Health Financial Systems RIVEREDGE HOSPEITAL In tieu of Form CMS~2552-10
This report is required by law (42 USC 1395g; 42 CFR 413.20(b)). Falure to report can result in atl <interim FORM APPROVED

payments made since the beginning of the cost reporting period being deemed overpayments (42 ysc 1393g). oMB NO. 0938~0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider CCN: 144009 |pericd: worksheet §
AND SETTLEMENT SUMMARY From ¢1/01/2011 ! Parts I-IIX

To  12/31/2011 | pate/Time Prepared:
5/13/2012 12:49 pm

[PART, 1 R i S
Provider 1.0 J]Electronicaliy filed cost report

‘liate: 5/15/2012 Time: 1249 pm

use osly 2.[  Jmanually submitted cost report
3.[ 0 7If this is an amended report enter the number of times the provider resubmitted this cost report
4.[  Imedicare Utilization. Enter "F" for full or "L" for Tow,
contractor 5. [ @ ]cCost Report Status 6. Date Received: 10.NPR Date:
use only (1) As submitted 7. Contractor No. 11.contractor's Vendor Code: 04
(2) settled without Audit 8. [ N JInitial Report for this provider Cenj12.[ 0 JIf Tine 5, column 1 is 4: Enter
(3) settled with audit 9. [ N Irinal geport for this Provider CCN pumber of times reopened = 0-9.

(4) Rreopened
(5) Amended

[PART AY = CERTEIFICATION:: = L ST e ST
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW, FURTHERMORE, IF SERVICES IDENTIFIED 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 OFFTICER OR ADMINISTRATOR OF PROVIDER(S)

T HEREBY CERTIFY that ¥ 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
RIVEREDGE HOSPITAL for the cost reporting period beginning 01/01/2011 and ending 12/31/2011 and to the best of
my knowledge and belief, it is a true, correct and compiete 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 compTiance with such Taws and regulations.

Encryption Information (signed)
ECR: Date: 5/15/2012 Time: 12:49 pm officer or administrator of pProvider(s)
WQGT . bAQ] IDETHM7 CYTCORGPOEBLGO
. bkwDOGY 5DAvPE20A] 5 TgzwfVBDCWS
k2evOhyodfOVU7BE Title
PI: pate: 5/15/2012 Time: 12:49 pm
UxZmvTthEZw3ASplLHagdGM] 3vnaadt

119WPORRVZBEVIQIF IXEHOZKSH14pN Date

JADUBCUIVEOVZOR
1.00 G -27,683 0 0 -4,385,984] 1,00
2.00 |Subprovider - IPF G G 0 a1 2.90
3.00 isubprovider ~ IRF &) G 0 a1 3.00
4.00 |SUBPROVIDER T v 0 0 0 4.00
5.00 [swing bed ~ SNF 0 0 0 ¢} 5.00
6.00 iswihg bed ~ NF 0 ¢l 6.0C
7.00 | SKILELED NURSING FACILITY 0 0 0 Gl 7.00
8.00 [NURSING FACILITY 0 Gf 8.00
9.00 |HOME HEALTH AGENCY I 0 0 0 0f 9.0
10.00 |RURAL HEALTH CLINIC I 0 0 G} 10.0C
11.00 |FEDERALLY QUALIFELED HEALTH CENTER I 0 0 0 11.00
12.00 |CMHC X 0 0 0§ 12.00
200.00| Total 0 -27,683 0 O -4,395,9841200,00

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 oM control number. The valid OMB control number for this information collection s 0938-0030. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write te: CMs,
7500 security soulevard, Atin: PRA Report Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Health rinancial Systems RIVEREGGE HOSPITAL In Lieu of Form £M5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 144009 | Period: worksheet s-2

From 01/01/2011 | Part I

To 12/31/2011 | pate/Time Prepared:
5/ 58 am

Hospital dnd.Hospital HealthiCa

street: 831F WEST ROOSEVELT RD

City: FORE

Hospital #nd Hospital-sased: Component Identi
3.00 |Hospital RIVEREDGE HOSPETAL 144009 16974 4 07/01/1967, N P 0 3.00
4.0 |subprovider - IPF RIVEREDGE HOSPETAL RTC 144009 16974 4 07/01/1967 N N Q 4.00
5.00 |subprovider - IRF 5.00
6.00 |subprovider - (Other) 6.00
7.00 |swing Seds - SNF N N N 7.00
§.00 |swing Beds - NF N N 8.00
9.00 |Hospital-Based SNF 9.00
16.90 |Hospital-Based NF 10.00
11.99 |Hospital-Based OLTC . 11.00
12.00 |Hospitalt-Based HHA 12.90
13.00 |separately Certified ASC 13.00
14.00 |Hospitai-Based Hospice 14.00
15.00 [Hospitai-gased Health Clinic - RHC 15.00
16.00 {Hospital-Based Health Clinic - FQHC 16.00
17.00 Hospitai-Based (CMHC) 1 17.00
18.00 jRermal mialysis 18.00
19.00 iother . 19,00

b ERE i R FEQ0
Cost Reporting Period (mm/dd/vyyy) 12/31/2011

21.00 Type of cControl (see instructions)
Thpatient: PES Information
22.00 poes this facility qualify for and 4is +t currently receiving payments for
disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 In
column 1, enter "¥" for yes or “N" for no. Is this facility subject to 42 CFR Section
§412.06(c) (2)(Pickie amendment hospital?) In column 2, enter "Y" for yves or "N" for no.
23.00 {tndicate in column 1 the method used to capture Medicaid (tit'le XIX) days reported on 3 N 23.00
Tines 24 and/or 25 of this worksheet during the cost reporting period 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 reporting period different
From the method used in the prior cost reporting period? Enter in column 2 “Y" for yes
or "N" for no

24.00 |If Tine 22 and/or line 45 is "yes", and this 0 0 v 0 o o 24.00
provider is an IPPS hospital enter the in-state
Medicaid paid days in col. I, in-state medicaid
eligibie days in col. 2, out-of-state Medicaid paid
days in co'l. 3, out-of-state Medicaid eligibie days
in col. 4, Medicaid HMO days in col. 5, and other
medicatd days in col. 6.

25,00 |1¥ this provider is an IRF, enter the in-State 0 0 0 0 [ 0 25.0C
medicaid paid days in column 1, the in State
Medicaid eligible days in column 2, the out of State
vedicaid paid days in column 3, the out of State
Medicaid eligibTe days in column 4, Medicaid HMO
days in column 5, and other Medicaid days in column
6. For all columns include in these days the Tabor
and delivery days.

Enter your standard geographic classification (not wage) status at the beginning of the
cost reporting period. Enter (1) for urban or (2) for rural.
27.00 |For the standard Geographic classification (not wage), what is your status at the end kl 27.60
of the cost reporting period. enter (1) for urban or (2} for rural. If applicable,
enter the effective date of the geographic reclassification (in column 2).

35.00 [1f this 1s a sole community hospital (SCH), enter the number of periods SCH status in 0 35.00
effect in the cost reporting period

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

37.00 1f this is a medicare dependent hospital (MDH), enter the number of periods MDH status 0 37.00
in effect in the cost reporting period.

MCRIF3Z - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In tieu of Form cMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTTIFICATION DATA

Provider CCN: 144008 {Period:
From 01/01/2011
Fo o 12/31/2011

worksheet $-2
part I

Date/Time Prepared

5 15/2012 10:58 a

38.00

Enter applicable begznﬁing and ending dates of MDH status. Subscript Tine 38 for number

of periods in excess of one and enter subsequent dates,

"38.00

45,00
46.00

47.060
48,00

56.00

57.G0

58.00

59.00
50.00

Prospective Payment. System (PPS)_Capital

poes this faciiity qualify and receive Capital 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)? If ves, compiete Worksheet L, Part I1X 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,

is the facility electing full federal cap1ta¥ payment? Enter 'Y" for ves or "N' for no

N N
N N
N N
N N

Teaching Hospitals

is this a hospital invelved in training residents in approved GME programs?
or "N" for ne.

if lire 56 is yes, is this the first cost reporting period during which residents in approved
GME programs trained at this facility? Enter "Y" for yes or "N" for no in column 1. If column 1
is "y" did residents start trainihg in the first month of this cost reporting period? Enter "y"
for yes or "N" for no in column 2. If column 2 is "¥", complete worksheet E-4. if colTumn 2 is
"N", complete worksheet ®, Part III & Iv and p-2, Part XI, if applicable.

if 1ine 56 is yes, did this facitity elect cost reimbursement for physicians'
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 schoo?l and/or a11xed health costs for a program that meets the
er "y for yes or "N" for no. ¢ i

enter "Y' foar yes

services as

45.00

46,00

47.00
48.00

56.00
57.00

58.00

59.00
60.00

61.00

62.00

62.01

63.00

oid your facility receive additional FTE sJots under ACA section 55037 N
Enter "Y" far yes or "N" for no in column 1. If "¥", effective for
portions of cost reporting periods beginning on or after july 1, 201i
enter the average number of primary care FTE residents for IME in column
2 and direct GME in column 3, from the hospital’s three most recent cost
ireports ending and subwitted before march 23, 2010. (see tinstructions)

~0.00

ACA: ProvisionsiAffecting the Health Resources and: Services Administrationi(HRSA)

Enter the number of FTE residents that vour hospital trained in this G.GO
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 G.00

center (THC) Tnto your hospital during in this cost reporting period of
HRSA THC pregram. (see instructions)

Téaching HospitaTls that:¢laim Residents in Non-Providerisettings

Has your facility trained residents 1in non-provider settings during this N
cost reportxng period? Eenter "v" for yes or "N" for no. If ves,
4-67. (see instructions)

61.00

7 62.00

62.01

63.00

64.00

f "1ne 63 s yes or your Fac111ty trained resxdents in the base year 0.00
period, enter in column 1, from your cost reporting period that begins
or or after July 1, 2009, and before June 30, 2010 the number of
unweighted nonprimary care FTE residents attributable to rotations that
occurred in all nonprovider settings. Enter in column 2 the number of
unweighted nonprimary care FTE residents that trained in your hospital.

Include unweighted OB/GYN, dental and podiatry £TEs on this ine. Enter

in column 3, the ratio of column 1 divided by the sum of columns I and
2,

0.000000

64.00

MCRIF3Z - 2.25.130.0



Health Fimancial Systems

RIVEREDGE HOSPI

TAL

In Lieu of Form ¢M8-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFTCATION DATA

Provider CON:

144009

To

Period:
From

d:
01/01/2011
12/31/2011

worksheet $-2
Part I

“unweighted:

5/15/20612 10:58 am

If Hine 63 s yes or your
facitity trained residents in
the base year period, enter
from your cost reporting pericd
that begins on or after July 1,
2009 and before June 30, 2010,
the number of unweighted
primary care FYE residents for
each primary care specialty
program in which you train
residents. Use subscripted
Tines 65,01 through 65,50 for
each additional primary care
program. Enter in column 1, the
program name. Enter in column
2, the program code. Enter im
column 3, the pumber of
unweighted primary care FYE
residents attributable to
rotations that occurred in
nonprovider settings for each
applicable pregram. Enter in
column 4, the number of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in cotumn 5 the ratio of column
3 divided by the sum of columns
3 and 4

65.00

G.00

000060

65,00

i

66.00

(column 1 divi

g -onsar ; e | &
Enter in coiumn 1 the number of unweighted non-primary care resident
FYEs attributable to rotatiomns cccurring in all non-provider settings.
enter in cotumn 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. €nter in column 3 the ratio of

66.00

colunn 2)). (see instructi

67.00

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

4 } J

i PRS

0.00

0.00

0. 063000

67.00

70.00
Enter "Y" for yes or "N" for ho.

71.00

program in existence, enter 5. (see instructions)

Is this facility an Inpatient Psychiatric Facility (IPF), or does it contain an IPF subprovider? K

If Tine 70 yes: Column 1:; oid the facility have a teaching program in the most recent cost
report filted on or before November 15, 2004? Enter "Y" for ves or "N" for no. Column 2: pid
this facitity train residents in a new teaching program in accordance with 42 CFR §412.424

() (1) (i11)(@)7 Enter "Y” for yes or "8 for no. Column 3: If column 2 is ¥, enter I, 2 or 3
respectively in column 3. (see instructions) if this cost reporting periocd covers the beginning
of the fourth year, enter 4 in column 3, or if the subsequent academic vears of the new teaching

70.00

7L.00

MCRIF3Z - 2.25.130.0



Heaith Financial Systems RIVEREDGE HOSPITAL In Liew of rForm CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTLIFICATION DATA provider CON: 144009 | Period: worksheet s-2

From 01/02/2011 ] Part I

To  12/31/2011 ] pate/Time Prepared
5/15/2002 1G:58 am

Inpatient Rehabilitation Facility PPS

75.00 {1s this facility an Inpatient Rehabilitation Facility (IRF), or does it contain an IRF N 75.00
subprovider? Enter "Y" for yes and "N" for no.

76.00 If Tine 75 ves: Column 1: Did the facility have a teaching program in the most recent cost N 0 76,00

reporting period ending on or before November 15, 20047 snter "Y" for yes or "N" for no. Column
2: pid this facility train residents in a new teaching program in accordance with 42 CFR
§412.424 (DD ETIIMDIT Enter "Y" For ves or "N” for no. Colums 3: If column 2 is Y, enter 1, 2
or 3 respectively in column 3. {(see instructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the
new teaching program in existence, enter 5. {see imstructions)

M iCake Hospital PPSE
80.00 {15 this a Long Term Care Hospital (LTCH)? Enter "Y' for yes or "N for no. N 80.00
TEFRA Providers: ! o
85.00 |Is this a new hospital under 42 CFR sect1on §413 40(?)(1)(1) TEFRA? Enter "y for yes or "N" for no. N 85.00
86.00 |pid this facility establish a new other subprovider (exciuded unit) under 42 CFR Section N 86.00
§413.40(F) (1Y (13?7  Enter "Y' for ves and "N" for n

90.00 Does this Fac11ﬁty kave title v and/or XIX inpatient hospital services? gnter

"y* for N . ¥ 90.00

yes or “N* for no in the applicabie column.

91.00 [rs this hospital reimbursed for title v and/or XiX through the cost report either in N Y 91.00
full or in part? Enter "¥" for yes or "N" for no in the applicable column,

92.00 lare title XIX N¥ patients occupying title XVIII SNF beds (dual certification)? (see [ 92.00
instructions) Enter "Y" for yes or "N" for no in the appiicable column.

93.00 ppoes this facility operate an ICF\MR facility for purposes of title v and XIX? enter N N 93.00
"y" for yes or "N" for no in the appiicable column.

94.00 poes title v or XIX reduce capital cost? Enter "Y” for yes, and "N" for no in the N N 94,00
applicable column,

95.00 [If Tine 94 is "Y", enter the reduction percentage in the applicable column. G.00; 0.00) 95.00

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

97.00 |1f line 96 is "y" 97.00

105.00pces this hospital qualify as a Critical Access Hospital (CAH)? N 105.00

106.00/IF this faciTlity gualifies as a CAH, has it elected the all-inclusive method of payment 106.00
for outpatient services? (see instructions)

107.00icoTumn 1; If this facility qualifies as a CaH, is it eligible for cost reimbursement 107.00

for I & training programs? Enter Y" for yes or "N for no in column 1. (see
instructions) If yes, the GME elimination would not be on Worksheet 8, Part ¥, column
25 and the program would be cost reimbursed. If yes complete worksheet D-2, Part 1II.
column 2: If this facility is a CaH, do I&Rs in an approved medical education program
train vin the can's excluded IPF and/or IRF unit? Enter "Y" for yes or "N for no in
column 2. (see instructions)

108.001s this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108.00
_ICFR section §412.113(c). Emter "v" for yes or "N" for no,

109.00/TF this Hosp tal qﬁaTwFaes as a CAH or a cost provider, are o o Tr02.00
therapy services provided by outside supplier? Enter "v"

"

for ves or "nN" for ne for each therapy.

Miscellaneousi Costi Reporting Information:

115.001s this an all-inclusive rate provider? Enter "¥" for yes or "N" for no in column 1. If N 115.00
ves, enter the method used (A, 8, or E only) in column 2.

116.00Is this facility classified as a referral center? Enter "Y" for yes or “N" for no. N 116.00

117.00i1s this facility tegally-required to carry malpractice -insurance? Enter "v" for yes or Y 117.00
"N for no.

118.001s the malipractice insurance a claims-made or occurrence policy? Enter 1 if the policy 1 118.00
is claim-made. Enter 2 #F the policy ts occurrence.

119.00what is the liabitity Timit for the malpractice insurance poticy? e£nter in column 1 200,000,060, 2060,000,0001119.00
the monetary limit per Jawsuit. Enter in column 2 the monetary Timit per policy year.

120.00ixs this a SCH or EACH that qualifies for the Outpatient Hold Harmless provision in aca N N 120.00

§3121 as amended by the Medicaid Extender Act (MMEA) §1087? E£nter in column 1 “v* for
yes or "N for no. Is this a rural hospital with <= 100 beds that gqualifies for the
outpatient Hold Harmless provision in ACA §31217 Enter in column 2 "v" for yes ar "N
for no.

121.00pid th1s facility incur and report costs for implantable devices charged to patients? N 121.00
Enter "v" for yes or "N" for no,
‘transplant Center Tnformation:
125.00ipoes this facility operate a transp1ant center? ﬁnter 'Y
yes, enter certification datel(s) (mm/dd/vyyy) below.

"”for yes éndlhﬁ %or no. ff‘ N -“125.00

MCRIF32 ~ 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPEITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 144009 | Period:

From 01/01/2011
To  12/31/2011

worksheet S-2

Part I

pDate/Time Prepared;

5/15/2012 10:58

am

126.
127.
128.
129.
130.
131.
132.
133.

134.

14G.

0C

if this is a Medicare certified kidney transplant center, enter the certification date i26.
in column 1 and termination date, if applicable, in column 2.

01 this is a Medicare cervified heart transplant center, enter the certification date 127.
in column 1 and termination date, if applicable, in column 2.

00]1f this is a medicare certified Fiver transplant center, enter the certification date 128.
in column 1 and termination date, if appiicable, in column 2.

001 this is a Medicare certified lung transpiant center, enter the certification date in 129,
column 1 and termination date, if appiicable, in column 2.

00ITf this is a Medicare certified pancreas transplant center, enter the certification 130.
date ih column 1 and termiration date, iF applicable, in column 2.

00i1F this is a Medicare certified intestinal transplant center, enter the certification 131,
date in columnh 1 and termiration date, if applicable, in column 2.

COLf this s a Medicare cervified islet transplant center, emnter the certification date 132,
in cotumn L and termination date, if applicable, in column 2.

Q0lIf this s a Medicare certified other transplant center, enter the certification date 133,
in cotumn 1 and termination date, i¥ applicable, in column 2.

00jxf this is an organ procurement organization (OPQ), enter the OPC rumber in coiumn I 134,
land termination date, if applicable, in column 2.
A11 ‘Providers : a

00lare there any re1ate erganization or home office costs as defined in CMS Pub. 1. 1 140.

chapter 107 gnter "Y" for yes or "N for n¢ in column 1. EFf yes, and home office costs
are claimed, enter in column 2 the home office chain number. (see instruction

00
00
00
00
00
00
GO
o0

344

0G

homé: ‘office:and ‘e contracto
141.00|Name: HIGHMARK HEALTH SERVICES Contractor's Name HIGHMARK HEALTH
SERVICES
142.00|5treet: 120 FEFTH AVENUE PO BOX:
143 OOS'Ety: PYITTSBURGH State: PA Zip Code:

shiter: the home: off

Conrtractor's Number: 12901

15222-3098

141.

142.
143,

0o

Q0
Q0

145,

1442

00jare p?éﬁ1der based ﬁhys1c1éﬁ§; costs included ik Worksheet A7

00

If costs for remal services are claimed on worksheet A, are they costs for inpatient s
Enter "Y" for yes or "N' for no,

ervices only?

144,
145.

00
00

146.

147.
148,
149,

00

Has the cost aliocation methodology changed from the previously Filed cost report?

Enter "Y" for yes or "N" for no in column 1. (Sea ¢M$S Pub. 15-2, section 4020) f yes,
enter the approval
COwas there a change
GOwas there a change
COiwas there a change

date (mm/dd/yyyy) in column 2.

in the statistical basis? enter "¥" for yes or "N" for no.

in the order of allocation? Enter "Y" for yes or "N" for no.

to the simplified cost finding method? enter "y" for yes or "N for

146

147,
148,
149.

.00

00
00
00

155.
156.
157.
158.
159.
160,

| it -» f

00Hosp1ta1
O0isubprovider - IPF
0Gisubprovider - IRF
O0ISUBPROVIDER

DOISNF

QGIHOME HEALTH AGENCY

OEME

zzzz2z2z|0Mm

165.

Mu1t1cgmpus-.

Is this hospital part of a Mu1t1campus hosp1ta1 that has ohe of more campuses in diffe
enter "y" for yes or "N" for no,

0c

rent CSSAs7

165,

GO

166.

1f Tine 165 is yes, for each
campus enter the name in column
G, county im column 1, state in
column 2, zip code ‘in column 3,
CBSA in column 4, FTE/Campus in
column S

00,

166.

00

167.
168.

169.

h “tnformation rechn 1 Recovery. ‘and: Heinvi

esTment Ac

enter the

00iTs th1s provider a meaningful user under Sectﬁon §1886(n)? Enter "y For yes or "N' for no.

00iITf this provider is a CAH (Tine 105 is "v") and is a meamingful user (line 167 ds "¥"),
reasonable cost incurred for the HIT assets (see instructions)

00ITf this provider is a meaningful user (Yine 167 is "¥") and is not a CaH ({line 105 is

transition factor. (see instructions)

"N"}, enter the

0.04169.

167.
{J168.

MCRIF32 - 2.25.130.0



Health Financial Systems

REIVEREDGE HOSPI

TAL

In Lie

t of Form {MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

Provider CCN:

144009

period:
From 01/01/2011
To 12/31/2011

worksheet s-2
Part II

Date/Time Prepared
5/15/2012 10:58 a

Provider: rgan1zat1on ‘ang: Operataon

reporting peried? If ves

enter the date of

Has the provider changed ownership immediately prior to the beginning of the cost

the change in coTumn 2, (see instructions)

.00

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

3.00 |is the provider involved in business transactions, including management

2

contracts, with individuals or entities {e.g., chain home offices, drug
or medical supply companies) that are related to the provider or its
officers, medical staff, management personnel, or members of the board
of d1rectors through ownersh1p, control, or family and other similar

"W fgp

.00

' FunancaaT.Dat

d:Report

were the financial statements prepared by a Certified Pﬁb]ic
if yes, enter "A" for audited,
or "R" for Reviewed. Submit complete copy or enter date avaitable in

4,00 iColumn 1:

Accountant? Column 2:

column 3. {(see instructions) iIf no, see instructions.
5.00

those on the filed financial statements

7 2F vyes

Are the cost report total expenses and total revenues different from

SH

“c" for Compiled,

bmit reconciliation

00

.00

Approved iEducationaliActivities

6.00 1cColumn 1. Are costs claimed for nur51ng schoo17 ca?&mn 2: IF yes, is the provider is N
the Tegal operator of the program?

7.00 are costs claimed for Allied Health programs? If "Y" see instructions. N

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

9.00 [aAre costs claimed for Intern-Resident programs claimed on the current cost report? If N
yes, see instructions.

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

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

worksheet A? If ]

10,

11.

.00

.00
.00

.00

00
00

period? 1f yes, submit copy.

Is the provider seeking reimbursement for bad debts? If yes, see instructions.
If Tine 12 is yes, did the provider's bad debt collection policy change during this cost reperting

Bed ‘Complement

If line 12 is yes, were patient deductibles and/or co- pqyments waived? If yes, see instructions.

12.
13.

14.

16.00

enter the paid-through date of the PS&R
Report used in columns 2 and 4 .(see
instructions)

1i7.00

2 and 4. (see instructions)
If lihe 16 or 17 is yes,
made to PS&R Report data for additional

18.00

19.00

instructions.
20.00

the other adjustments:

Was the cost report prepared using the PS&R
Report only? If either column 1 or 3 is yes,

was the cost report prepared using the PS&R
Report for totals and the provider's records
for allocation? If either coiumn I or 3 is

yas, enter the paid-through date in columns

were adjustments

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

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

02/29/2012

16.

17,

18.

19.

20.

MCRIF32 ~ 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form CMS~2552-10

HOSPETAL AND HOSPETAL HEALTH CARE REIMBURSEMENT GQUESTIONNAIRE

Provider CON: 144009 | Pericd:
From Q1/01/2011

Yo 1273172011

worksheet 5-2
part X1

bate/Time Prepared:

5/35/2012 10:58

am

21.

Go

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

21.00

22.
23,

00
00
24,00
25.00
26.00

27.00

28.00

29.00
30.00

31.00

32.00

33.00

34.60

35,

60

COMPLETED: BY::COST:REIMBURSED 'AND "TEFRA: HOSPITALS: ONLY.

capital Helated Cos

Have assets been relifed for Medicare purposes? IFf ves, see instructions
Have changes occerred +in the Medicare depreciation expense due to appraisals made during the cost
reporting period? I yes, see instructions.

were new leases and/or amendments to existing leases entered into during this cost reporting period?
1f yes, see instructions

Have there been new capitalized Jeases entered into during the cost reporting period? If yes, see
irstructions.

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

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

Interest Expense

were new loans, mortgage agreements or letters of credit entered inte during the cost reporting
period? If yes, see instructions.

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

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

Has debt been recalled before scheduled maturity without issuance of new debt? If ves, see
instructions.

purchased Service

Have changes or new agreements occurred in patient care services furnished through contractual
arrangements with suppliers of services? IT ves, see instructions.

If line 32 1is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If
ne, see instructions.

Provider-Based Physicians

Are services furnished at the provider facility under an arrangement with provider-based physicians?
If yes, see instructions.
If 1ine 34 is yes, were there new agreements or amended existing agreements with the provider-based

physicians during the cost reporting period? If ves, see instructions,

22,
23.

00
00
24.00
25.00
26.00

27.00

28.00

29.00
30.00

31.00

32.00

33.60

34.00

35.00

.00
.00

.00
.00
.00

Home office: Costs

were home office costs claimed on the cost report? Y
If Tine 36 is ves, has a home office cost statement been prepared by the home office? Y
If yes, see instructions.

If Tine 36 1is yes , was the fiscal year end of the home office different from that of N
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, N
see instructions.

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

36.
37.

38.
39.
40.

MCRIF3Z - 2.25.130.9



Health Financial Systems RIVEREDGE HOSPITAL In Liey of Form CM$-2552-13

HOSPITAL AND HOSPITAL HEALTH CARE RETIMBURSEMENT QUESTIONNAIRE provider CCN: 144009 | Period: worksheet s$-2

From 01/01/2011 1 Part IT

To  12/31/2011 ] Date/Fime Prepared:
5/15/2012 10:58 am

16.00 |was the cost report prepared using the PS&R Y 02/29/2012 16.00
Report only? I 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)

17.00 |{was the cost report prepared using the PS&R 17.060
Report for totals and the provider's records
for allocation? If either coltumn 1 or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)

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

other PS&R Report information? If yes, seae
irstructions,

20.00 [If 1ine 16 or 17 s yes, were adjustments 20.00
made to PS&R Report data for oOther? pescribe
the other adjustments:

21.00 |was the cost report prepared only using the 21.00
provider’'s records? I¥f yes, see
irstructions,

MCRIF32 - 2.25.130.0



Hezlth Financial Systems

RIVEREDGE HOSPITAL

In Liey of Form ¢MS8-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISYICAL DATA erovider CON: 144009 | period: worksheet $-3
From 01L/01/20LL | Part ¥
To  12/31/2011 | Date/Time Prepared:
5/15/2012
1.00 iHospital Adults & Peds. (columns 5, 6, 7 and 30.00] 196 71,549 1.00
8 exclude swing Bed, Observation sed and
Hospice days)
2.00 | HMO 2.00
3.00 [HMO IPF 3.00
4.00 {HMO IRF 4,00
"5.00 ivospital Adults & Peds. Swing Bed SNF 5.00
6.00 {Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total aduits and Peds. (excTude observation 196 71,540 0.00 7.00
beds) (see instructions)
8,00 |INTENSIVE CARE UNIT §.00
9,00 |CORCNARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
~12.00 |OTHER SPECTAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total (see instructions) 196 71,540 0.00 14.00
15.00 |CAH visits 15.00
16.00 |SUBPROVIDER - IPF 40,00 14 5,110 16.00
17.00 |SUBPROVIDER - IRF 17.00
18,00 | SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
2G.00 |NURSING FACILIYTY 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 Tines 14-26) 216 27.00
28.00 |Observation Bed bays : 28.00
28.0%1 |SUBPROVIDER - 1IPFK 40,00 28.01
29.00 |Ambulance Trips 29.00
30.00 |employee discount days (see tinstruction) 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 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In tieu of Form cMs-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA pProvider CON: 144009 | Period: : worksheet 5-3

From 01/01/2011 i Part I

Te  12/31/2011 | pate/Time Prepared:
5/15/2012 10:58 am

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

8 exclude Swing Bed, Observation Bed and

Hospice days)
2.00 |HMO b 0 2.00
3.00 |HMG IPF o 0 3.00
4.00 |HMO IRF 0 0 4.00
5.00 [Hospital Aduits & pPeds. Swing Bed SNF O 0 0 0 5.00
6.00 |Mospital adults & pPeds. Swing Bed NF O 0 O 6.00
7.00 1Total Adults and Peds. (exciude observation 0 12,542 17,515 36,480 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNIT } 8.00
89.00 |CORONARY CARE UNIT 9.00
10.00 [BURN INTENSIVE CARE UNIT 10.00
11.00 }SURGICAL INTENSIVE CARE UNIT 11.00
12.00 jOTHER SPECIAL CARE (SPECIFY) 12.00
13,00 [NURSERY 13.00
14.00 {Total (see instructions) 0 12,542 17,515 36, 480 14.00
15.00 [CAH visits Iy G 0 O 15.00
16.00 |SUBPROVIDER - IPF 0 [ 0 4,803 16.00
17.00 {SUBPROVIDER - IRE 17.00
18.00 | SUBPROVIDER 18.00
19.00 ISKILLED NURSEING FACILITY 19.00
20.00 |NYRSING FACILITY 20.00
2%1.00 [OTHER LONG TERM CARE 21.00
22.00 [HOME HEALTH AGENCY 22.00
23.00 [AMBULATORY SURGICAL CENTER {D.P.) .23.00
24.00 jHOSPEICE 24.00
25.00 jCMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26,25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 {Total {sum of JTines 14-26) ' 27.00
28.00 |observation Bed Days 0 0 0 28.00
28.01 |SUBPROVIDER - IPF 0 28.01
29.00 |ambulance Trips 0! 29.00
30.00 |Employee discount days (see instruction) Q 30.00
31.00 (Employee discount days - IRF . 0 31,00
32.00 |tabor & delivery days (see instructions) Of 0 32,00
33.00 |LTCH non-covered days 0 ) 33.00

MCREF32 - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form (M$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATESTICAL DATA

Provider CCN:

144009

worksheet $-3

part 1

pate/Time Prepared:
S/ES/2012 10:58 am

Pericd:
From 01/01/2011
To 1273172011

Hospit (columns 5, 6, 7 an
8 exclude Swing Bed, Observation Bed and
Hospice days)

HMG

HMG IPF

1HMo IRE

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

INTENSIVE CARE UNIT

CORCONARY CARE UNIT

BURN INTENSIVE CARE UNEIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

KURSERY

Total (see instructicns)

CAH visits

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKILLED NURSING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME MEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

CMHC -~ CMMC

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
Total (sum of Tines 14-26)
observation Bed Days

SUBPROVIDER - IPF

ambulance Trips

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

Labor & delivery days {(see instructions)

LTCH non-covered days

G.00

0.00

0.00

227 .47

16.34

243. 8L

944 1.00

0.00 0 9441 14.00

6.00 0 G} 16.00

0.00 27.00

MCRIF3Z2 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL

In Lieu of Form ¢M§-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTEICAL DATA

Provider CCN:

144009

pPeri
From
TO

od: worksheet s-3
01/01/2011 | Part I
12/31/201L | Dave/Time Prepared:

1.00 |Hospitai Adults & Peds. (columns 5, 6, 7 and
8 exclude swing Bed, Observation Bed and
Hospice days)

2.00 |#MO

3.0C {HMO IPF

4.00 iHMO IRF

5.00 iHospital Adults & peds. Swing Bed SNF
6.00 iHospital Adults & peds. Swing Red NF
7.00 |rvoral Adults and Peds. (exclude observation
beds) (see instructions)

.00 [INTENSIVE CARE UNIT

.00 jCORONARY CARE UNIT

10.00 [BURN INTENSIVE CARE UNIT

11.00 [SURGICAL INTENSIVE CARE UNIT

12,00 [OTHER SPECIAL CARE (SPECIFY)

13.00 |NURSERY

14.00 |Total (see instructions)

15.00 |caH visits .

16.00 |SUBPROVIDER - IPE

17.00 |SUBPROVIDER - IRF

18.00 |SUBPROVIDER

19.00 [SKILLED NURSING RACILITY

20,00 |NURSING FACILITY

21.00 |OTHER LONG TERM CARE

22.00 |HOME HEALTH AGENCY

23.00 |AMBULATORY SURGICAL GENTER (D.P.)

24,00 |HOSPICE

25.00 {CMHC - CMHC

26.00 {RURAL HEALTH CLINIC

26.25 | FEPERALLY QUALIFIED HEALTH CENTER

27.00 {Total (sum of Fines 14-26)

28.00 Observation Bed Days

28,01 |SUBPROVIDER ~ IPF

29.00 {AambuTance Trips

30.00 [employee discount days (see instruction)
31.00 iemplovee discount days - IRF

32.00 jLabor & delivery days (see instructions)
33,00 {L.TCH non-covered days

1,541

3,030

MCREF32 - 2,25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In Liet of Form CMS-2552-10
HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA provider CCN: 144009 | period: worksheet $-10

From Q1/01/2011
To  12/31/2011 1 pate/Time Prepared:
$/15/2012 10:58 am

B’hcnmpensated: and:indigent caré cost computati ]
1.00 |cost to charge ratio (worksheet Cy Part X Tine 200 column 3 divided by line 200 column 8) 0.397366] 1.00

2.00 Net revenue fmm Med'nca*sd 0 2.00
3.00 |Did you receive DSH or supplemental payments from Medicaid? 3.00
4.00 |If line 3 is "yes", does Tine Z include all DSH or supplemental payments from Medicaid? 4.00
5.00 {rf Tine 4 is "no”, then enter DSH or supplemental payments from Medicaid 0} 5.00
6.00 {medicaid charges 0| 6.00
7.00 |Medicaid cost (Tine 1 times line 6) o 7.00
8.00 |[pifference between net revenue and costs for Medicaid program (Jine 7 minus sum of lines 2 and 5; iF 0f 8.00

< zero then enter zero)

state childrén’s Héalth Tnsurance: Program :(SCHIF):(Seainstructions For each:1ine)
9.00 |Net revenue from stand-alone SCHIP 0} 9.00
10.040 |stand-alone SCHIP charges 0| 10.00
11.G0 |stand-alone SCHIP cost (line 1 times line 10) 0f 11.00
12.60 |Difference between net revenue and costs for stand-alone SCHIP (Tine 11 mines Tine 9; if < zero then 0 12.00

enter zeru)
Other state orilocal:government indigent careiprogram {seeiinstructions Forieach Tine)

13.00 |Net revenue from state or Jocal indigent care program (Mot included on lipres 2, 5 or 9 0 .
14.00 [charges for patients covered under state or local findigent care program (Not included in Tines 6 or 0| 14.00
10}
15.00 {state or local indigent care program cost (line 1 times 1ine 14) 0| 15.00
16.0C {pifference between net revenue and costs for state or Tocal indigent care program (line 15 minus line 0! 16.00
13; If = zero then enter zero)
Uncompensated:carei{see:instriictions: forieach:1ine) j
17.06 ;Private grants, dohations, or endowment income restrxcted ‘co f'und'l ng <: ar1ty care 0f 17.60
18.00 jcovernment grants, appropriations or transfers for support of hospital operations 0| 18.00
19.00 |Total unreimbursed cost for Medicaid , SCHIP and state and Jocal indigent care programs (sum of lines 0l 19.00

8, 12 and 16)

20.00 |Total initial obligation of patients approved for charity care (at full 0 20,00
charges excluding non-reimbursable cost centers) for the entire facility
Cost of imitial obligation of patients approved for charity care (line 1 0 0 21.00

times line 20)
Partial payment by pat-nem:s appraved for charity care
Cost of charity

oo O O

stay Himit

Does the amount in line 20 column 2 inciude charges
imposed on patients covered by Medicaid or other indigent care program?

25.00 {xf Tine 24 is "yes," charges for patient days bevond an indigent care program’s length of stay limit 0f 25.00
26.00 |total bad debt expense for the entire hospital complex (see instructions) 0} 26.00
27.00 |medicare bad debts for the entire hospital complex (see instructions) 72,131} 27.00
28.00 |Non-Medicare and Non-Reimbursable bad debt expense (line 26 minus Tine 27) -72,131| 28.00
29.00 |Cost of non-Medicare bad debt expense (Fine 1 times Tine 28) -28,662f 22.00
30.00 {Cost of non-medicare uncompensated care (line 23 columr 3 plus line 29) -28,662| 30.00
31.00 {Total unreimbursed and uncompensated care cost (Hne 19 plus Tine 30) ' -28,662f 31.00

MCRIF3Z ~ 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form (M$-2552-30

RECLASSTFICATION AND ADIUSTMENTS OF TRIAL BALANCE OF EXPENSES

Provider CCN:

1440608
T0

period:
From 01/01/2011
12/31/2011

worksheat A

Date/Time Prepared:
5/2012 10:5

1.06 |CAP REL COSTS-BLDG & FIXT 1,042,069 1,042,069 0 1,042,069
2.00 |CAP REL COSTS~MVBLE EQUIP -39,438 ~-39,438 36,135 -3,303
4.00 |EMPLOYEE BENEFITS 108,685 2,294,528 2,403,213 0 2,403,213
5.00 |ADMINISTRATIVE & GENERAL 2,023,698 11,007,493 13,031,193 -1,348,580 11,682,611
7.00 |OPERATION OF PLANT 48,023 769,416 817,439 -16, 859 800, 589
8.00 |LAUNDRY & LINEN SERVICE 0 172,146 172,146 0 172,146
9.00 |HOUSEKEEPING 0 558,472 558,472 0 558,472
10.0C |DIETARY 269,599 556, 908 826,507 ~-188 826,319
13.00 |NURSING ADMINISTRATION 1,006,719 61,831 1,068,550 -3,052 1,065,498
16.00 |MEDICAL RECORDS & LIBRARY 214,124 201,511 415,635 0 415,635
17.00 |SOCIAL SERVICE 926,30 .041,326) 0 1,041,326

INPATIENT ROUTINE SERVICE COSTICENTERS! : : el ;
30.00 {ADULTS & PEDIATRICS 6,328,051 220,770L 6,548,821 7,362,917
40.00 | SUBPROVIDER ~ IPF 2 50,401 800,605

ANCTEEARY: SERVEICE, COST. CENTERS :

738,422

182,420

60.00 | LABORATORY 0 182,420 182,420
62.00 | ELECTROCARDIOLOGY Q 0 0 ¢
70.00 | ELECTROENCEPHALOGRAPHY 0 17,335 17,335 17,335
73.00 [DRUGS CHARGED TO PATIENTS 0 1,004,154 1,004,154 1,004,154
76.00 {RECREATION THERAFY 0 9 0
OUTPATIENT: SERVICE COST CENTERS o
90.00 {CLINIC 375,589 380,786 429,081
91,00 | EMERGENCY 0 O
OTHER ‘RETMBURSARLE COST:CENTERS: i
98.00 |OTHER REIMBURSABLE COST CENTERS
SPECTAL! PURPOSE COST CENTERS:
113,00 INTEREST EXPENSE ]‘ 0 L
1318.00 SUBTOTALS {SUM OF LINES 1-117) Q50,998 30,271,231 -532,327 29,738,904)1
NONRETIMBURSABLE "COST: CENTER!
192.00] PHYSICIANS' PRIVATE OFFICES 0 0f 0 0 01
194.00{ OTHER NOMREIMBURSABLE COST CENTERS 0 O 0 0 oL
194,01 PATIENT TRANSPORTATION 0 0 0 0 1
194,02 COMMUNITY RELATIONS 0 0 0 336,596 336,596|1
194,03 EDUCATION 0 0 0 195,731 195,731)1
200.00i TOTAL (SUM OF LINES 118-199) 12,050,998 18,220,233 30,271,23% ¢ 30,271,23112

.00
.00
.00
.00
.00
.00
.00
.00
.00
.00
.00

.00
.00

.00
.00
Q0
.00
.00

.00

.00

MCRIF32 -~ 2.25.130.G



Health Financial Systems

RIVEREDGE HOSPITAL

In tieu of Form (M$-2552-10C

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALARCE OF EXPENSES

provider CON:

144009

period:
From 01/01/2011
To  12/31/2011

worksheet A

Date/Time Prepared:
2 am

5/15/2012 16:58

1.00 |cap REL COSTS-BLDG & FIXT 2,391,067 3,433,136 .00
2.00 | CAP REL COSTS-MVBLE EQUIP 310,498 307,195 2.00
4,00 |EMPLOYEE BENEFITS ~250, 870 2,152,343 4.00
5.00 |[ADMINISTRATIVE & GENERAL -7,302,151 4,380,460, 5.00
7.00 |OPERATION OF PLANT 0 800,589 7.00
£.00 [LAUNDRY & LINEN SERVICE 0 172,146 8.00
9.00 {HOUSEKEEPING 0 558,472 9,00
10.00 |DIETARY 29,275 787,044 10,00
13.00 | NURSING ADMINISTRATEON 0 1,065,498 13,00
16.40 |MEDICAL RECORDS & LIBRARY ~2,218 413,417 16.00
17.00 [SOCIAL SERVICE 0| 1,041,326 17.00

INPATIENT. ROUTINE. SERVICE COST CENTERS:
30.00 |ADULTS & PEDIATRICS ~789,119 6,573,798 30.00
40.00C | SUBPROVIDER ~ IPF ~5,749 732,673 490,00

ANCILUARY: SERVICE: COST. CENTERS:
60.00 | LABORATORY 0 182,420 60,00
69.00 | ELECTROCARDIOLOGY 0 0 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 17,335 70.00
73.00 {DRUGS CHARGED TO PATIENTS 0 1,004,154 73.00
76.00 | RECREATION THERAPY . 4]

" JOUTPATIENT SERVICE COST CENTERS

90.00 ICLINEC
91.00 | EMERGENCY -

OTHER  REIMBURSABLE: COST: CENTERS &
98.00 [OTHER REIMBURSABLE COST CENTERS

SPECTIAL PURPOSE :COST.:CENTER! 1
113,00} INTEREST EXPENSE y 0 113.00
118.00i SUBTOTALS (SUM OF LINES 1-117) ~5,700,626] 24,038,278 118.00

NONREIMBURSABLE: .COST: CENTERS ]
192,00 PHYSICIANS' PRIVATE OFFICES 0 0 192.00
194,00 OTHER NONREIMBURSABLE COST CENTERS 0 0 194.00
194,01 PATIENT TRANSPORTATION 0 0 194.01
194,02 COMMUNITY RELATIONS 0 336,596 194,02
194,03 EDUCATION 0 195,731 194,03
200,00 TOTAL {SUM OF LINES 118-199) -5,700,626 24,570,605 200.00

MCRIF3Z ~ 2.25.130.0



Health

Financial Systems

ARIVEREDGE HOSPITAL

in Lieu of Form ¢MS-2552-10

RECLASSIFICATIONS

Provider CCN:

period:
From 01/01/2011

worksheet A-6

To  12/31/2011 | bate/Time Prepared:
58 am

5/15/2012 10:

BN
L)
(=]

[ES I
Q
<

2.00

500.00

PHYSICIAN: FEES

ADULTS & PEDIATRICS 30. 00| 935,044
SUBPROVIDER - IPF 40.00 12,600
CLrNIC_ 80.00 o 48,295
TOTALS -~ 995,939

it & o e [on o B w I o]

Ci= COMMUNITY RELATIONS

COMMUNITY RELATIONS

295,123] 31,473

295,123 41,473

172,981

22,750

R 0.00) 0 0

TOTALS 172,981 22,750
Grand Total: Increases 468,104 1,096,297

T

(S S ]

MCRIF3Z2 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In Lieu of Form (M$-2552-10

RECLASSIFICATIONS Provider CCN: 144009 | Period: worksheet A-6
. From 01/01/2011

To  12/31/2011 | pate/Time Prepared:
5/15/2012 158 am

1.00 ADMINISTRATIVE & GENERAL 5.00; 0 16,045 10 1.00
2.00 OPERATION OF PLANT 7.00 0 16, 850 10 2.00
3,006 IDIEFARY 10.60 ] 188 19 3.00
4,00 |NURSING ADMINISTRATION L 13.90 Q 3,052 19 4.00
O
1.00 ADMINISTRATIVE & GEN RAL 5.00 0f 995,939 L 1.00
2.00 .00 0f 0 i 2.Q0
3.00 __6.00 — 0 0 G 3.00
0 995,919
1.00 MNLS_‘[&AU_\_’_I_E_&_G_E_ISERAL . 5.00 295,123 41,473 G 1.00
TOTALS 295,123 41,473
1.00 |ADULTS & PEDIATRICS 30.00 114,842 6,106 0 1.00
2.00 |SUBPROVIDER - IPF _....%0.00 58,130 16,644 R 2.00
TOTALS 172,981, 22,750
580,00 |Grand Total: Decreases 468,104 1,096,297 500.00

MCRIF32 - 2.25.130.0



Health Financial Svstems

REVEREDGE HOSE!

TAL

In Lieu of Form CmMs-2552-10

RECONCILEATION OF CAPITAL COSTS CENTERS

Provider CCN:

144009

Peri
From
To

od: worksheet A-7
01/01/2011 | Parts I-ITL
12731/2011 | Date/Time Prepared:

15/2012 10:58 a

1.00

2.00 |tand Improvements

3.00 |eBuildings and Fixtures

4.00 |Building Improvements

5.00 |#ixed Equipment

6.00 |Movable equipment

7.00  |HIT designated Assets

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

16.00 {Total (line 8 minus Yine 9)

3,597,655
0
0
1,283,211

15,775
4,896,641

2o e &

LR RO

d 0l 1.00
& o] 2.
a of 3.
& o 4.
0 ol 5.
0 0] 6.
g ol 7.
0 0| 8.
& 0| 9.
& 0| 0

2009000

PART 1T . RECONCILIATION

"FROM. WOR

KSHEET A COLUMN

CAP REL COSTS~BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
Total (sum of Tines 1-23

525,089
~53,758
471,333

e o afF

36,980, 480,000
7,022 0
44,002 480

Q00

PART: 1T, RECONCILIATION:OF
1.60 [CAP REL COSTS-BLDG & FIXT
2.00 |[CAP REL COSTS-MVBLE EQUIP
3.00 (rotal (sum of lines i-2)

200

o ]

200

1. 00000 0§ 1.00
0. 000600, 0 2.00
1. GOOGCO; 0 3.00

MCRIF3Z - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

in Lie

1 of Form €MS-2552-10

RECONCILTATION OF CAPITAL COSFS CENYERS

Provider CONt 144009

Period:
From 41/01/2011
To 1273172011

worksheet A~7

Parts I-IET
Date/Time Prepared:
5/15/2012 10:58 am

itand Improvements
suildings and Fixtures
suilding Improvements

Fixed Equipment

Movable Eguipment

HIT designated Assets
Subtotal (sum of lines 1-7)
Reconciling items

Total (linhe 8 minus Tine 9)

Sl W2 60 O L B RO

G
3,597,655
&)

0
1,283,211
15,775
4,896,641
0

4,836,641

CoCoC oo o

W oo = U o b

[

oA = NI TN

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
Total {sum of lines 1-23

1,042,069
-39,438

1,002,631

PART III - RECONCILIATION OF CAPLT.

1.00 [CAP REL COSTS-BLDG & FIXT
2.00 [CAP REL COSTS-MVBLE EQUIP
3.00 iTotal (sum of Tines 1-2)

o ool

o 2,916,156
0 256,740
0 3,172,896

0f 1.00
36,135, 2.00
36,135] 3.00

MCRIF32 ~ 2.25.130.C



Health Financial Systems

RIVEREDGE HOSPITAL

in Ltieu of form CM$-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

pProvider CCN:

144009 | Pe

To

riod: worksheet A-7

from 01/01/2011 | Parts I-IIT

12/31/2011 | pate/Time Prepared:
5/15/2012 10:58 am

IPAR RECONCILUIATION

307,195 2.00

1.00 [CAP REL COSTS-BLDG & FIXT o 36,980 480,000 "0 3,433,136] 1.00
2.00 CAP REL COSTS-MVBLE EQUIP 7,298 7,022 0 0
3.00 |Total (sum of Tines 1-2) 7,298 44,002 480, Q00 0

3,740,331 3.00

MCRIF32 ~ 2.25.330.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu

of Form CM$-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN: 144009 | period: worksheet A-8
From 01/01/2011
To 12/31/2011

pate/Time Prepared:
$/15/2012 10:58 am_

Kshee

.00
.00

o

.00
.00

oh

7.00

8.00
9.00
16.00
11,00
12.00

13.00
14.00
15.00
16.00

17.00
18.00
19.00
20.00
21.00

22.90

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

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

Investment income - other {(chapter 2}
T;ade, quantity, and time discounts (chapter
8

rRefurds 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}
Re;ated organization transactions {chapter
10

taundry and Tinen service
Cafeteria-employees and guests

Rental of guarters 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
Mursing school {twition, 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 Timitation {(chapter 14)
Adjustment for physical therapy costs in
excess of Timitation {chapter 14)
utiTization review - physicians’
compensation (chapter 21)

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

physicians' assistant

Adiustment for occupational therapy costs in
excess of Timitation (chapter 14)
adiustment for speech pathology costs in
excess of limitation (chapter 14}

CAH HIT Adjustment for bepreciation and
Interast

ADMIN NON ALLOWABLE MISC

MISC ADMIN REVENUE

LOBBYING

DONATIONS

BAD DEBT

MARKETING

PATIENT TRANSPORTATION

REBATES

RELATED PARTY CAPLTAL COST

RELATED PARTY RENT EXP

PHYSICIAN BILLING COST

TOTAL (sum of Tines 1 thru 49) (rransfer to
worksheet A, column &, iine 200.)

A~-8-2

A-8-1

A-8-3

A~8-3

PrPrr@pPrPPrEP

CAP REL COSTS-BLDG & FIXT

CAP REEL COSTS-MVBLE EQUIP

ADMENISTRATIVE & GENERAL

DIETARY

MEDICAL RECORDS & LIBRARY

DIETARY

*%% Cost Center Deleted *%%
*k Cost Center Deleted ***
**% Cost Center Deleted ***

CAP REL. COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
% Cost Center Deleted *#*

%% Cost Cehter Deleted ***

%% Cost Center Deleted *%%

ADMINISTRATIVE & GENERAL
ADMINESTRATIVE & GENERAL
ADMINESTRATIVE & GENERAL
ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GENERAL
CAP REL COSTS-BLDG & FIXT
ADMENTISTRATIVE & GENERAL
ADMINESTRATIVE & GENERAL

™

06 2,00

.0C] 3.00
0G| 4.00

[o- o 8

L06| 5.00
06| 6.00

(o V]

0.00} 11.00

65.00{ 23.00
66.00] 24.00

114.00f 25.CG0

19.00| 28.00
67.00| 30.00
68.00| 31.00

<
=
o
b
R
<
<

OO OO VI VT WLV VT WU
o
i~
L
w
[
o

MCRIF3Z - 2,25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form CMs5-2552-70

ADJUSTMENTS TO EXPENSES

Provider CCN: 144009 | period:
From Q1/0L/20%1

To

worksheet A-8

12/31/2011 | pate/Time Prepared:
5/15/2012 10:58

2.00

3.00
4.00

5.00
6.00

7.00
8.00

16.00
11.00
12.00

13.00
14.00
15.00
16.900

17.00
18.00
19.00
20.00
21.00

22.00

Investment
FIXT (chapter 2)

investment income -~ CAP REL COSTS-MVBLE
EqQUIP (chapter 2)

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

refunds and rebates of expenses {(chapter 8)
rRental of provider space by suppiiers
(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
i)}

Laundry and Tinen service
cafereria-employees and guests

Rental of quarters to employee and cthers
Sale of medical and surgical suppiies to
other than patients

sale of drugs to other than patients

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

Income from imposition of interest, Finance
or penalty charges {chapter 21)

Interest expense on Medicare overpayments
and borrowings to repay Medicare
ovesrpayments

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

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

physicians' assistant ‘
adjustment Tor cccupational therapy costs in
excess of limitation (chapter 14)
adjustment for speech pathology costs in
excess of Timitation (chapter 14)

CAH HIT adjustment for Depreciation and
Interest

ADMIN NON ALLOWABLE MISC

MISC ADMIN REVENUE

{OBBYING

DORATTIONS

BAD DEBT

MARKETING

PATIENT TRANSPORTATION

REBATES

RELATED PARTY CAPITAL COST

RELATED PARTY RENT EXP

PHYSICTIAN BELLING COST

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

2O o e = T =

S oo oo o000 DO OO0 {=]

)

o

RO O N0 00 0000

2.00

3.00
4.00

5.00
6.00

7.00
8.00

10.00
11.00
12.00

13.00
14.00
15.00
16.00

17.00
18.00
18.00
20,00
25.00

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
50.00

MCREF32 - 2.25.130.0



Health Financial systems : RIVEREDGE HOSPITAL In tieu of Form CMS-2552-30
STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 144009 | Period: worksheet A-8-1

OFFECE COSTS From (1/01/2011
Fo  12/31/2011 | Date/Time Prepared:
5/15/2012 10:58 am

1.00 5. CGUIADMINISTRATIVE & GENERAL INTERCOMPANY INTEREST 1.00
2.00 5. 00ADMINISTRATIVE & GENERAL. HOME CGFFICE COST 2.00
3.00 4, COEMPLOYEE BENEFITS WORKERS COMP INSURANCE 3.00
4,00 5.00 DMINISTRATIVE & GENERAL MALPRACTICE INSURANCE 4,00
5.60 |TOoTALS (sum of lines 1-4)}. Transfer column 5.00
6, Tine 5 to worksheet A-8, column 2, Hine
iz,

* the amounts on Tines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, lines as
appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organization or home office cost
witich has not been posted to worksheet A, columns 1 andfor 2, the a aliowabie should b nd1cated 1n column 4 of this part.

|8 IRTERRELATIONSHIE TO RELATED: ORGANIZATION(S); AND/OR HOME OFEICE

The Secretary, by virtue of the authority granted under section 1814(b}(1) of the Social Security Act, regu1res that you furnish
the information requested under Part 8 of this worksheet.

This information is used by the Centers for sedicare and Medicaid Services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and suppTies furmished by organizations related to you by commor ownership or
control reprasent reasonable costs as determined under section 1861 of the Social Security Act. iIf 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 titlie XVIII.

6.0¢ B Q.00 6.40

7.00 0.00 7.00

8.00 0.00 8.00

9.00 0.00 $.900

10.00 0.00 10.00

100.00{6. other (financiai or non-financial) 106.900
specify:

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

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

Corporation, partnership, or other organization has finaneial interest in provider.

provider has financial interest in corporation, parthership, or other organization.

pirector, officer, administrator, or key person of provider or relative of such person has financial interest in related
organization.

E. Individual is director, officer, adwministrator, or key person of provider and related organizatior.

F. pirector, officer, adm1n1strator, or key person of related organization or relative of such person has firancial interest in
provider,

GnwE

MCRIF32 -~ 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPTITAL

In Lieu of Form ¢MS-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME

OFFICE COSTS

Provider CCN:

144009
To

Period:;
Erom 01/01/2011
12/31/2011

worksheet A-8-1

Date/Time Prepared:
5/15/2012 1

12,

TOYALS (sum of Tlines 1-4),
6, line 5 to wWorksheet A-8, column 2, line

Transfer co'lumn

0

842,217
49,221
931,380
1,822,828

6,116,004
562,368
300,091
258,704

7,237,167

~6,116,004
279,849
~250, 870
672,686
~5,414,33%

oo

* the amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, limes as

appropriate.

positive amounts increase cost and negative amounts decrease cost.
which has not been posted to worksheet A, columns 1 and/or 2, the amount allowable should be indicated in column 4 of this part.

fFor related organization or home office cost

ga

d

i

Sownership

0

B:

INTERRE

TTONSH

L

RELATED. O

TZATTON(S). AND/OR. HOME OEFICE

The Secretary, by virtue of the authority granted under section 1814(b){1) of the Social Security Act, requires that you furmish
the information requested under rart 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 suppiies furnished by organizations related to you by common ownership or

cohtrol represent reasonable costs as determined under section 1861 of the Social Security act.
part of the request information, the cost report is considered incomplete and not acceptable for purpeses of claiming

reimbursement under title XVIII.

if you do not provide all or any

6.00 UNIVERSAL HEALT 100, OOHEALTHCARE 6.00

7.00 0. 00) 7.00

8.60 0. 00| 8.00

9.00 0. 00 9.00

10.00 0.00 16.00

100.00/G. other (financial or non-financial) 106.00
specify:

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

a. Individual has financial interest (stockholder,

8. Corporation, partnership, or other organization

¢, provider has financial +interest in corporation,

p. Director, officer, administrator, or key person

organization.

E. rhdividual is director, officer, administrator,
F. Director, officer, administrator, or key person

provider.

partner, etc.) in both related organization and in provider,
has financial interest in provider.
partnership, or other organizavion.
of provider or relative of such person has financial interest in related

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

MCRIF3Z ~ 2.25.130.0



Hea'lth Financial Systems RIVEREDGE HOSPITAL In Lieu of Form CM3-2532-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 144009 | Period: worksheet A-8-2

from 01/01/2011 .
To - 12/31/2011 | pate/Time Prepared:
5_/15/_2_0}2_ 10:58 am

“Total rofessio
i 200 0 01
1.90 30.00lADULTS & PEDIATRICS 935,044 638,918 1.00
2.00 40, GOISUBPROVIDER - IPF 12,600 0 2.00
3.00 90. 00{CLINIC 48,295 0i 3.00
4.00 0.00 ; O] 4.00
5.00 0.06 0 0] 5.00
6.00 0.00 0 Qf 6.00
7.00 0.00 0 Qi 7.00
8.00 0,00 0 0f 8.00
9.00 0.00 0 af 9.00
10.00 0.00 lo; 0: 10.00
200,900 995,939 638,918{200.00

MCRIF32 - 2.25.130.0



Health pinancial Systems RIVEREDGE HOSPITAL In Lieu of Form CM$-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 144009 | Period: worksheet A-8-2

From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
5/15/2012 10:38 am

:
SViRaaTIsTed IRC !
0 0 0

1.00 296,125 142,500 2,130 145,925 1.

2.00 12,600 142,500 100 6,851 343] 2.00
3.00 48,295 142, 500! 372 25,486 1,274 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
8.00 0 0 0 0 0f 8.00
9.00 0 0 0 0 ol 9.00
10.00 0 0 o 0 0| 10.00
200. 09| 357,020 2,602 178,262 §,913/200.00

MCRIF3Z - 2,.25,130.0



Health Financial sSystems

RIVEREDGE HOSPITAL

In tieu of Form CMs-2552-10

PROVIDER BASED PHYSECIAN ADJUSTMENT

Provider CCN: 144009

period:
From (1/01/2011
J0

worksheat A-8-2

12/31/2011 i pate/Time Prepared;

5/15/2012 10:58 am

faf!

dijtisted RC

0

COO0O0O0QO0000

CoOoQOC O Cooo

SO OO oo oo o ooy

145,925
6,851
25,486
0

=2=--2-2-R-X-%-1"

[ W N e
OO oO 0O R

o
f=]
<

18.00
200.00

CSoOCCO OO OO

G
0
Y
0
0
y4

178,26

MCRIF3Z2 - 2.25.130.0



Health Financial Svstems

REVEREDGE HOSPITAL

In Lieu of Form CM$~2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 144009 | Period:
From 01/01/2011
To  12/31/2011

=00 e

worksheet A-8-2

Date/Time Prepared:
S/35/2012 10:58 am

WL~ W W b
o
I~

156,200
5,749
22,809
0

0
0
0
0
0
8

178,75

782,119
5,749
22,809

)

O~ O U1 b o
cCooooooC
cCoocoo oo

w
(=3
(=]

10.00
200.00

MCRIF32 ~ 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL in Lieu of Form CMS-2552-10
COST ALLOUATION - GENERAL SERVICE COSTS provider CCN: 144009 | Period: worksheet B

From 01/01/2011 | Part T

To  12/31/201l1 | Date/Time Prepared:
5/15/2012 10:58 am

GENERAL ' SERVICE COST! CENTERS : e G
.00 |CAP REL COSTS-BLDG & FIXT 3,433,136 3,433,136

I 1.00
2.00 |CAP REL COSTS~MVBLE EQUIP 307,195 307,195 2.00
4.00 |EMPLOYEE BENEFITS 2,152,343 20,758 1,935 2,175,036 4.00
5.00 |ADMINISTRATIVE & GENERAL 4, 380,460 576,114 53,715 314,824 5,325,113] 5.00
7.00 |OPERATION OF PLANT 800,589 203,729 18,995 8,746 1,032,059 7.00
8.00 |LAUNDRY & LINEN SERVICE 172,146 39,492 3,682 0 215,320] 8.00
9.00 |HOUSEKEEPING 558,472 42,281 3,942 0 604,695] 9.00
10.0C |DIETARY 797,044 201,212 18,760 49,102 1,066,118 10.00
13.00 |NURSING ADMINISTRATION 1,065,498 193,017 17,996 183,353 1,459,864} 13.00
16.00 |MEDICAL RECORDS & LIBRARY 413,417 37,764 3,521 38,998 493,700 16.00
17.00 [ SOCIAL SERVICE 1,041,326 168,707 1,2310,033: 17.00
INPATIENT: ROUTINE SERVICE COST.CENTERS ey
30.00 (ADULTS & PEDIATRICS 6,573,798 1,714,520 159,859 1,131,600 9,579,777] 30.00
40,00 |SUBPROVIDER ~ IPF 732,673 165,101 15,394 126,045 1,039,213! 40.00
ANCTLLARY: SERVICE COST -CENTERS:
60.00 | LABORATORY 182,420 10,342 964; 0 193,726( 60.00
69.00 | ELECTROCARDTIOLOGY 0 0 0 0 0} 69.00
70.00 | ELECTROENCEPHALOGRAPHY 17,335 0 0] 0 17,335] 70.00
73.00 |DRUGS CHARGED TO PATIENTS 1,004,154 29,471 2,748 0 1,036,373 73.00
76.00 |RECREATION THERAPY O 0 0 0 0] 76.00

OUTRPATIENT SERVICE COST CENTERS: : ! S S i
96.00 |CLINIC 406,272 68,406 497,857] 9¢.00
91.00 |EMERGENCY ; 0 0] 91.00

GrHER  REIMBURSABLE! COST. CENTERS

98.00 |OTHER REIMBURSABLE COST CENTERS 98.00
SPECIAL  PURPOSE COST  CENTER

113.00| INTEREST EXPENSE 113.00

118.00{ SUBTOTALS (SUM OF LINES 1-117) 24,038,278 23,771,1831118.00

192.00| PHYSICIANS® PRIVATE OFFICES v; 138,370 0 0 138,370{192.00
194.00| OTHER NONREIMBURSABLE COST CENTERS 0 0 0 O (01194.00
194.01 PATIENT TRANSPORTATION 0 0 0 G 0{194.01
194 02! COMMUNITY RELATIONS 336,596 24,682 2,301 53,750 417,329]194.02
194.03| EDUCATION 195,731 15,081 1,408 31,505 243,723]194.03
20G.00|Cross Foot adjustments ({200.00
201.00|Negative Cost Centers 0 0 & ({201.00
20200 ToTAL (sum lines 118-201) 24,570,605 3,433,136 3067 ,1485% 2,175,036 24,570,605202_ 04

MCRIF32 - 2.25.130.C



Heaith Financial Systems

RIVEREDGE

HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

provider CON:

144008  Period: worksheet B
from G1/01/2011 | Part I

To

.Q
.0
.0
0
.0
.0
.0
10,

W00 SNV BN

16,
17.

30.
4G

60.
69.
70.
73,
76.

90.
91.

28.

113.
118.

192.
194.
194,
194,
194,
200,
201,
202,

ST. CENTE

GENERAL ‘SERVICE .

CAP REL COSTS-RLDG & FEXT

0
0 |CAP REL COSTS-MVBLE EQUIP
0 |EMPLOYEE BENEFITS
0 |ADMINISTRATIVE & GENERAL 5,325,113
0 |OPERATION OF PLANT 285,565 1,317,624
0 |LAUNDRY & LINEN SERVICE 59,578 19,766 294,664
0 |HOUSEKEEPING 167,315 21,162 0 793,172
00 |DIETARY 294,988 100,709 o 62,568 1,524,383
.00 |NURSING ADMINISTRATION 403,936 96, 608! 0 60,020, 0
00 |MEDICAL RECORDS & LIBRARY 136,604 18,902 0 11,743 0
00 |SOCIAL SERVICE 334,800 0
INPATIENT.: ROUTINE: SERVICE  COST: CENTERS b
00 |ADULTS & PEDIATRICS 2,650,668 858,144 260,382 533,137 1,256,751
00 |SUBPROVIDER - TIPF 287,544 82,636 34,282 51,339 161,914
ANCTILLARY.:SERVICE COST: CENTERS: i
00 |LABQRATORY 0 0
00 | ELECTROCARDIOLOGY 0 0
00 |ELECTROENCEPHALOGRAPHY 0 0
00 |DRUGS CHARGED TO PATIENTS 0 0
00 |RECREATION THERAPY 0 0 0
OUTPATTENT SERVICE! COSTICENTERS i o
00 |CLINIC 137,754 19,612 0 6,593 105,718
00 | EMERGENCY by, 0; 0 0 0
OTHER REIMBURSABLE: COST:CENTERS:
00 |OTHER REIMEBURSABLE COST CENTERS
SPECIAL: PURPOSE 'COSTi .CENTERS
Q0| INTEREST EXPENSE
00| SUBTOTALS (SuUM OF LINES 1-117)
NONRETMBURSABLE /COST: CENTERS
Q0| PHYSICIANS ' PRIVATE OFFICES 38,286 69,256 0 43,027 0
00 OTHER NONREIMBURSABLE COST CENTERS 0 O 0 0 0
01| PATZENT TRANSPORTATION 0 0 0 0 0
02| COMMUNITY RELATIONS 115,472 12,354 0 7,675 0
03| EDUCATION 67,437 7,548 0 4,690 ¢]
00| Cross Foot Adjustments
00| Negative Cost Centers O G 0 0 o
00| ToTAL (Sum Iines 118-201) 5,325,113 1,317,624 294,664 793,172 1,524,383

MCREIF32 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In tieu of Form €M5-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 144009 | Period: worksheet B

From Q1/01/2011 | Part X

To  12/31/2011 | pate/Time Prepared:
5 15_ 2012 310:58 am

GENERAL SERVICE!COST CENTER
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 5.00
7.00 |OPERATION OF PLANT 7.00
8.00 |LAUNDRY & LINEN SERVICE 8.00
9.00 |HOUSEKEEPING 9.00
10.00 |DIETARY 10.00
13.00 |NURSING ADMINISTRATION 2,020,428 13,00
16.00 |MEDICAL RECORDS & LIBRARY 0 660,949 16.00
17.00 | SOCIAL SERVICE 0 0 1,544,842 17.00
INPATIENT: ROUTINE:SERVICE:COST CENTER i i
30.00 {ADULTS & PEDIATRICS 18,715,573 0] 30.00
40,00 | SUBPROVIDER - IPF 2,079,466 01 40.00
ANGILLARY: SERVICE COST: CENTERS ©
60,00 | LABORATORY 270,281 01 60,00
69,00 | ELECTROCARDIOLOGY 0 Qi 69.00
70.00 | ELECTROENCEPHALOGRAPHY 23,541 Q0 70.00
73,00 |DRUGS CHARGED TO PATIENTS 1,393,234 0 73.00
76.00 | RECREATION THERAPY 0 Qi 76.00
OUTPATIENT SERVICE COSTICENTERS
90.00 {CLENIC 121,364 43,445 0 923,343 {! 90.00
91.00 | EMERGENCY 0 0 0 0 0] 91.00
OTHER: REIMBURSABLE | COST: CENTERS
98.00 | OTHER REIMBURSABLE COST CENTERS 98.00
SPECTALY PURPOSE :COST  CENTERS. ;
113.00; INTEREST EXPENSE 113.00
118,00 SUBTOTALS {SUM OF LINES 1-i17) 2,020,428 660, 949 1,544,842 23,405,438 0]118.00
NONREIMBURSABLE. COST.CENTERS ‘ G : :
192,00 PRYSICIANS ' PRIVATE OFFICES 0 0 0 288,939 0|192.00
194, 00| OTHER NONREIMBURSABLE COST CENTERS 0 0 i} 0 G|124.00
194.01| PATIENT TRANSPORTATION 0 0 0 0 G|194.0L
194.02 COMMUNITY RELATIONS 0 v; G 552,830 0]124.02
194. 03 EDUCATION 4] O 0 323,398 0|194.903
200.00/{cross Foot Adjustments 0 G{200.00
201.00|Negative Cost Centers 0 0 0 0 G{201.Q0
202.00/ TOTAL (sum Tines E18-201) 2,020,428 660,949 1,544,842 24,570,605 3202.90

MCRIF32 - 2,25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In tieu of Form CMS-2552-10

COSY ALLOCATION - GENERAL SERVICE COSTS

provider CCN:

144009

pariod
From O
TO 1

1/01/2011
273172011

worksheet B
Part I

ERVICE. CENT

pate/Time Prepared:
42012 1 a

1.00 |CAP REL COSTS-BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS
5.00 [ADMINISTRATIVE & GENERAL
7.00 [OPERATION OF PLANT
8.00 [LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING
10.00 | DIETARY
13.00 | NURSING ADMINISTRATION
16.00 {MEDICAL RECORDS & LIBRARY
17.00 [SQCIAL SERVICE
INPATLENT: ROUTINE ‘SERVICE COST. CENTERS e
30.00 |ADULTS & PEDIATRICS 18,715,573
40.00 | SUBPROVIDER - TPF 2, 466
ANCILELARY: SERVICE COST: CENTERS
60.00 |LABORATORY 270,281 60.
69.00 |ELECTROCARDIOLOGY 0 69.
70.00 | ELECTROENCEPHALOGRAPHY 23,541 70.
73.00 |DRUGS CHARGED TO PATIENTS 1,393,234 73.
76.00 |RECREATION THERAPY Of 76.
90.00 |CLINIC 923,343 90.
91.00 | EMERGENCY 0 91.
OTHER. REIMBURSABLE COST CENTERS
98.00 [OTHER REIMBURSABLE COSY CENTERS 98
SPECTAL :PURPOSE ‘COSTiCENTERS
113.00] INTEREST EXPENSE 113,
118.00] SUBTOTALS {SUM OF LINES 1-117) 23,405,438 118.
NONREIMBURSABLE :COST: CENTERS i
192.00| PHYSICIANS ' PRIVATE OFFYCES 288,939 192.
194.00| OTHER NONRETIMBURSABLE COST CENTERS 0 194.
194,01 PATIENT TRANSPORTATION 0l 194,
194, 02| COMMUNITY RELATIONS 552,830 194.
194, 03| EDUCATION 323, 398 194,
200.00| Cross Foot adjustments 0 200.
201.00{ Negative Cost Centers 0] 201.
202. 00! TOTAL (sum Tines 118-201) 24,570,605 202.

.00

00
00

Q0
00
01
0z
03
00
00
00

MCRIF3Z ~ 2.25.130.C



Health Financial Systems . RIVEREDGE HOSPITAL In tieu of Form (mMs$-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CON: 144009 | Period: worksheet B

From 01/01/2011 | part II

To  12/31/2011 l}ate/;‘g}me igepared:

CAP REL COSTS-BLDG & FIXT

1 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 2.00
4.00 IEMPLOYEE BENEFITS b 20,758 1,035 22,693 22,693 4.00
5.00 [ADMENISTRATIVE & GENERAL 42,070 576,114 53,715 671,899 3,284 5.00
7.00 [OPERATION OF PLANT 0 203,729 18,995 222,724 91| 7.00
8.00 [LAUNDRY & LINEN SERVICE 0 39,492 . 3,682 43,174 G} 8.00
9.00 | HOUSEKEEPING G 42,281 3,942 46,223 0] .00
10.00 |DIETARY G 201,212 18,760 219,872 512] 10.00
13.00 {NURSING ADMINISTRATION G 193,017 17,996 211,013 1,913} 13.00
16.00 |MEDICAL RECORDS & LIBRARY 0 37,764 3,521 41,285 4071 16.00
17.00 |SOCIAL SERVICE 0 0 0 O 1,760] 17.00
INPATIENT ROUTINE:SERVICE: COST: CENTERS - i o
30.00 |ADULTS & PEDIATRICS 0 1,714,520 159,859 1,874,379 11,807] 30.00
40.00 |SUBPROVIDER -~ IPF 0 165,101 15,394 180,485 1,315] 40.6G0

ANCILLARY: SERVICEICOST CENTERS:
60.00 |LABORATORY

69.00 | ELECTROCARDIOLOGY

73.00 | ELECTROENCEPHALOGRAPHY

73.00 |DRUGS CHARGEDR TO PATIENTS

76.00 |RECREATION THERAPY

90.00 |CLINIC
91.00 | EMERGENCY
OTHER REIMBURSABLE COST: CENTERS.
98.00 |OTHER REIMBURSABLE COST CENTERS
SPECTAL: PURPOSE. COST CENTERS.
113.00{ INTEREST EXPENSE

118.00{ SUBTOTALS (SUM OF LINES 1-117)
NONREIMBURSABLE: COST  CENTERS:

192.00] PHYSTCIANS' PRIVATE OFFICES 0 138,370 0 138,370 0]192.00
194,00 OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 01194.00
194. 01 PATIENT TRANSPORTATION v 0 0 0 01194.01
194.02] COMMUNITY RELATIONS v 24,682 2,301 26,983 5611194.02
194.03] EDUCATION 0 15,081 1, 406 16,487 3291194.03
200,00 Cross Foot Adjustments 0 200.0C
201.00 Negative Cost Centers 0 0 0 0i20%.00
202.00  toTaL (sum Tines 118-201}) 42,070 3,433,136 307,195 3,782,401 22,693i202.00

MCREF32 - 2.25.130.0



Health Financial Systems

REVEREDGE HOSPT

TAL

in Lieu of Form (Ms-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

provider CCN:

144009 worksheet B
Part Il
pate/Time Prepared:

3/15/2012 10-58 am

Period:
From 01/01/2011
To  12/31/2011

AL SERVICE COST: CEl

1.00 |CAP REL COSTS-BLDG & FIXT 1.00
2.00 |CAP REL COS$TS-MVBLE EQUIP 2.00
4,00 |EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GENERAL 675,183 5.00
7.00 |OPERATICGN OF PLANT 36,208 259,023 7.060
8.00 |LAUNDRY & LINEN SERVICE 7,554 3,886 54,614 8.00
9,00 |HOUSEKEEPING 21,215 4,160 0 9.00
10.00 |DIETARY ) 37,403 19,798 0 - 283,333 10.00
13,00 |NURSING ADMINISTRATION 51,216 18,992 0 0] 13.060
16.00 |MEDICAL RECORDS & LIBRARY 17,320 3,716 0 0| 16.0C
17,00 | SOCIAL SERVICE 0 0] 17.00

INPATIENT: ROUTINE “SERVICE! COST CENTERS : -
30.00 JADULTS & PEDIATRICS 336,081 168,694 48,260 233,588) 30.00
40,00 { SUBPROVIDER ~ IPF ) 36,459 16,245 6,354 30,095] 40.00

ANCILLARY: ‘SERVICE! COST CENTERS e i
60.00 | LABORATORY .
68,00 |ELECTROCARDIOLOGY 0 0! 69.00
70.00 | ELECTROENCEPHALOGRAPHY 608 ¢} 70.00
73,00 {DRUGS CHARGED TO PATIENTS 36,359 0] 73.00
76.00 {RECREATION THERAPY 0 76.00

OQUTPATIENT: SERVICE: COST: CENTERS!
90.00 [ CLINIC 17,466 4 595 19,650 90.00
91.00 | EMERGENCY 91,00
98.00 [OTHER REIMBURSASLE COST CENTERS

SPECTAL: PURPOSE: COST: CENTERS 3341
113,00 INTEREST EXPENSE
118.00{ SUBTOTALS (SUM OF LINES 1-117)

NONRETMBURSABLE: COST CENTERS
192,00 PHYSICIANS' PRIVATE OFFICES 4,854 05 01192.00
194,00 OTHER NONREIMBURSABLE COST CENTERS 0 O 0 01194,00
194,01 PATEENT TRANSPORTATION 0 O 0 01194.01
194, 02| COMMUNITY RELATIONS 14,641 2,429 O 693 01194.02
194, 03| EDUCATION 8,551 1,484 L 423 0i194.03
200.00|Cross Foot Adjustments 200,00
201.00|Negative Cost Centers 0 0 O 0 0201.00
202,00 ToTAL (sum Tines 118-201) 675,183 259,023 54,614 71,598 283,3331202.00

MCRIF32 - 2.25.130.0



Healtth Financial Systems

RIVEREDGE HOSPITAL

In Liey of Form (mMs-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

provider CCN:

144009

Period:
From 01/01/2011
To  12/31/20%i1

worksheet B
Part 11

Is}atg/”r"ime Prepared:

g am

GENERAL  ‘SERVICE:COST: CENTERS:

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

00 | ADMINISTRATIVE & GENERAL
.00 |OPERATION OF PLANT

.00 |LAUNDRY & LINEN SERVICE
.00 |HOUSEKEEPING

10.09 |DIETARY

13.08 |NURSING ADMINISTRATION
16.00 |MEDICAL RECORDS & LIBRARY
17.00 | SOCIAL SERVICE

000 ST SR R

288,552
9

63,788

44,212

INPATIENT ROUTINE SERVICE! COST: CENTERS

30,00 |ADULTS & PEDIATRICS
40.00 | SUBPROVIDER ~ IPF

239,035

51,911

39,068

3,050,949

ANCILLARY: SERVICE: COST -.CENTERS

60.00 | LABORATORY

69.0C | ELECTROCARDICLOGY

70.00 | ELECTROENCEPHALOGRAPHY
73.00 |DRUGS CHARGED TO PATIENTS
76.00 | RECREATION THERAPY

QUTPATIENT: SERVICE:COST: CENTERS:

90.00 | CLINIC
9L.00 | EMERGENCY

OTHER  RETMBURSABLE :COST. CENTERS:

98.00 |OTHER REIMBURSABLE COST CENTERS

SPECTAL: PURPOSE COST: CENTERS::

113,000 INTEREST EXPENSE

118,00 SUBTOTALS (SUM OF LINES 1-117) 288,552 63,788 44,212 3,549,097 0

NONRETMBURSABLE  COST. CENTERS : t HEHiET i
192,00} PHYSICIANS' PRIVATE OFFICES 0 0 0 160,723 0
194.00 OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0] 0
194,01 PATTIENT TRANSPORTATION 0 9 90 0l 0
194,02} COMMUNITY RELATIONS 0 0 0 45, 307; 0
194 .03} EDUCATTON ) 0 Q 9 27,274 o}
200.00iCross Foot Adjustments 0 0
201.00inegative Cost Centers 0 0 0 &) 0
202.00{TOTAL (sum Tines 118-201) 288,552 63,788 44,212 3,782,401 0

192,00

242.00

MCRIF32 - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu

of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 144009

pertod:
From 01/01/2011
7O 1273172031

worksheet B
Part Ir

pate/Time Prepared:
S/L5 /2012 10:58 am

GENERAL™S

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 |ADMINESTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
8.00 |[LAUNDRY & LINEN SERVICE 8.00
9.00 |HOUSEKEEPING 9.00
10.00 |DIETARY 10.00
13.00 |NURSING ADMINISTRATION 13.00
16.00 [MEDICAL RECORDS & LIBRARY 16.00
17.00 {SOCIAL SERVICE 17.00
INPATIENT: ROUTINE: SERVICE (COST CENTERS: P i
30.00 {ADULTS & PEDTATRICS 3,056,949 30.00
40,00 | SUBPROVIDER ~ IPF 314,610 40,00
ANCILLARY SERVICE COST. CENTER!
60.00 | LABORATORY
69.00 | ELECTROCARDIOLOGY
70.00 | ELECTROENCEPHALOGRAPHY
73.00 I DRUGS CMARGED TO PATIENTS
76.00 | RECREATION THERAPY
OUTPATIENT: SERVICE COSTICENTERS
90,00 iCLINXIC
91.00 | EMERGENCY

OTHER: REIMEURSABLE COST CENTERS

98.00 OTHER REIMRURSABLE COST CENTERS 0 98.00
SPECIAL: PURPOSE COST CENTER:
113,00, INTEREST EXPENSE 113.00
118.00{ SUBTOTALS (SUM OF LINES 1-117) 3,549,087 118.00
NONREIMBURSABLE 'COST: CENTER;
192.00| PHYSICIANS ' PRIVAYE QOFFICES 160,723 192.00
194,00/ OTHER NONREXMBURSARLE COST CENTERS G 194,00
194.01| PATEIENT TRANSPORTATION 0 194.01
194.02| COMMUNITY RELATIONS 45,367 194.02
194,03 EDUCATION 27,274 194.03
260.00|Cross Foot Adjustments G 200.00
201.00|Negative Cost Centers G 201.00
202.00/toraL (sum Tines 118-201) 3,782,40% 202.00

MCRIF32 - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In tie

4 of Form €MS-2552-10

Cos

205,

T ALLGCATION - STAYESTICAL BASLS

Provider CCN:

144009
To

period:
From 01/01/2011

12/31/2011

worksheet B-1

pate/Time Prepared

5/15/2012 1

.GO{ SUBTOTALS (SUM OF LINES 1-117)

-5,325,113

{} |CAP REL COSTS-BLDG & FIXT 139,092
.GO | CAP REL COSTS-MVBLE EQUIP 133,486
0 |EMPLOYEE BENEFITS 841 841 11,942,313
G |ADMINISTRATIVE & GENERAL 23,341 23,341 1,728,575 -5,325,113 19,245,492
¢ |OPERATION OF PLANT 8,254 8,254 48,023 0 1,032,059
G |LAUNDRY & LINEN SERVICE 1,600 1,600 0; 0 215,320
0 | HOUSEKEEPING 1,713 1,713 0 0 604,695
.00 {DIETARY 8,152 8,152 269,599 0 1,066,118
,00 |NURSING ADMINISTRATION 7,820 7,820 1,006,719 0 1,459,864
.00 IMEDICAL RECORDS & LIBRARY 1,530 1,530 214,124 0 493,700
00 |SQCIAL SERVICE 0 9] 926, 306 0 1,210,033
INPATLIENT ROUTINE SERVICE COST CENTERS: : i E :
00 {ADULTS & PEDIATRICS 69,463 69,463 6,213,209 0 9,579,777
00 1SUBPROVIDER - IPF 6,689 6,689 692,065 0 1,039,213
ANCILLARYSERVICE: COST! CENTERS: : ca : Y
00 | LABORATORY 41% 419 0 Ci 193,726
.00 | ELECTROCARDYCLOGY 0] 0 0 0 0
.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 17,335
L00 |DRUGS CHARGED TO PATIENTS 1,194 1,194 0 0 1,036,373
.00 |RECREATION THERAPY 0 0 0 0 0
OUTPATIENT. SERVICE COST. CENTER!
.00 [CLINIC 859 859 375,589 0 497,857
.00 | EMERGENCY 0 0 0 0 4]
OTHER  REIMBURSABLE | COST. CENTER
-00 |OTHER REIMBURSABLE COST CENTERS
SPECTAL: PURPDSE: COST:CENTERS
00| INTEREST EXPENSE

18,446,070

NONREIMBURSABLE. COST. CENTER

.GO PHYSICIANS' PRIVATE CFFICES

.Q0{ OTHER NONREIMBURSABLE COST CENTERS

.01 PATIENT TRANSPORTATION

.02 COMMUNITY RELATIONS

.03 EDUCATION

.00 Cross Foot Adjustments

.00 Negative Cost Centers

.00iCast to be atlecated {(per wkst. B, Part I)
.0Diunit cost multiplier (wkst. 8, Part I}
.00]Cost to be allocated (per wkst. B, Part II)
00lunit cost multiplier (wkst. 8, Part II)

5,606
0
0
1,000

611

3,433,136
24.682484

1,000,
611

307,195
2.301327

295,123
172,981

2,175,036
0.182129
22,693
0.001500;

[ e e

138,370
0
0
417,329
243,723

5,325,113
0.276694
675,183
0.035083

MCRIF32 - 2.25.130.C



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form CM§-2552-1C

COST ALLOCATION - STATISTECAL BASIS

Provider CON:

1440089 | Period:
From 01/01/2011
To  12/31/2041 ?ateé‘rime Pre;;gred:

wWorksheet 8-1

GENERAL'SERVICE :COST./CENTER!

10.00 |DIETARY

1.00 [CAP REL COSTS-BLDG & FIXT 1.00
2.00 [CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE RENEFITS 4.00
5.00 [ADMINISTRATIVE & GENERAL. 5.00
7.00 |OPERATION OF PLANT 106,656 7.00
8.00 [LAUNDRY & LINEN SERVICE 1, 600, 41,283 8.00
9.00 |HOUSEKEEPING 1,713 3 103,343 9.00

8,152 0 8,152 135,657 10.00
13.00 |NURSING ADMINISTRATION 7,820 0f 7,820] 0] 304,720 13.00
16.00 |MEDICAL RECORDS & 1.XBRARY 1,530 Of 1,530] 0 Qi 16.00
17.00 [SOCIAL SERVICE 0 o) ) 0] 0 Q1 17.00

INPATIENT. ROUTINE!SERVICE!COST: CENTER

30.00 |ADULTS & PEDIATRICS 111,840 30.00
403.00 |SUBPROVIDER ~ IPF 14,409 40.00
ANCILLARY, SERVICE: COST CENTERS:
60.00 | LABORATORY 419 G 418 0 0f 60.00
69.00 | ELECTROCARDEOLOGY Of ¢ 0 0 0 69.00
7G.00 | 2LECTROENCEPHALOGRAPHY O G 0 0 0| 70.00
73.00 |DRUGS CHARGED TO PATIENTS 1,194 G 1,194 0 0| 73.00
76.00 |RECREATION THERAPY 0 0 0 0 0] 76.00

QUTPATIENT: :SERVICE COST.: CENTERS!

9G.00 jCLINIC
91.00 | EMERGENCY

5,408 18,304] 90.00
91.00

OTHER: RETMBURSABLE COST.UCENTERS

98.00 |OTHER REIMBURSABLE COST CENTERS

98.00

SPECIAL: PURPOSE COST- CENTERS

113.00] INTEREST EXPENSE
118,00 SUBTOTALS (SUM OF LINES 1-117)

113.00

133,657 304,720(118.00

NONREIMBURSABLE ! COST: CENTER

192,00 PHYSICIANS' PRIVATE OFFICES

184,00 OTHER NONREIMBURSABLE COST CENTERS
194,01 PATIENT TRANSPORTATION

194.02] COMMUNITY RELATIONS

194.03| EDUCATION

200.00i Cross Foot Adjustments
201.00Negative Cost Centers

202.00{Cost to be allocated (per wkst. B, Part 1)

203.60{Unit cost multiplier (wWkst. B, Part I}

204.00/Cost to be allocated (per wkst. B, Part II)

205.00{unit cost multipTier (wkst. B, Part 11}

99,439 41,283

5, 606; 0]

0 0)

G 0

1,006 0

611 0
1,317,624 294,664
12.353960 7. 137650
259,023 54,614
2,428583 1.322917

5,606 0 192.00

v 0 0/194.00

0 0 0)194.01

1,000 0 6194.02
611 0 0194.03
200.00

201.00

793,172 1,524,383 2,020,428|202.00
7.675140 13.237039 6.630441]203.00
71,598 283,333 288,552{204.00
0.692819 2.088598 (.946941|205.00

MCRIF32 - 2.25.130.C



Health rFinancial Systems

RIVEREDGE HOSE]

TAL

n Liey

of Form (M$-2552-10

COST ALLOCATION -~ STATISTICAL EBASIS

provider CCN: 144009

pPeriod:
From 01/01/2011
To  12/31/2011

worksheet B-1

pate/Time Prepared:
5/ 2012 10:58

.00
.00
.00
.00
.00
.00
.00
10.0
13.0
16.0
17.0

WD G0 N T AN

30.0
40.0

60.0
69,0
0.0
73.0
76.0

20.0
91.0

98.9

113.
118,

192.
194,
194,
194,
194,
200,
20%.
202.
203,
204,
205.

GENERAL: SERVICE! COST CENTERS

0
¢
G
0

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS
ADMINESTRATIVE & GENERAL
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPTNG

DEETARY

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

58,901,440
0

INPATIENT. ROUTINE:SERVICE: COST. CENTERS:

0
0

0
0
0
0
0

0
0

0

00,
Q0

Q0
00
oL
02
03
a0
00
Q0
090
00

ADULTS & PEDIATRICS
SUBPROVIDER ~ IPF

47,934,380

ANCILLARY: SERVICE: COST CENTERS

LABORATORY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
DRUGS CHARGED TO PATLENTS
RECREATION THERAPY

1,297,593
0

125,664
4,116,250
0

OUTPATIENT: SERVICE COST: CENTERS

CLINIC
EMERGENCY

3,871,765
0

OTHER: RETMBURSABLE  COST CENTERS

QTHER REIMBURSASLE COST CENTERS

SPECIALY PURPOSE: (COST.i CENTER:

INTEREST EXPENSE
SUBTOTALS (SUM OF LINES 1-117)

58,901,440

NONREIMBURSABLE COST i CENTERS

PHYSICIANS' PRIVATE OFFICES

OTHER NONREIMBURSABLE COST CENTERS

PATTENT TRANSPORTATION

COMMUNTTY RELATIONS

EDUCATION

Cross Foot Adjustments

Negative Cost Centers

Cost to be allocated (per wkst. B, Part I)
unit cost multiplier (wkst. B, Part I

Cost to be altlocated (per wkst. B, Part II)

[

ynit cost multiplier (wkst. B, Part II)

oo 0o ool

660,949
0.011223)
63,788

(.001083

1,544,842
37.420779
44,212

1.070949

MCRIF32 - 2.25.3130.90



Health

Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form CMs-2552-10

COMPUTATICON OF RATIO OF COSTS TO CHARGES

Provider CON:

144009 i per

To

tod: worksheet C
From 01/01/2011 ) Part I

12/31/2011 | Date/Time Prepared;
5/15/2002 10:58 am

Title XVIIY

Hospital PPS

30.00
40,60

60.00
69.00
70.00
73.00
76.00

90.06
91.00

98.00

113. 00
200. 00;
20%,00]
202,001

“TENPATIENT ROUTINE SERVICE CO

ADULTS & PEDIATRICS
SUBPROVIDER - IPE

ANCILLARY: SERVICE (COST CENTER!

18,715,573
2,079,466

150,200 18,865,773 30.0C

18,715,573
2,079,466

2,085,2151 40.00C

5,749

596, 581] 60.00

LABORATORY 270,281 270,281 0

ELECTROCARDIOLOGY 0 0 0 0! 69.00
ELECTROENCEPHALOGRAPHY 23,541 23,541 0 23,541 70,00
DRUGS CHARGED TO PATLENTS 1,393,234 1,393,234 0 1,393,234 73.00
RECREATION THERAPY 0 0 0 0} 76.00
OUTPATIENT SERVICE COST CENTERS ; o
CLINIC 923,343 923,343 22,809 946,152} 90.00
EMERGENCY : 0 9 0 0} 91.00

OTHER HEIMBURSABLE:.COST CENTERS

OTHER REIMBURSABLE COST CENTERS

98.00

SPECIALPURPOSE COST CENTERS:

INTEREST EXPENSE

subtotal (see instructions)
Less Observatioh Beds
Total (see instructions)

D29

23,405,438
O
23,405,438

113.00

178,758 23,584,1961260.00
(1201.00

178,758 23,584,196{202.00

MCRIF32 - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In tieu of Form CMs-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CON: 144009 | Period:

From 01/01/2011
To o 12/31/2011

worksheet C
Part I

Date/Time Prepared:
5/15/2012 10:58 am

Title XVITL

INPATIEN

PPS

30.00G {ADULTS & PEDIATRICS
40.00 | SUBPROVIDER - IPF

47,934,380
1,555,788

47,934,380
1,555,788

ANCI{ITARY  SERVICE ! COST (CENTERS

60.00 {LABORATORY

69.00 | ELECTROCARDIOLOGY

70.00 |ELECTROENCEPHALQGRAPHY
73.00 |DRUGS CHARGED TCQ PATIENTS
76.00 |RECREATION THERAPY

1,297,593
0

125,664
4,116,250

[oe i om i o R o )

1,297,583
0

125,664
4,116,250

. 208294,
. 000000)
.187333
.338472
. 000000

000000
000000
.G00000
000000
. G00000

o000

[OUTPATZENT 'SERVICE (COST. CENTERS.
90.00 |CLINIC .
91.00 |EMERGENCY

3,871,765
0

3,871,765

. 238481

0.000000C

OTHER REIMBURSABLE COST: CENTERS:

-000000

Q. 000000

98.00 |OTHER REIMBURSAELE COST CENTERS

00]

SPECTAL PURPOSE :COST. 'CENTERS

000

113,00 INTEREST EXPENSE
200.00|subtotal (see instructions)
201,00 Less Observation Beds
202.00| Toral (see instructions)

55,029,675

55,029,675

3,871,765

3,871,765

58,501,440

58,901,440

MCRIF32 - 2.25.3130.0



Health Financial Systems

RIVEREDGE HOSPITAL

in tieu of Form CM$5-~2552-30

COMPUTATION OF RATIO OF CO5TS TO CHARGES

Provider CCN: 144009

Period:
From 01/01/2011

worksheet €
Part I

To  12/31/201) | Date/Time Prepared:
5/15/2012 10:58 am
Title XVIIT Hospital PPS

30,00 [ADULTS & PEDIATRICS

90.00 |CLINEC

30.00

40,00 | SUBPROVIDER - IPF 40.00
60,00 |LABORATORY 0.208294 60.00
69,00 | ELECFTROCARDIOLOGY . 000000 69.00
70,00 |ELECTROENCEPHALOGRAPHY G. 187333 70.00
73.00 |DRUGS CHARGED TO PATIENTS .338472 73.00
76,00 |RECREATION THERAPY $.000000 76.00

OUTPATIENT: SERVICE COST- CENTERS

0.244372 90.00

91.00 |EMERGENCY 0000600 91.00

OTHER {REIMBURSABLE COST: CENTERS

98.00 |OTHER REIMBURSABLE COST CENTERS

SPECIAL 'PURPOSE COST  CENTERS':

. 00000

113.00| INTEREST EXPENSE

200.00| subtotal (see instructions)
201.00{Less CObservation Beds
202.00|Total (see instructions)

113.00
200.00
201.00
202.00

MCRIF32 - 2.25,130.0



Health Financial Systems

RIVEREDGE HOSP]

TAL

In Lie

i of Form CM$-2552-10

COMPUTATION OF RATIQ OF COSTS TO CHARGES

Provider CCN: 144009

period:
From 01/01/2011

worksheer C
pPart I

To  12/31/2011 | bate/Time Prepared:
5/15/2012 10:58 am
Title XIX Hospjta? Cost

INPATLIENT: ROUTINE SERVICE!COST CENTERS:

30.00 |ADULTS & PEDIATRICS 18,715,573 73 il [i]

40,00 |SUBPROVIDER - IPF 2,079,466 2,079,466 0 0
ANCILLARY. SERVICE COST CENTERS!

60.00 | LABORATORY 270,281 270,283 0 4]

69,00 | ELECTROCARDIOLOGY 0 0 e 0

70.00 | ELECTROENCEPHALOGRAPHY 23,541 23,541 0 0

73.00 |DRUGS CHARGED TO PATIENTS 1,393,234 1,393,234 o 0

76.00 |RECREATION THERAPY 0 0 0] 0
CUTPATIENT. SERVICE 'COST.:CENTERS. : S

90.00 | CLINIC . 923,343 923,343 0 0

91.00 | EMERGENCY 0 0 0 0
OTHER REIMBURSABLE COST .CENTERS

98.00

OTHER REIMBURSABLE COST CENTERS

SPECIAL: PURPO

113.00; INTEREST EXPENSE
2060.00! subtotal (see instructions)
201.00{tess Observaticn Beds
202.00{ Total (see instructions)

23,405,438
0
23,405,438

0 23,405,438,
0
0 23,405,438

e

“1113.00

200.00
201.00
202.00

MCRIF32 ~ 2.25.138.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lied of Form CM5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN:

144009 | period:
From 01/01/2011 | Part I

worksheet C

30,
40,

60.
69.
70,
73.
76.

90,
91,

98,

CLENIC 3,871,765 3,871,765 38481 96,
EMERGENCY 0 00 9L.
OTHER: REIMBURSABLE [COST CENTERS i i :
OTHER REIMBURSABLE COST CENTERS 0 0 0 0.000000]  0.000000} 98.
SPECIAL PURPOSE: COST 'CENTERS : : EH :
113,00 INTEREST EXPENSE 113,
200,00 subtotal (see instructions) 55,029,675 3,871,765 58,901,440 200,
201.00 Less Observation Beds 201,
202.00{Total (see instructions) 55,029,675 3,871,765 58,901,440 202.

00
o0

o0
00
00

00

00

00
00

00

To  12/3172011 | pate/Time Prepared;
5/15/2012 10:58 am
_Title XIx Hospital Cost

ADULTS & PEDIATRICS

47,934,380

47,934, 380

30.
SUBPROVIDER - IPF 1,555,788 1,555,788 40.
ANCILLARY: SERVICE 'COST CENTERS: |
LABORATORY 1,297,593 0 1,297,593 0.208294 0.000000| 60.
ELECTROCARDIOLOGY 0 0 G 0.0000609 0.000000| 69.
FLECTROENCEPHALDGRAPHY 125,664 0 125,664, 0.187333 0.000000] 70.
DRUGS CHARGED TO PATIENTS 4,116,250 0 4,116,250 0.338472 0.000000| 73.
RECREATION THERAPY 0 0 0 0 76.

QUTPATIENT SERVICE (COST: CENTERS:

- 000000

00
00

00
00
00
00
00

00
00

00

00
00
Q0
890

MCRIF32 - 2.25.130.0



Health Financial Systems

REIVEREDGE HOSPITAL

Ir Lied of Form €M$-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 144009

period:
From (1/01/2011
To  12/31/2011

warksheet €
part I

Date/Time Prepared:
5/15/2017 10:58 am

Title XIX

Hospital

Cost

INPATIENT. ‘ROUTINE:S

30.00 [ADULTS & PEDIATRICS
40.00 | SUBPROVIDER -~ IPF

60.00 | LABORATORY

69,00 | ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY
73.00 |DRUGS CHARGED TO PATIENTS
76.00 | RECREATION THERAPY

0.600000
0. 000000
0.000000
0. 600000,
0. 000000,

OUTPATTENT: SERVICE: COST CENTERS:

90.00 | CLENIC
91.00 | EMERGENCY

OTHER: REIMBURSABLE:.COST :CENTERS

"0, 600000

0. 000000,

98.00 [OTHER REIMBURSABLE COST CENTERS
SPECTAL  PURPOSE: COST: CENTERS: i

113,00 INTEREST EXPENSE

200.00 subtotal (see instructions)
201,00 Less Observation Beds
202.00 Total (see instructions)

30.00
40,00

60.00
69.00
70.00
73.00
76,00

90,00
91.00

98.00

113.00

200.00
201.00
202.00

MCRIF32 - 2.25.136.0



Health Financial Systems RIVEREDGE HOSPITAL In tieu of Form ¢ms-2552-10
CALCULATION OF OUFTPATIENT SERVICE COST TO CHARGE RATIOS NET OF Provider CCN: 144009} Period: worksheet C
REDUCTIONS FOR MEDICAID ONLY From 01/01/2011) part IX

To  12/31/2011 | Date/Time Prepared:
5/15/2012 10:58 am

Hospital - _Cost

ANCILLARY: SERVICE COSTICENTERS!: i N
60.00 |LABORATORY 270,281 20,815 249,466

9 01 60,00
69.00 |ELECTROCARDICLOGY 0] 0| 0 0 { 69.00
70.00 | ELECTROENCEPHALOGRAPHY 23,541 744 22,797 0 0] 76.00
73.00 |DRUGS CHARGED TO PATIENTS 1,393,234 76,763 1,316,471 0 ¢ 73.00
76.00 |RECREATION THERAPY : 0 0 0 0 ] 76.00

OUTPATIENT :SERVICE COST CENTERS. : i S

9G.00 [CLINIC : 923,343 838,127 9 G .
21.00 | EMERGENCY 0 0 9 0] 91.00

OTHER REIMBURSABLE (COST \CENTERS
98.00 |QTHER REIMBURSABLE COST CENTERS
SPECIAL PURPOSE . COST. CENTERS

113. 000 INTEREST EXPENSE 113.00

200.00 subtotal (sum of Tines 50 thru 199 2,610,399 © 183,538 2,426,863 0 0]200.00
201.00{Less Observation Beds 0 0 0 0 0[201.60
202.00i fotal (Tine 200 minus Tine 201) 2,610,399 183,538 2,426,861 0 0[202.00

MCRIF32 - 2.25.130.0




Health

Finangial Systems

RIVEREDGE HOSPITAL

In Lieu of Form {MS-2552-10

CALCULATION OF OQUTPATIENT SERVICE COST TO CHARGE RATIOS NEY OF

REDUCT

I0ONS FOR MEDICATD ONLY

provider CCN: 144009 | Period:
From 01/01/2011
To 12/3172011

vorksheet C
Part IX

Date/Time Prepared:

66.00
69.00
70.00
73.00
76.00

90.00
91.00

28.00

113,00
200,00
201.00
202.00

ANCILLARY: SERVICE - COST: CENTER

Title XIX ] itai

5/15/2012 10:58 am
Cost

LABORATORY
ELECTRCCARDIOLOGY
ELECTROENCEPHALOGRAPHY
DRUGS CHARGED TO PATEENTS
RECREATION THERAPY

270,281

0

23,541
1,393,234
0

CLINIC
EMERGENCY

923,343
0

1,297,593 . 208294
0 . 000000

125,664 .187333
4,116,250 .338472
0 600000
3,871,765 0.238481;
8 0. 600000;

OTHER! REIYMBURSABLE: COST: CENTERS

OTHER REIMBURSABLE COST CENTERS
SPECTAL: PURPOSE COST! CENTERS

. BC0000;

INTEREST EXPENSE
Subtotal (sum of Tines 50 thru 199)
Less Observation Beds

Total (Tine 200 minus Tine 201)

2,610,399
0

2,610,399

0]
0l
9,411,272

60,
69,
70.
73.
76.

90,
91.

98.

113.
260,
201.
202.

00
00
00
00
00

00
Q0

Q0

00
00
Qo
00

MCRIF3Z ~ 2.25.130.0



Health Financial Systems RIVEREDGE HOSP]

TAL

In Liey of form CMS5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

provider CON: 144009

To

period:
From 01/01/201%

12/31/2011

worksheet D
Part ¥

pate/Time Prepared:
5/15/2012 10:58 am

_Title XVIIT

_Hospital

PPS

ed

INBATIENT ROUTINEISERVICE!:COST: CENTER!

30.00 |ADULTS & PEDIATRICS 3,050,949 0 3,050,949
40.00 | SUBPROVIDER -~ IPF 314,610 0 314,610
3,365,559 3,365,559

200.00/votal (lines 30-199)

1

36,480
4,803
41,283

83.63
65.50

30.00
40.00
200.00

MCRIF3Z2 ~ 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL -
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

In Lieu of Form (MS-2552-10
provider CCN: 144008 | Period:

worksheet D
From 01/01/2011

Part I
To  12/31/2011 | nate/Time Prepared:
o pital

Title XVIIE

5/15/2042 10:58 am
PPS

INPATIENT ROUTINE: SERVICE COST CENTERS
30.00 [ADULTS & PEDIATRICS 12,542 1,048,887 30.00
40.00 | SUBPROVIDER - IPF t 0 40.00
200.00;Total (Tines 30-199) 12,542 1,048,887 200.00

MCRIF32 - 2.25.130.0



Health Financial Systems

REIVEREDGE HOSPITAL

In Lie

4 of Form €Ms-2552-10

APPORTIONMENT OF TNPATIENT ANCILLARY SERVICE CAPITAL COSTS

Provider CCN:

144009

Period:
Erom 01/01/2011
TO 12/31/2011

worksheet D
Part IT

pate/Time Prepared:
5/15/2012 10:58 am

Hospital

PPS

98.
280,00

00

|ANCIETARY. SERVICE COST. CENTERS.

LABORATORY .
ELECTROCARRIE.OGY
ELECTROENCEPHALOGRAPHY
BRUGS CHARGED TO PATIENTS
RECREATION THERAPY

QUTPATLENT SERVICE ‘COST (CENTERS

390,458

20,815 1,297,593 0.016041 4,65%
0 0 0.00000C 0 0

744 125,664 (.005921; 20,328 120
76,763 4,116,250 0.018649 2,107,591 39,304
9 13 0.000000 O Y]

CLINIC 85,216 3,871,765 0.022010 o

EMERGENCY . ) g 000000 0 0
OTHER] REIMBURSABLE COST: CENTERS ! ;
OTHER REIMBURSABLE COST CENTERS 0 0 0.000000, 0 0
Total (lines 50-199) 183,538 9,431,272 2,418,377 44,083

MCRIF32 - 2.25.%3G.9



Health Financial Systems

RIVEREDGE HOSP]

TAL

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

pProvider CCN: 144009

TO

In Liel

Period:
From Q1/01/2011

12/31/2011

s of Form CMS-2552-10

worksheet D
Part IIT

Date/Time Prepared:

_Tith

XVIII

5/15/2012 10358 am

i1

Hospital

PPS

INPATIENT ! ROUTINELSERVICE COST:CENTERS:
30.00 (ADULTS & PERIATRICS 0 0 0 0 0} 30.00
40,00 | SUBPROVIDER - IPF 0 0 0 0 0} 40.00
200.00{ Total (lines 30-199) G 0 0 0{200.00

MCRTF32 - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

Provider CCN: 144009

In Lieu of form CMS-2552-10

Period:
Erom 01/01/2011
To 12/31/2011

worksheet D
part ¥IT
bate/¥ime Prepared:

5/15/2012 10:58 am

'_ﬂ

PP5

INPATIENT. ROUTINE SERVICE 'CO!

30.00 [ADULTS & PEDIATRICS 36,480 0106 2,542 1 30.00
40.00 | SUBPROVIDER - IPF 4,803 0.00 0 0! 49.00
260.00{toral (Fines 30-199) 41,283 12,542 01200.00

MCRIF32 - 2.25.130.0



#ealth Financial Systems RIVEREDGE HOSPITAL

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS pProvider CCN: 144009

In Lieu of Form CMS-2552-10

period:

worksheet D

From 01/01/2011 | Part IIZ
To  12/31/2011 | pate/Time Prepared:

Title XVIII

Hospital

5/15/2012 10:58 am
PPS

INPATIENT: ROUTINESERVICE (COST: CENTER!

30.00 [ADULTS & PEDTATRICS

0 [€
40.00 {SUBPROVIDER ~ IPF 0 0]
200.00iTotal (lines 30-199) 0 0

MCRIF32 - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In tieu of Form (Ms-2552-10

APPORTEONMENT, OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

frovider CON:

144009

pericd:
From 01/01/201L
TOo  12/31/2011

worksheet D

Part Iv

Date/Time Prepared:
S/LS/2002 10:58 am

Hospital

60.
69.
70.
73,
76.

20.
91.

98.
200.00

00
00
00
00
00

Q0
00

00

ANCTLLARY: SERVICE COST: GEh

the

LABORATORY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
DRUGS CHARGED TO PATLENTS
RECREATION THERAPY

OUTPATLENT: SERVICE {COST CENTERS

0
0
o
O

0} 60.00
0! 69.00
af 70.00
0f 73.00
Qi 76.00

CLINEC
EMERGENCY

90.00
91.00

OTHER  REIMBURSABLE: COST | CENTERS

OTHER REIMBURSABLE (OST CENTERS

Total (lines 50-199)

Qolilo ol oo o ol

colilloollicocooco

98.00
200.00

MCRIF32 ~ 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In Lieu of Form ¢Ms-2552-10
APPORTEIONMENT OF INPATIENT/DUTPATIENT ANCILELARY SERVICE OFHER PASS Provider CCN: 144009 ] Period: worksheet D

THROUGH COSTS From 01/01/2011 | part IV

To 12/31/2011 | pate/Time Prepared:
5/315/2012 10:58 am
Hospital _PPS

_Fitle XVIIl

ANCTEEARY U SERVICE COST CENTERS: ErimEna e e
60.00 | LABORATORY L 1,297,593 0.000000 .00 60.00
69.00 |ELECTROCARDIOLOGY 0 0 0.006000 . 000000, 0] 69.00
70.00 | ELECTROENCEPHALOGRAPHY [ 125,664 Q.000000 . 000000 20,3281 70.G0
73.00 |DRUGS CHARGED TOQ PATIENTS 0 4,116,250 {.000000 . 000000, 2,107,591 73.00
76.00 |RECREATION THERAPY 0 0 {. 000600 000000; 0] 76.00
OUTPATIENT SERVICE: COST CENTERS : e iy : B
90.00 |CLINIC 0 3,871,765 0.000009 . 000000 0 20.00
91.00 | EMERGENCY 0 0. 00000y 000000, 0] 91.00
OTHER RETMBURSABYLE COST: CENTERS: i B
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 (.000000; 0.000000 0] 98.00
200,00 Total (Tines 56-199) 0 9,411,272 2,418,377(200.00

MCRIF32 ~ 2.25.130.0



Heatth Financial Systems

RIVEREDGE HOSPI

TAlL

In Lieu of Form CM$-2552-10

APPORTIONMENT OF INPATIENT/CUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

provider CCN: 144009

p
TO

worksheet D

eriod:
From 01/01/2011 | Part Iv

1273172011 | bate/Time Prepared:
5/15/2012 10:58 am

Hospital PPS

ARCILLARY. 'SERVICE 'COST (CENTER

60.00 | LABORATORY

9 9 0 0} 60.00
69.00 } ELECTROCARDEICLOGY 0 0 0 0 0! 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0 i O O 0! 70.00
73.00 {DRUGS CHARGED TO PATEIENTS 0 { 0 0 0 73.00
76.00 {RECREATION THERAPY 0 9 0 9} 76.00

OUTPATIENT: SERVICE: COST: CENTERS

90.00 |CLINXC
91.00 |EMERGENCY

OTHER: REIMBURSABLE  COST: CENTERS

98.00 |OTHER REIMBURSABLE CDST CENTERS
200,00 Total (Jines 50-199}

MCREF32 - 2.25.130.0



Heaith Financial Systems RIVEREDGE HOSPITAL In Lieu of Form CMS-~2552-310
APPORTIONMENT OF INPATEENT/OUTPATIENT ANCILEARY SERVICE OTHER PASS Provider CCN: 144009 | Period: worksheet D

THROUGH COSTS ' : From 01/01/201% | Part Iv

To  12/31/2011 | Date/Time Prepared:
S/L5/2012 10:58 am

Title XVIIX Hospital PPS
ANCTELLTAR ERVICE: COST: CE
60.00 |LABORATORY 80.00
69.00 | ELECTRQCARDIOCLOGY 69.00
70.00 | ELECTROENCEPHALOGRAPHY 70.00
73.00 |DRUGS CHARGED TO PATIENTS 73.00
76.00 |RECREATION THERAPY 76.00
OUTPATIENT: SERVICE COST: CENTERS:

90.00 |CLINIC 90.00
91.00 | EMERGENCY 91.00
OTHER REIMBURSABLE (COST. CENTERS: ; : i : : i e ; ; }

98.00 |OTHER REIMBURSABLE COST CENTERS 3] 0 98.00
200.00{ Total (lines 50-199) 0 0 200.00

MCRIF32 - 2.25.130.9



Health

Financial Systems

RIVEREDGE HOSPITAL

in Lie

U of Form CMS-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

Provider CCN: 144009

period:
From 01/01/2011
To  }2/31/2011

Part v

worksheet P

pate/Time Prepared:
5/15/2012 10:58 am

Title XVELL

Hospital

PP

ANCILTARY WVICE COST

60.00
69.00
70.00
73.00
76.00

LABORATORY
ELECTROCARDIOLOGY

Et ECTROENCEPHALOGRAPHY
DRUGS CHARGED TO PATIENTS
RECREATION THERAPY

. 208294
. 000000
.187333
.338472
000000,

coo oo

60.00
69.00
70.00
73.00
76.00

QUTPATIENT SERVICE COST CENTERS

90.00
91.00

CLINIC
EMERGENCY

0,238481
0., 000000

ool

90.00
91.00

98.00
200.00
201.00

OTHER REIMBURSABLE COST CENTERS

Subtotal (see instructions)

Less PP Clinic Lab. Services-Program Only
Charges

202.60

Net Charges (Tine 200 +/- Tine 201)

0 o
0 0
0 0
0 0
0 0
o )
0 0
C, 0
i 0
0 0
0 0

98.00
200.00
201.00

202,00

MCREF3Z - 2.25.130.0



Health Pinancial Systems

RIVEREDGE HOSPITAL

in Lie

; of Form CM5-2552-10

APPORTIONMENT OF MEDICAL, OVHER HEALTH SERVICES AND VACCINE COST

Provider CCN: 144009

Period:

From 01/01/201F
Te  12/31/2011

worksheet D
Part v

Date/Time Prepared:
S5/15/2012 10:58 am

Title XVIIT

it

1

°3.

206.90

4:4)

[ANCILLARY. SERVICE COST. CENTERS.

PPS -

LABQRATORY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
DRUGS CHARGER TO PATIENTS
RECREATION THERAPY

OO oo

[or i B o I e e

OUTRATIENT SERVICE COST: CENTERS:

CLINIC
EMERGENCY

OTHER | REIMBURSABLE  COST. CENTERS::

OTHER REIMBURSABLE €OST CENTERS
subtotal (see instructions)

201.001ess PP Clinie bab. Services-Program Only

202.00

Charges
Net Charges (Tine 200 +/- Tinre 201)

o) QDS

MCRIF32 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL

In Lieu of Form CMs-2552-10

APPORTTIONMENT OF INPATIENT ANCILLARY SERVICE CAPLTAL COSTS

provider CCN: 144009
Component CCN: 144009

period:
From 01/01/2011
To  12/31/2011

worksheat 9

Part II

Date/Time Prepared:
5/15/2012 10:58 am

Title XVIII

subprovider -
IPF

CILLARY: SERVICE COST: CENTERS

AN

60.00 | LABORATORY 204,815
69.00 | ELECTROCARDIOLOGY 0
70.00 | ELECTROENCEPHALOGRAPHY 744
73.00 |DRUGS CHARGED TQ PATIENTS 76,763

76.00 |RECREATION THERAPY

CUTPATIENT SERVICE COSTICENTERS

)

96.00 |CLINIC

91.00 | EMERGENCY

1,297,593 0.016041 0
0 0.006000 0

125,664 0.005921 0
4,116,250 0.018649 0
0.000000 0

0

)

3,871,765 0.022010

00

GTHER REIMBURSABLE COST CENTERS:

98.00 |OTHER REIMBURSABLE COST CENTERS 0
200.00| Total (lines 50-199) 183,538

9,411,272

0 0.9000600;

[ =]

MCRIF32 -~ 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form Cms-2552-10

AFPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 144009
THROUGH COSTS

Component CCN: 144009

reriod:
Erom 01/01/2000
To  12/3%1/2011

worksheet D

Part Iy

pate/Time Prepared:
5/15/2012 10:58 am

Title XVIIT

Subprovider -
IPF

60,
69.
70.
73.
76.

90,
9%,

28,
200,00

othe

00
00
00
00
00

00
00

00

LABORATORY
EELECTROCARDIOLCGY
EL.ECTROENCEPHALGGRAPHY
DRUGS CHARGED TO PATIENTS
RECREATION THERAPY

OUTPATLIENT: SERVICEICOST CENTERS

CLINIC
EMERGENCY

OTHER@REIMBURSABLE?COSTxCENTERSt

QOTHER REIMBURSABLE COST CENTERS
Total (lines 50-199)

MCRIF32 - 2.25.130.C



Health ginancial Systems RIVEREDGE HOSPITAL in Lieu of Form (M$~2552-10
APPORTIONMENT OF INPATEENT/CUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 144009 | Pericd: worksheet D

THROUGH COSTS - From 01/01/2011 | Part 1v

Component CCN: 1440089 | To  12/31/2011 | Date/Time Prepared:
5/15/2012 10:58 am

Title XVIEL subprovider -~
IPE

ANCILEARY: SERVICE
60.00 | LABORATORY
69.00 | ELECTROCARDIOLOGY

1,297,593
Y,

. 000000
. 000000

.G00000
. 000009

60.00

o ¢ Q 0
O ¢ 0 G| 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 125, 664 0.GQ0000 0. 000000, G| 70.00
0 0 0 ¢
Y 0 0 ¢

73.00 | DRUGS CHARGED TO PATIENTS
76.00 {RECREATION THERAPY

4,116,250
g

. 000000
. 000000

. GOOC00
. GOOGL0!

73.00
76.00

90.00 [CLINIC . 3,871,765 . 000000 . G00000 90,00
91.00 | EMERGENCY 0 0; 0. 000000 0. 000000 0} 91.00
OTHER REIMBURSABLE | COST: CENTERS: i
98.00 |OTHER REIMBURSABLE COST CENTERS ¢ i) 0, 060000 0. 000000 0} 98,00
200.00{Total (Tines 50-199) 0 9,411,272 0{200.00

MCREF32 ~ 2.25.130.C



Health financial Systems

RIVEREDGE HOSPITAL

in Lie

U of Form CMS~2552-10

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 144009
Component CCN: 144009

period:
From 01/01/2011
To 1273172011

worksheet D

Part IV

Date/Time Prepared:
71572012 10:358 am

Title XVIII

Subprovider -

AN R

60.00 LABORATOR‘“(

1 60.00

90.00 CLINIC

0 0 0 0 G

69.00 | ELECTRGCARDIOLOGY 0 0 0 0 Gl 69,00

70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 b G| 70.00

73.00 {DRUGS CHARGED TO PATIENTS 0 0 0 O 0] 73.00

76.00 I RECREATION THERAPY 0 0 o, 0] 76.00
OUTPATIENT SERVICE  COST CENTERS

i 90.00

91.00 | EMERGENCY 3 91.00
OTHER RETMBURSABLE. COST ‘CENTERS

98.00 |OTHER REIMBURSASLE COST CENTERS 0 0 0 0 0] 98.00

200,00/ Total (lines 50-199) 0 0 0 i 01200.60

MCRIF32 -~ 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In Lieu of Form CMs-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 144009 | reriod: worksheet D

THROUGH COSTS From 01/01/2011 1 Part Iv

Component CCN: 144009 {To  12/31/2011; pate/Time Prepared:
5/15/2012 10:58 am

Title XVIIE subprovider -
_IPF

ANCIELARY: SERVICE

60.00 | LABORATORY G 0 60.00
69.00 | ELECTROCARDIOLOGY 0 0 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0 0 73.00
76.00 | RECREATION THERAPY 0 0 76.00
OUTPATIENT SERVICE COST CENTERS :

90.00 |CLINIC . 01 0 90.00
91.00 | EMERGENCY 0 0 91.00
OTHER  REIMBURSARLE 'COST CENTERS: 5
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 98.00
200.00|Total {(iines 50-199) 0 0 200.00

MCREF32 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In tieu of Form ¢Ms-2552-10

APPORTIONMENY OF INPATIENT ANCILLARY SERVICE CAPITAL COSYS Provider CCN: 144009 | Perviod: worksheet D
From Q1/01/2011 | Part II
Component CCN: To  12/31/2011 | pate/Time Prepared:

5/15/2012 10:58 am

Title XVIIT subprovider -

ANCILLARY: 2 fri
60.00 | LABORATORY 20,815 1,297,593 0.016041 0 0] 60.00
69.00 |ELECTROCARDIOLOGY 0 0 0.000000 0 01 69.00
70.00 | ELECTROENCEFHALOGRAPHY 744 125,664 0.005921 0 0] 70.00
73.00 {DRUGS CHARGED TO PATIENTS 76,763 4,116,250 0.018649 0 0 73.00
76.00 | RECREATION THERAPY 0 0 {.000600, 0 0} 76.00
90.00 | CLINIC ) 0 90.00
91.00 | EMERGENCY Q00Q00; \ 0] 91.00
98.00 [OTHER REIMBURSABLE COST CENTERS G 0. 000000 ¢ Gl $8.00
206.00{Total (Tines 50-199) 183,538 9,411,272 0 (]200.00

MCREF32 - 2.25.130.0



Heaith Financial Systems

RIVEREDGE HOSPITAL

in tieu of Form ¢M$-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

provider CCN: 144009
component CON:

period: worksheet D

From 01/01/201% | part 1V

To  12/31/2011 1 Date/Time Prepared:
5/15/2012 10:58 am

Title XVIir

Subprovider -
RE

ANCILLARY ! SERVICE COST CENTER

60.00 | LABORATORY

69.00 | ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY
73.00 |DRUGS CHARGED TO PATIENTS
76,00 | RECREATION THERAPY

OUTPATIENT SERVICE COST. CENTERS:

90.00 |CLINIC
91.00C | EMERGENCY

OTHER REIMBURSABLE! COST CENTERS::

98.00 |OTHER REIMBURSABLE COST CENTERS
200.00 votal (lines 50-189)

0 G G{200.00

MCRIF32 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In tieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS erovider CON: 144009 | Period: worksheet D
THROUGH COSTS From 01/01/2011 1 Part Iv
Component CON: To  312/31/2011 ) pate/Time Prepared:

5/15/2012 10:58 am

Title XVIIE subprovider -
i R

ANCILLARY: SERVICE: COST: |
6. 00 | LABORATORY 1,297,593 (00000 ). GOOOCO, 60.00
69.00 | ELECTROCARDTIOLOGY G 000000 . 0000G0 69.00

0 G Q ¢
0 0 Q ¢
70.00 |ELECTROENCEPHALOGRAPHY L 125,664 0. 000000, 0. 600000 G| 70.00
G 0 0 G
G 0 Q ¢

5

73.00 |DRUGS CHARGED ‘TG PATIENTS 4,116,250 . 000000 . 000000 73.00
76.00 |RECREATION THERAPY o . 000000 . 000000 76.00
OUTPATIENT: SERVICE: COST: CENTERS i

9G.00 |CLINEC o 3,871,765 0. 000000 0.000000 0| 90.00
91.00 |EMERGENCY 0 0 0. 000000, 000000 0] 91.00
OTHER ' REIMBURSABLE! COST: CENTERS i 1
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0. 000000 0.000000 0| 98.00
200.00{Total (Tines 50-199) 0 9,411,272 0{200.00

MCRIF32 - 2.25.130.0



Health Pinancial Systems

REIVEREDGE HOSPETAL

In tieu of Form CMS-2552-1C

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

provider CON: 144009
Component CCON:

period: worksheet D

From 01/01/2011 | part IV

To  12/31/2011 | pate/Time Prepared:
5/315/2012 10:58 am

Title XVIII

subprovider -

IRF

ANCILLARY SERVICE £0%
60.00 |LABORATORY 0 60.00
69,00 | ELECTROCARDIOLOGY 0 69.09
70.00 |ELECTROENCEPHALOGRAPHY 0 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0 73.060
76.00 |RECREATION THERAPY 0 76.00
OUTPATIENT SERVICE COST CENTERS
90.00 |CLINIC 0 90,00
91.09 | EMERGENCY 0 91,00
OTHER : REIMBURSABLE COST: CENTERS
98,00 |OTHER REIMBURSABLE COQST CENTERS 01 ' 98.00
200.00i Total (lines 50-199) 0 200.00

MCRIF3Z - 2.25.130.0



Health Finrancial Systems RIVEREDGE HOSFITAL In tieu of Form (Ms5-2552-1C

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Providaer CCN: 144009 | Period; worksheet D
THROUGH COSTS From 01/01/20111 part Iv
Component CON; To  12/31/2011 ] pate/Time Prepared:
5/15/2012 10:58 am
Title XVITE Subprovider -
ANCELLARY: SERVICE 'COST CENTER
60,00 | LABORATORY G 0 60.00
69.00 | ELECTROCARDIOLOGY G 0 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0 0 73.00
76.00 |RECREATION THERAPY 0 0 76.00
OUTPATIENT: SERVICE COST! CENTERS : T
90.00 [€LINTC or 0 90.00
91.00 | EMERGENCY 0 0 91.00
OTHER REIMBURSABLE:COST: CENTERS!:
98.00 |OTHER REIMBURSABLE COST CENTERS ﬂ ol 98.00
200,00 rotal (Qines 50-199) 0 0) 200,00

MCRIF32 - 2.25.130.0



Health financial Systems RIVEREDGE HOSPITAL in Lieu of form €MS-2552-10
APPORTIONMENT OF INPATEIENT ROUTINE SERVICE CAPITAL COSTS Provider CCN: 144008 | Period: worksheet D

From 0L/01/2011 | part ¥

To  12/31/201i1 | pate/Time Prepared:
5/15/2012 10:58 am

__Title XIX

Hospital

INPATIENT ROUTINE: SERVICE: COST
30.00 {ADULTS & PEDIATRICS 3,050,949 0 3,050,949 36,480 83.63} 30.00
40.00 {SUBPROVIDER - IPF 314,610 9 314,610 4,803 65.50| 40,00
200.00} Total (Tines 30-13%9) 3,365,559 3,365,559 41,283 200.00

MCRIF32 - 2.25.130.0



Health #inancial Systems

RIVEREDGE HOSPITAL
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

: in tieu of Form CM5-2552-10
Provider CCN: 144009 | Period:

worksheet D
From 01/01/2011

Part I
To  12/31/2011 | pate/¥Time Prepared:
Hospital

5/15/2012 10:58 am
_Tit?e XIX

Cost

INPATIENTSROUTINE SERVICE COS: Hi Al : Al

30.00 |ADULTS & PEDIATRICS 17,515 1,464,779 30.00
40.0C | SUBPROVIDER - XPF 0 0 40.00
200.00 rotal (lines 30-199) 17,515 1,464,779 200.00

MCRIF32 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In Lieu of Form (M5-2552-10

APPORTEIONMENT OF INPATIENT ANCILLARY SERVEICE CAPITAL COSTS Provider CCN: 144009 | Period: worksheet D
From G1/01/2011 §{ Part II
Te  12/31/2011 | bate/Time Prepared:;
5/15/2012 10:58 am
Title XIX Hospital Cost

TANCILLARY SERVICE.COST. CENTERS.
60.00 | LABORATORY 20,815 1,297,593 0.016041 665,250 10,6711 60.00

69,00 | ELECTRCCARDIOLOGY : ¢ 0 0.000000 0 0! 69.00
70.00 | ELECTROENCEPHALQGRAPHY 744 125,664 0,005923% 68,376 405! 70,00
73.00 :DRUGS {HARGED TO PATIENTS 76,763 4,116,250 0.018649 1,250,582 23,3221 73.00

0

76.00 |RECREATION THERAPY 76.00

OUTPATIENT : SERVICE COST CENTERS':

0.000000

90,00 [CLINIC 85,216 3,871,765 0.022010 i; 0] 90,00
91,00 | EMERGENCY 0 0 0. 006009 0 0] 91,00
OTHER:REIMBURSABLE  COST: CENTERS : B
98.00 [OTHER REIMBURSABLE COST CENTERS 0 0 0.000000 0 0: 98,00
200.00;Total (lines 50-199) 183,538 9,411,272 1,984,208 34,398:1200.00

MCRYIF3Z - 2.25.130.0




Health Financial Systems

RIVEREDGE HOSPITAL
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

pProvider CCN:

in Lieu of Form (MS$-2552-10
144009 | reriod:

From 01/01/2011
To  12/31/20%1%

worksheet D
Part I;I
Date/Time Prepared:

S/15/2012 10:58 am

30.00

INPATTENT: ROUTINE SERVICE:COST:

Hospital

ADULTS & PEDIATRECS 0 0 0 0 0! 30.00
40,00 |SUBPROVIDER - IPF | 0 0 0 v 0l 40.00
200.00]Total (Tines 30-19%) 0 0 0 01200.00

MCRLFI2 - 2,25.130.¢



Health Financial Systems

APPORTTIONMENT OF TINPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

RIVEREDGE HOSPITAL

Provider CCN: 144009

To

In tieu of Form CMS-2552-10

pPeriod: Worksheet D
From 01/01/2011

Part IIL

12/31/2011 | pate/Time Prepared:

3 tie XEX

S5/15/2032 10:58 am

30.00

200. Gy

TENPATIENT ROUTINE SERVICE COST Cl

ADULTS & PEDIATRICS 36,480 6.900 17,515 90 01 30.00
40.00 |SUBPROVIDER ~ IPF 4,803 0.00 Q 0 Q) 40,00
Total (lines 30-199) 41,283 17,515 0 Q200,00

MCRIF3Z - 2.25.130.0



Health rFinancial Systems RIVEREDGE HOSFEITAL
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

In Lieu of Form CMS-2552-10
Provider CCN: 1440098

Period: worksheet D
From QL/01/2011 | Part EIL

To  12/31/201%1 | Date/Time Prepared:

5/15/2012 10:58 am
! Cost

INPATIENT  ROUTINE

30.00 [ADULTS & PEDIATRIC O O 3¢.00
40.00 |SUBPROVIDER - IPF 0 0 443,00
200.00{ total (Qines 30-199) ) 0 200.00

MCRIF3Z - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form ¢MS$-2552-10

APPORTIONMENT OF INPATEENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Provider CCN: 144009

Period:
From 01/01/2011
Te  12/31/2011

worksheet D

part Iy

Date/Time Prepared:
5/15/2012 10:58 am

Titie XIX Hospital Cost
hool| Al A1l OEh: a1

ANCILLARY: SERVICE COSTICENTERS, i : s i
60.00 |LABORATORY 0 0 0 0 01 60.00
69.00 | ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 0] 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0 0 0 0 0] 73.00
76.00 | RECREATTON THERAPY 0 0 0 0 0] 76.00

OUTPATILENT: SERVICE! COST CENTERS B
90.00 | CLINEC 0 0 0 0 0] 20.00
91.00 | EMERGENCY 0 0 0 0 0| 91.00

OTHER: REIMBURSABLE! COST. CENTERS: B
98.00 [OTHER REIMBURSABLE COST CENTERS d[ 0 0 h 0| 98.00
200,00 Total (lines 50-199) O 0 0 0 0{200.00

MCRIF3

2 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL in Lieu of Form CMs5-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 144009 | reriod: worksheet D
THROUGH COSTS From 01/01/2011 ! part Iv
: To  12/31/2011i | pate/Time Prepared:
: 5/15/2012 10:58 am
Cost

Title XIX Hospital

ANCILLARY ‘SERVICE COST. CENTERSH : : - R e ;
60.00 | LABORATORY 0 1,297,593 0. 000000 0.000000 665,250} 60.00
62.00 |ELECTROCARDEOLOGY 0 0 0.000000 0. 40000 0] 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 125,664 0. 000000 0.000000 68,376| 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0 4,116,250 0. 60000, 0. C00060; 1,250,582] 73.00
76.00 |RECREATION THERAPY 0 0 0. 000000 0. 00600001 0; 76.00
OUTPATIENT SERVICE:COST: CENTERS ‘ ' o Db S i
90.00 |CLINIC 0 3,871,765 0., 000000 0. 000000 0] 90.00
91.G0 | EMERGENCY 0 0 0.000000 000000 0] 91.060
OTHER REIMBURSABLE : COST: CENTERS
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0.000000 0. 000000 0] 98.00
200.00{ total (Tines 50-199) 0 9,411,272 1,984, 208{200.00

MCREF32 - 2.25.130.0



Health Pinancial Systems

RIVEREDGE HOSPITAL

in Lieu of Form CMS~2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 144009 | Period: worksheet B
THROUGH COSTS From 01/01/2011 | part IV
Te  12/31/2031 | pate/Time Prepared:
S/15/2012 10:58 am
Title XIX Hospital cost

d

60.00
69.00
70.00
73.00
76.00

90.00
91.00

98.00

T |ANCILLARY: SERVICE COST: CENTER

LABORATORY 0 0 0 ¢ 0} 60.00
ELECTROCARDIOLOGY 0 ¢ 0 ¢ 0 69.00
ELECTROENCEPHALOGRAPHY 0 0 0 ¢ 0} 70.00
DRUGS CHARGED TO PATIENTS 0 0 0 Q 0} 73.00
RECREATION THERAPY 0 0 0 Q 0] 76.00
CUTPATLENT: SERVICE COST CENYERS i
CLINIC b 0 0 i 0! 90.00
EMERGENCY 0 0 0 b 01 91.00
OTHER:REIMBURSABLE '‘COST ‘CENTERS
OTHER REIMBURSABLE COST CENTERS G 0 [t v 0] 98.00
200.00{total (lines 50-199) G 0f 0 1} 0i200.00

MCRIF32 ~ 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL

In iie

4 of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATEENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Provider CCN: 144009

Period:
From 01/01/2011
TO 12/31/2011

worksheet D
pPart Iv

Date/Time Prepared:
5/15/2012 10:58 am

Title

XIX

Hospital

Cost

ANCILLARY SERVICE COST.

60.00 |LABORATORY

69.00 | ELECTROCARDIOLOGY
70.00 | ELECTROENCEPHALOGRAPHY
73.00 |DRUGS CHARGED TO PATIENTS
RECREATION THERARY

60.00
69.00
70.00
73.00

76.00

CLINIC
91.00 |EMERGENCY

1 90.00

OTHER 'REIMBURSABLE COST CENTER!

91.00

98.00 |OTHER REIMBURSABLE COST CENTERS
200.00{Total (lines 50-199)

98.00
260,00

MCRIF32 - 2.25.136.9



Health Financial Systems RIVEREDGE HOSPITAL Ir Lieu of Form CMS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 14400¢ | period: worksheet -1

From 01/01/2011
To  12/31/2011 | Date/Time Prepared:
5/15/2012 10:58 am
Title XVEIT Hespital PPS

[TENT: DAYS::

1.00 |Inpatient days (including private room days and swing-bed days, excluding newborn) 36,4801 1.00

2.00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 36,4807 2.060

3.00 |private room days (excluding swing-bed and cbservation bed days) ' 0] 3.00

4.00 |semi-private room days (excluding swing-bed and observation bed days) 36,4801 4.00

5.00 |Total swing-bed SNF type inpatient days (including private room days) through December 31 of the cost 0f s5.00
reporting period

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

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

8.00 |Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost 0] 8.00
report1ng per10d (if calendar year, enter 0 on this Tine)

9.60 |[Total inpatient days including private room days applicable to the Program (excluding sw1ng -bed and 12,542 9.00
newborn days)

10.00 |swing-bed SNF type inpatient days app11cab1e to title XVIII only (including private room days) 0] 10.00
through bDecember 31 of the cost reporting pericd (see instructions)

11.60 {swing~bed SNF type ‘inpatient days applicable to title XVIIY only (incTuding private room days) after ¢ 11.00
pecember 31 of the cost reporting period (if calendar year, enter 0 on this line)

12.60 {swing-bed NF type inpatient days applicable to tities v or XEX only (including private room days) 0] 12.00
through December 31 of the cost reporting pericd

13.00 {swing-bed NF type inpatient days applicable to tities v or XIX only {(includirg private room days) G| 13.00
after pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

14.00 imedically necessary private room days applicable to the Program (exciuding swing-bed days) G| 14.00

15.00 jrotal nursery days {(title v or XiX only) G} 15.00

16.00 Nursery days (title vV or XIX only) 0] 16.00

SWING:BED: ADJUSTMENT.

17.00 [Medicare rate for swing-bed SNF services app?%cab?e to services through December 31 of the cost 0.00] 17.900
reporting period

18.00 iMedicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00| 18.00
reporting period

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

20.00 iMedicaid rate for swing-bed Nf services applicable to services after pecember 31 of the cost 0.00] 20.00
reporting period

21.00 iTotal general inrpatient routine service cost (see instructions) 18,865,773] 21.00

22.00 iswing-bed cost applicable to SNF type services through becember 31 of the cost reporting period (Qine 0] 22.00
S x Tine 17)

23.00 iswing-bed cost applicable to SNF type services after December 31 of the cost reporting period (Tine 6 01 23.00
x Tine 18)

24.00 [swing-bed cost applicable to NF type services through pecember 31 of the cost reportving period (line 0] 24.00
7 X Tine 19}

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

26.00 |Total swing-bed cost {(see instructions) 26.00

27.00 |General inpatient routine service cost net of swing-bed cost (Tine 21 minus line 26) 27.00

PRIVATE! ROOM DIFFERENTIAL ‘ADJUSTMENT

28.00 {General tinpatient routine service charges (excluding swing-bed charges) 47,934,380 28.0C
29.00 |private room charges {(excluding swing-bed charges) 0] 29.00
30.00 |semi-private room charges (excluding swing-bed charges) 47,934,380 30.00
31.00 |General inpatient routine service cost/charge ratio (line 27 + Tine 28) 0.393575; 31.00
32.00 |Average private room per diem charge (Tine 29 + Tine 3) .00 32,00
33.00 |Average semi-private room per diem charge (line 30 + line 4) 1,313.99; 33.00
34.00 |Average per diem private room charge differential (Tine 32 minus Yine 33)(see instructiong) 0.00; 34.00
35.00 |Average per diem private room cost differential (Yine 34 x line 31 .00} 35.00
36.00 |Private room cost differential adjustment (line 3 x lime 35) 0} 36.00
37.00 |General inpatient routine service cost net of swing-bed cost and private room cost differential (line 18,865,773) 37.00

27 minus_line 36)

PART: IX/ - HOSPITAL ANDY >UB?RDVIBERS DNLY

PROGRAM: INPATTENT. OPERAT iBE ;
38,00 |adjusted general inpatient routine service cost per dzem (see instructions) 517.15] 38.00
39.00 |rregram general inpatient routine service cost (iine 9 x Tine 38) 6,486,095 39,00
40.00 |Medically necessary private room cost applicable to the pProgram (line 14 x line 35) Qi 40.00
41.00 |Total Program general inpatient routine service cost (Fine 39 + Tine 40) 6,486,095 41.00

MCRIF3Z2 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In Lieu of Form CMsS-2552-10
COMPUTATION OF INPATZIENT OPERATING COST Provider CCN: 144009 i Period: worksheet -1
From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
5/15/2012 10:58 am
Title XVIIT Hospital PPsS

NURSER?‘(fifée Vv & XIX only)

Intensive:Care Type: InpatientiHospital units

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (S?ECIFY)

62,
63.

64,
65,

66.

-00

0c
oG

06
00

00

.00
.00
.00

.00
.00
.00
.00

.00
.00
.00
.00
.00
.00
.00
.00
00
.00
.00

.60
.00
G0

Program inpatient ancillary service cost (wkst. D-3, col. 3, 11ne 200)
Total Program inpatient costs ¢ f i 41 through 48)( ee instructi

??7 670
7,263,765

PASS “THROUGH COST! ADJUSTMENTS

Pass through costs appiicable to Program inpatient routine services (from wkst. D, sum of Parts T and
TIX)

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

Total Program excludable cost (sum of Tines 5CG and 51)

Total Program inpatient operating cost exciué1ng capital related, non-physician anesthetist, and
medical education costs (iine 49 mi 1i

1,048,887
44,083

1,092,97C
6,170,795

TARGET. AMOUNT:'AND I LIMIT COMPUTATION

program discharges

Target amount per discharge
Target amount (line 54 x 1ine 55)
Difference between adjusted +inpatient operating cost and target amount (line 56 minus ¥ihe 53)
Bonus payment (see instructions)

Lesser of 1ines 53/54 or 55 from the cost reporting period ending 1996,
market basket

Lesser of Tines 53/54 or 55 from prior vear cost report, updated by the market basket

If Vine 53/54 is less than the Tower of Tines 55, 5% or 60 enter the lesser of 50% of the amount by
which operating costs (line 53) are Jess than expected costs (lines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)

Retief payment (see imstructions)

Allowable Inpatient cost plus incentive payment (see instructions)

updated and compounded by the

PROGRAM INPATLENT ROUTINE: SWING BEDICOST

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

madicare 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 (Tine 64 plus Tine 65) (title xvrII: on1y)

CAH (see instructions)

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

Title vV or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period
(Tine 13 x line 20)

Total title V or XIX swihg-bed NF inpatient routine costs (line 67 + Tine 68)

PART TII - SKILLED NURSING FACILTTY, OTHER NURSING FACILITY, AND ICF/MR ONLY.

skilled nursing facility/other nursing facility/ICF/MR routine service cost (line 37)

Adjusted general inpatient routine service cost per diem (iine 70 + line 2)

Program routine service cost (Iine 9 x tine 71)

medically necessary private room cost applicable to program {1ine 14 x Tine 35%)

Total Program general inpatient routine service costs (line 72 + 1ine 73)

capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column
26, tTine 45%)

rer diem capital-related costs (line 75 + line 2)

Program capital-related costs {iine 9 x line 76)

Inpatient routine service cost (line 74 mirus line 77)

Aggregate charges to beneficiaries for excess costs {from provider records)

Total Program routine service costs for comparison to the cost limitation (Tine 78 minus Yine 79)
Inpatient routine service cost per diem Timitation

Inpatient routine service cost limitation (line § x 1ine 81)

Reasonable irpatient routine service costs (see instructiens)

Program inpatient ancillary services (see instructions)

utilization review - physician compensation (see tinstructions)

Total pProgram 1npat1ent operating costs (sum of Tines 83 through 85)
PART: OMPUTATION: DBSERVATION: BED: PASS :THRI :

Total observation bed days (see instructions)
Adjusted general inpatient routine cost per diem (line 27 + Tine 2)

observation bed cost (Tine 87 x tine 88) (see instructions)

MCRIF32 - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

in Lieu of Form (MS$-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN:

144009 | Period

From 01/01/2011
To 1278172011

worksheet D-1

Date/Time Prepared:
5/15/2012 10:58 am

Title XvIII Hospital

COMPUTATION :OF OBSERVATION :BED: PAS

90.00 {capital-related cost

91.00 |Nursing School cost

92.00 |Atlied health cost

93.00 {A1l other Medical £ducation

3,050,949
0

b

;

18,865,773
18,865,773
18,865,773
18,865,773

0.161719
0.000000
$.000000
©.000000

[wlwloye)

90.0C
91.00
92.00

oS OO

92,00

MCRIF32 ~ 2.25.130.0



Hea'lth Financial Systems RIVEREDGE HOSPITAL In tieu of Form CM5-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 144009 |Period: worksheet 9-1

From 01/01/201%1
Component CCN: 144009 |Te  12/31/201%1 | Date/Time Prepared:
5/18/2012 10:58 am

Title XVITT Subprovider -
IFF

INPATIENT: DAYS G :

1.00 |[Inpatient days (including private room days and swing-bed days, excluding newborn) 4,803 1.00

2.00 |Inpatient days (including private room days, exciuding swing-bed and newhorn days) 4,803] 2.00

3.060 |[private room days (excluding swing-bed and chservation bed days) 0] 3.00

4.00 |Semi-private room days (excluding swing-bed and observation bed days) 4,803 4.00

5.060 |Total swing-~bed SNF type inpatient days (including private room days) through December 31 of the cost 0] 5.00
reporting period

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

7.00 |Total swing-bed NF type inpatient days (including private room days} through December 31 of the cost g 7.00
reporting period

8.00 |Total swing-bed NF type inpatient days (including private room days) after pecember 31 of the cost 0 8.00
reporting period (if calendar year, enter 0 on this Tine)

9.00 |total inpatient days including private room days applicable to the Program (excluding swing-bed and G| 9.00
newborn days) .

10.09 |swing-bed $NF type ‘inpatient days applicable to title XvIII only (including private roocm days) 0] 10.00
through December 31 of the cost reporting period (see instructions)

11.00 |swing-bed SNF type inpatient days applicable to title XvIIZ only (including private room days) after ¢} 11.00
pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

12.00 |swing-bed N¥ type inpatient days applicable to titles v or XIX only (ingluding private room days) G} 12.00
through necember 31 of the cost reporting period

13.00 |[swing~bed NF type inpatient days applicable to titles v or XIX onty (including private room days) 0] 13.00
after pecember 31 of the cost reporting period (if calendar year, enter G on this line)

14.00 [medically necessary private room days applicable to the program {excluding swing-bed days) 0] 14.90

15.00 jrotal nursery days (title v or XIX only) 0] 15.900

16.00 {Nursery days (title v or XIX only) 0! 16.00
SWING: BED ADJUSTMENT : Sinieadh e LT e s

17.60 |mMedicare rate Ffor swing~bed SNF services applicable to services through December 31 of the cost 0.00{ 17.00
reporting period

18.00 [mMedicare rate for swing-bed SNF services applicable to services after pecember 31 of the cost 0.00{ 18.00
reporting period

19.00 medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00{ 19.00
reporting period .

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

21.00 |Total general inpatient routine service cost (see ingtructions) 2,079,466] 21.00

22.00 |swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0} 22.00
5 x Tine 17)

23.00 |swing-bed cost applicable to SNF type services after pecember 3% of the cost reporting period {line & 01 23.00
x Tine 18)

24.00 [swing-bed cost applicable to NF type services through December 31 of the cost reporting periced (line 0} 24.00
7 x Tine 19}

25.00 |[swing-bed cost applicable to NF type services after becember 31 of the cost reporting period (line 8 Q25,00
x Tine 20)

26.00 |Total swing-bed cost (see instructions) 0f 26,00
27.00 |General inppatient routine service cost net of swing-bed cost (line 21 minus Tline 26) 2,079,466] 27.00
PRIVATE ROOM:DIFFERENTIAL ADJUSTMENT 5 i G 84 S
28.00 |General imrpatient routine service charges (excluding swing-bed charges 1,555,788 28,00
29.00 |private room charges (excluding swing-bed charges) 01 29,00
30.60 |Semi-private room charges (excluding swing-bed charges) 1,555,788; 30.00
31.00 [General inpatient routine service cost/charge ratio {Tine 27 + tine 28) 1.336600] 31.00
32.00 |average private room per diem charge (Tine 29 + Tine 3) 0.00] 32.00
33.00 javerage semi-private room per diem charge (1ine 30 + Tine 4) 323.921 33.00
34.60 javerage per diem private room charge differential (line 32 minus Tine 33)(see instructions) 0.00] 34.00
35.00 |average per diem private room cost differential (Tine 34 x line 31) 0.00] 35.00
36.00 [Private room cost differential adiustment (}ine 3 x }ine 35) 0] 36.00
37.00 [General inpatient routine service cost net of swing-bed cost and private room cost differential (Tine 2,079,466] 37.00

27 minus Tine 36)

PART. XX - HOSPTITALAND: SUBPROVIDERS D ONLY,

PROGRAM | INPATIENT OPERATING:COST. BEFORE FAS HROUGH : COST ADIUSTMENTS! i
38.G0 |adjusted general inpatient routine service cost per diem (see instructions) 432.95{ 38.00
39.60 |Program general inpatient reutine service cost (Tine @ x ¥ine 38) 0| 39.00
40.00 |Medically necessary private room cost applicable to the Program (line 14 x Tine 35) 0| 40.00
41.00 {Total Program general inpatient routine service cost (line 39 + line 40) 0] 41.08

MCRIF32 - 2.25.130.0



Healtth Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form (M5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

144009
Component CCN: 144009

Period:
Erom 01/01/2011
T 12/31/2011

erovider CON:

worksheet D-1

Date/Time Prepared:
5/15/2012 10:58 am

Title XVILI

Subprovider -
IPF

NURSERY (t1t¥e vV & XIX only)

Intensive:Care Type-inparient Hospital:Unit

%)

INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
R SPECIAL CARE_ (SPECIFY}

e

medical education costs (line 49 m1nu5 line 52)

Program %npatieﬁt anci 1é%y.§éf§ t.(wkéf .ﬁ;3 o1, 3, 11ne 200) o]
Toral Program inpatient costs (Su of 31nes 1 h 48)(5 @ _ structtoas) 0
IPASS UTHROUGH i COSTHADIUSTMENTS! ;
pPass through costs appiicable to Program inpatient routine services (from wkst. D, sum of Parts I and 4]
118)

rass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 0
and 1v)

Tetal Program excludable cost (sum of Tines 50 and 51D 4]
Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 1]

TARGET: AMOUNT: AND L TMET COMPUTATION:

erogram discharges

Target amount per discharge
Target ameunt (line 54 x Tine 55)
Difference between adjusted inpatient operating cost and target amount (line 56 minus Tine 53)

gohus payment (see instructions)

lLesser of lines 33/54 or 55 from the cost reporting period ending 1996, updated and compounded by the
market basket

Lesser of Tines $3/5%4 or 55 from prior year cost report, updated by the market basket

if Fine 53/54 i3 Tess than the Tower of Tines 55, 59 or 60 enter the lesser of 50% of the amourt by
which operating costs (line 53) are less than expected costs (1ines 54 x 60), or 1% of the target
amount {line 56), otherwise enter zero (see instructions)

rRelief payment (see instructions)

Allowable Inpatient cost plus incentive payment (s e in tru t1ons)

0.00

0.00
o

PROGRAM: INPATIENT: ROUTINE:SWING ‘BED COST

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

medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See
instruections) (title XvIIT only)

Total Medicare swing-bed SNF inpatient routine costs (Fine 64 plus Tine &5)(title XVIII only}. For
CAH (see instructions)

Title Vv or XIX swing-bed NF inpatient routinre costs through pecember 31 of the cost reperting period
(Vine 12 x Tine 19)

Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period
(Tine 13 x Tine 20)

Total title v or XIX swing-bed NF inpatient routine costs (line 67 + Tine 68)

PART/IIT Z SKILLED, NURSING: FACILITY, OTHER NURSING FACILIEY, AND:TCF/MR:ONLY:

skilled nursing facility/other nursing faciiity/ICF/MR routine service cost (line 37)

adjusted general inpatient routine service cost per diem (line 70 = Tine 2)

pProgram routine service cost {line 9 x Tine 71)

Medically necessary private room cost applicable to Program (line 14 x Tine 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)

Per diem capital-related costs (Y¥ine 75 + line 2)

Program capitat-related costs (lire 9 x line 76)

Inpatient routine service cost {}ine 74 minus Tline 77)

aggregate charges to beneficiaries for excess costs (from provider records)

Total Program routine service costs for comparison to the cost Timitation (Fine 78 minus line 79)
inpatient routine service cost per diem Fimitation

inpatient routine service cost Timitatior (Tine 9 x Tine 81)

rReasonable inpatient routine service costs (see instructions)

program inpatient ancitlary services (see instructions)

Utitization review - physician compensation {see instructions)

Total Program inpatient cperating costs (sum of lines 83 through 85)

PART: TV:: i COMPUTATION: OF (OBSERVATION: BED PASS: THROUGH! COST.

Total observation bed days (see instructions) )
Adjusted general inpatient routine cost per diem (line 27 + Tine 2)

observation bed cost {Iine 87 x line 88) (see instructions)

MCRIF32 - 2.25.130.0



Health Financia]l Systems RIVEREDGE HOSPITAL

In tieu of Form CMS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 144009

Period: worksheet p-1
From 01/01/2011
Component CCN: 144009 [To  12/31/2011 ] pate/Time Prepared:

: 5/35/2012 10:58 am

Title XVIII Subprovider -
: i — : IFF

COMPUTATION

90.00 |capital-related cost 314,610 2,079,466 0,151294 0 0} 90.00
91.00 |Nursing school cost 0 2,079,466 0.000000 0 0} 91.00
92.00 |allied health cost 0 2,079,466 0.060000 0 0} 92.00
93.00 {A11 other Medical Education 0 2,079,466 0.000000 Q 0} 93.00

MCRIF3Z - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL Iin Lieu of Form ems-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 144009 | period: worksheet D-1
From 01/01/2011
Component CCN: To  12/31/2011 | pate/Time Prepared:
5/15/2012 10:58 am
Title XVIII Subprovider -
IRF

1,00 |Inpatient days (including private room days and swing-bed days, excluding newborn} 9 1.00

2.00 |Inpatient days (including private room days, excliuding swing-bed and newborn days) 0} 2.00

3.00 |private room days (excluding swing-bed and observation bed days) 0 3.00

4,00 |semi-privaie room days (excluding swing-bed and observation bed days) 0l 4.00

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

6.00 iTotal swing-bed SNF type inpatiest days (including private room days) after becember 31 of the cost 0] 6.00
reporting period (if calendar year, enter 0 on this Tine)

7.00 [Total swing-bed NF type inpatient days (including private room days) through December 31 of the cost 0 7.0
reporting period

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

9.00 |Total inpatient days fncluding private room days applicable to the Program (excluding swing-bed and 0! 9.00
newborn days) .

10.00 {swing-bed SNF type inpatient days applicable to titTle XVIIT only (including private room days) 0! 10.00
through December 31 of the cost reporting period (see instructions)

11.00 |swing-bed SNF type inpatient days applicable to title XVIII only (including private room days) after 0] 11.00
pecember 31 of the cost reporting period (if calendar vear, enter O on this 1ine)

12.00 |swing-bed NF type inpatient days appiicable to titles v or XX only (including private room days) Qi 12.00

through pecember 31 of the cost reporting period
13.00 |swing-bed NF type inpatient days applicable to titles v or XIX onrly (including private room days) 0

after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

14.00 imedically necessary private room days applicable to the Program (excluding swing-bed days) G| 14.00
15.00 iTotal nursery days {title v or XIX only) 0

16.00 iNursery days (title v or XIX only) o]

SWING BED ADJUSTMENT i R e
17.00 [Medicare rate for swing-bed SNF services applicable to services through December 31 of the cost

17.00
reporting period
18.00 |Medicare rate for swing-bed SNF services applicable to services after pecember 31 of the cost 0.00] 18.00
reporting period
19.00 [mMedicaid rate for swing-bed NF services applicable to services through becember 31 of the cost .00} 19.C0
reporting period
20.00 {medicaid rate for swing-bed NF services applicable to services after pecember 31 of the cost 0.00} 20.00
reporting period
21.00 |votal general inpatient routine service cost (see instructions) 0] 21.00
22.00 |swing-bed cost applicabie to SNF type services through December 31 of the cost reporting peried (line 0; 22.00
5 x Tine 17)
23.00 |swing-bed cost applicable to SNF type services after pecember 31 of the cost reporting period (line 6 0} 23.00
x Tine 18)
24.00 Iswing-bed cost applicable to NF type services through December 31 of the cost reporting perfod (Tine 01 24.00
7 x Tine 19
25.00 |swing-bed cost applicable to NF type services after pecember 31 of the cost reporting peried (line 8 QF 25.00
x Tine 20)
26.00 |Total swing-bed cost (see instructions) Q] 26.00
0 27.00

27.00 |General -inpatient routine service cost net of swing-bed cost (Jine 21 minus Tine 26)
PRIVATE ROOM I DIFFERENTIAL ADJUSTMENT Seshia i diad B
28.00 |General inpatient routine service charges {excluding swing-bed charges)
29.00 |privaté room charges (excluding swing-bed charges)

30.00 |semi-private room charges (excluding swing-bed charges) 0| 30.00
31.90 |General inpatient routine service cost/charge ratio (line 27 = lipe 28) 0.00000G| 31.00
32.00 laverage private room per diem charge (line 29 + line 3) 0.00{ 32.00
33,00 {Average semi-private room per diem charge (Tine 30 + Tine 4) 0.00] 33.00
34.00 jAverage per diem private room charge differential (lire 32 minus Iine 33)(see instructions) ©.00] 34.00
35.00 |Average per diem private room cost differential (Tine 34 x line 31) 0.00{ 35.00
36.00 | Private room cost differential adjustment (Jine 3 x 1ine 35) 0} 36.00
37.00 {General inpatient routine service cost net of swing-bed cost and private room cost differential (line 0} 37.00

Tine 36)
P B HOSPITAL  ANDISUSPROVIDERS  ONLY
PROGRAM. . INPATLENT OPERATING :COST:BEFOR

38.00 |adjusted general inpatient routine service cost per diem (see instructions) G.00] 38.00
39.00 {rrogram general inpatient routine service cost (¥ine 9 x Tine 38) 01 39.00
40.00 |Medically necessary private room cost applicable to the program (1ine 14 x Tine 35) 0] 40.0C
41.00 {total program general inpatient routine service cost {Iine 39 + line 40) 0] 41.060

MCRIF3Z - 2.25.130.¢




Health Financial Systems RIVEREDGE HOSPITAL ™ tieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING CGST provider CON: 144009 | Period:

From 01/01/2011

worksheet D-1

Component CCN: To  12/31/2011 pate/Time Prepared:
5/15/2012 10:58 am
Title XVILE subprovider -
IRF

NURSERY (title v & XIX only)

Intensive:Care fype fnpatient Hospital unit

OTHER SPECIAL CARE (SPECIFY})

INTENSIVE CARE UNET
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGECAL INTENSIVE CARE UNIT

42,
49.
50.

51.

62

64.
65.
66,
67.

68.

00

.00
.80

00
.00
.00
.00
.00
.00

.00

.00
63.

00

00

Pfogram inbat#ent'éhéw 1afy service cost (wkst.'D-B, col. 3, Tine 2060)
Total program inpatient costs { m f 1‘ 41 through 48)(see instructions)

PASS  THROUGH COSTADIUSTMENTS:!

pass through costs applicable to Program inpatient routine services (from wkst. D, sum of Parts I and
IIT)

pass through costs applicabie to Program inpatient ancillary services (from wkst. D, sum of Parts Ir
and V)

Total Program excludabie cost (sum of lines 50 and 51)

Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and
medical education costs (line 49 minus line 52)

TARGET AMOUNT SAND {TMIY COMPUTATION:

Program discharges
Target amount per discharge
Target amount (line 54 x Tine 55)

(Tine 13 x Tine 20)
Total t1t1e V or XIX swing-bed NF inpatient routine costs (line 67 + line 68)

pifference between adjusted inpatient operating cost and target amount (lise 56 minus 1ine 53)

Bonus payment (see instructions) 01 58.00
Lesser of 1ines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.090! 59.00
market basket

tesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.C¢0] 60.00
If Tine 53/54 is Tess than the Tower of Tines 55, 59 or 60 enter the tesser of 50% of the amount by 0§ 61.00
which operating costs (line 53) are Jess than expected costs (Tines 54 x 60}, or 1% of the target

amount (line 56), otherwise enter zero (see instructions)

relief payment (see instructions) {0 62.00
Allowable Inpatient cost plus incentive payment ( instructions) 0] 63,00
PROGRAM: INPATIENT: ROUTINE SWING BED:COST: :
mMedicare swing-bed SNF -inpatient routine costs through pecember 31 of the cost reporting period (See G| 64.00
instructions) (title XVITI only)

Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See Gl 65.00
instructions)(title XVIIT only)

Total Medicare swing-bed SNF inpatient routine costs (Fine 64 plus Tine 65)(title XVIII only}. For G| 66.90
CaH (see instructions)

Titie V or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 0l 67.00
(1ine 12 x Tine 19)

Title Vv or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0} 68.00

PART TIL=USKILLED NURSING! FACILITY; OTHER NURSINGIFACILITY;! AND ‘ICE/MR:ONLY

skilled nursing facility/other nursing facility/ICF/MR routine service cost (1ine 37)

adjusted general inpatient routine service cost per diem (1ine 70 + line 2}

program routine service cost (line 9 x line 71)

medically necessary private room cost applicable to Program (Vine 14 x Tine 35)

Total Program general inpatient routine service costs {iine 72 + Tine 73)

Capital-related cost allocated to inpatient routine service costs {from worksheet B, Part IT, column
26, Tine 45)

rer diem capital-related costs (line 75 + Tine 2)

pProgram capitai-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 te the cest Timitation (Tine 78 sinus line 79)
Inpatient routine service cost per diem limitation

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 iastructions)

Total program inpatient operating costs (sum of lines 83 through 85)

PART: IV:=: COMPUTATION OF (OBSERVATION!BED:'PASS THROUGH: COST:

Total observation bed days (see instructions)
adjusted general inpatient routine cost per diem (iine 27 + 1ine 2)

observation bed cost (Jine 87 x Tine 88) (see instructions)

0.00} 88.00

MCRIF32 - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPETAL

In Lieu of Form CM$-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CON: 144009

Component CCN:

period: worksheet D1
From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
5/15/2012 10:58 am

Title XVIII

Subprovider -

IRE

90.00
91.00
92.00
93.00

COMPUTATION OF OBSERVATION.

capital-related cost
Nursing School cost

Allied health cost

Al1 other Medical Education

o R R o R e}

0 0. 000000 0 0i 80.00
0 (. 000000 O 0f 91.00
0 G.00000C 0 Q) 92.00
0 G. Q00000 0 0f 93.00

MCREF32 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In Lieu of Form (MS-2552-10
COMPUTATION OF INPATIENT OFERATING COST pProvider CCN: 144009 | period: worksheet p~L

From 01/01/2011
To  12/31/2011 | bate/Time Prepared:
5/15/2012 10:58 am
cost

Title XIX Hospital

PART. ALLTP
INPATLENT DAYS i i

1.00 |{Inpatfent days C1nc1ud1ng private room days and sw1ng bed days, excluding newborn) 36,480] 1.00

2,00 |Inpatient days (including private room days, excluding swing-bed and newborn days) 36,480 2.00

3.00 |private room days (excluding swing-bed and observation bed days) Gl 3.00

4,00 |Semi-private room days (excluding swing-bed and observation bed days) 36,4801 4.00

5.00 |Total swing-bed SNF type inpavient days (including private room days) through December 31 of the cost 0! 5.00
reporting period

6.00 |Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0; 6.00
reporting period (if calendar year, enter 0 on this 1ipe)

7.00 jTotal swing~bed NF type inpatient days (incTuding private room days) through becember 31 of the cost 0] 7.00
reporting period

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

9.00 [votal inpatient days including private room days applicable to the Program (excluding swing-bed and 17,515 9.00
newborn days)

10.06 |swing-bed SNF type ‘inpatient dayg applicable to vitle XvITX only (including private room days) 0 10.00
through pecember 31 of the cost reporting period (see instructions)

11,00 |swing-bed SNF type inpatient days appiicable to title XVIII orly (including private room days) after 0l 11.00
pecember 31 of the cost reporting pertod (if calendar year, enter O on this Tine)

12.00 iswing-bed N¥ type inpatient days applicable te titles v or XIX eonly (including private room days) 0] 12.00
through December 31 of the cost reporting period

13.00 [swing-bed NF type inpatient days applicable o titles Vv or XIX only (including private room days) 9] 13.00
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

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

15.00 [Total nursery days (title V or XIX only) ] 15.00

16.00 |nursery days (title v or XIX only) 0] 16.00
SWING BED ADJUSTMENT g : i

17.00 ‘Medicare rate for sw1ng “bed SNF services app%1cab3e to services through December 3% of the cost 0.0G{ 17.00
reporting pericd

18.00 iMedicare rate for swing-bed SNF gervices appiicable to services after pDecember 31 of the cost 0.0G| 18.900
reporting pericd

19.00 jMedicaid rate for swing-bed NF services applicable to services through December 3% of the cost 0.00] 19.00
reporting period

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

21.00 |Total general inpatient routine service cost (see instructions) 18,715,573] 21.00

22.00 |swing-bed cost applicable to SNF type services through pecember 31 of the cost reporting period (Tine 0| 22.00
5 x 1ine 17)

23,00 |swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6 Gl 23.00
X Tine 18)

24.00 |swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line G| 24.00
7 X Tine 19

25.00 sw;ng—bed cost applicable to NF type services after pecember 31 of the cost reporting peried (iine 8 0] 25.00
X Tine 20

26.00 |{Total swing-bed cost (see instructions) G} 26.00

27.00 |General inpatient routine service cost net of swing-bed cost {Jine 21 minus Tine 26) 18,715,573) 27.00
PRIVATE ROOM DIFFERENTIAL ADIUSTMEN e el : :

28.00 |General inpatient routine service charges (excluding swmg bed charges) 47 934,380] 28.00

29,00 |Private room charges (excluding swing-bed charges) 0} 29.00

30.00 {Semi-private room charges (excluding swing-bed charges) 47,934,380} 30.00

31.00 {General inpatient routine service cost/charge ratio (line 27 + iine 28) 0.390442] 31.00

32.00 |Average private room per diem charge (line 29 + Tine 3) 0.00( 32.00

33.00 |Average semi-private room per diem charge (l1ine 30 + line 4) 1,313,998 33.00

34.00 |average per diem private room charge differential {(3ine 32 minus Tine 33)(see instructions} 0.00] 34.00

35.00 |Average per diem private room cost differential (Tine 34 x line 31} 0.001 35.00

36.00 |{private room cost differential adjustment (Iine 3 x Fine 35} 0f 36.00

37.00 {General inpatient routine service cost net of swing-bed cost and private rcom cost differential (Fine 18,715,573| 37.00
27 minus Jine 36)
PART X HOSPITAL AND i SUBPROVIDERS (ONLY::
PROGRAM INPATYENT :OPERATING COST  BEFORE" PASS;TH&OUGH;‘:CGST DIUSTMENTS

38.00 |adjusted general inpatient routine service cost per diem (see instructions) 513.04] 38.900

39.00 |program general inpatient routine service cest (line 9 x Yine 38) 8,985,896| 39.00

40.00 |Medically necessary private room cost applicablie to the pProgram (Tine 14 x line 35) 0| 40.00

41.00 |Total Program general inpatient rcutine service cost (line 39 + line 40) 8,985,896] 41.00

MCRIF32 ~ 2.25.136.0




Health Firancial Systems

RIVEREDGE HOSPITAL ¥n_Lie

g of Form CM5~2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 144009 | Period: worksheet p-1
from 01/01/2011
To  12/3%1/201i1 | Date/Time Prepared:
5/15/2012 10:58 am
Title XIX Hospital cost

NURSERY (title V & XIX only)

42
Intensive Care Type:Inpatient:Hospitalitnit
INTENSIVE CARE UNLT 43.00
CORONARY CARE UNIT 44.00
BURN INTENSIVE CARE UNIT 45.00
SURGICAL INTENSIVE CARE UNXIT 46.00
OTHER SPECIAL CARE (SPECIFYJ 47.00

0

51.

52.
53,

54.
55.
56.
57.
58.
59.

60.
61.
62.
63.
64.

65,

00
00

00
00
00
00
00
00

a0
00
00
00
oc

00

.00

Program inpatient ancillary service cost (wkst., D-3, col. 3, Tine 200)
Total Program inpatient costs (sum of 1ines 41 through 48)(see instructions)

574,664
9,560,560

PASS: THROUGH COST.ADJUSTMENTS

Pass through costs applicable to Program inpatient routine services (from wkst. p, sum of Parts I and
IPT)

pass through costs applicable to program inpatient ancillary services (from wkst. D, sum of parts II
and Iv})

Total Program excludable cost {(sum of Tines 50 and 51)

Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and
medical education costs (lire 49 minus Tine 52)

o0 o L

TARGET AMOUNT AND 1 IMIT: COMPUTATION:

pPregram discharges

Target amount per discharge
Target amount (¥ine 54 x Tine 55)
oifference hetween adjusted inpatient operating cost amnd target amount (}ine 56 minus Tine 53)

gonus payment {see instructions)

Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the
market basket

Lasser of Tines 53/54 or 55 from prior vear cost report, updated by the market basket

If Tine 53/54 is Yess than the lower of ¥ines 55, 59 or 60 enter the lesser of 50% of the amount by
which operating costs (line 53) are less than expected costs {iines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)

Reltef payment (see instructions)

Allowable Inpatient cost plus incentive payment {see instructions)

PROGRAM: INPATIENT | ROUTINE: SWING:BED COST

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

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

Total Medicare swing-bed SN¥ inpatient routine costs (Iine 64 plus line 65)(title XVvIII only). For
CAH (see 1nstruct1ons)

Title V or XIX swing-bed NF +inpatient routine costs through December 3L of the cost reporting period
(line 12 x Tine 19)

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

Total title V or XIX swing-bed NF inpatient routine costs (Fine 67 + line 68)

SSKTELED NURSING FACYLITTY ! OTHER NURSING FACILITY ANDIICF/MREONL

skilled nursing facility/other nursing facility/ICF/MR routine service cost (Fine 37)

Adjusted generat inpatient routine service cost per diem (line 70 + Jine 2}

pProgram routine service cost (line 9 x Tine 71)

Mmedically necessary private room cost applicable to Program (tine 14 x Tine 35)

Total Program general inpatient routine service costs (line 72 + line 73)

capital-related cost allocated to inpatient routine service costs {from worksheet B, part II, column
26, Tline 45)

per diem capital-related costs (Tine 75 + Tine 2}

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

Inpatient routine service cost (Tine 74 minus line 77)

aggregate charges to beneficiaries for excess costs {from provider records)

Total Program routine service costs for comparisen to the cost limitation (line 78 minus Tine 79
inpatient routine service cost per diem Timitation

inpatient routine service cost limitation (line 9 x line 8L
reasonable inpatient routine service costs (see instructions)
program inpatient ancillary services (see instructions)
Utilization review - physician compensation (see instructions)
Total program inpatient operat1ng costs {sum of Tines 83 througb

PART: IV, = COMPUTATION: OF 'OBSERVATION:BED: PASS THROUGH ! COST,
Total observation bed days (see instructions)

Adjusted general inpatient routine cost per diem (line 27 + Tine 2)
observation hed cost (line 87 x Tine 88) (see instructions)

MCRIF32 ~ 2.25.130.0



Health Financial Svstems RIVEREDGE HOSPITAL ¥n Lieu of Form (MS3-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 144009 | period: workshest p-1

From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
5/15/2012 106:58 am
Title XIX Hospital Cost
o] Boervat

90.00 {capital-related cost 0) 0 0.006000 0 ¢ 90.00
81.00 {Nursing School cost 0 0 0.000000 0 Gl 91.900
92.00 {AT1ied health cost 0 0 0.00C009 0 0] 92.60
93.00 |A1] other Medical Education- O 0 0. 000000 0 0] 23.00

MCRIF32 - 2.25.130.0



Health Financial Systems

RIVEREDGE HOS5P]

[TAL

In tie

t of Form ¢mMs-2552-10

INPATEENT ANCILLARY SERVECE COST APPORTIONMENT provider CCN: 144009 | reriod: worksheet D-3
From 01/01/2011 .
To  12/31/2011 | pate/Time Prepared:
5/15/2012 10:58 am
Title XVIII Hospital

Thpatien

98.
200.00
201,00
202. 00,

00

INPATIENT ROUTINE! SERVICE!COST CENTERS

ADULTS & PEDTATRICS

SUBPROVIDER - IPF

ANCILLARY::SERVICE COSTICENTERS 2l

LABORATORY 0.208294 290,458 60,501] 60.00
ELECTROCARDIOLOGY 0, 0060000, 0 0| 62.00
ELECTROENCEPHALDGRAPHY 0.187333 20,328, 3,808| 70.00
DRUGS CHARGED TO PATIENTS 0.338472 2,107,591 713,361] 73.00
RECREATION THERAPY 0.000000, & G} 76.00
OUTPATIENT SERVICE: COST. . CENTERS = -
CLINIC 0.244372 O 6 90.00
EMERGENCY 0.000000 0 0| 91.00
DTHER REIMBURSABLE: TOST CENIERS

OTHER REIMBURSABLE COSY CENTERS 0.006000 0 0| 98.00
Total (sum of Tines 50-84 and 96-98) 2,418,377 777,670{200.00
tess PBP Clinic Laboratory Services-Program only charges (1ine 61) 0 201,00
Net charges {line 200 minus Tine 201) 2,418,377, 202.00

MCRIF3Z - 2.25.130.0



Health Pinancial Systems RIVEREDGE HOSPITAL In Lieu of Form CMS-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT pProvider CCN: 144009 | period: worksheet D-3
From 01/01/2011
To 12/31/2011 | Date/Time Prepared:
S/15/2012 10:58 am

Title XIX Hospital

INPATIENT R u S
3G.00 JADULTS & PEDIATRICS 22,563,966 30.00
40,00 | SUBPROVIDER - IPF

ANCTLLARY: SERVICE: COST CENTERS

60.00 |LABORATORY 0.208294 665,250 138,568| 60.00
69.00 |ELECTROCARDIOLOGY 0. 000000, 0] 0! 69.00
73.00 |ELECTROENCEPHALOGRAPHY 0.187333 68,376 12,809 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0.338472 1,250,582 423,287| 73.G0
76.00 [RECREATION THERAPY 0, 00Co00, 0] 0] 76.00

OUTFATIENT SERVICE COST: CENYERS: it i ; e :
90.00 |CLENIC 0.238481 0f 80.060

91.00 |EMERGENCY 0, 000000 0} 91.68
OTHER-REIMBURSABLE: COST I CENTERS ‘ st elmin i :

98.00 |OTHER REIMBURSABLE COST CENTERS 0. 000000, G 0} 98.00

200,001 Total (sum of Tines 50-94 and 96-98) 1,984,208 574,6641200.00

201.00{Less pBP Clinic Laboratory Services-Program only charges (Tine 61) 0; 201..00

202.00{Net Charges (Tine 200 minus Tine 201) 1,984,208 202.00

MCRIF3Z ~ 2,25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form CMS-2552-10

CALCULATEON OF REIMBURSEMENT SEFTLEMENT Provider CCN: 144009 | Period: worksheet E
From 01/01/2011 ] Part A
To 12/31/2011 1 pate/Time Prepared:
5/15/2012 10:58 am
Title XVITL Hospital PPS

uT

~l

40,

41,
42,
43,
44,
45,
46,
47,
48,

49,
50.
51,
52.
53.
54.
55,
56.
57.

P N
=
S

.00

.00
.01

00

00
00
00
00
00
00
00
00

00
00
00
00
00
00
00
00
00

PAKT A - TNPATIEWT HOSPITAL SCRVICES UNDER PP

DRG Amounts Qther than outlier payments
outlier payments for discharges. {see instructions}
Managed Care Simulated Payments

Bed days available divided by number h

f days i

1S o o of

indirect: Madical Education Adjustmen

FTE count for allopathic and osteopathic programs for the most recent cost reporting period ending on

0.00
or before 12/31/1996.(see instructions)
FTE count for allepathic and osteopathic programs which meet the criteria for an add-on to the cap Q.00
for new programs vin accordance with 42 CFR 413.79(e)
MMA Section 422 reduction amount to the IME cap as specified under 42 C#R §412.105(F) () v (BY(L) 0.00¢
ACA section 5503 reduction amount to the IME cap as specified under 42 CFR §412.3105(F) (V) (83 {(2) 0.00
If the cost report straddles July %, 2011 then see instructions.
Adjustment (increase or decrease) to the FTE count for allopathic and osteopathic programs for .00
atfiliated programs in accordance with 42 CFR 413.75(b), 413.79¢(c)(2)(iv) and vol. 64 Federal
Register, May 12, 1998, page 26340 and voil. 67 Federal rRegister, page 50069, August 1, 2002.
The amount of increase #f the hospital was awarded FTE cap slots under section 5503 of the ACa. If 0.00
the cost report straddles July 1, 2011, see instructions.
The amount of increase if the hospital was awarded ¢TE cap slots from a closed teaching hospital 0.00
under section 5506 of ACA, (see instructions)
sum ¢of 3ines 5 plus 6 minus lines {7 and 7.01) plus/minus Tines (8, 8,01 and &,02) (see 0.00
irstructions)
FTE count for aliopathic and osteopathic programs in the current year from your records .00
FTE count for residents in dental and podiatric programs. .00
current year allowable FTE (see instructions) .00
Total allowable FTE count for the prior year. .00
Total allowable FTE count for the penultimate year if that year ended on or after september 39, 1997, .00
otherwise enter zero.
sum of lines 12 through 14 divided by 3. .00
adjustment for residents in initial years of the program 0.00
Adjusment for residents displaced by program or hospital closure 0.00
Adjusted rolling average FTE count .00
current year resident to bed ratic {Iine 18 divided by line 4). 0. 000000
prior year resident to bed ratio (see instructions) 0. 000000
Enter the lesser of lines 19 or 20 (see instructions) 0.000000
IME payment adjustment (see instructions) 0
Indirect: Medical Education Adiustment for the Add-on:for Section 422 of the MMA i
sumber of additional allopathic and osteopathic IME FTE resident cap slots under 42 Sec. 412.10% .00
(G ).
IME ETE Resident Count Over Cap (see instructions) .00
rf the amount on iine 24 is greater than -0-, then enter the Tower of 1ine 23 or line 24 (see 4.00
instructions)
Resident to bed ratio (divide Tire 25 by Tine 4) 0. 000000
IME payments adjustment. (see instructions) 0. 000000
IME adfustment (see instructions) 0
Total IME payment ( sum of Tines 22 and 28 0

pisproportignate sharetAdjistrent

I R=15

percentage of SSE recipient patient days to Medicare Part A patient days (see instructions) 2.0

Percentage of Medicaid patient days to total days reported on worksheet 5-2, part I, Tine 24. (see 0.0

instructions)

sum of Tines 30 and 31 0.00
Allowable disproportionate share percentage (see nstructions) 0.00
Disproporti onate 5hare adjustment (see instructzons) 0
Additional: i :
Total Medicare dascharges oft Worksheet S 3 Part I echud1ng discharges for MS- DRGS 652 682, 683, [
684 and 685 (see instructions)

Total ESRD Medicare discharges excluding MS-DRGs 652, 682, 683, 684 an 685, (see instructions) ]
bivide Tine 41 by Tine 40 (if less than 10%, you do not qualify for adjustment) 0.0¢
Total Medicare ESRD inpatient days excluding MS-DRGS 652, 682, 683, 684 an 685. (see instructions) G
Ratio of average length of stay to one week (line 43 divided by Tine 41 divided by 7 days) 0.090000
average weekly cost for dialysis treatments (gee instructions) 0.0
Total additional payment (Vine 45 times Tine 44 times line 41) 1]
subtotal (see instructions) 0
Hospital specific payments (to be completed by SCH and MDE, swmall rural hospitals only.(see 0
instructions)

Total payment for inpatient operating costs SCH and MDH only (see instructions) 0
payment for inpatient program capital (from Worksheet L, Parts I, IX, as applicabie} 0
Exception payment for inpatient program capital (worksheet L, Part IEI, see instructions) 0
birect graduate medical education payment (from wWorksheet E-4, Tine 49 see +instructions). 0
nursing and Allied Health Managed Care payment 0
special add-on payments for new technologies 0
Net organ acquisition cost (Worksheet -4 Part IXI, col. 1, Tine 69) 0
cost of teaching physicians (worksheet D-5, Part IT, col. 3, line 20) 0
Routine service other pass through costs 0

MCRIF32 - 2.25.330.0



Health Financial Systems RIVEREDGE HOSPITAL

in tieu of Form M$-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 144002

period:

worksheet £

From 91/01/2011 ¢ rart A

To  12/31/2011

Date/Time Prepared:
5/15/2012 10:58 am

Hospital

PPS

ancillary service other pass through costs worksheet b, Part IV, col.
Total (sum of amounts on lines 49 through 58)

Primary payer payments

Total amount payable for program beneficiaries (line 5% minus Tine 60)
peductibles billed to program beneficiaries

Coinsurance bi'lled to program beneficiaries

AllTowable bad debts (see instructions)

adjusted reimbursable bad debts {see dinstructions)

Atlowable bad debts for dual eligible beneficiaries (see +instructions)
subtotal {iihe 61 plus Tine 65 minus lines 62 and 63)

11 Yine 200)

cutlier payments reconciliagion

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

rRecovery of Accelerated Depreciation

tow vo'lume Payment-1

tow volume Payment-2

Ltow volume Payment-3

Amount due provider (limre 67 minus Tines 68 plus/minus Tines 69 & 70)
interim payments

Tentative settlement (for contractor use only)

Balance due provider (Program) (Tine 71 minus the sum of lines 72 and 73)

Credits received from manufacturers for replaced devices applicable to MS-DRG {see instructions)

OO0 OO0DDDDD O

8,442,173
G

-8,442,173

91.00 {Capital outlier from worksheet L, Part I, Tine 2

82.00 joperating outlier reconciliation adjustment amcunt (see instructions)
93.00 icapital outlier reconciiiation adjustment amount {see instructions)
94,00 [The rate used to calculate the Time value of Money

95.00 [Time value of Money for opérating expenses(see instructions)

96.00 [Time value of Money for capitat related expenses (see instructions)

MCRIF32 - 2.25.130.0



Health Financial Svstems

RIVEREDGE HOSPITAL

I Lie

t of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN 144009 | Pericd: | worksheet €
From QR/01/2011 | Part B
To  12/31/2041 | pate/Time Prepared:
5/15/2012 106:58 am
Title XVIIX Hospital PPS

W NV BN

PART:-B:

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 Tine 5

sum of Tine 3 plus line 4 divided by Tine 6

Transitional corridor payment (see instructions}

ancitlary service other pass through costs from Worksheet b, Part Iv, column 13,
organ acquisitions .
Total cost (sum of 11nes 1 and 10) {see 1nstruct1o

Tine 200

ns)

R e e i g g e g e

COMPUTATION: OF 'LES!

Regsonable!charges

Anciliary service charges
organ acquisition charges (from worksheet D-4, rart XII,
Total reasonable ch s ( of H 12 d 13)

Tine 69, col, 4

Customary. charges:

Aggregate amount actually collected from patients liable for payment for services on a charge basis
amounts that would have been realized from patients liable for payment for services on a chargebasis
had such payment been made 'in accordance with 42 CFR 413.13(e)

rRatic of 1ine 15 to Tine 16 (not to exceed 1.000000)

Total customary charges (see instructions)

Excess of customary charges over reasonable cost (complete onlTy if Tline 18 exceeds line 11} (see
instructions)

Excess of reasonable cost over customary charges {complete onty if Tine 1l exceeds 1ine 18} (see
instructions)

Lesser of cost or charges {Iine 11 minus Tine 20) (for CAH see instructions)

interns and residents (see fnstructions)

cost of teaching physicians {see instructions,
Total prospective payment {sum of Tines 3, 4

42 CFR 415,160 and (M3 Pub. 15-1, section 2148)
nd 9)

0, 0006000
0
0

<

=R

COMPUTATION:OF REIMBURSEMENT  SETTLEMENT.

peductibles and coinsurance (for CAH, see instructions)

peductibles and Coinsurance relating tc amount on Tine 24 (for CAH, see instructions)

subtoral {(lines 21 and 24 - the sum of Tines 25 and 26) plus the sum of Tines 22 and 23} (for CaH,
see instructions)

pirect graduate medical education payments (from worksheet E-4, Tine 50)

ESRD direct medical education costs (from worksheet E-4, Tine 36)

subtotal (sum of Tines 27 through 29)

Primary payer payments

subtotal (Tine 30 minus Iine 31)

oo OO @ O Qi

ALLOWABLE 'BAD :DESTS - (EXCLUDE: BAD' DEBTS!FOR| PROFESSTONAL SERVICES)

Composite rate ESRD (from worksheet I-5, Tine 11D

Atlowable bad debts (see instructions)

adjusted reimbursabie bad debts (see instructions)

Altlowable bad debts for dual eligible beneficiaries (see instructions)

subtotal (sum of Tines 32, 33, and 34 or 35) (line 35 hospital and subprovider orly)
MSP-LCC reconciliation amount from PS&R

CTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

RECOVERY OF ACCELERATED DEPRECIATION

subtotal (line 37 plus or minus Tines 39 minus 38)

interim payments

Tentative settlement {for contractors use only)

ga’lance due provider/program (line 40 minus the sum of 1ines 41, and 42)

protested amounts (nonallowable cost raport 1tems) in accordance with CMS ?ub 15-I1 sect10n 115.2

0
0
0
0
0
0
0
0
0
0
0
0
0

T0.:BE: . COMPLETED, .BY CONTRACTOR

original outlier amount (see instructions)

outlier reconciliation adjustment amount (see instructions)
The rate used to calculate the Time value of Money

Time value of Money (see instructions)

Total (sum of lines 91 and 93)

o

MCRIF3Z - 2.25.130.0



Health Financial Systems
CALCULATION OF REIMBURSEMENT SETTLEMENT

RIVEREDGE HOSPITAL

provider CON: 144009

In Lieu of Form CM$-2552-10

Period:
From 01/01/2011
To  12/31/2011

worksheet E

part B

vate/Time Prepared:
5/15/2012 10:58 am

Title XVIIE

Hospital

WORKSHEET IRIDE

112.00ioverride of Anciliary service charges (line 12)

0i{112.00

MCRIF3Z - 2.25.130.0



Health Financial Systems REVEREDGE HOSPITAL In tiey of Form CM5-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED provider CON: 144008 | Period: worksheet £-1

From 01/01/2011: part I

To  32/31/20111 pate/Time Prepared:

5/35/2012 10:58 am
Title XVIIL Hospital PPS

1.00 iTotal tinterim payments paid to provider 8,422,213 0] 1.00
2.00 Interim payments payable on individual bills, either 0) 0] 2.60
submitted or to be submitted to the contractor for
services rendered in the cost reperting period. If none,
write "NONE" or enter a zero

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

Program toProvider:

3.01  ADJUSTMENTS TO PROVIDER 08/29/2011 19,960 0] 3.01
3.02 6l 3.62
3.03 0! 3.03
3.04 0; 3.04
3.05 0! 3.05

providerito Program:

3.50 [ADIUSTMENTS TG PROGRAM 0 0! 3.50
3.51 o 0] 3.51
3.52 0 0] 3.52
3.53 0 0] 3.53
3.54 &; 0 31.54
3.99 isubtotal {sum cof 1ines 3.01-3.49 minus sum of lines 19,960 0 3.99
3.50-3.98)
4.00 iTotal qinterim payments (sum of iines 1, 2, and 3.99) 8,442,173 0] 4.00
(transfer to wkst. £ or wkst. E-3, line and column as
appropriate)
TO!BE COMPLETED BY -CONTRACTOR :
5.00 [List separately each tentative settlement payment after 5.00

desk review. Also show date of each payment. If none,
write "NONE" or enter a zero. (1)
Program: to: provider:

5.01 |[TENTATIVE TO PROVIDER 0] 5.01

5.02 0| 5.02

5.03 0] 5.03
Provideri o Program: |

5.50 TENTATIVE TO PROGRAM 0 0} 5.50

5.51 0 0} 5.51

5.52 0 0| 5.52

5.99 Isubtotal (sum of Times 5.01-5.49 minus sum of Tines 0 0} 5.99
5.50-5.98)

6.00 Ipetermined net settlement amount (balance due) based on 6.900
the cost report. (1)

6.01 |SEFTLEMENT T0O PROVIDER 0 0] 6.01

6.02 [SETTLEMENT TO PROGRAM 27,683 6] 6.02

7.00_ Toral Medicare program 1iability (see instructions) 0] 7

8.00 {nName of Contractor . § 8.00

MCRIF32 - 2.25.130.0



Health Financial Systems

RIVEREDGE HOSPITAL

In Lieu of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CON: 144009 | Period: worksheet E-3
From 01/01/2011 | Part II
Te  12/31/2011 | Date/Time Prepared:
5/15/2012 310:58 am
Title XVIIT Hospital PPS
PART:T MEDTCARE PAR V ? :
1.0¢ |Net Federal IPF PPS Payments (excluding outlier, £CT, and medical education payments} 9,329,3985] 1.900
2.00 |Net IPF PPS Outiier Payments 1,495 2.00
31.00 |Net IPF PPS ECT Payments 0} 3.00
4.00 |unweighted intern and resident FTE count in the most recent cost report filed on or before November 0.00] 4.00
15, 2004, (see instructions)
5.00 |nNew Teaching program adjustment. (see instructions) 0.00f 5.00
6.00 |[Current year's unweighted FYE count of I&R other than FYEs in the first 3 years of a "new teaching 0.00f 6.00
program”. (see inst.)
7.00 icurrent year’'s unweighted I&R FTE count for residents within the first 3 years of 2 "new teaching 0.00] 7.00
program”. (see inst.)
8.00 irIntern and resident count for IPF PPS medical education adjustment (see instructions) 0.00) 8.00
9,00 |average paily Census (see instructions) 99.945205| 9.00
10.00 imedical Education adjustment rFactor {{{(I + (Tine 8/Tine 9)) raised to the power of 5150 -1}. 0.004000} 10.00
11.00 imedical Education adiustment {(Yine T multiplied by Tine 10). 0] 11.00
12,00 [adjusted Net IPF PPS Payments (sum of Tines 1, 2, 3 and i1 9,330,890 12.00
13.00 iNursing and Allied Health Managed Care payment (see instruction) 0] 13.00
14,00 [organ acquisition ] 0] 14.00
15.00 {cost of teaching physicians (from worksheet D-5, Part II, column 3, Tine 20) (see instructions) 0] 15.00
16.00 | subtotal (see instructions) 9,330,890 16.00
17.00 {Primary payer payments 3,941 17.00
18.00 isubtotal (line 16 less Tine 17). 9,326,949] 18.00
19.00 {peductibles 532,756] 19.00
20.00 isubtotal (line 18 minus line 13D 8,794,193 20.00
21.00 coinsurance 451,834] 21.GC
22.00 isubtotal (Tine 20 minus Tine 21) 8,342,359 22.00
23.00 iaAllowzble bad debts (exclude bad debts for professional services) (see instructions) 103,044] 23.00
24,00 iadiusted reimbursable bad debts (see instructions) 72,131 24.00
25.00 |Allowable bad debts for dual eligible beneficiaries {(see instructions) 2,928 25.00
26.00 |subtotal (sum of Tines 22 and 24) 8,414,490] 26.00
27.00 |pirect graduate medical education payments {from worksheet E~4, Tine 4%) 0§ 27.00
28.00 |other pass through costs (see ‘instructions) 0] 28.00
29.00 |outlier payments reconciliation 0! 29.00
30.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0] 30.00
30.99 |Recovery of Accelerated Depreciation 0{ 30.99
31.00 |Total amount payable to the provider {see instructions) 8,414,490! 31.00
32.00 |Interim payments 8,442,173{ 32.00
33.00 |Tentative settliement (for contractor use conly) 0} 33.00
34.00 |BaTance due provider/program (1ine 31 minus the sum lires 32 and 33) ~27,683] 34.00
35.00 |Protested amounts (nonallowable cost report items) in accordance with CMS Pub. 15-2, section 115.,2 96,245] 35.00
50.00 {original outlier amount from worksheet E-3, Part 1Z, line 2 .
51.00 {outlier reconciliation adjustment amount (see imstructions) 0! 51.00
52.00 |The rate used to calculate the Time value of Money 6.00] 52.00
53.00 |Time valiue of Money {see instructions) 0{ 53.00

MCRIF32 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In tieuw of Form (Ms~2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 144009 | Period:

Erom 01/01/2011
Component CCN: 144009 1To  12/31/2011

worksheet £-3

Part IT

pate/Time Prepared:
5/15/2012 10:58 am

Title XVIII Subprovider -
IPF

[ R Y]
o
<

FoR T
[
<

PART. IT i~ MEDICARE: PART.

net Federal IPF PPS Payments (exc1ud1ng out1zer ECT, and medical education payments)

Net IPF PPS Outlier Payments

Net IPF PPS ECT Payments

unweighted intern and resident FTE count in the most recent cost report filed on or before November
15, 2004, (see instrections)

New Teaching program adjustment. (see instructions)

current year's unweighted FTE count of I&R other than FTEs in the first 3 years of a "new teaching
program”. (see inst.)

Current year's unweighted I&R FYE count for residents within the first 3 years of a "new teaching
program”, (see inst.)

Intern and resident count for IPF PPS medical education adjustment {(see instructions)

average Dally Cersus (see instructions)

Medical Education Adjustment sFactor {({1 + (Tine 8/Tine %)) raised to the power of .5150 -1}.
Medical Education adjustment (Tine 1 multiplied by Tine 10).

Adjusted Net IPF PPS Payments (sum of Tines 1, 2, 3 and 11)

Nursing and Allted Health managed Care payment {see instruction}

organ acquisition

cost of teaching physicians (from worksheet D-5, Part II, column 3, Tine 20) (see instructions)
subtotal (see instructions)

Primary payer payments

subtotal (1ine 16 less line 17).

peductibles

subtotal (Fine 18 minus line 19)

Coinsurance

subtotal (1ine 20 minus Tline 21)

Allowable bad debts (exclude bad debts For professional services) (see instructions)

Adjusted reimbursable bad debts (see instructions)

Allowable bad debts for dual eligible beneficiaries (see instructions)

Subtotal (sum of lines 22 and 24)

pirect graduate medical education payments (from worksheet E-~4, Tine 49)

other pass through costs (see instructions)

outTier payments reconciliation

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

rRecovery of Accelerated Depreciation

Total amount payable to the provider (see instructions)

Interim payments

Tentative settlement {(for contractor use only)

salance due provider/program {(Jine 31 winus the sum Tines 32 and 33)

Protested amounts (nonailtowable cost report items) in accordance with ¢M5 pub. 15-2, section 115.2

6| 1.00

ol 2.00

o 3.00
0.00] 4.00
0.00| 5.00
0.00] 6.00
0.00] 7.00
0.0y 8.00

13.158904] 9.00
0.00000C| 16.900

=]
oy
.
o
o

DO 00O00OO00DODOCO0QOOCLOOOOUR
)
vt
c
S}

‘COMPLETED :BY: CONTRACTOR

Or1gﬁna1 cutiier amount from WOrksheet E-3, Part II, ¥1ne 2
gutlier reconciliation adjustmert amount (see 1nstruct1ons)
The rate used to calculate the Time value of Mohey

Time value of Money (see instructions)

MCRIF32Z - 2.25.130.0



Heaith Financial Systems RIVEREDGE HOSPITAL in Lieu of Form CM5-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 144009 | reriod: worksheet E~3
From Q1/01/201L | Part VIl
To  12/31/2011 | Date/Time Prepared:
5/15/2012 10:58 am
_Titie XiX spital cost

.00
00
.00
00
.00
.00
.00

~N Oy U B e BN

COMPUTA"E‘ION OFINET COST-OF COVERED SERVICE

Inpatient hospital/SNF/NF services

Medical and other services

Organ acquisition (certified transplant centers only)
subtotal (sum of Yines X, 2 and 3)

Inpatient primary payer payments

outpatient primary payer payments

subtotal (line 4 less sum of lines 5 and 6)

9,560,560
0
0
9,560,560
0
0
9,560,560

COMPUTATION ‘ORI LESSER: OF:COST OR - CHARGES -

Reasonable; Charges:

Routine service charges

ancillary service charges

Organ acquisition charges, net of revenue

Encentive from target amount computation

total reasonable charges {sum cf lines 8 through 11)

22,563,966
1,084,208
0

a
24,548,174

CUSTOMARY: CHRGES"

Amount actually co11ected from pat}eﬁts TTabTe for payment for services on a charge bas1s 0
Amounts that would have been realized from patients Tiable for payment for services on a charge basis 0
had such payment been made in accordance with 42 CFR 413.13{(e)

rRatio of Tine 13 to Fine 14 (not to exceed 1.CO000D0) G.0000C0
Total customary charges (see instructions) 24,548,174
excess of customary charges over reasonable cost (complete only if ¥ine 16 exceeds Tine 4) (see 14,987,614
instructions)

excess of reasonable cost over customary charges {complete only if line 4 exceeds 1ine 16) (see 0
instruections)

Interns and Residents (see instructions) ]
Cost of Teaching Physicians {see instructions) ¢
Cost_of covered services (enter the lesser of line 4 or Tine 163} 9,560,560

PROSPECTIVE PAYMENT: AMOUNT:

other than outlier payments

outlier payments

Program capital payments

Capital exception payments {see instructions)
Routine and Anciltlary service other pass through costs
subtotal (sum of Tines 22 through 26)

Customary charges (titie vV or XIX PPS covered services only)
Titles Vv or XIX enter the sum of Tines 27 and 21,

COMPUTATION. OFREIMBURSEMENT SETTLEMENT

Excess of reasonable cost (From Tine 18)

subtotal (sum of Fines 19 and 20, plus 29 minus Tines 5 and 6)
Deductibles

Coinsurance

Allowable bad debts (see instructions)

utitization review

Subtotal (sum of Tines 31, 34 and 35 minus sum of Tines 32 and 33)
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

subtotal (line 36 & Tine 37)

Direct graduate medical education payments (from wkst. E~4)
Total amount payable to the provider (sum of iines 38 and 39)
Interim payments

salance due provider/program (line 40 minus 41)

protested amounts {nonaliowable cost report ftems) in accordance with ¢M$ Pub 15-2, section 115.2

2,560,560

0
9,560,560
0
9,560,560
0
9,560,560
13,956,544
~4,395,984

0

R IS R TR L L)

MCRIF32 - 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In Lieu of Form CMs-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CON: 144009 | Period: worksheet £-3

From (01/01/2011 1| Part viI

Component CON: 144009 |To  12/31/2011 | Date/Time Prepared:
5/15/2012 10:58 am

Title XIX subprovider - Cost

IPE

COMPUTATION OF NET COST UF ‘COVERED. SERVICES
00 |zinpatient hospital/SNF/NF services

00 |medical and other services

00 [organ acguisition {certified transplant centers only)
00 {Subtotal (sum of lines 1, 2 and 3)
Q0
Q0
00

Inpatient primary payer payments
gutpatient primary payer payments
subtotal (line 4 less sum of lines 5 and 6)

IO OO0 00
G W B W R
[ Rl o Bo ol
OO QOQOOoO0O

COMPUSTATION (OF LESSER!OFICOST 'OR :CHARGES
Reasonable; Charges :

8.00 |Routine service charges 0] 8.00
9.00 |ancillary service charges 0| 9.00
16.00 |organ acquisition charges, ret of revenue ¢ 10.00
11.00 |Incentive from target amount computation 0] 11.00

0| 12.00

12.00 [Total reasonable charges {sum DF $1nes 8 throu h 1)
CUSTOMARY: \CARGES il

13.00 |Aameunt actually collected from pat1ents ]1ab'Ee for payment for services on a charge basis 0} 13.00

14.00 [amounts that would have been realized from patients tiable for payment for services on a charge basis 0] 14.00
had such payment been made in accordance with 42 CFR 413.13(e)

15.00 |Ratio of line 13 to line 14 (not to exceed 1.000000) G.000000| 15.00

16.00 |Total customary charges (see instructions) G} 16.00

17.00 |Excess of customary charges over reasonable cost (complete only +if Tine 16 exceeds line 4) (see 0] 17.00
instructions)

18.00 |excess of reasonable cost over customary charges (complete only if Tine 4 exceeds Tine 16) (see 0| 18.00
instructions)

19.00 |{Interns and residents (see instructions) 0] 19.00

20.00 |Cost of Teaching Physicians (see instructions) 0] 20.00

21.00 |Cost of covered services (enter the lesser of line 4 or Tline 16) 0} 21.00

PROSPECTIVE ! PAYMENT. AMOUNT:
22.00 |other than outiier payments

23.00 joutlier payments

24.00 |Program capitai payments

25.00 |capital exception payments (see instructions)

26.00 |Routine and ancillary service other pass through costs

27.00 |subtotal (sum of lines 22 through 26}

28.00 |Customary charges (title V or XIX PPS covered services only)
29.00 |Titles V or XIX enter the sum of lines 27 and 21
COMPUTATION 'OF :REIMBURSEMENT. SETTLEMENT.
30.00 |e#xcess of reasorable cost (From Tine 18)
31.00 |subtotal (sum of Tines 19 and 20, plus 29 minus Tines 5 and 6)

32.00 |{peductibles

33.00 |Coinsurance

34.00 {ATlowable bad debts {see instructions)

35.00 Jutilization review

36.00 {subtotal (sum of Tines 31, 34 and 35 minus sum of Tines 32 and 33)

37.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS} (SPECIFY)

38.00 |subtotal (line 36 % line 37)

39.00 [pirect graduate medical education payments {from wkst. E-4)

40.00 |Tota'l amount payable to the provider (sum of Tines 38 and 39)

41.00 lInterim payments

42.00 {Balance due provider/program (line 40 minus 41)

43.00 |Protested amounts (nonallowable cost report items) im accordance with CMS puly 15-2, section 115.2

loooooooof
I
o
=l
S

OO0 0R DO
[
[=2]
o
[}
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dHealth Financial Systems RIVEREDGE HOSPITAL

In Lieu of Form ¢M$-2552-10

CALCULATION OF REIMBURSEMENT SETYTLEMENT Provider CCN: 144009 | period:

From 01/01/201%1

worksheet £-3
part VI

Component CCN: To  12/31/2011 | pate/Time Prepared:
5/15/2012 10:58 am
Titie XIiX subprovider -
IRE

.GO
.00
.0c
.06
.00
00
.00

R R e

9.00

10.00
11.00
12.00

i3.00
14.00

15.00
16.00
17.00

18.00

COMPUTATION 'OF:NET COST ‘OF COVERED SERVICE

Inpatient hosp?ta1/SNF/NF services

Medical and other services

organ acquisition (certified transpiant centers only)
subtotal (sum of iipes 1, 2 and 3)

Inpatient primary payer payments

outpatient primary payer payments

subtotal (line 4 less sum of lines 5 and 6)

SO0 00

COMPUTATION DF. LESSER COST. OR' CHARGE

Redsonable Charges.

routine service charges

ancillary service charges

organ acquisition charges, net of revenue

rncentive from target amount computation

total reasosable charges (sum of lines 8 through 11)

CUSTOMARY: CHRGES:

Amount actually collected from patients liable For payment for serv1ces on a charge bas1s
amounts that would have been realized from patients 1iable for payment for services on a charge basis
had such payment been made ‘in accordance with 42 CFR 413.13{e)

ratio of line 13 to Yine 14 (not to exceed 1.000000)

Total customary charges (see instructions)

Excess of customary charges over reasonable cost (complete only if Tine 16 exceeds line 4) (see
instructions)

Excess of reasonable cost ever customary charges (complete only if Tine 4 exceeds line 16} (see
instructions)

Interns and Residents {see instructions)

cost of Teaching Physicians {see instructions)

Cost of covered services (enter the lesser of line 4 or line 16)

[ow R } e R

0.0000090

[or e g o4 L= oo

PROSPECTIVE ‘PAYMENT  AMOUNT!

Other than outlier payments

outlier payments

program capital payments

capital exception payments (see nstructions)
routine ard Anciltlary service other pass througk costs
subtotal (sum of Tines 22 through 26)

customary charges (title v or XIX PPS covered services only)
Titles V or XIX enter the sum of Tines 27 and 21

o
4]
4]
Q
g
iy
o

COMPUTATION ‘OF REIMBURSEMENT  SETTLEMENT

gxcess of reascnabie cost (from line 18)

subtotal (sum of lines 19 and 20, pius 29 minus lines 3 and 6)
peductibles

coinsurance

Allowable bad debts (see instructions)

utilization review

subtotal (sum of Tines 31, 34 and 35 minus sum of Tines 32 and 33)
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) {SPECIFY)

subtotal (Hine 36 = line 37)

pirect graduate medical education payments (from wkst. £-4)
Total amount payable to the provider (sum of lines 38 and 39)
interim payments

galance due provider/program (line 40 wminus 41)

protested amounts (nonallowable cost report items) in accordance with cMs pub 15-2, section 115.2

COOOCOOoOCOD OO 00

MCRIF32 - 2.25.130.C



Health Financial Systems RIVEREDGE HOSPITAL In Lieu of Form CM$5-2552-10
BALANCE SHEET (I you are nomproprietary and do not maintain erovider CCN: 144009 | reriod: worksheet G

fund- i , Jete tl 1 Fund coltum 1 From Q1/01/2013
und-type accounting records, compliete the Genera nd cotumn orly) Srom 033373011 | vave/rime prepared:
5/15/2012 10:58 am
rlant: Fund

und

CURE! ASSETS ;
.00 {cCash on hand in banks -164,547

1 0 9 ¢l 1.00
2.00 jTemporary ihvestments 0 0 0 6| 2.00
3.00 |Notes receivable 0 0 0f G| 3.00
4.00 |accounts receivable 8,754,158 0 0 0l 4.00
5.00 |other receivabie 0 0 0 ol 5.00
6.00 |aTlowances for uncollectible notes and accounts receivable 05 0 0 0 6.00
7.G0 |Imventory 162,429 0 G 0] 7.060
8.00 |prrepaid expenses 12,469 0 G 0 8.00
9.00 |other current assets 0 0 0] 0 9,00
10.00 {pue from other funds [ 0 0 0§ 10.00
1 0 0 0] 11.00

1.00 jTotal current assets (sum of lines 1-10) 8,764,509
BIXED ASSETS: : iy e

12.00 {Land 0 oy 0} 12.00
13,00 iLand improvements 0 o 9 13.00
14.00 {Accumutated depreciation 0 0 0) 14.00
15.00 |Buildings 3,587,655 0 91 15,00
16.00 accumuiated depreciation -325,620 0 0] 16.00
17.00 Leasehold improvements 0 0 0] 17.00
18.00 |accumulated depreciation 0 0 0] 18.00
19.00 |Fixed equipment 0 0 0| 19.00
20.00 |Accumulated depreciatien 0 0 Gl 20.90
21.00 |Automobiles and trucks 0 0 0} 21.00
22.00 |Accumulated depreciation 0 0 0} 22.00
23.00 [mMajor movable eguipment 1,283,211 0 0f 23.00
24.00 |accumulated depreciation -245,632 0 0| 24.00
25.00 |minor equipment depreciable 0 0 0} 25.60
26.00 {accumulated depreciation 0 0 0 26.00
27.00 HIT designated Assets Ol 0 01 27,60
28.00 jAccumulated depreciation 0l 0 0! 28.00
29.00 {Minor equipment-nondepreciable 0 0 0] 29.00

4 9 0] 30.00

30.00 iTotal fixed assets (sum of Tines 12-29) 4,309,61
OTHER ASSETS: : HiE i

31.00 | Investments 0 0; 01 31.00
32.00 ipeposits on leases 0 0 0 32.00
33.00 |pue from owners/officers 0 0, 0] 33.00
34.00 |other assets 53,645,321 0 Q| 34.00
35.00 |Total other assets {(sum of Tines 31-34) 53,645,321 G a] 35.00
36.00 |Total assets (sum of 11 11, 30, and 35) 66,719,444 0; 3] 36.00

CURRENT ‘LTABILITIES

e R R ) e e I D OO0 OO

37.00 {Accounts payable 336,182 0 G| 37.00
38.00 |salaries, wages, and fees payable 1,108,165 0 G| 38.00
39.00 |payroll taxes payable 0 0 G| 39.00
40.00 |Notes and Toans payable (short term) 59,187,758 0 G| 46.00
41.00 ipeferred income 0 0 G} 41.00
42.00 |Aaccelterated payments O 42.90
43,00 {pue to other funds 3, 860, 866! 0 0 0f 43.00
44,00 jother current Tiabilities 57,307 0 0 0| 44.00
45,00 [Total current Tiabiliti {sum of lines 37 thru 44) 64,550,278 0 0 0] 45.00

LONG TERM.L.TABILITIES:

46,00 iMortgage payable 0; 0 0 0] 46.00
47.00 inotes payabie 0] 0 0 01 47.060
48.00 junsecured Toans b 0 0 0] 48.00
49.00 {other Yohg term Tiabilities 0 0 0 0] 49.00
30,00 |Total ‘ong term Tiabilities (sum of Tines 46 thru 49 0 0 0 0] 50.00
51,00 |Total liabilites (sum of lines 45 and 503 64,550,278 0 0 01 51.00
52.00 |[General fund balance 2,169,166 52.00
53.00 {specific purpose fund O 53.00
54,00 {ponor created ~ endowment fund balance - restricted 0 54,00
55,00 [ponor created - endowment fund balance ~ unrestricted 0 55.00
56,00 |Governing body created - endowment fund balance 0 56.00
57.00 ipiant fund balance - invested in plant 0 37.00
58,00 ipiant fund balance - reserve for plant improvement, 0} 58.00
replacement, and expansion
59.00 | votal fund balances (sum of Tines 52 thru 58) 2,169,166 G 0 a] 59.00
60.00 {Toral liabilities and fund balances (sum of lines 51 and 66,719, 444 v [ 0 60.00
59)

MCRIF3Z -~ 2.25.130.0



Health Financial Systems RIVEREDGE HOSPITAL In Lieu of Form CM5-2552-10
STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 144009 | Period: wWorksheet G-1

From 01/01/2011 '
To  12/31/2011 | pate/Time ?repar‘ed:

5/18
1.00 |Fund balances at beginning of period 40,605,725 [t 1.00
2.00 inNet ipmcome (loss) (from wkst. G-3, ¥ine 29) 2,149,752 2.00
3.00 iTotal (sum of Tine 1 and line 2) 42,755,477 [t] 3.00
4.00 additions (credit adjustments) (specify) O 0 4.00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.00 0l Of 8.00
9.00 0 0; 9.00
10.00 |Total additions (sum of tine 4-9) 0 0 10.00
11.00 |subtotal (line 3 pius Tine 1) 42,755,477 0 11.00
12.00 |ACQUISITION ENTRIES 40,586,314 0 12.00
13.00 0 0 13.00
14.00 0 0 14.00
15.00 0 0 15.80
16.00 0 G 16.00
17.00 0 0 ’ 17.00
18.00 [Total deductions (sum of lines 12-17) 40,586, 314; 0 18.00
19.00 [Fund balance at end of period per balance 2,169,163 0 19.00
sheet (line 11 minus Tine 18B)

MCRIF32 -~ 2.25.130.0



Health Financial Svstems : RIVEREDGE HOSPETAL In Liei of Form ¢M5-2552-10

STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 144009 | Period: worksheet G-1

From 01/01/201% .

To  12/31/2011 | pate/Time Prepared:
S5/15/2012 10:58 a

1.00 |fund balances at beginning of period [il 0 1.00
2.00 Inet income (loss) (From wkst. G-3, lire 29) 2.00
3.00 jTotal (sum of 1ine 1 and Tine 23 0 0 3.00
4.00 jadditions (credit adjustments) (specify) 0] 0 4,00
5.00 0 0 5.00
6.00 0 0 6.00
7.00 0; 0 7.00
8.00 G 0 8.60
9.00 ¢ 0 9.G0
10.00 |Total additicns (sum of line 4-9) 0 0 10.00
11.00 jsubtotal (tine 3 plus ¥ine 10) 0 ¢ 11.00
12.00 |ACQUISITION ENTRIES e . 0 12.00
13.00 G 0 13.060
14.00 O 0 14,00
15.00 G 0 15.G0
16.00 0 0 16.00
17.00 0 0 17.00
18.00 jTotal deductions (sum of 1ines 12-17) 0 G 18.00
19.00 [Fund balance at end of period per balance 0 0 19.00
sheet (Tine 1% minus line 18)
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Health Financial Systems

RIVEREDGE HOSPITAL

In tieu of Form CMS$-2552-10

STATEMENT OF PATIENT REVENUES AND QPERATING EXPENSES

Providar CCN:

144009 | Period: worksheet G-2 pParts

From 01/01/2011

To  12/31/2011{ bate/Time Prepared:
S .

(1572012

B~ hiwhg
<
(=]

Generai: ‘

Hospitatl 47,934,380 47,934,380] 1.00
SUBPROVIDER - EPF 1,555,788 1,555,7881 2.00
SUBPROVIDER - ERF 3.00
SUBPROVIDER 4.00
swing bed - SNF 0 0l 5,00
swing bed - NF 0 0 6.00
SKILLED NURSING FACILITY 7.00
NURSING FACILEITY 8.00
OTHER LONG TERM CARE 9.00
Total general inpatient care services (sum of lines 1-9) 48, 490, 168 49,490,168 10.00
Intensive Care Type Inpatient Hospital Service
INTENSIVE CARE UNIT 11.60
CORONARY CARE UNIT 12.G0
BURN INTENSIVE CARE UNIT 13.00
SURGICAL INTENSIVE CARE UNIT 14.00
OTHER SPECIAL CARE (SPECIFY) 15,00
Toral intensive care type inpatient hospital services (sum of 1ipes 0 0! 16.00

113~-15) .

JForal inpatient routine care services (sum of lines 10 and 16) 49,490,168 49,490,168! 17.00
ancitlary services 5,539,507 0 5,539,507 18.00
outpatient services 0 3,871,765 3,871,765] 19.0C
RURAL HEALTH CLINEC 0 0 0i 20.00
FEDERALLY QUALIFIED HEALTH CENTER 0 0 0] 21.00
HOME HEALTH AGENCY 22.G0
AMBULANCE SERVICES 23.06
CMHC 24.00
AMBULATORY SURGICAL CENTER (D.P.) 25.00
HOSPICE 26.006
OTHER (SPECIFY) 0 0 0] 27.00
Total patient revenues (sum of Tines 17-27)(transfer column 3 to wkst. 55,029,675 3,871,765 58,901,440 28.00C
G~-3, Tine 1)

PART: TT: = OPERATING | EXPENSES:
Operating expenses {per wkst. A, coluamn 3, Tine 200) 36,271,231 29,00
ADD {SPECIFY) 0 30.00
0 31.00
0 32.060
0 33.00
0 34.00
0 35.00
Total additions (sum of Tines 30-33) 0 36.00
PHYSECIAN REVENUE 1,364,200 37.G0
EDUCATION REVENLUE 165,672 38.00
0 39.00
0 40.00
0 41.00
Total deductions (sum of 1ines 37-41) 1,529,872 42.00
Total operating expenses {(sum of Tines 29 and 36 minus Tine 42){transfer 28,741,359 43.00
to wkst. G-3, line 4)
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Health Financial Systems REIVEREDGE HOSPITAL In tieu of Form CmMs-2552-10
STATEMENT OF REVENUES AND EXPENSES Provider CCN: 144009 | Period: wWorksheet G-3

From 01/01/2011 .
To  12/31/2011 ﬂate/T"J[r%e prepared:

o
1.60 |Total patfent revenues (from wkst. G~2, Part I, column 3, tine 28) 58,901,440] 1.00
2.60 |Less contractual allowances and discounts on patients' accounts 28,088,922 2.00
3.60 |NMet patient revenues {Tine 1 minus line 2) 30,812,518] 3.00
4.00 |Less total operating expenses (from wkst. G-2, Part II, line 43) 28,741,359 4.00
5.00 |Net income from service to patients (line 3 minus Tine 4) : 2,071,159! 5.00
65.00 0 6.00
7.00 |Income from investments 0| 7.G60
8.00 |Revenues from teiephone and telegraph service 0; 8.00
9.00 |Revenue from television and radio service 0} 9.00
10.00 |rpurchase discounts 0| 10.00
11.00 |Rebates and refunds of expenses 0} 11.060
12.00 |pParking lot receipts 0 12.00
13.00 |revenue from laundry and 1inen service 01 13.00
14.00 |Revenue from meals sold to employees and guests 0] 14.00
15.00 |revenue from rental of Tiving quarters 0] 15.00
16.00 |Revenue from sale of medical and surgical supplies to other than patients G| 16.00
17.90 |rRevenue from sale of drugs to other than patients Gl 17.900
18.00 |Revenue from sale of medical records and abstracts G| 18.90
19.00 |Twition (fees, sale of textbooks, uniforms, etc.) 0] 19.90
2G.00 |revenue from gifts, flowers, coffee shops, and canteen G| 20.00
21.00 |rental of vending machines 0{ 21.00
22.00 |Rental of hospital space 0| 22.00
23.00 |Governmental appropriations 0] 23.00
24.00 |OTHER INCOME 78,593 24.00
25.00 |Total other income (sum of lines 6-24) 78,593} 25.00
26.00 |Total (iine 5 plus line 25) 2,349,752] 26.00
27.00 |OTHER EXPENSES (SPECIFY) 0} 27.00
28.00 |Total other expenses (sum of 1ine 27 and subscripts) 0} 28.00
29.00 |[net income (or loss) for the period (¥ine 26 minus Tine 28) 2,149,752; 29.00
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