION OF

3/28/2012 4:1

0_pm

1.00 [CAP REL COSTS-BLDG & FTXT 5;418 0 0 "5§4;46} 1.00
2.00 [CAP REL COSTS-MVELE EQUIP 4,882 0 0 358,875! 2.00
3.00 |Total (sum of Tines 1-2) 10, 300 0 0 933,342| 3.00

MCREF32 - 2,19,130.0



Health Financial Systems

BCC DBA TLLINE COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

ADJUSTMENTS TO EXPEWSES

Provider CCN:

141315

Period:
From 10/01/2010
To  09/30/2011

worksheet A-8

Date/Time Prepared:

F

3/28/2012 4:10 pm

3.00
4.00

6.00

Investment income - CAP REL COSTS-BLDG &
FIXT (chapter 2)

Investment income - CAP REL COSTS-MVBLE
EQUIP {(chapter 2)

Investment income - other (chapter 2)
Trade, guantity, and time discounts (chapter
8)

Refunds and rebates of expenses (chapter 8)
Rental of provider space by suppliers
(chapter 8)

Telephone services (pay stations excluded)
(chapter 21)

Television and radio service (chapter 21)
parking lot (chapter 21)

Provider-based physician adjustment

sale of scrap, waste, etc. (chapter 23)
Related organization transactions (chapter
10)

Laundry and linen service
cafeteria-empioyees and guests

Rental of quarters to employee and others
sale of medical and surgical supplies to
other than patients

Sale of drugs to other than patients

Sale of medical records and abstracts
Nursing school (tuition, fees, books, etc.)
vending machines

Income from imposition of interest, finance
or pehalty charges (chapter 21)

Interest expense on Medicare overpayments
and borrowings to repay Medicare
overpayments

Adjustment for respiratory therapy costs in
excess of Timitation (chapter 14)
adjustment for physical therapy costs in
axcess of Timitation (chapter 14)
utilization review - physicians’
compensation (chapter 21)

Depraciation - CAP REL COSTS-BLDG & FIXT
Depraciation - CAP REL COSTS-MVBLE EQUIP
Non-physician Anesthetist

Physicians’ assistant

adjustment for occupational therapy costs in
excess of Timitation (chapter 14)
Adjustment for speech pathology costs in
excess of limitation (chapter 14)

CAH HIT Adjustment for Depreciation and
Interest

MISCELLANEQUS INCOME

MISCELLANEOUS HOUSEKEEPING INCOME
MISCELLANEOUS RADIOLOGY INCOME
MISCELLANEOUS BENEFITS INCOME
MISCELLANEOUS SUPPLIES REVENUE

PHYSLCIAN RECRULTMENT

CABLE TELEVISION

MISCELLANEOUS EXPENSE

PUBLIC RELATIONS SALARIES

PUBLIC RELATIONS EMPLOYEE BENEFITS
PUBLIC RELATIONS EXPENSES

COFFEE SHOP RECETIPTS

MEALS ON WHEELS

LOBBYING EXPENSE

NON-RHC PHYSICIAN COST

A-8-2

A-8-1

A-8-3

A-8-3

b

=== == = i =

b~ R~ R -~ R - R R S T

O|lcAP REL COSTS-BLDG & FIXT

O[CAP REL COSTS~-MVBLE EQUIP

-32,129{INTEREST EXPENSE

o o0 O

0
0
-1,297,066
0

~-179,683

0

-2,799DIETARY

0
0

0

-2, 169MEDTCAL RECORDS & LIBRARY

0

0f
0
0f

[==]

RESPIRATORY THERAPY

O|PHYSICAL THERAPY

SO0 O (=]

o]

*%% Cost Center Deleted #=%
CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
NONPHYSTCIAN ANESTHETISTS

*%% Cost Center Deleted ##%

*¥¥% Cost Center Deleted #%¥

~317,393[CAP REL COSTS-MVBLE EQUIP

-5,553ADMINISTRATIVE & GEMERAL

-19HOUSEKEEPING

-968|RADIOLOGY~DIAGNOSTIC
-2,209|EMPLOYEE BENEFITS
-570MEDICAL SUPPLIES CHARGED TO

PATLENTS

~31,028ADMINISTRATIVE & GENERAL
-2,553|10PERATTON OF PLANT
-25,063ADMINTSTRATIVE & GENERAL
-21,932|ADMINTSTRATIVE & GENERAL
-6, 927|EMPLOYEE BENEFITS
-76, G6BADMINISTRATIVE & GENERAL
-45, 566DTETARY
-4, 778DTETARY
-8, 8L5ADMINISTRATIVE & GEMERAL
~44,596RURAL HEALTH CLINIC

0

=gelolele]

0.00
10.00
0.00
0.00

0.00
16.00
0.00
0.00
0.00

0.00

00
.00

.00
.00

.00
.00

.00
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Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form cmMs-2552-10

ADJUSTMENTS TO EXPENSES Provider cCN: 141315

Period:
From 10/01/2010
To  09/30/2011

worksheet A-8

Date/Time Prepared:
8/2012 4:10 pn _

EXpensd
FErUh Wil

AFTEEE= IS
h y t

T50.00

ToTAL (sum of Tines 1 thfuu 95 ffﬁéﬁé%éy\fo
worlsheet, A, column 6, Tine 200.)

50.00

MCRIF32 - 2.19.130.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lie

yu of Form CMS-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN:

141315

Period;
From 10/01/2010
To  09/30/2011

worksheet A-8

Date/Time Prepared:
3/28/2012 4:10 pm

Investinent income - CAP REL COSTS-BLDG &
FIXT (chapter 2)

Investment income - CAP REL COSTS-MVBLE
EQUIP {chapter 2)

Investment incote - other (chapter 2)
Trade, quantity, and time discounts (chapter
8)

rRefunds and rebates of expenses (chapter 8)
rRental of provider space by suppliers
(chapter 8)

Telephone services (pay stations excluded)
(chapter 21)

Television and radio service (chapter 21}
parking tot (chapter 21)

rrovider-hased physician adjustment

sale ofF scrap, waste, etc. (chapter 23)
Related organization transactions (chapter
10)

Laundry and Tinen service
cafeteria-employeeas and guests

rental of quarters to employee and others
sale of medical and surgical supplies to
other than patients

salte of drugs to other than patients

sale of medical records and abstracts
Nursing school (tuition, fees, books, etc.)
Vvending machines

Incoime from imposition of interest, finance
or penalty charges {chapter 21)

Interest expense on Medicare overpayments
and borrowings to repay Medicare
overpayments

adjustment for respiratory therapy costs in
excess of Timitation (chapter 14)
Adjustment for physical therapy costs in
excess of limitation (chapter 14)
utilization review - physicians’
compensation (chapter 21)

bepreciation - CAP REL COSTS-BLDG & FIXT
Depreciation - CAP REL COSTS-MVBLE EQUIP
Non-physician Anesthetist

Physicians' assistant

adjustment for occupational therapy cests in
excess of limitation (chapter 14)
Adjustment for speech pathology costs in
excess of Timitation (chapter 14)

CAH HET Adjustment for Depreciation and
Interest

MISCELLANEOUS ENCOME

MISCELLANEOUS HOUSEKEEPING INCOME
MISCELLANEOUS RADIOLOGY INCOME
MISCELLANEOUS BENEFITS INCOME
MISCELLANEOUS SUPPLIES REVEMNUE

PHYSTICIAN RECRUITMENT

CABLE TELEVISION

MISCELLANEOUS EXPENSE

PUBLIC RELATIONS SALARIES

PUBLIC RELATIONS EMPLOYEE BENEFLTS

PUBLIC RELATIONS EXPENSES

COFFEE SHOP RECEIPTS

MEALS ON WHEELS

LOBBYING EXPENSE

NON~RHC PHYSICIAN COST

TOTAL {sum of Tines 1 thru 49) (Transfer to
worksheet A, column 6, Tine 200.)

oo oo oo o o

oo oo

=]

CoOoC oo o oo oo DD DO DD OO
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Health

Financial Systems

BCC DBA TILLINI COMMUNITY HOSPITAL

In Lieu of Form CMs-2552-10

STATEMENT OF CO5T5 OF 5ERVICES FROM RELATED ORGAMIZATIONS AND HOME

OFFICE

COS8TS

Provider Cci: 141315

period:
From 10/01/2010
To

09/30/2011

worksheet A-8-1

Date/Time Prepared:
;8/2012 4310

L R il O VR )
(=]
(38

3/
STaTTE

TOTALS {sum of Tines 1-4).

Transfer column

6, Tine 5 to worksheet A-8, column 2, Tine

12,

.DOADMINISTRATIVE & GENERAL
.OO|DIETARY

.O0LAUNDRY & LINEN SERVICE
.O0|EMPLOYEE BENEFITS
.OBRURAL HEALTH CLINIC

. O0EMERGENCY

.00[RURAL HEALTH CLINIC

. DO|ADMINISTRATIVE & GEMNERAL
.00MEDICAL RECORDS & LIBRARY
. 00[RADIOLOGY-DIAGNOSTIC
.00[DRUGS CHARGED TO PATIENTS

HOME OQFFICE
DIETICIAN
LAUNDRY SERVICES
HEALTH INSURANCE
RHC PHYSICIAN

ER PHYSICIANS

RHC CLINIC BUILDING
INFORMATION SYSTEMS
MEDICAL RECORDS
ECHO SERVICES
PHARMACY SERVICES

U P P
o
w

®*  The amounts on Tines 1-4 (and subscripts as appropriate} are transferred in detail to wWorksheet A, column 6, 1ines as

appropriate.
which has not been posted to worksheet A, columns 1.

Positive amounts increase cost and negative amounts
and/or 2, the

decrease cost.

For related

organization or home office cost
amount allowable should be -indicated in column 4 of this

part.

N

[E. INTERRELATI

SHIP A0:RE

OR

€5 AND/OR

ME: OFFECE

The Secretary, by virtue of the authority granted under section 1814(b) (1) of the Social Security Act, requires that you furnish
the informatien requested under Part B of this worksheet.

This information is used by the Centers for Medicare and Medicaid Services and its intermediaries/contractors in determining that

the costs applicable to services, facilities, and supplies furnished by organizations related to you by common awnership or

control represent reasohable costs as determined under section 1861 of the Social Security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptahle For purposes of claiming
reimbursement under title XVIII.

6.00 B 0. 00y 6.00
7.00 G 0. 00 7.00
8.00 G 0. 00 8.00
9.00 0.00 9.00
10.00 0.00 10.00
100.00/G. other (financial or non-financial) BROTHER/SISTER 100.00

specify:

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

A. Individual has Tinancial interest (stockholder,

B. Corporation, partnership, or other organization

C. Provider has financial interest in corporation,

D. piractor, officer, administrator, or key person

organization.
E. Individual is director, officer, administrator,

F. birector, officer, administrator, or key person

providar.

partner, etc.) in both related organization and in provider.
has financial interest in provider.
parthership, or other organization.

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

or key person of providaer and related organization.
of related organization or relative of such person has financial interest in

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA TLLTNT COMMUNTITY HOSPTTAL In Lieu of Form CMS-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 141315 | Period: worksheet A-8-1
OFFICE COSTS From 10/01/2010
To  09/30/2011 Date/T1me Prepared
3/28/2012 0 _pim_
1.00 793,675 438,535 355,140 0 1.00
2.00 17,445 15,460 1,985 0f 2.00
3.00 72,274 67,920 4,354 0 3.00
4.00 950,722 1,450,244 -499,522 0f 4.00
4.01 464,442 474,003 -9,561 0 4.01
4.02 1,435,550 1,494,834 -59,284 0 4,02
4.03 8,073 18,256 -10,183 0 4.03
4.04 45, 000 30,992 14,008 0 4,04
4.05 62,671 50,027 12,644 0 4.05.
4.06 5,399 18,745 -13,346 0 4,06
4.07 54,082 30, 000 24,082 0 4,07
5.00 |TOTALS (sum of Tines 1-4). Transfer column 3,909,333 4,089,018 -179,683 5.00
6, line 5 to worksheet A-8, column 2, Tine
12.

* The amounts on lines 1-4 {and subscripts as appropriate) are transferred inh detail to worksheet A, column 6, Tines as
appropriate. Positive amounts increéase cost and negative amounts decrease cost. For related organizatiun or home office cost
which has not heen posted to Worksheet A, columns 1 and/or 2, the amount a11owab1e shou1d he 1nd1cated 1n c01umn 4 of this part.

The Secretary, by virtue of the authority granted under section 1814(b)(1) of the Social Security Act, requires that you furnish
the information requested under Part B of this worksheet.

This information is used by the cCenters for Medicare and Medicaid Services and Tts intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership ar
control represent reasonable costs as determined under section 1861 of the Social Security Act. If you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XvIIX,

6.00 BLESSING CORP S 0. 00HOME OFFICE 6.00

7.00 BELESSING HOSP 0, 00MHOSPITAL 7.00

B8.00 DENMAN SERVICES 0. O0JLAUNDRY 8.00

9.00 0.00 9.00

10.00 0.00 10.00

100.00|G. other (financial or non-financial) 100.00
specify:

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

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

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

C. provider has financial interest in corporation, partnership, or other organization.

D. birector, officer, administrator, or key person of provider or relative of such person has financial interast +in related
organization.

E. Individual is director, officer, administrator, or key person of provider and related organization.

F. Director, officer, administrator, or key person of related organization or relative of such person has financial interest 1in
provider. -
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Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Liey of Form CMS-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 141315 | Period: worksheet A-8-2

From 10/01/2010 .
To  09/30/2011 | pate/Time Prepared:

3/28/2012 4:10 pm

T Frofassional ey
1.00 . O0|LABORATORY 0| 1.00
2.00 73.01joNCOLOGY 250,500 250,500 2.00
3.00 91.00[EMERGENCY 1,448,534 1,046,566 3.00
4,00 13.00M REVIEW 2,300 ol 4.00
5.00 0.00 0 0l 5.00
6.00 0¢.00 0 0l 6.00
7.00 0.00 0 0} 7.00
8.00 0.00 0 0l 8.00
9.00 0.00 0 ol 9.00
10.00 0. 00| 0 0] 10,00
200.00 TOTAL (Tines 1.00 through 1,729,961 1,297,066(200.00

199.00)

MCRTF32 - 2.19.130.0



Health Financial Systems

BCC

DBA TLLINI COMMUNTITY HOSPITAL

Ih Lieu of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN:

141315

period:

From 10/01/2Q10

To

worksheet A-8-2

pate/Time Prepared:

”Siﬁgi

O te b g e R
o
[

28627

0
401,968
2,300

o0

[ e e e Y e R o [ [ [ e

COCOOC o0 oo Op

CoC OSSOSO OOk

=
SW oo~ YT N
[
(=

SO OoOQ

200.00
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Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CM5-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 141315 | Period: worksheet A-8-2

From 10/01/2010
To  09/30/2011 | pate/Time Prepared:

3/28/2012 4:10 pm
Physicidn Costl 1Adjuzted
Ml practicel e
Ut
1.00 0 0 0 0 o| 1.00
2.00 0 0 0 0 0| 2.00
3.00 0 0 0 0 0| 3.00
4.00 0 0 0 0 0| 4.00
5.00 0 0 0 0 0| 5.00
6.00 0 0 0 0 0| 6.00
7.00 0 0 0 0 0| 7.00
.00 0 0 0 0 0] 8.00
9.00 0 0 0 0 0| 9.00
10.00 0 0 0 0 0| 10.00
200.00 0 0 0 0 0|200. 00

MCRIF32 -~ 2.19.130.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN:

141315

period:
From 20/01/2010
To  09/30/2011

worksheet A-8-2

Date/Time Prepared:
2872012 4: i

1800

[Tos RN o R O QS FY IS B
(=
(=]

SO OO0

0

250,500
1,046,566
0

0
0
0
0
0
6

1,297,06

o~ T N
[ o e R v e R e R |
(=== ===

9.00
10.00
200,00
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Health Financial Systems BCC DBA TLLINI COMMUNETY HOSPITAL In Liel

) of Form CMS-2552-10

REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY Provider CCN: 141315 | Period:
OUTSIDE SUPPLIERS From 10/01/201Q

To  09/30/2011

worksheet A-8-3 par

Date/Time Prepared:
3/28/2012 4:10 pm

physical Therapy

Cost

PART, & = GENERAL - XNFORMATEO)
1.00 [Total number of weeks worked (excluding aides) (see instructions) 27| 1.00
2.00 iLine 1 multiplied by 15 hours per week 405| 2.00
3.00 |Number of unduplicated days in which supervisor or therapist was on provider site {see instructions) 59| 3.00
4.00 |Number of unduplicated days in which therapy assistant was on provider site but neither supervisor 30| 4.00
nor therapist was on provider site (see instructions)
5.00 |Number of unduplicated offsite visits - supervisors or therapists (see instructions)} 0| 5.00
6.00 |Number of unduplicated offsite wvisits - therapy assistants {include only visits made by therapy 0l 6.00
assistant and on which supervisor and/or therapist was not present during the visit{s)) (see
instructions)
7.00 |standard travel expense rate
8.00 |optijonal travel expense rate per mile
9.00 |Total hours worked 0.00 155.43 90.30 0.00]
10.00 |AHSEA (see instructions) 0.00 73.49 55.12 0.00
11.00 |standard travel allowance (columns 1 and 2, 36.75 36.75 27.56)
ohe-half of celumn 2, Tine 10; column 3,
one-half of column 3, 1ine 10)
12.00 |Number of travel hours (provider site) 0 0 0
12.01 |Number of travel hours {offsite) 0 0 0
13.00 |Number of miles driven (provider site) 0 O Q
13.01 |Number of miles driven i 0 0] 0

29.00
30.00
31.00
32.00

33.00
34.00
35.00

36.00
37.00
38.00
39.00

40.00
41.00
42.00
43.00

A4.00
45,00

5uperv1snrs (co umn 1, line 9 times co1umn 1 ]ine 10)

Therapists (column 2, Tine 9 times column 2, Tine 10)

Assistants (column 3, Tine 9 times column 3, Tinel0)

subtotal altowance amount (sum of lines 14 and 15 for respiratory therapy or Tines 14-16 far all
others)

Addes (coTumn 4, Tine 9 times column 4, Tine 103

Trainees (column 5, 1ine 9 times cofumn 5, Tine 10)

Total allowance amount (sum of Tines 17-19 for respiratory therapy or lines 17 and 18 for all others}|

We1ghted average rate exc1ud1ng aides and tra1nees {1ine 17 divided by sum of cotumns 1 and 2, Tine 9
for respiratory therapy or columns 1 thru 3, Tine 9 for all others)

weightad allowance excluding a1des and tra1nee5 (Tline 2 times Tine 21)

salary equivalency

Therapists (column 2, Tine 10 times the sum oF columns 1 and 2, 11né 12 3

Therap1sts (11ne 3 t1meslc0 umn 2, 24.00
Assistants (Tine 4 times column 3, Tine 11) 827| 25.00
subtotal (line 24 for respiratory therapy or sum of T1ines 24 and 25 for all others) 2,985| 26.00
standard travel expense (line 7 times line 3 fer respiratory therapy or sum of lines 3 and 4 for all 307| 27.00
others)

Total standard travel allowance and standard travel expense at the provider site (sum of Tines 26 and 3,302 28.00
27

loptional Travel (& ToWaANCe and. OpLional. Travel EXPENSE ©.oo oo o m e e i =

0| 29.00
Assistants (column 3, Tine 10 times column 3, T1ine 12) 0| 30.00
subtotal {line 29 for respiratory therapy or sum of T1ines 29 and 30 for all others) 0| 31.00
optional travel expense {line & times columns 1 and 2, Tine 13 for respiratory therapy or sum of 0| 32.00
columns 1-3, 1ine 13 for all others)
standard travel allowance and standard travel expense (line 28) 0| 33.00
optional travel allowance and standard travel expense (sum of Tines 27 and 31) 0| 34.00
Opt1ona1 trave] allowance and opt1ona1 tiravel expense (sum of Tines 31 and 32} - 0| 35.00
Therap1sts (]1ne 5 t1mes coTumn 2 ine 113 0| 36.00
Assistants (line 6 times columnh 3, Tline 11) 0| 37.00
subtotal (sum of Tines 36 and 37) 0| 38.00
Standard travel expense (1ine 7 times the sum of lines 5 and 6) 0| 39.00
optional TraveTl Al TeWafce and OpTicha 1. Travel. EXpense . :
Therapists (sum of columns 1 and 2, line 12.01 times column 2, Tine 10) 0| 40.00
Assistants (column 3, Tline 12.01 times column 3, Tine 10) 0| 41.00
Subtotal (sum of Tlines 40 and 41) 0| 42.00
optional 1 _ (line 8 times the of columns 1-3, line 13.01) 0| 43.00

Standard travel allowance and standard travel expense (sum of lines 38 and 39 - see 1nstruct1ons)
optional travel allowance and standard travel expense (sum of Tines 32 and 42 - see instructions)
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In Lieu of Form ¢Ms-2552-10

Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL

REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY Provider CCN: 141315 | Period:

OUTSIDE SUPPLIERS From 10/01/2010
To  09/30/2011

Worksheet A-8-

3 Par

Date/Time Prepared:
3/28/2012 4:10 pm

rhysical Therapy|

Cost

46.00

[optional travel allowance and 0pt1ona1 trave1 expense (sum of 11nes 42 and 43 - _see Tnstruct1ons)

46,00

47.00

48,
49,

00
00

50.00

51.00

52,00
53.00
54.00

55.00

56.00

0.00

Overtime hours worked during report!ng

period (if column 5, line 47, is zero or
equal to or greater than 2,080, do not
complete 1ines 48-55 and enter zero +in each
column of Tine 56)

overtime rate {see instructions)

Total overtime (including base and overtime
allowance) (multiply line 47 times Tine 48)

.00

CALEULATION OF LIMET

pPercentage of overtime hours by category 0.00 0.00 G. 00| 0.00
(divide the hours in each column on 1ine 47

by the total overtime worked - column 5,

Tina 47)

Allocation of provider's standard work year 0.00 0. 00| 0.00 0.00

for pne full-time employee times the
percentages on_line 50) (see instructions)

0.00

0.00

DETERMINATION .OF OVERTIME. ALLOWARNE

Adjusted hourly salary equivalency amount
(sea instructions)

overtime cost Timitation (1line 51 times Jine 0 0 O 0
52)

Maximum overtime cost (enter the Tesser of 0 0 0 0
Tine 49 or Tline 53)

portion of overtime already included in 0 0 0 0
hourly computation at the AHSEA (multiply

Tine 47 times line 52)

overtime allowance (Tine 54 minus line 55 - ¢ 0 [ 0

if negative enter zero) ( Enter in column 5
the sum of columns 1, 3, and 4 for
respiratory therapy and columns 1 through 3

47.00

48.
49,

00
00

50.00

51.00

52.00
53.00
54.00

55.00

56.00

for all others.)

sa1ary equ1va1ency amount (frum 11ne 23)

Trave]l allowance and expense - provider site (from lines 33, 34, or 35)) 0
Trave]l allowance and expense - Offsite services (from Tines 44, 45, or 46) 0
overtime allowance (from colummn 5, Tine 56) 0
Equipment cost (see instructions) Q
supplies (see instructions) 0
Total allowance (sum of lines 57-62) 27,030
Total cost of ocutside supplier services (from your records) 12,376
EXcess over 11m1tat10n (line 64 minus Tine 63 - if negat1ve enter zero)

Line 26 = 11ne 24 for resp1ratory therapy or sum of lines 24 and 25 for all others 2,995
Line 27 = line 7 times Tine 3 for respiratory therapy or sum of Tines 3 and 4 for all others 307
Line 33 = line 28 = sum of 11nes 26 and 27 3,302
LINE 34 CALCULATION .- : I S
Line 27 = line 7 timas 11ne 3 for resp1ratory therapy or sum of Tines 3 and 4 for all others 307
Line 31 = line 28 for respiratory therapy or sum of Tinaes 29 and 30 for all others 0
Line 34 = sum of iine 27 and 31 7
TS ALCULKTRON % Tt T P o
Line 31 = Tine 29 for respwratory therapy or sum of 11nes 29 and 30 for all others 0
Line 32 = Tine 8 times columns 1 and 2, 1ine 13 for respiratory therapy or sum of columns 1-3, Tine 0
13 for all others

Line 35 = sum of 1ines 31 and 32 0
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Health Financial Systems BCC PBA TLLINI COMMUNTITY HOSPITAL In Lieu of Fort CMS-2552-10
COST ALLOCATION - GEMERAL SERVICE COSTS Provider CCN: 141315 | Period: worksheet B

From 10/01/2010 | part 1

To  09/30/2011 | pate/Time Prepared:
13/28/2012 4:10 pm_

.00 |CAP REL COSTS-BLDG & FIXT - 574,467 574,467

1 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 358,875 358,875 2.00
4,00 |EMPLOYEE BENEFITS 1,807,656 0 0 1,807,656 4.00
5.00 |ADMINISTRATIVE & GENERAL 2,826,634 107,545 75,863 277,338 3,287,380 5.00
6.00 |MAINTENANCE & REPAIRS 477,227 113,912 80,356 75,041 746,536 6.00
7.00 |OPERATION OF PLANT 399,770 0 0 0 399,770 7.00
8.00 |LAUNDRY & LINEN SERVICE 94,486 0 0 0 94,486 B8.00
9.00 |HOUSEKEEPING 314,017 8,746 6,169 67,926 396,858 9.00
10.00 |DIETARY 255,569 10,672 7,528 45,968 319,737| 10.00
11.00 |CAFETERIA 0 3,858 2,721 0 6,579 11.00
13.00 |NURSING ADMINISTRATION 151,857 992 700 24,145 177,694| 13.00
16.00 |MEDICAL RECORDS & LIBRARY 268,081 17,304 12,206 22,782 320,373] 16.00
17.00 |SOCIAL SERVICE 52,755 689 486 13,041 66,971 17.00

15.00 NONPHYSICIAN ANESTHETISTS 280,999 0 0 69,465 _ 350,464| 19.00

30.00 [ADULTS & PEDIATRICS
ANCILLARY SERVICE [COST CENTERS “hn i i

50.00 |OPERATING ROOM 597,633 33,688 111,754 766,839 50.00
53.00 |ANESTHESIOLOGY 0 0 0 0| 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 1,456,562 23,410 166,067 1,662,553| 54.00
54.01 |NUCLEAR MEDICINE - DIAGNOSTIC 126,184 2,480 7. 774 138,204 54,01
60.00 | LABORATORY 1,001,125 11,881 115,693 1,137,080| 60.00
65.00 | RESPIRATORY THERAPY 198,692 6,400 39,961 249,568| 65.00
65.01 |SLEEP STUDIES 45,961, 8,932 57,981| 65.01
66.00 | PHYSICAL THERAPY 33,648 279,797| 66.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 10,132 377,519| 71.00

73.00 |DRUGS CHARGED TO PATIENTS
73.01 ONCOLOGY

2,401,256) 73.00
147,776

\TEENT SERVIEE €OST CENTERS
88.00 |RURAL HEALTH CLINIC 1,040,119 0 11,812 95,374 1,147,305| 88,00

91.00 | EMERGENCY 1,159,939 29,531 20,832 173,424 1,383,726] 91.00
92.00 [OBSERVATION BEDS {NON-DISTINCT PART) ] ] ] Q0 92.00
113.00] INTEREST EXPENSE 0 0 0 0f 0]113.00
118.00| SUBTOTALS (SUM QF LINES 1-117) 17,792,522 459,024 335,611 1,765,958 17 612, 11? 118.00
INONRETMBURSABLE COST CENTERS 1 i:. - : hEl Chirs e
190.00| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 3,708 2,616 0 6,324]1.90.00
192.00 PHYSICIANS' PRIVATE OFFICES 113,945 15,050 10,616 26,822 166,433(192.00
193.00 NONPATD WORKERS 0 0 0 0 0193.00
193.07 AUTOMATED HEALTH SERVICES 62 0 0 [, 62(193.01
193.02| RENAL 0 11,091 0 0 11,091(193.02
193.03| LEASED SPACE 0 28,101 0 0 28,101(193.03
193, 04| UNUSED SPACE 0 43,271 0 0 43,271(193.04
193,05/ WELLNESS 66,672 14,222 10,032 14,876 105,802(193.05
200,00/ Cross Foot Adjustments 0]200.00
201,00 Negative Cost Centers 0 0 0 0(201.00
202,00 TOTAL (sum Tlines 118-201) 17,973,201 574,467 358,875 1,807,656 17,973,201(202.00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS provider CCN: 141315 | Period: worksheaet B

From 10/01/2010( Part I

To  09/30/2011{ pate/Time Prepared:

3/2_12012 4:10 pm
"HOUSEKEERING <% -
GENERA, .EFWIEE cqs“r
1.00 [CAP REL COSTS-BLDG & FIXT 1.00
2.00 |[CAP REL COSTS-MVELE EQUIP 2.00
4.00 {EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GENERAL 3,287,380 5.00
6.00 |MAINTENANCE & REPAIRS 167,110 913, 646| 6.00
7.00 |OPERATION OF PLANT 89, 487 0 489,257 7.00
8.00 |LAUNDRY & LINEN SERVICE 21,150 0 0 115,636 8.00
9.00 |HOUSEKEEPING 88,835 24,475 12,501 0 522,669 9.00
10.00 {DIETARY 71,572 29,865 15,254 0 19,216| 10.00
11.00 |CAFETERIA 1,473 10,795 5,514 0 6,946| 11.00
13.00 |NURSING ADMINISTRATION 39,770 2,776 1,418 0 1,786 13.00
16.00 |MEDICAL RECORDS & LIBRARY 71,715 48,424 24,733 0 31,157| 16.00
17.00 |SOCIAL SERVICE 14,991 1,927 984 0 1,240 17.00
19.00 |NONPHYSICIAN ANESTHETISTS _?8 450 0 0 0 0| 19.00
INPATTENT ROUTINE SERVICE GORT GENTERS . T L S e
30.00 [ADULTS & EDTATRICS [ 379 570| 153,305 78,303 30.00
50.00 |OPERATING ROOM 171,655 94,273 0 60,658 50.00
53.00 |ANESTHESIOLOGY 0 0| 0 0] 53.00
54,00 |RADIOLOGY-DIAGNOSTIC 372,158 0 42,153] 54.00
54,01 |NUCLEAR MEDICINE - DIAGNOSTIC 30,937 0 4,483] 54.01
60.00 | LABORATORY 254,532 0 21,393| 60.00
65.00 |RESPIRATORY THERAPY 55,865 0 11,525 65.00
65.01 |SLEEP STUDIES 12,979 0 3,261| 65.01
66.00 | PHYSICAL THERAPY 62,632 0 18,948| 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 84,506 0 13,060 71.00
73.00 |DRUGS CHARGED TO PATIENTS 537,516 0 14,308| 73.00
73,01 | ONCOLOGY 33,079 0 10,068 73.01
OUTPATIENT: SERVICE. €OST CENTERS R
88.00 |RURAL HEALTH CLINIC 256,821 46, B6O| 0 0 0| 88.00
91.00 | EMERGENCY 309,743 82,642 42,211 0 53,175| 91.00
92,00 | OBSERVATTION BEDS (NON DISTINCT PART) 92.00
SPECIAL T B COSTE CENTE b
113.00| INTEREST EXPENSE 0 0 0| 0 0[113.00
118. 00| SUBTOTALS (SUM OF JLINES 1- 117) 3,206,552 711,678] 339,568 115,636 412,018|118.00
190.00{GIFT, FLOWER, COFFEE SHOP & CANTEEN 1,416 10,377 5, 301 0 6,677|190.00
192. 00| PHYSICIANS' PRIVATE OFFICES 37,256 42,116 21,512 0 27,099192.00
193. 00| NONPAID WORKERS 0 0 0 0 0[193.00
193. 01| AUTOMATEDR HEALTH SERVICES 14 0 0 0 0[193.01
193. 02| RENAL 2,483 31,038 15,853 0 19,971|193.02
193.03| LEASED SPACE 6,290 78,639 24,844 v 31,296(193.03
193, 04| UNUSED SPACE 9, 686 0 61,851 0 0(193.04
193, 05| WELLNESS 23,683 39,798 20,328 0 25,608(193.05
200.00| Cross Foot Adjustments 200.00
201.00|Negative Cost Centers 0 0 0; 0f 0(201.00
202,00 TOTAL (sum Tlines 118-201) 3,287,380 913,646 489,257 115,639 522,669|202.00

MCREF32 - 2.19.130.0



Health Finmancial Systems

BCC DBA TLILINI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN:

141315

period:
From 10/01/2010
09/30/2011

To

Part I

.00
.00

.00
.00,
. 00,
.01l
.02
.03
.04
.05
. 00f
.00
.00

worksheet B

Date/Time Prepared:
3/28/2012 4:10

CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE
NONPHYSICIAN ANESTHETISTS

455, 644

loccooco

224,014
12 496,246
0

86,417

INPATIENT ROUTINE ‘SERVICE 'COST CENTERS =

455, 644]

OO TPATLENT, GERVICE COSF CENTERS

ADULTS & PEDYATRLCS | [

ANCILLARY SERVICE COST CENTER: B
OPERATING ROOM 0 2,608 33,412 30,169 0
ANESTHESTOLOGY 0 0 o 1,936 0
RADIOLOGY~DIAGNOSTIC 0 3,876 163 132,574 0
NUCLEAR MEDICINE - DIAGNOSTIC 0 181 3,239 16, 306 0
LABORATORY 0 2,700 21 85,265 0
RESPIRATORY THERAPY 0 933 7,995 20,405 0
SLEEP STUDIES 0 208 0 6,332 0
PHYSICAL THERAPY 0 785 Q 13,204 0
MEDICAL SUPPLIES CHARGED TO PATIENTS 0 234 0 15,827 0
DRUGS CHARGED TO PATIENTS 0 1,854 0 71,891 0
ONCOLOGY 0l 574 9,678 3,520 0

RURAL HEALTH CLINIC
EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
URPOS ENTES ST

INTEREST EXPENSE
SUBTOTALS (SUM OF LINES 1-117)

NONREZWBURSABLE €OST CENTERS. -

GIFT, FLOWER, COFFEE SHOP & CANTEEN
PHYSICIANS' PRIVATE OFFICES

NONPAID WORKERS

AUTOMATED HEALTH SERVICES

RENAL

LEASED SPACE

UNUSED SPACE

WELLNESS

Cross Foot Adjustments

Negative Cost Centers

TOTAL (sum Tines 118-201)

e on]onon]onlon o]

455, 644

Nooococoaoll

w
s

31,307

0 0

7,467 0

0 0

0 0

0 0

0 0

0 0

0 0

Q 0
224,014 496,946

[ ==Y =1]

86,417

190.

202.

MCRIF32 - 2.19.130.0



Health Financial Systems

BCC DBA TLLINT COMMUNTTY HOSPITAL

In Lie

of Form CMS-2552-10

COST ALLOCATION - GEMERAL SERVICE COSTS

Provider CCN: 141315

Period:
From 10/01/2010
To

worksheet B
Part T

09/30/2011

Date/Time Preparad:

3/28/2012 4:10 pm_

RAL TE]

CAP REL COSTS-BLDG & FIXT
.00 |CAP REL COSTS-MVBLE EQUIP
00 | EMPLOYEE BENEFITS

00 |ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS

00 |OPERATION OF PLANT

.00 |LAUNDRY & LINEN SERVICE
.00 |HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE
NONPHYSTICIAN ANESTHETISTS

INPATIENT: ROUTINE "SERVICE (COST CENTERS 7o ¢

=125

ADULTS & PEDIATRICS 0l 3,195,942 3,195,942

NCELLARY. SERVICE.. COST . CENFERS e ) R
50.00 |OPERATING ROOM 1,207,766 0] 1,207,766
53.00 |ANESTHESIOLOGY 430,535 432,471 0l 432,471
54,00 | RADIOLOGY-DIAGNOSTIC Q0 2,312,452 0| 2,312,452
54,01 |NUCLEAR MEDICINE - DIAGNOSTIC 0 203,877 0f 203,877
60,00 | LABORATORY 0 1,551,221 0 1,551,221
65.00 |RESPIRATORY THERAPY 0 373,351 0 373,351
65.01 |SLEEP STUDIES 0 88,416 0 88,416
66.00 |PHYSICAL THERAPY 0 419,855 0 419,855
71.00 |MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 521,812 0 521,812
73.00. |DRUGS CHARGED TG PATIENTS 0 3,060,420 0 3,060,420
73.01 |ONCOLOGY 0 228,334 0 228,334

[OUTPATIENT BERVIC
88.00 |RURAL HEALTH CLIN 0 1,468,706 0f 1,468,706
91.00 |EMERGENCY 0 1,995,918 0 1,995,918
92.00 0f

RPOSE €O

113.00| INTEREST EXPENSE
118.00| SUBTOTALS (SUM OF LINES 1-1

NONRETMBURSARLE COST CENTERS

kol dlas

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN
192 .00 PHYSICIANS' PRIVATE OFFICES
193.00{ NONPATD WORKERS

193.01{ AUTOMATED HEALTH SERVICES
193.02| RENAL

193.03(LEASED SPACE

193 .04/ UNUSED SPACE
193.05|WELLNESS

200.00|cross Foot Adjustments
201.00|Negative Cost Centers
202.00[ToTAL (sum Tines 118-201)

30,095
302,509
0

76)

80,436
169,170
114,808
215,566
0
0
17,973,201

MOO OO OoOCoOo o

430,53

SO0 o O

30,095
302,509
0

76

80,436
169,170
114,808
215,566
0
0
17,973,201

MCREF3Z2 - 2.19,130.0



Health Financial Systems

BCC DBA TLLTNT COMMUNTTY HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN:

141315
To

period:
From 10/01/2010

worksheet B
Part IT
09/30/2011

Date/Time Prepared:

3/28/2012 410 pn.

1.00 |CAP REL COSTS BLDG & FIXT

2.00 {CAP REL COSTS-MVBLE EQUIP

4.00 |EMPLOYEE BENEFITS 0 0 ¢! 0 0
5.00 |ADMINISTRATIVE & GENERAL 0 107,545 75,863 183,408 ¢l
6.00 |MAINTENANCE & REPAIRS 0 113,912 80,356 194,268 [¢]
7.00 |OPERATION OF PLANT 0 0 0 0 [¢]
8.00 |LAUNDRY & LIMEN SERVICE 0 0 0 0 [¢]
9.00 |HOUSEKEEPING 0 8,746 6,169 14,915 0
10.00 |DIETARY 0 10,672 7,528 18,200 0
11.00 |CAFETERIA 0 3,858 2,721 6,579 1]
13.00 |NURSING ADMINTSTRATION 0 992 700 1,692 1]
16.00 |MEDICAL RECORDS & LIBRARY 0 17,304 12,206 29,510 0
17.00 |SOCIAL SERVICE 0 689 486 1,175 1]
19.00 NONPI—IYSICIAN ANESTHETI 0 0 -0 0 1]
30.00 [ADULTS & PEDIATRICS 0 54,782 28, 643 93,425 0

ANCILLARY  SERVICE €O5T. CENTERS & FEeTT
50.00 |OPERATING ROOM 0 33,688 23,764 57,452 0
53.00 |ANESTHESTOLOGY 0 0 0 0 0
54.00 | RADIOLOGY-DIAGNOSTIC 0 23,410 16,514 39,924 0
54.01 |NUCLEAR MEDICINE - DIAGNOSTIC 0 2,490 1,758 4,246 0
60.00 |LABORATORY 0 11,881 8,381 20,262 0
65.00 |RESPIRATORY THERAPY 0f 6,400 4,515 10,915 0
65.01 |SLEEP STUDIES O 1,811 1,277 3,088 0
66.00 |PHYSICAL THERAPY 0f 10,523 7,423 17,946 0
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0f 7,253 5,116 12,369 0
73.00 |DRUGS CHARGED TQ PATIENTS 0f 7,946 5,605 13,551 Q
73.01 |ONCOLOGY o 0 5,591 3,944 9,535 0

[GUTEATIENT SERVIGE COST, CENIERS = e o
88.00 [RURAL HEALTH CLINIC 0 0 11,812 11,812 0
91.00 |EMERGENCY 0 29,531 20,832 50,363 0
92.00 OBSERVATION BEDS (NON DISTINCT PART)

SPECTAL=PURIOSE -CO
113.00| INTEREST EXPENSE 0 0 0 0 0
118.00|SUBTOTALS (SUM OF LINES 1-117) 0 459,024 335, 61 794,635 0

W-MEURSA NTERS. Chp R o]
190.00|GIFT, FLOWER, 0P & CANTEEN 0 3,708 2,616 6,324 0
192.00 PHYSICIANS' PRIVATE OFFICES 0 15,050 10,616 25,666 0
193.00I NONPAID WORKERS 0 0 0 v 0
193.01{ AUTOMATED HEALTH SERVICES 0 0 0 0 0
193.02[ RENAL 0 11,091 0 11,091 0
193.03| LEASED SPACE 0 28,101 0 28,101 0
193.04| UNUSED SPACE 0 43,271 8] 43,271 0
193.05|WELLNESS 0 14,222 10,032 24,254 0
200.00|cross Foot Adjustments 0|
201.00|Negative Cost Centers 0] 0 0 0
202.00/ToTAL (sum Tines 118-201) 0 574,467 358,875 933,342 0

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPETAL In Lieu of Form cMs5-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider cCN: 141315 [ Period: worksheet B

From 10/01/2010 j part IL

To  09/30/2011; pate/Time Pr‘egar‘ed:

3/28/ 2q12

GENERAL ¢ ERV G WTERS L L e T TR
1.00 |[CAP REL COSTS-BLDG & FIXT 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |EMPLOYEE BENEFITS 4,00
5.00 |ADMINISTRATIVE & GENERAL 183,408 5.00
6.00 |MAINTENANCE & REPAIRS 9,323 203,591 6.00
7.00 |OPERATION OF PLANT 4,993 0 4,993 7.00
8.00 |LAUNDRY & LINEN SERVICE 1,180 0 0 1,180 8.00
9.00 |HOUSEKEEPING 4,956 5,454 128 0 25,453 9.00
10.00 |DIETARY 3,993 6,655 156 0 936| 10.00
11.00 |CAFETERIA 82 2,406 56 0 338| 11.00
13.00 |NURSING ADMINISTRATIONM 2,219 619 14 0 871 13.00
16.00 |{MEDICAL RECORDS & LIBRARY 4,001 10,790 252 0 1,517] 16.00
17.00 |SOCIAL SERVICE 836 429 10 0 60| 17.00
19.00 |NONPHYSICEAN ANESTHETISTS 4,377 6] 0 0| 19.00

LT NEA ROUTINE SERVECE: COST. C;ENTER§ PR gk SN Gmsi B
30.00 ADUITS & PEDIATRICS | 21,177 34,162} 30,00

ANCTLUARY SERVICE COST.CENTERS . =~ - .~ . - 3o
50.00 |OPERATING ROOM 9,577 21,007 0 50.00
53.00 |ANESTHESIOLOGY 0 0 0 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 20,764 14,598 0 54,00
54.01 |NUCLEAR MEDICINE - DIAGNOSTIC 1,726 1,553 0 54,01
60.00 | LABORATORY 14,201 7,409 173 0 1,042| 60.00
65.00 [RESPIRATORY THERAPY 3,117 3,991 93 0 561| 65.00
65.01 |SLEEP STUDIES 724 1,129 26 0 159( 65.0%
66.00 |PHYSICAL THERAPY 3,494 6,562 153 0 923 66.00
71.00 |MEDICAL SUPPLIES CHARGED TQ PATIENTS 4,715 4,523 106 0 636( 71.00
73.00 |DRUGS CHARGED TOQ PATIENTS 29,987 4,955 116 0 697( 73.00
73.01 [oNCOLOGY 1 846 3,487 82 0 490| 73.01

OUTPATIENT: SERY neTa ' i e BT
88.00 [RURAL HEALTH CLINIC 14 329 10,442 0 0 0| 88.00
91.00 |EMERGENCY 17,281 18,415 431 0 2,590| 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 92.00

PECT, JREOSE €OST CENTERS TR
113,00{ INTEREST EXPENSE 0 0 0 113.00
118.00 SUBTOTALS (SUM OF LINES 1 117) 178 898 3,465 1,180 118.00
i C. [ SR T g T L M LI e

190.00|GIFT, FL.OWER, COFFEE SHOP & CANTEEN 79 , 54 0 325(190.00
192 .00| PHYSICIANS' PRIVATE OFFICES 2,079 9,385 220 0 1,320(192.00
193.00|NONPAID WORKERS 0 0 0 0 0[193.00
193.01| AUTOMATED HEALTH SERVICES 1 0 0 0 0[193.01
193.02| RENAL 139 6,916 162 0 9731193.02
193.03| LEASED SPACE 351 17,524 254 0 1,524|193.03
193.04| UNUSED SPACE 540 0 631 0 0(193.04
193.05|WELLNESS 1,321 8,868 207 0 1,247]193.05
200.00|Cross Foot Adjustments 200.00
201.00Q|Negative Cost Centers 0 0 0 0 0{201.00
202.00| ToTAL (sum Fines 118-201) 183,408 203,591 4,993 1,180 25,453]202.00

MCRTF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 141315 | Period: worksheet B

From 10/01/2010 | Part II

To 09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm

CEAL S ERVICE b

GENERAL “SERVILE ‘COST CENTERS
1. CAP REL COSTS-BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS

5.00 |ADMINISTRATIVE & GENERAL
6.00 |MAINTENANCE & REPAIRS
7
8
9

.00 |OPERATION OF PLANT
.00 | LAUNDRY & LINEN SERVICE
.00 [HOUSEKEEPING

10,00 |DIETARY 29,940 10.00
11,00 |CAFETERIA 0 9,461 11.00
13.00 | NURSING ADMINISTRATION 0 170 4,801 13.00
16.00 |MEDICAL RECORDS & LIBRARY 0 161 0 46,231 16.00
17.00 | SOCTAL SERVICE 0 92 0 0 2,602| 17.00
19,00 | NONPHYSICIAN ANESTHETISTS 0] 490 0 0 0| 19.00

TNPATIENT ROUTINE SERVICE COST CONTERS . =
30.00 [ADULTS & PEDIATRICS |
ANGILLARY SERVICE COS1: CENTERS..

2, 6(?2 30.00

50.00 |OPERATING ROOM 0 738 716 2,808 0| 50.00
53.00 |ANESTHESIOLOGY 0 0 0 180 0| 53.00
54,00 | RADTOLOGY-DIAGNQSTIC 0 1,172 3 12,322 0| 54.00
54,01 |NUCLEAR MEDICINE - DIAGNOSTIC 0f 55 69 1,517 0| 54.01
60.00 | LABORATORY 0 816 0O 7,935 0| 60.00
65,00 |RESPIRATORY THERAPY [t 282 171 1,899 0| 65.00
65,01 |SLEEP STUDIES [ 63 0 589 0| 65.01
66.00 | PHYSICAL THERAPY 0f 237 0 1,229 0| 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 71 0 1,473 ol 71.00
73.00 |DRUGS CHARGED TQ PATIENTS 0 561 0 6,690 ol 73.00
73.01 | ONCOLOGY 0 173 207 73.01

[DUTPATIENT SERVICE COST CENTRRS.:

88.00 |RURAL HEALTH CLINIC

91..00 | EMERGENCY

92.00 |OBSERVATION BEDS (MON-DISTINC

SPECTAL PURPOSE COST CENTERS -

113.00) INTEREST EXPENSE

118. 00| SUBTOTALS (SUM OF LINES 1-117)
NONREIMBURSABLE. COST. CENTERE .

PART) ___|92.00

190.00| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0[190.00
192,00 PHYSICIANS' PRIVATE OFFLCES 0 189 160 0 0[192.00
193, 00{ NONPATD WORKERS 0O 0 0 Q 0[193.00
193,01 AUTOMATED HEALTH SERVICES 0 0 0 0 0(193.01
193.02( RENAL 0 0 0 0 0[£93.02
193.03[ LEASED SPACE O o 0 Q 0[193.03
193.04{ UNUSED SPACE 0 0 0 0 0[£93.04
193.05(WELLNESS 0 105 0 0 0(193.05
200.00|Cross Foot Adjustments 200.00
201.00|Negative Cost Centers 0 0 0 0 0(201.00
202.00| totaL (sum lines 118-201) 29,940 9,461 4,801 46,231 2,602|202.00

MCRIF32 - 2.19.130.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN:

141315

Period:
From 10/01/2010
To  09/30/2011

worksheet B
Part IT

pate/Time prepared:

[28/2012

GENERAL -SERVIE CCENTERS

.00 |CAP REL COSTS-BLDG & FIXT
.00 |CAP REL COSTS-MVBLE EQUIP
.00 |[EMPLOYEE BENEFITS
ADMINISTRATIVE & GEMERAL
.00 [MAINTENANCE & REPAIRS

.00 |[OPERATION OF PLANT

.00 [LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERTA

NURSING ADMINISTRATION
MEDECAL RECORDS & LIBRARY
S50CIAl. SERVICE
NONPHYSICIAN ANESTHETISTS

TNPATIENT ROUTINE. SERVICE €OST CENTERS

ADULTS & PEDRTATRICS

ANCTILLARY. SERVICE COST. CENTERS 7 5 n oy

195, 407]

OPERATING RQOM
ANESTHESTIOLOGY
RADIOLOGY-DIAGNOSTIC

NUCLEAR MEDICINE - DTAGNOSTIC
LABORATORY

RESPIRATORY THERAPY

SLEEP STUDIES

PHYSICAL THERAPY

MEDECAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
ONCOLOGY

95,793

180
91,177
9,420
51,838
21,029
5,778
30, 544
23,893
56,557
16,148

CoOoOCCoC oo OO OO O

DUTPATIENT SERV

RCE GOST CENTERS .

RURAL HEALTH CLINIC
EMERGENCY
OBSERVATION BEDS (NON-DISTINCT PART)

37,588
97,530

o oo

. PURPUSE:E08T: CENTERS

113.00[ INTEREST EXPENSE

oo

118.00“

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN
192 .00[ PHYSTCIANS' PRIVATE OFFICES
193 .00[ NONPAID WORKERS

193 .01 AUTOMATED HEALTH SERVICES
193 02| RENAL

193 .03| LEASED SPACE

193 .04 UNUSED SPACE
193.05|/WELLNESS

200.00|Cross Foot Adjustments
201.00|Negative Cost Centers
202.00| ToTAL (sum lines 118-201)

9,094
39,012
0
1
192,281
47,754
44,442
36,002
4,867 4,867
0f 0
4,867 933,342

cooccoocoooool
.
-
~
L
N

933,342

MCRIF32 - 2.19.130.0



Health Financial Systems

BCC DBA TILLINI COMMUNITY HOSPITAL

In Lieu of Form ¢Ms-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 141315 | Period: worksheat B-1
From 10/01/2010
To  09/30/2011| pate/Time Prepared:
/2872012 4
1.00 [cap REL COSTS BLDG & FIXT 119,284 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 105,638 2.00
4,00 |EMPLOYEE BEMEFITS 0 0 7,312,291 4,00
5.00 |ADMINISTRATIVE & GENERAL 22,33 22,331 1,121,883 -3,287, 380 14,685,821 5.00
6.00 |MAINTENANCE & REPAIRS 23,653 23,653 303,553 0 746,536 6.00
7.00 |OPERATION OF PLANT 0 0 0 0 399,770 7.00
8.00 |LAUNDRY & LINEN SERVICE 0 0 0 0 94,486 8.00
9.00 [HOUSEKEEPING 1,816 1,816 274,771 0 396,858| 9.00
10.00 | DIETARY 2,218 2,216 185,949 0 319,737( 10.00
11,00 | CAFETERIA 801 801 0 0 6,579 11.00
13.00 [NURSING ADMINISTRATION 206 206 97,670 0 177,694| 13.00
16.00 [MEDICAL RECORDS & LIBRARY 3,593 3,593 92,159 0 320,373 16.00
17.00 | SOCTIAL SERVICE 143 143 52,755 0 66,971( 17.00
19.00 [NONPHYSICTAN ANMESTHETISTS 280,999 0] 350,464 19.00
ERPATIENT. ROUTINE SERVICE COST CONTRRS. . = e
30.00 ADULTS & PEDTATRICS
LLEARY. SERVI
50.00 OPERATING ROOM 6,995 6,995 452,066 v 766,839| 50.00
53.00 | ANESTHESIOLOGY 0 0 0 0 0| 53.00
54,00 | RADTOLOGY-DIAGNOSTIC 4,861 4, 861 671,772 0 1,662,553 54.00
54,01 |NUCLEAR MEDICINE - DIAGNOSTIC 517 517 31,449 0 138,204| 54.01
60.00 [LABORATORY 2,467 2,467 467,990 0 1,137,080( 60.00
65.00 [RESPIRATORY THERAPY 1,329 1,329 161,649 0 24%,568| 65.00
65.01 [SLEEP STUDIES 376| 376 36,132 0 57,981] 65.01
66.00 [PHYSICAL THERAPY 2,185 2,185 136,111 0 279,797( 66.00
71.00 [MEDICAL SUPPLIES CHARGED TGO PATIENTS 1,508 1,506 40,985 0f 377,519( 71.00
73.00 [DRUGS CHARGED TO PATIENTS 1,650 1,650 321,395 0 2,401,256| 73.00
73.01 | ONCOLOGY 1,161 1,161 99, 396 [t 147,776| 73.01
88.00 [RURAL HEALTH CLINIC 0 3,477 385,803 0 1,147,305( 88.00
91.00 | EMERGENCY 6,132 6,132 701,530 0 1,383,726( 91,00
92.00 OBSERVATION _BEDS (NON- DISTINCI‘ PART)
RPECIAL PURPO! : : :

113. 00| INTEREST EXPENSE 0 0 0 0f 0{113.00
118.00| SUBTOTALS (SUM OF LINES 1- 117) 95,313 98,790 7,143,617 -3,287, 380 14,324,737]118.00
NﬁNREI‘BUﬁSABLE LOST CENTERS S : S
190,00 GIFT, FLOWER, COFFEE SHOP & CANTEEN 770 770 0 0 ,324(190.00
192,00 PHYSICIANS' PRIVATE OFFICES 3,125 3,125 108, 499 0 166,433]192.00
193.00{ NONFAID WORKERS 0 0y 0 0 0[193.00
193,01 AUTOMATED HEALTH SERVICES 0 0f 0 0 62]193.01
193,02 RENAL 2,303 O 0 0 11,091(193.02
193.03| LEASED SPACE 5,835 0f 0 0l 28,101(193.03
193.04{ UNUSED SPACE 8,985 0f 0 0 43,271(193.04
193 .05/ WELLNESS 2,953 2,953 60,175 0 105,802(193.05
200.00{Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 201.00
202.00|Cost to be allocated (per wkst. B, Part I) 574,467 358,875 1,807,656 3,287,380(202.00
203.00{unit cost multiplier (wkst. B, Part I) 4. 815960 3.397215 0.247208 0.223847(203.00
204.00(Cost to be allocated (per wkst. B, Part II) 0 183,408(204.00
205.00{Unit cost muTtiplier (wkst. B, Part II) 0.000000 0.012489%|205.00

MCRIF3Z - 2.19.130.0



Health Financial Systems BCC DBA ILLTINI COMMUNITY HOSPITAL In Lieu of Form €M5-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 141315 | Period: worksheet B-1

From 10/01/2010

To  09/30/2011 n7te/'r1'me Prepared:
3/2 2 0

1 CAP REL COSTS-BLDG & FIXT

2.00 !cAP REL COSTS-MVBLE EQUIP

4.00 |EMPLOYEE BENEFITS

5.00 |ADMINISTRATIVE & GENERAL

6.00 |MAINTENANCE & REPAIRS 67,792

7.00 |OPERATION OF PLANT 0 71,074

8.00 |LAUNDRY & LINEN SERVICE 0 0 2,719

9.00 |HOUSEKEEPING 1,816 1,814 0 60,273 .

10.00 | DIETARY 2,216 2,216 0 2,216 2,719: 10.00

11.00 | CAFETERIA 801 801 0 801 0} 11.00

13.00 | NURSING ADMIMISTRATION 206 206| 0 206 0] 13.00

16.00 |MEDICAL RECORDS & LIBRARY 3,593 3,593 0 3,503 0t 16.00

17.00 | SOCTAL SERVICE 143 143 0 143 0 17.00
NONPHYSICIAN ANESTHETISTS 0) 0| 19.00

30.00
50.00 OPERATING ROOM 6,995 6,995 0 6,995 0 50.00
53.00 |ANESTHESIOLOGY 0 0 0 0 0] 53.00
54,00 |RADTOLOGY-DIAGNOSTIC 4,861 4,861 0 4,861 0| 54.00
54,01 |NUCLEAR MEDICINE - DIAGNOSTIC 517 517 ¢ 517 0 54.01
60.00 | LABORATORY 2,467 2,467 ¢ 2,467 0 60.00
65,00 |RESPIRATORY THERAPY 1,329 1,329 ¢ 1,329 0 65.00
65.0L |SLEEP STUDIES 376 376 ¢ 376 0] 65.01
66.00 |PHYSICAL THERAPY 2,185 2,185 0 2,185 0| 66.00
71.00 JMEDICAL SUPPLIES CHARGED TO PATIENTS 1, 506 1,506 0 1,506 0] 71.90
73.00 |DRUGS CHARGED TO PATIENTS 1,650 1,650 0 1,650 07 73.4Q0
73.01 | ONCOLOGY 1,161 1,161 0 1,161 0] 73.01

OUTPATIENT SERVICE COBT . T e AT R o

83.00 |RURAL HEALTH CLINIC 3,477 0 o 0 0] 88.00
91.00 | EMERGENCY 6,132 6,132 O 6,132 0] 91.00

92.00 |OBSERVATION BEDS (NON-DISTINCT
SPEETAL PURPOSE COST CENIERS .
113, 00| INTEREST EXPENSE

118.00| SUBTOTALS (SUM OF LINES 1- 117)

INONRETMBURSABLE:COSL T ; S A e e S
190,00/ GTFT, FLOWER, .COFFEE SHOP & CANTEEN 770 770 0 770 0190, 00
192.00| PHYSICIANS' PRIVATE OFFICES 3,125 3,125 0 3,125 0[192.00
193. 00| NOMPATD WORKERS 0 0 0 0 0]193.00
193. 01| AUTOMATED HEALTH SERVICES 0 0 0f 0 0[193.01
193. 02| RENAL 2,303 2,303 0 2,303 0]193.02
193_ 03| LEASED SPACE 5,835 3,609 0 3,609 0]193.03
193. 04| UNUSED SPACE 0 8,985 0 0 0(193.04
193 05| WELLNESS 2,953 2,953 0 2,853 0]193.05
200.00|Cross Foot Adjustments 200.00
201.00|Negative Cost Centers 201.00
202.00|Cost to be allocated (per wkst. B, Part I) 913,644 489,257 115,636 522,669 A55,644(202.00
203.00{unit cost multiplier (wkst. B, Part 1) 13.477195 6.883769 4?2 .528871] 8.671694 167.577786/|203.00
204.00|Cost to be allocated (per wikst. B, Part IT) 203,591 4,993 1,180 25,453 29,940)|204.00
205.00|unit cost multiplier (wkst. B, Part II)} 3.003171 0.07025% 0.433983 0.422295 11.011401|205.00

MCRIF32 - 2.19.130.0



Health Financial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lie

of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 141315

reriod:
From 10/01/2010
To  09/30/2011

worksheet B-1

Date/Time Prepared:

3/28/2012 4:10 pm
] RTET,

GENERAL SRV :
1.00 [CAP REL COSTS-BLOG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS
5.00 |ADMINYSTRATIVE & GENERAL
6.00 [MAINTENANCE & REPAILRS
7.00 |[OPERATION OF PLANT
8.00 |[LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING
10.00 [DIETARY
11.00 |CAFETERIA 5,426,135
13.00 [NURSING ADMINISTRATION 97,670 2,158,134
16.00 {MEDICAL RECORDS & LIBRARY 92,159 117 40,321,181
17.00 | SOCIAL SERVICE 52,755 0 0 2,719
19.00 {NONPHYSICIAM ANESTHETISTS 280 999 0 0 0 100

]:NpA‘ffEN‘r Rgmﬁﬁgisgk\f:feg OQSTNCENTERS e e N R R
30.00 |ADULTS & PEDIATRICS 1 227 591! 876,984 2,811,043 2,719

ANCEELARY  SERVICE COST CENTERS.. i o A 5 E CE i
50.00 |OPERATING ROOM 452,066 321,887 2,447,792 0 ¢
53.00 | ANESTHESIOLOGY [ 0 157,073 0 100
54.00 | RADIOLOGY-DIAGNOSTIC 671,772 1,571 10,757,498 0 0
54.01 |NUCLEAR MEDICINE - DIAGNOSTIC 31,449 31,205 1,322,969 0 0
60.00 | LABORATORY 467,999 205 6,918,078 0 0
65.00 |RESPIRATORY THERAPY 161,649 77,027 1,655,606 0 0
65.01 |SLEEP STUDIES 36,132 0 513,787 0 0
66.00 | PHYSICAL THERAPY 136,111 0 1,071,356 0 0
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 40,985 0 1,284,108 0 0
73.00 |DRUGS CHARGED TO PATIENTS 321, 395 0 5,832,911 0 0
73.01 ONCOLOGY _ 99, 396 93,236 285,572 0 0
88.00 RURAL HEALTH CLINTC 385,803 149,265 0 0 0
91.00 | EMERGENCY 701,530 534,705 5,263,388 0 0
92.00 |OBSERVATION BEDS {NON-DISTINCT PART)

[SPECIAL  PURPOSE [COST ‘CENTERS LR SRR S T
113.00| INTEREST EXPENSE 0 0 0 0
118.00{SUBTOTALS (SU 117) 5,257,461 0

NONRETMRURSABLE LT
190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0
192.00 PHYSICIANS' PRIVATE OFFICES 108,499 71,932 0 0] 0
193.00{ NONPATD WORKERS 0 0 0 0 0
193.01{ AUTOMATED HEALTH SERVICES 0 0 0 o 0
193 .02{ RENAL 0 0 0 O 0
193.03| LEASED SPACE 0 0 0 0 0
193.04| UNUSED SPACE 0 0 0 0 0
193.05|WELLNESS 60,175 0 0 0 0
200.00|Cross Foot Adjustments
201.00[Negative Cost Centers
202.00(Cost to be allocated (per wkst. B, Part I) 31,307 224,014 496, 946 86,417 430,535
203.00[nit cost maltiplier (wWkst. B, Part I) 0.005770 0.103800 0.012325 31.782641 4,305.350000
204.00(Cost to be allocated (per wkst. B, Part II) 9, 461 4,801 46,231 2,602 4,867
205.00{nit cost multiplier (wkst. B, Part II) 0. 001?44 0.002225 0.001147 0.956969 48. 670000

190.

193.
193.02
193.
193.
193.05
200.
201.
202.
203.
204.
205.

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 241315 |Period: worksheet C

From 10/01/2010| Part I

To  09/30/2011| pate/Time Prepared:
3/28/2012 4:10 pm

Title XVIII Hospital cost
Costs S

OPERATING ROGM ‘ - 1,207,766 1,207,766

0y 0
ANESTHESIOLOGY 432,471 432,471 0f 0 .
54,00 |RADIOLOGY-DIAGNOSTIC 2,312,452 2,312,452 0f 0f 54.00
54,01 [NUCLEAR MEDICINE - DTAGNOSTIC 203,877 203,877 0i 0} 54.01
60.00 | LARORATORY 1,551,221 1,551,221 0 0f 60.00
65.00 |RESPTRATORY THERAPY 373,35 O 373,351 0y 0| 65.00
65.0L |SLEEP STUDIES 88,4186 O 88,416 0f 0| 85.01
66.00 |PHYSICAL THERAPY 419,855 0 419,855 0y 0| 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATEENTS 521,812 521,812 0f 0f 71.00
73.00 |DRUGS CHARGED TO PATIENTS 3,060,420 3,060,420 0f 0| 73.00
73.01 |ONCOLOGY 22 0 0| 73.01

DUTPATIENT SERVICE COST CENTERS. R T e e
88.00 |RURAL HEALTH CLINIC 1,468,706 1,468,708

0 0} 88.00
91.00 |EMERGENCY 1,995,918 1,995,918 0f 0| 91.00
92.00 OBSERVATION BEDS (NON DISTINCT PART) 127, 12 24 0] 92.00
113.00 INTEREST EXPENSE .
200.00]subtotal (see instructions) 17,188,265 0 17,188,265 0 0(200.00
201.00iLess Ohservation Beds 127,724 127,724 0|201.00
202.00[Total (see instructions) 17,060,541 0 17,060, 541 0 0(202.00

MCRTF32 - 2.19.130.0



Health Financial Systeins BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMs-2552-10
COMPUTATION OF RATIO OF CQSTS TO CHARGES Provider CCN: 141315 | period: worksheet C

From 10/01/2010 | Part I

To 09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm
Title XVIIL Hospital Cost ]

‘ COST . CENTERS
30.00 [ADULTS & PEDIATRICS 2, 665 357 30,00
ANéI“i_LARYsER\iICECOST”?:ENTEI@ L
50.00 |OPERATING ROOM 212 962 2,234,830 2 447 792 0.493410 0.000000, 50.00
53.00 | ANESTHESIOLOGY 49, 481 107,592 157,073 2.753312 0.000000| 53.00
54_00 |RADIOLOGY-DIAGNQSTIC 741,215 10,016,283 10,757,498 0,214962 0.000000( 54.00
54.01 |NUCLEAR MEDICINE - DIAGNOSTIC 5,587 1,317,382 1,322,969 0.154106 0.000000| 54.01
60.00 | LABORATORY 917,817 6,000,261 6,918,078 0.224227 0.000000( 60.00
65.00 |RESPERATORY THERAPY 625,648 1,029,958 1,655,606 0.225507 0.000000( 65.00
65.01 |SLEEP STUDIES 0 513,787 513,787 0.172087, 0.000000( 65.01
66.00 | PHYSICAL THERAPY 140,263 931,093 1,071,358 0,321891) 0.000000( 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 677,409 606,699 1,284,108 0.406361, 0.000000( 71.00
73.00 |DRUGS CHARGED TG PATIENTS 1,450,901 4,382,010 5,832,911 0.524881, 0.000000( 73.00
73.01 ONCOIOGY e 1,635 283 937 285,572 0.7929567 0.000000| 73.01
88.00 |RURAL HEALTH CLINIC 1 411 946 1,411,948 88.00
91.00 |EMERGENCY 5,209,302 5,263,388 0.379208 0.000000| 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 145,686 145,686 0.876707 0.000000| 92.00
SPECTAL PURPGSE €05T. CENTERS SRR PPt oI N wette Fee e RIS ST e AR i A
113.00| INTEREST EXPENSE 113.00
200.00| subtotal (see instructions) 7,542,361 34,190,766 41,733,127 200.00
201.00|Less Observation Beds 201,00
202.00|Total (see instructions) 7,542,361 34,190,766 41,733,127 202.00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form (M5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 141315 | Period: worksheet C

From 10/01/2010( Part I

To  09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm

Title XvIIT Hospital
INPATIENT ROUFINE SERVICE COST CENTERS -
.00 |ADULTS & PEDIATRICS

A A i R R T
50.00 |OPERATING ROOM 0.000000 50.00
53.00 |ANESTHESIOLOGY 0.000000 53.00
54.00 | RADIOLOGY-DIAGNOSTIC 0.000000 54.00
54,01 |NUCLEAR MEDICINE - DIAGNOSTIC 0.000000 54.01
60.00 | LABORATORY 0, 000000 60.00
65.00 |RESPIRATORY THERAPY 0. 000000 65.00
65.01 |SLEEP STUDIES 0. 000000 65.01
66. 00 | PHYSICAL THERAPY 0. 000000 66.00
71.00 |MEDICAL SUPPLIES CHARGEDR TO PATIENTS 0. 000000 71,00
731.00 |DRUGS CHARGED TO PATIENTS 0, 000000 73.00
73.01 | ONCOLOGY 0, 000000, 73.01

DU PATIENT SERVICE COST CERTERS oo o T e A o e e
88. 00 |RURAL HEALTH CLINIC 88.00
91.00 | EMERGENCY 0. 000000 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0.000000] _ 92.00

SPECIAL PURPOSE COST-CENTERS ; : B D S e
113 . 00| INTEREST EXPENSE 113.00
200.00| subtotal {see instructions) 200.00
201.00| Less Observaticn Beds 201.00
202.00| Total (see instructions) 202.00

MCRIF32 ~ 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCN: 141315 | Period: worksheet D

From 10/01/2010 | Part II

To  09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm
Hospital cost
et T

Title XVIII
Chaty

OPERATING ROOM 2,447,792 -039134) 151,507

. 0 50.00
53.00 |ANESTHESIOLOGY 157,073 0.0011486 31,314 36| 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 10,757,498 0.008476 576,569 4,887| 54.00
54.01 |NUCLEAR MEDICINE - DIAGNOSTIC 1,322,969 0.007120 3,636 26| 54.01
60.00 | LABORATORY 6,918,078 0.007493 710,083 5,321 60.00
65.00 |RESPIRATORY THERAPY 1,655,606 0.012702 475,178 6,036| 65.00
65.01 |SLEEP STUDILES 513,787 0.0112486 0 0| 65.0L
66.00 |PHYSICAL THERAPY 1,071,356 0.028510 84,812 2,418| 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 1,284,108 0.018607 538,069 10,012 7100
73.00 [DRUGS CHARGED TO PATLENTS 5,832,911 0.009696 966,706 9,373| 73.00
73.01 [ONCOLDGY 285,572 0.056546 0 0| 73.01

OUTBEATIENT §ERVICE €DST CENTERS: 7 i i o
88.00 |RURAL HEALTH CLINIC 1,411,946 0.026621 0 0| 88.00
91.00 |EMERGENCY 5,263,388 0.018530 0 0| 91.00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 145,686 0. 000000 0 0 92.00
200.00[ Total (1ines 50-199) 537,475 39,067,770 3,537,874 44,038|200.00

MCRIF32 - 2.19.130.0



Health

Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lie

) of Form €M5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN:

141315

Period:
Erom 10/01/2010
To  09/30/2011

worksheet D
Part Iv

pate/Time Prepared:
3/28/2012 4:10 pm

Hospi;a?

Cost

Title XVIII
hoo 1[AT19 8t

H

othier

ANCILLA ERVICE -COST CEN

OPERATING ROOM
ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC

NUCLEAR MEDICINE - DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY

SLEEP STUDIES

PHYSICAL THERAPY

MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

COCOOC OO

oo oo OO oo
Co oo OO o OO OO

ONCOLOGY
OUFPATLENT, SERVICE (€OST CENTERS: "

Hloocoocoooooo

RURAL HEALTH CLINIC

EMERGENCY

OBSERVATION BEDS (MNON-DISTINCT PART)
Total (Times 50-199)

=R-R-%-}.

cooo

430,53

o o of

92.00
200.00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL in Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 141315 | Period: worksheet D
THROUGH COSTS From 10/01/2010 | Part IV

To 09/30/2011 | bate/Time Prepared:
3/28/2012 4:10 pm

Hospital
DY

Title XVIIT
ota] Charges |Ratio of

ANCELLARY SERY TERE . T o R
50.00 |OPERATING ROOM 0 2,447,792 0.000000 0. 000000, 151,507| 50.00
53.00 | ANESTHESIOLOGY O 157,073 2.740987 0.000000 31,314| 53.00
54.00 |RADTOLOGY-DIAGNOSTIC 0 10,757,498 0.000000 0.000000 576,569| 54.00
54,01 |NUCLEAR MEDICINE - DIAGNOSTIC 0 1,322,969 0.000000 0.000000 3,636 54.01
60.00 | LABORATORY 0 6,918,078 0.000000 0.000000 710,083( 60.00
65.00 |RESPIRATORY THERAPY 0 1,655,606 0.000000 0.000000 475,178 65.00
65.01 |SLEEP STUDIES 0 513,787 0.000000 0.000000 0] 65.01
66.00 | PHYSICAL THERAPY 0 1,071,356 0.000000 0.000000 84,812| 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS a 1,284,108 0.000000 0.000000 538,068( 71.00
73.00 |DRUGS CHARGED TO PATIENTS a 5,832,911 0.000000 0.000000 966,706( 73.00
73.01 |ONCOLOGY 0 285,572 0,000000 0. 000000 0] 73.01

T R T e it Ao i R e e e e S e R S ET e
88.00 [RURAL HEALTH CLINIC a 1,411, 94§ 0.000000 0.000000 0| 88.00
91,00 |EMERGENCY 0 5,263,388 0.000000 0,000000 0] 21.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 145, 686 0.000000 0.000000 o[ 92.00
200.00|Total (Tines 50-199) 0 39,067,770 3,537,874]200.00

MCRIF32 - 2,19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 141315

THROUGH COSTS

Period:
From 10/01/2010
To 09/30/2011

worksheet D

Part IV

Date/Time Prepared:
3/28/2012 4:10 pm

ospital

Cost

Title xvIizx

sensTApAtient f"#;ﬁ&t it outpatient
50.00 |OPERATING ROOM 0 0 0 0 0f 50.00
53.00 | ANESTHESIOLOGY 85,831 0 0 0 0f 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0 0 0f 54.00
54.01 |NUCLEAR MEDICINE - DIAGNOSTIC 0 0 0 0 0f 54.01
60.00 | LABORATORY 0 0 0 0 0| 60.00
65.00 |RESPIRATORY THERAPY 0 o] 0 0 0| 65.00
65.01 |SLEEP STUDIES 0 0 0 0 0j 65.01
66.00 |PHYSICAL THERAPY 0 0 0 0 0} 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0f 71.00
73.00 [DRUGS CHARGED TO PATIENTS 0 0 0 0 0f 73.00
73.01 [oNcoLOGY 0 0 0 0 0f 73.01
OUTRATTENT SERVICE COST CENTERS e [ Lol et e
88.00 [RURAL HEALTH CLINIC 0 0 0 0| 88.00
91.00 |EMERGENCY 0 0 0 0 0| 91.00
92.00 [OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0| 92.00
200.00| Total (lines 50-199) 85,831 0 0 0 0(200.00

MCRYF32 - 2.19.130.0



Health Financial Systems

BCC DBA TLLINT COMMUNMITY HOSPITAL

In Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN:

Period:
From 10/01/2010
To  09/30/2011

worksheet D
Part IV

Date/Time Prepared:

3/28/2012 4:10 pm

Title XVIII

Hospital

Cost

CILLARY SERVICE COST CE

50.00 |OPERATING ROOM
53.00 |ANESTHESTOLOGY

54.00 | RADIOLOGY-DIAGNOSTIC

54.01 |NUCLEAR MEDICINE - DIAGNOSTIC

60.00 | LABORATORY

65.00 |RESPIRATORY THERAPY

65.01 |SLEEP STUDIES

66.00 | PHYSICAL THERAPY

71.00 |MEDICAL SUFPLIES CHARGED TO PATIENTS
73.00 |DRUGS CHARGED TOG PATIENTS

73.01 |ONCOLOGY

SOOI

OUTRATIENT . SERVICE! €05 NIERS.

Hooocoococococooop

88.00 |RURAL HEALTH CLINIC

91.00 | EMERGENCY

92.00 |OBSERVATION BEDS {NON-DISTINCT PART)
200.00| Total (lines 50-199)

coooo

COoC o

MCRIF32 - 2.19.130.0



Health Financial Systems

BCC DBA JLLINTI COMMUNITY HOSPITAL

Th Lia

u of Form CmMS-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

Provider CCN: 141315

Period:
From 10/01/2010

worksheet D
Part v

To  09/30/2001 | pate/Time Prepared:
3/28/2012 4:10 pm
Title XVIIT Hospital Cost

(.493410 0 1,247,052 0 50.00

53.00 | ANESTHESIOLOGY 2.753312 0 54,533 0 53.00
54.00 | RADIOLOGY-DIAGNOSTIC (.214962 0 4,161,046 0 54.00
54,01 |NUCLEAR MEDICINE - DIAGNOSTIC 0.154106 0 890,363 0 54.01
60.00 | LABORATORY 0.224227 0 2,698,201 0 60.00
65.00 | RESPIRATORY THERAPY 0.225507 0 620,491 0 65.00
65.01 |SLEEP STUDIES 0.172087 0 264,867 0 65.01
66.00 | PHYSICAL THERAPY 0.391891 0 335,263 0| 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.406361 0 313,990 0 71.00
73.00 |DRUGS CHARGED TO PATIENTS 0.524681 0 2,737,604 3,614 73.00
73.01 |ONCOLOGY 0.799567] 0 153,524 73.01

OUTPATTENT SERVICE €0ST : ST S e e
88.00 |RURAL HEALTH CLINIC 0. 000000 88.00
91.00 | EMERGENCY 0.379208 0 1,849,654 91.00
92.00 [ORSERVATION BEDS (NON-DISTINCT PART) 0.876707| 0 89,572 92.00
200,00/ subtotal (see instructions) 0 15,416,160 200.00
201.00/L.ess PBP Clinic Lab. services-Program only 0 201.00
Charges

202.00|Net Charges (Tline 200 +/- Tine 201) 0 15,416,160 5,967 202.00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA TLLTNI COMMUNITY HOSPITAL In Lieu of Form_CmM5-2552-19
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST pProvider CCN: 141315 (Period: worksheet b

From 10/01/2010| part v

To  09/30/2011| pate/Time Prapared:
3/28/2012 4:10 pm
Hospital cost

ANGELLARY: SERVICE -COST-€FENTERS: 3 i .

50.00 |OPERATING ROOM 0 615,308 0 50.00
53.00 |ANESTHESIOL.OGY 0 150,144 0 53.00
54.00 | RADIOLOGY-DIAGNOSTIC 0 894,467 0 54.00
54.01 |NUCLEAR MEDICINE - DIAGNOSTIC O 137,210 0 54.01
60.00 | LABORATORY ) 605,010 0 60.00
65.00 |RESPIRATORY THERAPY 0 139,925 0 65.00
65.01 |SLEEP STUDIES 0 45, 5804 0 65.01
66.00 | PHYSICAL THERAPY 0 131, 387 Q 66.00
71.00 |MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 127,593 0 71.00
73.00 |DRUGS CHARGED TO PATIENTS 0f 1,436,369 1,896 73.00
73.01 | ONCOLOGY 0| 122,753| 0

IQUTPATIENT | SERVICE COST CENTERS

o = | 88.00

88.00 |RURAL HEALTH CLINIC 0

91.00 | EMERGENCY t 701,404 892 91.00

92.00 |OBSERVATION BEDS (NON-DISTINCT PART) G 78,528 0 92.00

200.00| subtotal (see ‘instructions) 0 5,185, 680 2,788 200.00

201.00| Less PBP Clinic Lab. Services-Program Only 0 201.00
Ccharges

202.00|Net Charges (Tine 200 +/- Tine 201) [¢] 5,185,680 2,788 202.00

MCRIF32 - 2.18.130.0



Health Financial Systems BCC DBA YLLYNI COMMUNITY HOSPITAL I Lieu of Form cMs-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 141315 | Period: worksheet D

From 10/01/2010 | Part v

Component CCN: 142315 To 09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm

swing Beds - SNF Cost
ANCILLARY. SERVICE :

50.00 |OPERATING ROOM 0.493410 0 0; 0f 50.00
53.00 |ANESTHESIOLOGY 2.753312 0 0 0f 53,00
54,00 | RADIOLOGY-DIAGNOSTIC 0.214962 0 0 0 54.00
54,01 |NUCLEAR MEDICIME - DIAGNOSTIC 0.154106| 0 0 0 54.01
60.00 | LABORATORY 0.224227 0 0 0 60.00
65.00 |RESPIRATORY THERAPY 0.225507 0 0 0 65.00
65.01 |SLEEP STUDILES 0.172087 0 0 0f 65.01
66.00 | PHYSICAL THERAPY 0.391891 0 0 0f 66.00
71.00 |MEDICAL SUPPLIES CHARGED TQ PATLENTS 0.406361 0 0 0f 71.00
73.00 |DRUGS CHARGED TO PATIENTS 0.524681 0 0 0f 73.00

0.7899567 0 0 0] 73.01

0, 000000 88.00
91.00 |EMERGENCY 0,379208 0 0 0 91,00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART} 0.876707 0 0 0 92.00
200. 00| subtotal (see instructions) 0 0 ¢ 200,00
201.00{Less PBP Clinmic Lab. Services-Program Only 0 0 261.00

Charges

202.00|Net Charges (line 200 +/- Tine 201) 0 0 0f 202.00

MCRIF32 -~ 2.19.130.0



Health

Financial Systems

BCC DBA TLLINT COMMUNITY HOSPTITAL

In Lieu of Form (MS-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

Provider CCN: 141315
Component CCN:14z315

Period:
From 10/01/2010
To  09/30/2011

worksheet D

Part v

Date/Time Prepared:
3/28/2012 4:10 pm

swing Beds - SNF

Cost

202.00

Title XVIII

£

OPERATING ROOM
ANESTHESIOLOGY
RADICLOGY-DIAGNOSTIC

NUCLEAR MEDICINE - DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY

SLEEP STUDIES

PHYSICAL THERAPY

MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

ONCOLOGY

OSSP O0 00 O

SO D Do O

OUTPATIENT  SERVIGE COST CENTERS..

l=N== = =N} }o]

RURAL HEALTH CLINIC

EMERGENCY

DBSERVATION BEDS (NON-DISTINCT PART)
subtotal (see instructions)

Less PBP Clinic Lab. Services-Program only
Charges

Met Charges (1ine 200 +/- Tine 201)

oo o

=] D000 o

oo o

MCRIF3Z2 - 2.19.130.0



Health Financial Systems

BCC PBA TLLINT COMMUNTITY HOSPITAL In Lie

of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 141315 |Period: worksheet D-1
From 10/01/2010
To  09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm
Title XVIIT Hospital Cost

10.
11.

12,

00
00
00

.00
.00
.00
.00
.60
.00
.00

.00

.00
.00
.00
.00

Inpat1ent days (1nc1ud1ng prlvare room days and swing-bed days, exc1ud1ng newborn)

Inpatient days (incTuding private room days, excluding swing-bed and newborn days)

Private room days (excluding swing-bed and observation bed days)

semi-private room days (excluding swing-bed and observation bed days)

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

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

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

Jotal swing-bed NF type inpatient days (including private room days) after December 31 of the cost
reporting period (if calendar year, enter 0 on this Tine)

Total inpatient days including private room days applicable to the program {(excluding swing-bed and
newborn days)

swing-bed SNF type inpatient days applicable to title XvIII only (incTuding private room days)
through December 31 of the cost reporting period (see instructions)

Swing-bed SNF type inpatient days applicable to title XvIII only (including private room days) after
pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days)
through December 31 of the cost reporting period

swing-bed NF type inpatient days applicable to titles v or XIX only {(including private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

Medically necessary private room days applicable to the program (excluding swing-bed days)

Total nursery days (title v or XIX only)

Nursery days (title v or XIX onTy)

2,794
2,350

2,350
141

285

13
1,849
141

285

[SWING. BED ADTUSTMENT .

Medicare rate for swing-bed SNF services app11cab1e to services through December 31 OF the cost
reporting period

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

Medicaid rate for swing-bed NF services applicable to services through pecember 31 of the cost
reporting period

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

Total general inpatient routine service cost (see +instructions)

swing~bed cost applicable to SNF type services through December 31 of the cost reporting period (Tine
5 % 1ina 17}

swing-bed cost applicable to SNE type services after December 31 of the cost reporting period (line 6

% Tine 18)

Swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line
7 x Tine 19)

swing-bed cost applicable to NF type services after December 31 of the cost reporting period (1ine 8
x Tine 20}

instructions)
serv1ce cost net of swing-bed cost {line 21 minus 11ne 26)

Total swing-bed cost (see
|Genera] 1npat1ent rout1ne

0.00

93.63
94.12

3,195,942
0

0
468
1,224

491,877
2,704,065

nE arges)

‘Genera 1npat1ent rout{ne service charges (excluding swing-be
pPrivate room charges (excluding swing-bed charges)
semi-private room charges (excluding swing-bed charges)

General dinpatient routine service cost/charge ratio {line 27 + Tine 28)

Average private room per diem charge (l1ine 2% + Tline 3)

Average semi-private room per diem charge (1ine 30 = 1ine 4)

Average per diem private room charge differential (line 32 minus line 33)(see instructions)
Average per diem private room cost differential (Tine 34 x line 31)

Private room cost differential adjustment (line 3 x Tine 35)

General inpatient routine service cost net of swing-bed cost and private room cost differential (line
27 minus 1ine 36)

2,430,335
0
2,430,335
1.112631
0.00
1,034.19
0.00

0.00

0
2,704,065

AdJusted genera1 inpatient rout1ne serv1ce cost per diem (see 1nstruct1ons)
Program general inpatient routine service cost (line 9 x line 38)
Medically necessary private room cost applicable to the Program (Tine 14 x Tine 35)

Total Program general inpatient routine service cost (line 39 + Tine 40)

1,150.67
2,127,589
o
2,127,589

.00
00
.00
41.00

MCRIF32 -

2.19,130.0



Health Financial Systems

BCC DBA TLLINE COMMUNITY HOSPITAL

In Lieu of Form CMs-2552-10

COMPUTATEON OF INPATLENT OPERATING COST Provider CCN: 141315 | Pariod: worksheet D-1
From 10/01/2010
To  09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm
Title XVIIL Hospital COSt

Program: Days P

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN TINTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)

67.00
68.00
69.00

70.00
71.00
72,00
73.00
74.00
75.00

76.00
77.00
78.00
79.00
80.00
81.00.
82.00
83.00
84.00
85.00
86.00

87.00
88.00
89.00

Program inpatient ancillary service cost (wkst. D-3, col. 3, Tine 200} 1, 310 947
Total Program inpatient costs (sum of 11ne 41 through 48)(se 1nstr ctions) 3,438,536
PASS THROUGH -COST ADIUSTMENTS - e e e
Pass through costs applicable to Program inpatient routine services (from wkst D, sum of Parts I and 0
II1)

Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 0
and Iv)

Total Program excludabie cost (sum of Tines 50 and 51) 0
Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 0
medical education costs (line 49 m1nus 11ne

FARGET. AMOUNT AND : LIMIE - COMPUTATION - e
Program discharges 0
Target amount per discharge 0.00
Target amount (1ine 54 x line 55) 0
pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53) 0
Bonus payment (see instructions) 0
Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00
market basket

Lesser of Tines 53/54 or 55 from prior year cost report, updated by the market basket 0.00
If Tine 53/54 is less than the Tower of 1ines 55, 59 or 60 enter the lesser of 50% of the amount by ¢]

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

Relief payment {see instructions)
Allowable Inpat1ent COST E1u5 1ncent1ve

ment ( in truct' ns)

IPROGRAM INPAI

Medicare swing-bed SNF inpatient rout1ne costs through December 31 of the cost report1ng period (See
instructions) (title XvIII only)

Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See
instructions) (title XVIII only)

Total Medicare swing-bed SNF inpatient routine costs (line 64 plus Tine 65)(title XVIII only). For
CAH {see instructions)

Title Vv or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period
(line 12 x line 19

Title V or XIX swing-bed NF inpatient routine costs after becember 31 of the cost reporting pericd
(line 13 x 1ine 20D

162, 244
327,941

490,185

Total t1t1e V or XIX swing-bed NF 1n at1ent routine costs (11ne 67 + Tine 68)
AR o SR LED. NURSIN T | URSENG FACILITY ¢ AND: IEE/MR ONLY.

Xy NU
Sk111ed nursing facility/other nurs1ng Fac111ty/ICF/MR routine service cost (line 37)
Adjusted general <inpatient routine service cost per diem (line 70 + line 2)
Program routine service cost (line 9 x Tine 71)
Medically necessary private room cost applicable to Program (line 14 x line 35)
Total Program general inpatient routine service costs {line 72 + Tine 73)
capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column
26, line 45)
par diem capital-related costs (line 75 + Tine 2)
Program capital-related costs (Tine 9 x Tine 76)
Inpatient routine service cost (line 74 minus Tine 77)
Aggregate charges to beneficiaries for excess costs (from provider records)
Total Program routine service costs for comparison to the cost Timitation (line 78 minus Tine 79)
Inpatient routine service cost per diem Timitation
Inpatient routine service cost Timitation (line 9 x Tine 81)
Reasonable inpatient routine service costs {(see instructions)
Program inpatient ancillary services (see instructions)
utilization review — physician compensation {see instructions)
Total Program inpatient operating costs (sum of 1ines 83 through 85)

PART 1V~ COMPUTATIGN OF OSSERVATION BED PASS THROUGH GOST -

Total observation bed days (see +instructions)
Adjusted general inpatient routine cost per diem (line 27 + 1ine 2)
Observation bed cost (line 87 x line 88) (see €dnstructions)

111
1,150.67
127,724

MCRIF32 -~ 2.19.130.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Liey of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 141315

Period:

From 10/01/2010
To  09/30/2011 pate/Time Prepared:

worksheet D-1

3/28/2012 4:10 pm

Title XvITi

Hospital

Cost

Capita
91.00 [Nursing school cost

92.00 [A111ed health cost

93.00 |A11 other Medical Education

0 0

0 0 0.000000
0 0 0.000000
0 0 0.000000

0.000000]

91.00
92.00
93.00

Sooo
oo ool

MCRIF32 - 2.19.130.0




Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Liew of Form CMS-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 141315 |Period: worksheet D-3

From 10/01/2010
To  09/30/2011| pate/Time Prepared:
3/28/2012 4:10 pm

Hospital Cost
npatie patiant

Title XVII

I.
10

o

.493410 151,507 74,755

0 .
53.00 |ANESTHESIOLOGY 2.753312 31,314 86,217] 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0.214962 576,569, 123,940| 54.00
54.01 |NUCLEAR MEDICINE - DIAGNOSTIC 0.154106; 3,630 560| 54.01
60.00 | LABORATORY 0.224227| 710,083 159,220| 60.00
65.00 |RESPIRATORY THERAPY 0.225507] 475,178 107,156| 65.00
65.01 |SLEEP STUDIES 0.172087| 0] 0f 65.01
66.00 |PHYSICAL THERAPY 0.391891 84,812 33,237] 66.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.406361) 538,069 218,650 71.00
73.00 |DRUGS CHARGED TO PATIENTS 0.524681 966,706 507,212 73.00
73.01 |oNCOLOGY 0.799567 0 0 73.01

[QUTPATEENT SERVICE COST CENTERS o o i i
88.00 |RURAL HEALTH CLINIC 0.000000

0] 88.00
91.00 |EMERGENCY 0.379208 0 0] 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 0.876707 0 ol 92.00
200.00[Total (sum of Tines 50-94 and 96-98) 3,537,874 1,310,947(200.00
201.00(Less PBP Clinic Laboratory Services-Program only charges (line 61) 0f 201.00
202.00|Net charges (Tine 200 minus 1ine 201) 3,537,874 202.00

MCRIF32 - 2.19,130.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lie

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

Provider CCN:

Component CCN: 142315

period:
From 1070172010

To  09/30/2011

swing Beds - SNF

CHpEtIEnt

ADULTS & PEDTATRIC

ANCTLLARY SERVICE COST CENTERS: 0 0 70

50,00 |OPERATING ROOM

53.00 |ANESTHESIOLOGY

54,00 |RADIOLOGY-DIAGNOSTIC

54.01 |NUCLEAR MEDICIMNE - DIAGNOSTIC
60.00 | LABORATORY

65.00 |RESPYRATORY THERAPY

65.01 |SLEEP STUDIES

66.00 | PHYSICAL THERAPY

71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS
73.00 |DRUGS CHARGED TO PATIENTS
73.01 | ONCOLOGY

SO0 oCooCoOONGDG

403410,
1753312

.214962 16,619
.154106 0
L 224227 42,581
. 225507 58,152
172087 O
. 391891 49,430

. 406361 59,682
.524681] 207,415

GUTPATIENT SERVICE COST CENTERS

88,00 |RURAL HEALTH CLINIC

9%, 00 | EMERGENCY

92.00 |OBSERVATION BEDS (NON-DISTINCT PART)
200.00| Total (sum of Tines 50-94 and 96-98)

201.00|Less PBP Clinic Laboratory Services-Program only charges (line 61)

202.00|Net Charges (Tine 200 minus Tine 201)

. 000000

SOO

799567 1,043
379208 0
876707 0

439,034
0
439,034

MCRIF32 - 2.19.130.0

| of Form CMS5-2552-10
worksheet D-3

Date/Time Prepared:
3/28/2012 4:10 pm




Health Financial Systems

BCC DRA TLLINTI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 141315 | Period: worksheet E
From 10/01/2010| Part B
To  09/30/2011| bate/Time Prepared:
3/28/2012 4:10 pm
Title XYIIL Hospital cost:

WO NOUV AWM
o
[=

28.00

31 00
32.00

33.00
34.00
35.00
36.00
37.00
38.00
39.00
39.99
40.00
41.00
42.00
43.00
44,00

20.00
21.00
92.00
93.00
94.00

Medical and other services (see instructions)

Medical and other services reimbursed under OPPS (see instructions)
PPS payments

outlier payment {(see instructions)

Enter the hospital specific payment to cost ratio (see instructions)
Line 2 times Tline 5

sum of Tine 3 plus Tine 4 divided by line &

Transitional corridor payment (see instructions)

ancillary service other pass through costs from Worksheet D, Part IV, column 13,
organ acquisitions

Tota1 cost (sum oF lines 1 and 10) (see 1nstruct10ns)

Tine 200

Total prospective payment (sum of Tlines 3, 4 8 and 9

Ancillary service charges 0
organ acquisition charges (from worksheet D-4, Part III, 1ine 69, col. 4) 0
rota1 reascnab1e charges (sum of Tines 12 and 13) 9
Aggregate amount actuaT]y co11ected from patients 11ab1e for payment for services on a charge bas1s 0
amounts that would have been realized From patients liable for payment for services on a chargebasis 0
had such payment been made in accordance with 42 CFr 413.13(e)

Ratio of Tine 15 to 1ine 16 (not to exceed 1.000000) 0.000000
Total custemary charges (see instructions) 0
Excess of customary charges over reasonable cost (complete only if Tine 18 exceeds Tine 11) (see 0
instructions)

Excess of reasonable cost over customary charges (complete only if Tine 11 exceeds Tine 18) (see 0
instructions)

Lesser of cost or charges (Tline 11 minus Tline 20) (for CAH see instructions) 5,240,353
Interns and residents (see instructions) 0
cost of teaching physicians (see instructions, 42 CFR 415.160 and ¢Ms Pub. 15-1, section 2148) 0

[COMPITATION  OF. REIMBORSEMENT - SETTLEMENT.

peductibles and coinsurance (for CAH, see 1nstruct1ons)

peductibles and Coinsurance relating to amount on line 24 (for CAH, see instructions)

subtotal {(1ines 21 and 24 - the sum of lines 25 and 26) plus the sum of lines 22 and 23} (for CaH,
see ihstructions)

Direct graduate medical education payments (from worksheet E-4, Tline 50

ESRD direct medical education costs (from Worksheet E-4, line 36)

subtotal (sum of Tines 27 through 29)
Primary payer payments

PSubtota] (line 30 minus line 31}

31,743
2,542,564
2,666,046

0

0
2,666,046
985
2,665,061

EXCLUDEBAD DERTS FO|

LLOWARLE - BAD:DER PROFCSS1ONAL  SERVICES

et e

d

composite rate ESRD {from worksheet I-5, Tline 11)

Allowahle bad debts (see instructions) 546,745
Adjusted reimbursable bad debts (see +instructions) 546,745
Allowahle bad debts for dual eligible beneficiaries (see instructions) 522,327
subtotal ¢sum of Tines 32, 33, and 34 or 35) {line 35 hospital and subprovider only) 3,211,806
MSP-LCC reconciliation amount from PS&R 1]
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0
RECOVERY OF ACCELERATED DEPRECIATION 0
subtotal ¢1ine 37 plus or minus lines 39 minus 38) 3,211,806
Interim payments 3,354,553
Tentative settlement (for contractors use only) 0
palance due provider/program (1ine 40 minus the sum of Tines 41, and 42) ~142,747
Protested amounts Cnonallowable cost report 1tems) in dccordance with CMS Pub 15 II section 115.2 27,441
(TO.BE COMPLETED BY "CONRACTOR. G : R
original outlier amount (see instructions) 0
outlier reconciliation adjustment amount (see instructions) 0
The rate used to calculate the Time value of Money 0.00
Time value of Money (see instructions) 0
Total (sum of Tlines 91 and 93) o]

HOWo N ,W AW =

MCRIF3Z2 - 2.19.130.0



In Lieu of Form CMS-2552-10

BCC DBA TLLINY COMMUNITY HOSPITAL
worksheet E

Health Financial Systems
Provider CCN: 141315 |Period:
From 10/01/2010 | Part B

CALCULATION OF REIMBURSEMENT SETTLEMENT
To 09/30/2011 | bate/Time Prepared:
3/28/2012 4:10 pm

Hospital

Title XVIIT

| - “Bl112.00

WORKSHEETQVERRIDE.
112.00{ override of Ancilla

MCRIF32 - 2.19.130.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

Ih Lieu of Form CMS-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS

FOR SERVICES RENDERED

Provider CCN: 141315

Period:
From 10/01/2010
To  09/30/2011

worksheet E-1
Part I

pate/Time Prepared:

3/28/2012 4:10 pm

Cost

3.00

Total ‘interim payments paid to provider

Interim payments payable on individual bills, either
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero

List separately each retroactive tump sum adjustment
amcunt based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each

Title XVIIT Hospital
= e B
$00:
2,875,598
0

3,400,402

0

payment. If none, wr1te "NONE _or enter a zero [@D)]
Program. te Pravider: T

04/15/2011

“105,518] 04/15/2011

100,954

(transfer to wkst. E or wkst. E-3, 1ine and column as

Qgropriate)

ADJUSTMENTS TO PROVIDER
09/23/2011 49,762
0f
0f
0f
ADJUSTMENTS TO PROGRAM 0 09/23/2011 146,803
0f 0
0f 0
0f 0
0f 0
subtotal (sum of lines 3.01-3.49 minus sum of Tines 155, 280) -45,849
3.50-3,98)
Total interim payments (sum of lines 1, 2, and 3.99) 3,030,878 3,354,553

10 BE:COMPLETED " BY CONTRACTOR

desk rev1ew Also show date of each payment. If none,

List separate1y each tentative settlement payment after

lwrite "NONE" or enter g zere. (1)
Progra %Q provider - e

TENTATIVE TO PROVIDER

oo O

o o of

[Erovider. to Prograt....

TENTATIVE TO PROGRAM

subtotal (swm of lines 5.01-5.49 minus sum of Tines
5.50-5.98)

petermined net settlement amount (halance due) based on
the cost report. (1)

SETTLEMENT TO PROVIDER

SETTLEMENT TO PROGRAM

Total Medicare program 1iability (see instructions)

coool

145,500

3,176,378

0

=R =R==3

LA A WA W

3.
3.
3.
3.
3.
3.

.00

~00
.00

.00

8.00

|Name of Contractor

00

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINT COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED rrovider CCN: 141315 | Period: Worksheet E-1

From 10/01/2010 | rart I

Component CCN: 142315 |To  09/30/2011 | bate/Time Prepared:
3/28/2012 4:10 pm

T11:-IE XVIII . Swing Beds - SNF Cost
: Far - o

it Rt T . ; L ;2300 [ 4 s
1.00 ([Total interim payments paid to provider 593, 228 0| 1.00
2.00 |Interim payments payable on individual bills, either 0 ol 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. I none,
write "MONE" or enter a zero
3.00 |List separately each retroactive Tump sum adjusiment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting per1od Also show date of each
| payment., If hone, W 1te " ent r a zero, 1
[Pragran o Provider A T St S
.01 |ADJUSTMENTS TO PROVIDER 04/15/2011

3 3,010 0| 3.01
3.02 09/23/2011 1,042 o] 3.02
3.03 0 ol 3.03
3.04 0 ol 3.04
3.05 0 0| 3.05
erovider: To. program: i
3.50 [ADJUSTMENTS TO PROGRAM 0 0| 3.50
3.51 0 ol 3.51
3.52 0 0| 3.52
3.53 0 0| 3.53
3.54 0f 0| 3.54
3.99 |subtotal (sum of Tines 3.01-3.49 minus sum of Tlines 4,052 0| 3.99
3.50-3.98)
4.00 |Total interim payments {sum of lines 1, 2, and 3.99) 597,280 0| 4.00

(transfer to wkst. E or wkst. E-3, Tine and column as
appropriate)

10, BE COMPLETED. BY. CONTRACTOR ' o = o
5.00 |List separately each tentative settlement payment after 5.00
desk rev1ew Also show date of each payment. If none,
write "NONE" gr enter a zero [ @8]

ProGram, to provider. o - L

5.01 |TENTATIVE TO PROVIDER 5.01

5.02 5.02

5.03 5.03
PrOVIHer Lo Prod rai.: =

5.50 |TENTATIVE TO PROGRAM 0 0] 5.50

5.51 0 0| 5.51

5.52 0 0 5.52

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

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

6.01 |SETTLEMENT TO PROVIDER 66,099 o s6.01

6.02 |SETTLEMENT TO PROGRAM 0

7.00 |Total Medicare program ldiability (see instructions) 0

8.00 |Name of Contractor — \ T - 8.00

MCRIF32 -~ 2.19.130.0



Health

Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CM5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT FOR HIT Provider CCN: 141315 | Period:

From 10/01/2010
To 09/30/2011

worksheet E-1

Part II

Date/Tiine Prepared:
3/28/2012 4:10 pm

Cost

Title XVIIT Hospital

. &0 | .5 3 ; : Pty
Tota1 hosp1ta1 d1scharges as def1ned in AARA §4102 From Wkst S- 3, Part T column 15 Tine 14
Medicare days from wkst Ss-3, Part I, columm 6 sum of Tines 1, 8-12
Medicare HMO days from wkst s-3, Part I, column 6. T1ine 2
Total inpatient days from 5-3, Part I column 8 sum of Tines 1, 8-12
Total hospital charges from wkst ¢, part I, coTumn 8 Tine 200
Total hospital charity care charges from wkst $-10, column 3 line 20
CAH only - The reasonable cost incurred for the purchase of certified HIT technology Worksheet $-2,
Part I line 168

592] 1.00

1,849 2.00

28| 3.00

2,239 4.00
41,733,127| 5.00
1,153,599 6.00
1,022,172 7.00

Calculation of the HIT incentive payment_ (see 1nstruct10ns)
T HOSFETAL: SERVECES UNDER - PPS: & CAHL-.

1,022,172| 8.00

In1t1a1/1nter1m HIT payment(s)
other adjustment (specify)

Qi 30.00
0| 31.00

Balance due provider (Tine 8 minus line 30, plus or minus line 31)

1,022, 172 32.00
N

CONTRACTOR O

108.00

override of HIT payment

0]108.00

MCRIF3Z ~ 2.19.130.0



Health Financial Systeis BCC DBA TILLINI COMMUNITY HOSPITAL

In Lijeu of Form CM$-2552-10

CALCULATION OF REIMBURSEMENT SEFTTLEMENT - SWING BEDS Provider ccN: 141315

Component CCN: 14z315

period:
From 10/01/2010
To  09/30/2011

worksheet E-2

Date/Time Prepared:
3/28/2012 4:10 pm

Title XVIIX

SNF

swing Beds

Cost

Inpat1ent routine seryices - swing bed ~SNF (see 1nstruct1ons)
Inpatient routine services - swing bed-NF (see instructions)

ancillary sarvices (from wkst. D~3, columnh 3, Tine 200 for part A, and sum of wkst. D,

part v, colwmns 5 and 7, 1ine 20?2 for Part B) (For CaH, see instructions)

Per diem cost for interns and residents not in approved teaching program (see
instructions)

Program days

Interns and residents not in approved teaching program (see +instructions)
utilization review - physician compensatien - SNF opticnal method only

subtotal (sum of Tines 1 through 3 plus lines 6 and 7)

Primary payer payments (see instructions)

subtotal (1ine & minus line 9)

peductibles billed to program patients {exclude amounts applicable to physician
professional services)

subtotal (line 10 minus Tine 11)

coinsurance billed to program patients (from provider records) (exclude coinsurance
for physician professional services)

80% of part B costs (line 12 x 80%)

subtotal (enter the lesser of Tine 12 minus 1ine 13, or Tine 14)

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

Reimbursable bad debts (see instructions)

Reimbursable bad debts for dual eligible beneficiaries (see instructions)

Total {sum of Tines 15 and 17, plus/minus line 16)

Interim payments

Tentative settlement (for contractor use only)

Balance due provider/program (1ine 19 minus the sum of Tines 20 and 21)
protested amounts (nonallowable cost report items) in accordance with ¢Ms pub. 15-II,
section 115.2

183,362

4206

0
678,449
0f
678,449
0

678,449
15,070

663,379
O
0f
0f
663,379
597,280
0f
66, 099

3,558

495,087

< O

=R =] =R -]

coocoocooo0OoO
[
o
=
=1

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPLTAL In Lie

) of Form CM$-2552--10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 141315 |Period:

From 10/01/2010
Te  09/30/2011

Worksheet E-3

Part v

pate/Time Prepared:
3/28/2012 4:10 pm

Title XVIIT Hospital

Cost

had such payment been made in accordance with 42 CFR 413.13(e)
Ratio of Tine 11 to Tine 12 (not to exceed 1.000000)

A AHS
Ihpatient services 3,438,536| 1.00
Nursing and Allied Health managed Care payment {see instruction) ol 2.00
organ acquisition 0l 3.00
subtotal (sum of Tines 1 thru 3) 3,438,536 4.00
Primary payer payments 0| 5.00
Total cost (11ne 4 1ess 11ne 5) . For CAH (see instructions) 3,472,921 6.00
— T - o =
neasﬂugble dnggggﬁ i
Routine service charges 0 7.00
Ancillary service charges a| 8.00
organ acquisiticen charges, net of revenue 0| 9.00
0| 10.00
Aggregate amount actually co11ected From pat1ents Tiable for payment for services on a charge bas1s al 11.00
Amounts that would have been realized from patients 1iable for payment for services on a charge basis 0l 12.00

0.000000; 13.00

cost of covered services (sum of Tines 6, 17 and 18)

Deductibles (exclude professional component)

EXcess reasonable cost (from line 16)

subtotal (1ine 19 minus Tine 20D

Coinsurance

subtotal (line 22 minus line 23)

Allowable bad debts (exclude bad debts Ffor professional services) (see instructions)
adjusted reimbursable bad debts (see instructions)

Allowable bad debts for dual eligible beneficiaries (see instructions)
subtotal (sum of Tines 24 and 25 ar 26)

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

Recovery of aAccelerated Depreciation

Subtotal (1ine 28, plus or minus Tines 29)

Interim payments

Tentative settlement (for contractor use ohly)

Balance due provider/program (line 30 minus the sum of lines 31, and 32)

Protested amounts C(nonallowable cost report items) in accordance with CMS Pub, 15-2, section 115.2

Total custowary charges (see instructions) 0} 14.00
Excess of customary charges over reasonable cost (complete only if Tine 14 exceeds 1ine 6) (see | 15.00
instructions)

Excess of reasonable cost over customary charges (complete only if Tine 6 exceeds Tine 14) (see Q0| 16.00
instructions)

| Cost of teach1ng phys1c1ans (from WOrksheet D 5 P rt II, 20) (see instructions) 0| 17.00
D1rect graduate medical educat1on payments (from Worksheet E-4, Tine 49) 0| 18.00

3,472,921| 19.00
377,184 20.00

0| 21.00
3,095,737| 22.00
1,415| 23.00
3,094,322 24.00
82,056 25.00
82,056| 26.00
81,088| 27.00
3,176,378 28.00
0] 29.00

0| 29.99
3,176,378( 30.00
3,030,878| 31.00
0| 32.00

145,500( 33.00
18,196| 34.00

MCRTF32 - 2.19.130.0



Health Finanrcial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form ¢MS-2552-10

BALANCE SHEET (If you are nonproprietary and do not maintain Provider CCN: 141315 | Period: worksheet G
fund-type accounting records, complete the General Fund column only) From 10/01/2010 .
To 0973072011 g?te;TaTg Pregared:
P

CURENT ASSETS LR Tt Binrih R
.00 |[cash on hand 1in banks 1,886,351

1 0] 0 0| 1.00
2.00 |Temporary investments 0 & 0 0 2.00
3.00 |Notes receivable 0 0 0 0| 3.00
4.00 |Accounts receivable 3,862,369 O 0 0| 4.00
5.00 |other receivable -2,660 0 0 0 5.00
6.00 |Allowances for uncollectible notes and accounts receivable -4,904,120 0 0 0| 6.00
7.00 |Inventory 530,791 0 0 0| 7.00
8.00 |Prepaid expenses 178,242 0 0 0| 8.00
9.00 |other current assets v 0 0 0| 9.00
10.00 |pue from other funds 0 0l 0 0| 10.00
11.00 | Total currant assets (sum of 11nes 1 10) 6, 550 973 0 0 0| 11.00
EIXED ASSETS e e i Gnmn o Eeon R
12,00 |Land 134 251 0l 0 0| 12.00
13.00 |Land improvements 258,001 0 0 0| 13.00
14.00 |Accumulated depreciation -191,958 0 0 0| 14.00
15.00 |Buildings 7,330,171 0f 0 0| 15.00
16.00 |AccumuTated depreciation -3,066,024 0] 0 0| 16.00
17.00 |Leasehold improvements 0 0f 0 0 17.00
18.00 |Accumulated depreciation 0 0 0 0| 18.00
19.00 | Fixed equipment 0 0] 0 0| 19.00
20.00 |Accumulated depreciation 0 0 0 0| 20.00
21.00 |Automobiles and trucks 0 0] 0 0| 21.00
22.00 |Accumulated depreciation 0 0 0 0| 22.00
23.00 |major movable equipment 6,581,565 0 0 0| 23.00
24.00 |Accumulated depreciation -4,440%,098 0 D 0| 24.00
25.00 |Minor equipment depreciable 0 0] 0 0| 25.00
26.00 |Accumulated depreciation 0 0 0 0| 26.00
27.00 |HIT designated Assets 0 0 0 0| 27.00
28.00 |Accumulated depreciation 0 0 0 0| 28.00
29.00 |Minor equipment-nondepreciable 0 0 0 0| 29.00
30.00 T0ta1 F1xed assets (sum OF 11nes 12 29) 6,605,908 0 0) 0| 30.00
31.00 |Xnvestments 3,461 0 0 0| 31.00
32.00 |peposits on leases 0 0 0 0| 32.00
33.00 |pue from owners/officers 0 0 0 0| 33.00
34.00 |other assets 3,817 0 0 0| 34.00
35.00 |Total other assets {sum of lines 31-34) 7,278 0 0 0| 35.00
36.00 Tota1 as (sum of lines 11, 30, and 35} 13,164,159 0| 0 0| 36.00
37.00 [Accounts payab1e 340,095 0 0 0| 37.00
38.00 [salaries, wages, and fTees payable 701,026 0 0 0| 38.00
39,00 |Payroll taxes payable 24,472 0 0 0| 39.00
40,00 |Notes and loans payable (short term) B & 0 0| 40.00
41,00 |peferred income 0| ¢ 0 0| 41.00
42,00 |AcceTerated payments 0 42,00
43,00 |pue to other funds 857,526 0 0 0| 43.00
44,00 |other current Tiabilities 1,021,186 0 0 0| 44.00
45,00 |Total current 11ab111t1es (sum of 11nes 37 thru 44) 2,944,305 0 0 0| 45.00
LONG TEAM. LIABRTIITIES. D T e T T o

46.00 |Mortgage payable 4,660,613 0 0 0| 46.00
47.00 |Notes payable 0 0 0 0| 47.00
48.00 |Unsecured loans 0 0 0 0| 48.00
49.00 (other long term Tiahilities 138,943 0 0 0 49,00
50.00 |Total Jong term Tiabilities (sum of Tines 46 thru 49 4,799,556 0 0 0} 50.00

0 0 0} 51.00

51.00 Tota1 Tiabilites (sum of]mes 45 and 50) 7,743,861

CAPL] ACCOUNTS -
52.00 Genera1 “fund ba1ance
53.00 15pecific purpose fund

54.00 |ponor created - endowment Ffund balance - restricted 0

55.00 {ponor created - endowment fund balance - unrestricted 0 55.00

56.00 |Governing hody created - endowment fund balance 0 56.00

57.00 |plant fund balance - invested in plant 01 57.00

58.00 |plant fund balance - reserve for plant improvement, 0} 58.00
replacement, and expansion

59.00 |Total Ffund balances (sum of Tines 52 thru 58) 5,420,298 0 0 0] 59.00

60.00 |Total liabilities and fund balances (sum of lines 51 and 13,164,159 0 0 0} 60.00
59)

MCRIF32 - 2.19.130.0



Health Financial Systems BCC

DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

STATEMENT OF CHANGES IN FUND BALANCES

Provider CCN: 141315

Period: worksheet G-1
From 10/01/2010

To  09/30/2011 | pate/Time Prepared:
] 3/28/201.

= T
s R S Cnii REREE A4.00
1.00 |Fund balances at beginning of period 4,123, 816 0 1.00
2.00 |Net dincome (loss) (from wkst. G-3, Tline 29) 1,247,160 2.00
3.00 |Total (sum of ¥ine 1 and Tine 2) 5,370,976 0 3.00
4.00 RELEASED FROM RESTRICTION 33,835 0 4.00
5.00 CONTRIBUTICNS 385,090 0 5.00
6.00 0 0 6.00
7.00 Q 0 7.00
8.00 0 0 8.00
9.00 0 0 9.00
10.00 |Total additions (sum of Tina 4-9) 418,925 0 10.00
11.00 |subtotal (line 3 plus 1ine 10) 5,789,901 0 11.00
12.00Q |RELEASED FROM RESTRICTION 369,603 0 12.00
13.00 0 0 13.00
14.00 0 0 14.00
15.00 0 0 15.00
16.00 0 0 16.00
17.00 0 9] 17.00
18.00 |Total deductions (sum of lines 12-17) 369,603 0 18.00
19.00 |Fund balance at end of period per balance 5,420,298 0 19.00
sheet (1ine 11 minus line 18)

MCRIF3Z - 2.19.130.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL in Liew of Form ¢€M5-2552-10

STATEMENT OF CHANGES IN FUND BALANCES provider CCN: 141315 | Period: worksheet G-1

From 10/01/2010

To  09/30/2011; pate/Time Prepared:
L 3/28/2012 4:10

1.00 |Fund balances at beginning of period 0 0 1.00
2.00 [WNet income (loss) (from wkst. G-3, Tine 29 2.00
3.00 [Total (sum of Tine 1 and Tine 2) 0 0 3.00
4,00 |[RELEASED FROM RESTRICTION 0 0 4.00
5.00 CONTRIEBUTIONS 0 0 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.00 0 0 8.00
9.00 0 0 9.00
10.00 |Total additions (sum of Tine 4-9) 0 ] 10.00
11.00 |subtotal (1ine 3 plus line 10) 0 ] 11.00
12.00 |RELEASED FROM RESTRICTTION 0 0 12.00
13.00 0 0f 13.00
14.00 0 0f 14.00
15.00 0 0f 15.00
16.00 0 0 16.00
17.00 0 0f 17.00
18.00 |Total deductions (sum of Tines 12-17) 0 0 18.00
19.00 [Fund halance at end of period per balance 0 0 19.00
sheet (Tine 11 minus Tine 18)

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In tieu of Form CMS-2552-10
STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider CCN: 141315 | Period: worksheet G-2 Parts
From 10/01/2010
To 0973072011 | pate/Time Prepared:

3/28/2012
ST

1.00 |Hospital 2,430,335 2,430,335| 1.00
2.00 |SUBPROVIDER - IPF 2.00
3.00 |SUBPROVIDER - IRF 3.00
4,00 |SUBPROVIDER 4.00
5.00 |Swing bed - SNF 235,380 235,380 5.00
6.00 |Swing bed - NF 0,946 9,946| 6.00
7.00 |SKILLED NURSING FACILITY 7.00
8.00 |NURSING FACILITY 8.00
9.00 |OTHER LONG TERM CARE 9.00
10.00 |Total general inpatient care services (sum of Tines 1-9) 2,675,661 2,675,661 10.00

ThtANETve CArd TYpa INPAtient HOSH1tal. Service : R TR AR
11.00 |INTENSIVE CARE UNIT 11,00
12.00 | CORONARY CARE UNIT 12,00
13.00 |BURN INTENSIVE CARE UNILT 13.00
14,00 |SURGICAL INTENSIVE CARE UNLT 14,00
15.00 |OTHER SPECIAL CARE (SPECEFY) 15.00
16.00 |Total intensive care type inpatient hospital services (sum of Tines 0 0| 16.00

11-15)
17.00 |Total inpatient routine care services (sum of Tines 10 and 186) 2,675,661 2,675,661 17.00
18.00 |ancillary services 4,942,075 0 4,942,075| 18.00
19.00 |outpatient services 0 37,007,032 37,007,032 19.00
20.00 |RURAL HEALTH CLINIC 0 1,411,946 1,411,946| 20.00
21.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0| 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULANCE SERVICES 23.00
24,00 |CMHC 24,00
25.00 |AMBULATORY SURGICAL CENTER (D.P.) 25.00
26.00 |HOSPICE 26.00
27.00 |OTHER (SPECIFY) 0 0 0| 27.00
28.00 |Total patient revenues (sum of Tines 17-27)(transfer column 3 to wkst. 7,617,736 38,418,978 46,036,714 28.00

G-3, Tline 1)

PART! ERATING EXPENSES . T S B
29.00 |operating expenses (per wkst. A, column 3, Tine 200) 20,081,685 29.00
30.00 |ADD (SPECIFY) 0 30.00
3100 0 31.00
32.00 0 32.00
33.00 0 33.00
34,00 0 34,00
35.00 0 35.00
36.00 |Total additions {sum of lines 30-35) 0 36.00
37.00 |DEDUCT (SPECIFY) 0 37.00
38.00 o] 38.00
39.00 0 39.00
40.00 0 40.00
41.00 0 41.00
42.00 |Total deductions (sum of lines 37-41) 0 42.00
43.00 |Total operating expenses (sum of lines 29 and 36 winus Tine 42)(transfer 20,081,685 43,00

to wkst, G-3, line 4)

MCRIF32 - 2.19.130.0



Health Financial Systems BCC DBA TLLINT COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10

STATEMENT OF REVENUES AND EXPENSES provider CCN: 141315 | Period: worksheet G-3
From 10/01/2010
To  09/30/2011| pate/Time Prepared:
3/28/2012 4:10 pm

00 il
036,714 1.00

.00 [Total patient revenues (from wkst. G-2, Part I, column 3, Tine 28) 46,

1
2.00 |Less contractual allowances and discounts on patients' accounts 25,348,399 2.00
3.00 |Net patient revenues (Tine L minus Tine 2) 20,688,315| 3.00
4.00 |Less total operating expenses (from wkst. G-2, Part II, line 43) 20,081,685 4.00
5.00 |Net income from service to patients (line 3 minus line 4) 606,630| 5.00
OTHE COME s D e T SR Hin
.00 |contributions, donations, bequests, etc 336,336| 6.00
.00 |Income from investments 8,938 7.00
.00 [Revenues from telephone and telagraph service 8.00

1]

7

8

9.00 |Revenue from television and radio service

10.00 |Purchase discounts

11.00 |Rebates and refunds of expenses

12.00 |Parking lot receipts

13.00 |Revenue from laundry and Tinen service

14.00 |Revenue from meals sold to employees and guasts 53,14
15.00 |Revenue from rental of 1iving quarters

16.00 |Revenue from sale of medical and surgical supplies to other than patients

17.00 |Revenue from sale of drugs to other than patients

18.00 |Revenue from sale of medical records and abstracts

19.00 |Tuition (fees, sale of textbooks, uniforms, etc.)

20.00 |revenue from gifts, flowers, coffee shops, and canteen

OO0 OoOWOoOOoOOODOO
[
(V3
=]
=]

21.00 |Rental of vending machines 21.00
22.00 |Rental of hospital space 139,473| 22.00
23.00 |Governmental appropriations Q| 23.00
24.00 |MISCELLANEQUS 102,640| 24.00
25.00 |Total other -dincome (sum of lines 6-24) 640,530( 25.00
26.00 |Total (line 5 plus line 25) 1,247,160| 26.00
27.00 |OTHER EXPENSES (SPECIFY) 0| 27.00
28.00 |Total other expenses (sum of Tine 27 and subscripts) 0] 28.00
29.00 |Net income {or loss) for the period (line 26 minus 1ine 28) 1,247,160 29.00

MCRIF3?2 - 2.19.130.0



Health Financial Systems BCC DBA ILLINT COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
ANALYSIS OF PROVIDER-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED Provider CCN: 141315 | Period: worksheet M-1

HEALTH CENTER COSTS From 10/01/2010 i
Component CCN: 143482 |To  09/30/2011 pate/Time Prepared:

3/28/2012 4:10 pm

Title XvilI rRural Health Cost

climic (RHC) I
SRl

ETagsI T
1Bl

[FACLLTTY . H
.00 |pPhysician

1 0 0 0 ol 1.00
2.00 |physician Assistant 0 0] 0 0 ol 2.00
3.00 |Nurse Practitioner 84,704 0 84,704 0 84,704 3.00
4,00 |visiting Nurse 0 0 0f 0 0] 4.00
5.00 |other Nurse 154,842 0 154,842 0 154,842 5.00
6.00 |cClinical psychologist 0 0 0f 0 0 6.00
7.00 |clinical Social worker 0 0 0 0 0| 7.00
8.00 |Laboratory Technician 0 0 0 0| 8.00
9,00 |other Facility Health Care Staff Costs 0 0 0] 0 o 9.00
10.00 |Subtotal (sum of 1ines 1-9) 239,546 0 239,546 0| 239,546| 10.00
11.00 |physician Services Under Agreement 0 474,003 474,003 0 474,003| 11.00
12.00 |Physician Supervision Under Agreement 0 0 0f 0 0| 12.00
13.00 |other Costs Under Agreement 0 168, 660 168, 660 0 168,660| 13.00
14,00 |subtotal (sum of Tines 11-13) 0 642,663 642,663 0y 642,663 14.00
15,00 |Medical Supplies 0 282 282 -282 0| 15.00
16.00 | Transportation {Health Care staff) 0 0 0 0 0| 16.00
17.00 |pepreciation-Medical Equipment 0 0 0 0 Q| 17.00
18.00 |[Professional Liability Insurance 0 0 0 0 0| 18.00
19.00 |other Health Care Costs 0 13,7049 13,709 0 13,709| 19.00
20.00 [AlTowable GME Costs 0 0 0 0 0| 20.00
21.00 |subtotal (sum of lines 15-20) 0 13,991 13,991 -282 13,709| 21.00
22.00 |Total cost of Health Care Services (sum of 239,546 656,654 896, 200 -282 895,918| 22.00

11

10, 14, and 21)
i

23.00 [pharmacy
24.00 |pental
25.00 |optometry

Co0 oo ol
cooooo
coooob
CoODoOo
=E=E-R-R-R-1i8

%)

w1

o

=3

26.00 [A11 other nonreimbursable costs

27.00 [Nonallowable GME costs 27.00

28.00 [Total Nonreimbursable Costs (sum of Tines 28.00
23-27)
FACTLETY ‘OVERHEAD. o ' S

29.00 |Facitity Costs 0 32,632 32,632 0 32,632 29.00

30.00 |Adwinistrative Costs 146,257 29,652 175,909 0 175,909 30.00

31.00 jTotal Facility overhead (sum of Tines 29 and 146,257 62,284 208,541 0 208,541] 31.00
£

32.00 Tosa'l facility costs (sum of Tines 22, 28 385,803 718,938 1,104,741 ~282 1,104,459 32.00
and 31)
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Health Financial Systems

BCC DBA TIILTNT COMMUNITY HOSPITAL

In Lie

y of Form CMS-2552-10

ANALYSIS OF PROVIDER~BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED

HEALTH CENTER COSTS

provider CCN: 141315
Component, CCN: 143482

Period:
From 10/01/2010
To  09/30/2011

worksheet M-1

Date/Time Prepared:

3/28/2012 4:10 pm

Title XVIII

Rural Health
Clinic (RHC) I

Cost

Woe ~ OV N

and 31)

Physician 0 0
Physician Assistant 0 0
Nurse Practitioner 0 84,704
visiting Nurse 0 0
other Murse 0 154,842
Clinical psychologist 0 0
Clinical Ssocial worker 0 0
Laboratory Technician 0 o;
Other Facility Health Care Staff Costs 0 0
subtotal {sum of Tines 1-9) 0 239,546
pPhysician Services Under Agreement -54,157 419, 846
physician Supervision Under Agreement 0 0
oOther Costs Under Agreement 0 168, 660
subtotal (sum of Tines 11-13) -54,157 588,508
medical supplies 0 0
Transportation (Health Care Staff) 0 0
pepreciation-Medical Equipment 0 0
professional Liability Insurance 0 0
Other Health Care Costs 0 13,709
Allowable GME Costs 0 0:
subtotal (sum of lines 15-20) 0 13,709
Total Cost of Health Care services (sum of ~54,157 841,761,
Tines 10, 14, and 21)
COSTS UTHE C/EQHC SERVICE B
rharmacy 0 0
pental 0 0
optometry Q 0
A1l other nonreimbursable costs Q 0
Nonallowable GME costs 0 0
Total Nonreimbursable Costs (sum of Tines 0 0
3-27)
FAGILITY OVER
Facility Costs 0 32,632
Administrative Costs -10,183 165,726
Total Facility Overhead (sum -of Tines 29 and -10,183 198,358
303
Total facility costs (sum of lines 22, 28 ~64, 340 1,040,119

W~ H TR W
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Health Financial Systems BCC DBA ILLINI COMMUNETY HOSPITAL

In Lie

) of Form CMS-2552-10

ALLOCATION OF OVERHEAD TO RHC/FQHC SERVICES Provider CCN: 141315

component CCN: 143482

period:
From 10/01/2010
To  09/30/2011

Worksheet m-2

pate/Time Prepared:
3/28/2012 4:10 pm

Title XVIII

Rural Health

Cost

ic (RHC)
HHunber of viele STES
PaFsonn
1.00 |rhysician 0.00 0 4,200 0
2.00 |physician Assistant 0.00 0 2,100 0
3.00 |Nurse practitioner 0.9 2,542 2,100 1,911
4.00 |Subtotal (sum of Tines 1-3) 0. 91 2,542 1,911
5.00 |visiting Nurse 0.00f 0f
6.00 |Clinical psychologist 0. 00f O
7.00 |clinical social worker Q.00 0
7.01 |Medical Nutrition Therapist (FQHC only) 0.00 0f
7.02 |Diabetes self Management Training (FOHC 0. 00| O
only)
8.00 |Total FTEs and visits (sum of 1ines 4-7) 0.91] 2,542
.00 |Physician Services Under Agreements 7,263

[f=R-0)

VIR N I+ RV [ S SV I N}

7 7 EaHT SERY

Total costs of health care services (from Worksheet m-1, column 7, Tine 22)
Total nonreimbursable costs {(Ffrom worksheet M-1, column 7, line 28)
cost of all services (excluding overhead) (sum of Tines 10 and 11)
Ratio of RHC/FQHC services (line 10 divided by Tine 12)

Total facility overhead - (from worksheet M-1, column 7, Tine 31)
parent provider overhead allocated to facility (see instructions)
Total overhead (sum of Tines 14 and 15)

Allowable GME overhead (see instructions)

subtract Tine 17 from line 16

overhead applicable to RHC/FQHC services (1ine 13 x Tine 18)

Total allowable cost of RHC/FQHC services {sum of Tines 10 and 19)

841,761
0
841,761
1.000000
198,358
428,587
626,945
0
626,945
626,945

1,468,706
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Health Financial Systems BCC DBA TLEINI COMMUNITY HOSPITAL

In Lieu of Form CM$-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT FOR RHC/FQHC SERVICES Provider CCN: 141315

Component CCN: 143482

Period:
From 10/01/2070
To  09/30/2011

worksheet M-3

pate/Time Prepared:
3/28/2012 4:10 pin

Title XVIIX

Clinic (RHC) I

Rural Health

Cost

RHC/FQHC RVICEL

.00 TotaT ‘Allowable Cost of RHC/FQHC Services (from worksheet M-2,

1 Tine 20) 1,468,706 1.00
2.00 |cost of vaccines and their administration (from worksheet M-4, Tine 15) 4,522 2.00
3.00 |Total allowable cost excluding vaccine (1ine 1 minus Tine 2) 1,464,184 3.00
4.00 {Total visits (from Worksheet M-2, column 5, Tline 8) 2,542 4.00
5.00 |Physicians visits under agreement (from worksheet M-2, column 5, Tine 9) 7,263 5.00
6.00 |Total adjusted visits {1ine 4 plus 1ine 5) 9,805 6.00
7.00 |Aadjusted cost per visit (line 3 divided by Tine 6) 14;.33 7.00

§.00 |Per v1s1t payment 11m1t (from ™S Pub. 27, Sec. 505 or your contractor) 77.76 7807 8.00
9.00 Rate for Program covered v1s1ts {see 1nstruct1ons) 149.33 149.33| 9.00
10.00 Program covered visits exc1ud1ng mentaT hea1t serv1ces {from contractor records) ,820( 10.00
11.00 |[Program cost excluding costs for mental health services (line 9 x Tine 10) 27%,781| 11.00
12.00 |program covered visits for mental health services (from contractor records) 0| 12.00
13.00 {Program covered cost from mental health services (line 9 x Tine 12} 0] 13.00
14.00 [ Limit adjustment for mental health services (see instructicns) 0| 14.00
15.00 |[Graduate Medical Education Pass Through Cost (see instructions) 0| 15.00
16.00 |Total Program cost (sum of Tlines 11, 14, and 15, columns 1, 2 and 3) * 271,781 16.00
16.01 (Total program charges (see instructions)(from contractor's records) 294,891 16.01
16.02 [Total program preventive charges (see instructions){from provider's records) 0| 16.02
16.03 [Tetal program preventive costs ((line 16.02/Tine 16.01) times Tine 16) G| 16.03
16.04 [Total Program non-praventive costs {(line 16 minus Tines 16.03 and 18) times .80) 194,078| 16.04
(Titles v and XIX see instructions.)
16.05 [votal program cost (see instructions) 57,462 194,078| 16.05
17.00 [Primary payer amounts 0| 17.00
18.00 [Less: Beneficiary deductible for RHC only (see instructions) (from contractor 29,184| 18.00
records)
19,00 |Beneficiary coinsurance for RHC/FQHC services (see instructions) (from contractor 53,141] 19.00
racords)
20.00 |Net Medicare cost excluding vaccines (see instructions) 251,540| 20.00
21.00 |Program cost of vaccines and their administration {from wkst. mM-4, Tine 16) 2,671 21.00
22.00 |Total reimbursable program cost (line 20 plus Tine 21) 254,211| 22.00
23.00 |Reimbursable bad debts (see instructions) 0| 23.00
24.00 |Reimbursable bad debts for dual eligible beneficiaries (see instructions) 0| 24.00
25,00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 25.00
26.00 |Net reimbursable amount (lines 22 plus 23 plus or minus line 25) 254,211| 26.00
27.00 |Interim payments 255,442| 27.00
28.00 |Tentative settlement (for contractor use only) 0| 28.00
29.00 |Balance due compohent/program {line 26 minus Tines 27 and 28) -1,231] 29.00
30.00 |Protested amounts (nonallowable cost report items) in accordance with cMs pPub. 15-1T, 1,449| 30.00
chapter I, section 115.2
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Health Financial Systems BCC DBA TLLINT COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF PNEUMOCOCCAL AND INFLUENZA VACCINE COST provider CCN: 141315 | Period: worksheet M-4

From 10/01/2010 .
Compohent CCN: 143482 |To 09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm

Title XVILII Rural Health Cost
1.00 |Health care staff cost (from worksheet M-1, column 7, Tine 10) 39,546 239, 1.00
2,00 |Ratio of pneumococcal and influenza vaccine staff time to tota'l health care staff time 0.000076 0.001431| 2.00
3.00 |pneumococcal and influenza vaccine health care staff cost (line 1 x Tine 2) 18 3431 3.00
4.00 |Medical supplies cost - pneumococcal and influenza vaccine (from your records) 433 1,798 4.00
5.00 |pirect cost of pneumococcal and influenza vaccine (1ine 3 plus Tine 4} 451 2,141 5.00
6.00 |Total direct cost of the facility (from worksheet M-1, column 7, line 22) 841,761 841,761| 6.00
7.00 |[Total overhead (from worksheet M-2, line 16) 626,945 626,945 7.00
8.00 |Ratio of pneumococcal and influenza vaccine direct cost to total direct cost (line 5 0.000536 0.002542( 8.00
divided by Tine 6}
9.00 |overhead cest - pneumococcal and influenza vaccine {line 7 x 1ine &) 336 1,594 9.00
10.00 [Total pneumococcal and influenza vaccine cost and its (their) administration {sum of 787 3,735 10.00
Tines 5 and 9)
11.00 |Total number of pneumococcal and influenza vaccine injections (from your records) 8 151) 11.00
12.00 |cost per pneumococcal and influenza vaccine injection (1ine 10/1ine 11) 98.38 24.74( 12.00
13.00 |Number of pneumococcal and influenza vaccine injections administered to Program 2 100] 13.00
beneficiaries
14.00 |Program cost of pneumococcal and influenza vaccine and its (their) administration 197 2,474| 14.00
(line 12 x Tine 13)
15.00 |Total cost of pneumococcal and influenza vaccine and its (their) administration (sum 4,522 15.00
of columns 1 and 2, Tine 10) (tramsfer this amount to Worksheet M-3, 1ine 2)
16.00 ;Total Program cost of pneumococcal and influenza vaccine and its (their) 2,671 16.00
administration (sum of columns 1 and 2, Tine 14) (transfer this amount to Worksheet
M-3, Tline 21)
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Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CMs-2552-10
ANALYSIS OF PAYMENTS TO HOSPITAL-BASED RHC/FQHC PROVIDER FOR SERVICES | Provider CCN: 141315 | Period: worksheet M-5
RENDERED TO PROGRAM BENEFICIARIES From 10/01/2010 .
Component CCN: 143482 |To  09/30/2011 | pate/Time Prepared:
3/28/2012 4:10 pm
Title XvIII Rural Health cost

Clinic (RHC) I

1.00 |Total interim pavments paid to provider 239,954| 1.00
2.00 |Interim payments payable on iindividual bills, either submitted or to be submitted to 0| 2.00
the contractor for services rendered in the cost reporting period. If none, write
"NONE" or enter a zero

3.00 |List separately each retroactive lump sum adjustment amount based om subsequent 3.00
revisien of the interim rate for the cost reporting pericd. Also show date of each
payment. If none, write "NONE" or enter a zero. (1)

Brdgram to Provider i s

3.01 3.01
3.02 0] 3.02
3.03 0 3.03
3.04 0 3.04
3.05 0] 3.05
Provider td Prograi. 8 el
3.50 0 3.50
3.51 0| 3.51
3,52 0] 3.52
3.53 0 3.53
3.54 0| 3.54
3.99 |subtotal {sum of lines 3.01-3.49 minus sum of Tines 3.50-3.98) 15,488 3.99
4.00 |Total +interim payments (sum of T1ines 1, 2, and 3.99) (transfer to worksheet M-3, Tine 255,442 4.00
27}
0. BE. COMBLETED BY CONTRACTOR =+ " S
5.00 |List separately each tentat1ve settlement payment after desk review. Also show date of 5.00
each payment. If none, write "NONE" or enter a zero. (1)
@nﬁgﬁﬁﬁ;&ﬁ?#ﬁbv¢dér“f? 2 i
5.01 5.01
5.02 5.02
5.03 5.03

Provider fo.

o O O O

99 isubtotal (sum of lines 5.01-5.49 minus sum of lines 5,50-5.98)

petermined net settlement amount {balance due) based on the cost report. (1)
01 |SETTLEMENT TO PROVIDER
02 SETTLEMENT TQ PROGRAM

1 Medicare am 11

'\Jc\mmmmmm
o
S

~N LWL
<
&

bility (see instructions)

8.00 [Name of Contractor
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