Health Financial Systems In Lieu of Form (M5-2552~10
This report is reqm red by law (42 usc 139%¢g; 42 CER 413.20(b2), Falure to report can resuit in all interim FOAM APPROVED

payments made since the beginning of the cost reporting period beint deemed averpayments €42 usc 1395g3.. OME NO, 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider cON: 144034 | Pariod: worlkgheet s
AN SETTLEMENT SUMMARY From 07/01/2010 | parts I-ITT

To  Q6/30/2011 ! pare/Time Prepared~
) 162011 2507 "pny. -

IPART T - COST REPORT STATUS . ' _ _ .
Provider L[ JElectromically filed cost report pate: Timat

use only 2, Imanually submitted cost report
3.0 %If this 15 an amended report enter the number of times the provider resubmitted this cost report
4,F Medicare prilization., Enter "F" for full or "L" for Tow.

Contrdctor 5.0 0 JCost Report Status 6. Date Received: 10.NPR Date:

use only (1) As submitted 7. Contractor No. 1i.contractor's vendor Code:

(2) settled without audit 8. [ M ]Initial Report for this provider €ZN12.[ © JIFf Tine 5, column 1 is 4: Enter

(3) settled with audit 9. [ N ]Final Report for this Provider Ccn é number of times reopened = 0-9.

{4} Heopened !

{3) Amended i
H

IPART II. - CERTIFICATION .

MISREPRESENTATION OR F’ALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PU\*ISIIAHLE BY CRTMINAL, CIVIL AI\%D
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW, FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROBGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
AOMINTSTRATIVE ACTION, FENES AND/OR IMPRISOWNMENT MAY RESULT.

CERTIFICATION BY QFFICER OR ADMINISTRATOR OF PROVIBER{S)

I HERERY CERTIFY that I have read the above statement and that T have examined the accompanying electronically
filed or manually submitted cost raport and the Balance Sheet and statement of Revenue and Expenses prepared by
STREAMWOOD for the cost reporting period keginning 07/01/2010 and emding 06/30/2011 and te the best of my
krowledge and belief, 1t is a true, correct and complete statement prepared from the books and records of the
provider in accordance with appticable instructions, except as noted. I further certify that I am familtiar with
the Taws and regulations regarding the provision of health care services identified in this cost report were
provided 'in compliance with such Taws and regulations.

N
(signed) /é:;u; :}-

afficer or Administrator of Provider(s)

Title
pate
. : Tixle XVIIE o
Cast Center pescription LTt v Part A G papp B b RBIT L Title XIX
001 K PRI 1 - LTS S 10 1) o400 5.00
PFART III - SETTLEMENT SUMMARY o ‘ : : ]
1.00 Hosp'ftal 9 Qi o 0 0 1.00
2.00 |subprovider - IPF a 0 o 0} 2.00
3.00 |subprovider - IRF 0 0 [ ¢t 1,00
4.00 [SUBPROVIDER I 0 ) 8! 0f 4.00
5.00 swing bed - SNF 0 0 0; 0 5.00
6.00 [Swing bed - NF 0 0f 6.00
7.00 1skiTlad nursing Facility 0 0 [t 0 7.0Q
8.00 nursing Facility 0 0 B8.00
9.00 HOME HEALYH AGENCY T G 0 0 0f 9.00
10,00 {RURAL HEALTH CLINFC I 0 0 0! 19.00
11.00 | FEDERALLY QUALIFIED HEALTH CENTER T 0 h; 0! 11.00
12.00 [CMHC T 0 0 0 12,00
200.00i Total L g G 01200.00

0
The above amounts represent “due to" or “due frem® the applizable program for the element of the above vomplex Tndicated.
according to the eaperwork feduction Act of 199%, no persons are required to respond to a collection of information unless 1t
displays a valid omg control number. The valid OMB control number for this information collection is 0938-0050. The time
reguired to complete and review the information collection is estimated 673 hours per responsa, including the time to review
instructions, search existing resources, gather the data needed, and compiete and review the information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, pleass write to: CMs,
7500 security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

MCRLK3IZ - 2.4,127.0 STREAMWOGE



Health Financial Systems

In Lieu of Form ¢M$-2552-1¢

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 144034

reriod:
From
TOo  06/30/2011

worksheet $-2
pare I

d:
07/01/2010 _
pate/Time Prepared:

111/16/2011 2:07 pm.

City: STREAMWOOD

gqunt

; COOK

dg

Hospital

-~Based:Compone

nt: Tdentificationy

3.00 [|Hospital

4,00 [subpreovider - IPF
5.00 |Subprovider - IRF
6.00 Isubprovider - (Other)
7.00 swing Beds ~ SNF

8.00 Iswing Beds - NF
9.00 ‘Hospital-Based SNF
10.00 Hospitai-Based NF

Hospital-Based OLTC
Hospital-Based HHA
separately Certified ASC
Hospital-gased Hospice

15.00 Hospital-Based Health Clinic - RHC
16.G0 Hospital-pased Health Clinic - FQHC
17.00 Hospital-pased (CMHC) 1

18.00 Renal pialysis

Other

STREAMWOOD 144034 4

05,/01/199%

Cost Reporting Period {mm/dd/yyyy)
Type of Contrel (see instructionsy

07701,/2010
4

Thpatient PPS:Information o

boes this facility qualify for

23.00

receive disﬁ' portichate share hospital payment ib

accordance with 42 CFR Section §412.106, or low income payment in accordance with 42
CFR Section §412.624(e)(2)? n column 1, enter "Y" for yes or "N” for no. Is this
faciTity subject to 42 CFR Section §412.06(c3(2) (Pickle amendment hospital?) In column
2, enter “v" for yes or "N" for no.

which method is used to determine Medicaid days on lines 24 and/or 25 below? In column
1, enter 1 iF date of admission, 2 if census days, or 3 if date of discharge. Is the

method of jdentifying the days in this cost reporting period different from the method

enter "Y" for yes or "N" for no.

used in the prior cost reporting peried? In column 2

In-=state

If Tine 22.15

in cot, 6.
25.00

‘ves", and this provider is an IFPS
hospital enter the in-state Medicaid paid days in
col. 1, in-state Medicaid eligible days in col. 2,
out-of-state Medicaid paid days in col. 3,
out-of-state Medicaid eligiblie days in col. 4,
Medicaid HMO days in col. 5, and other Medicaid days

1f Tine 22 is "ves", and this provider is an IRF ol 0 0
then enter the in-state Mediciad paid days in col.
1, in-state Medicaid eligible days in col. 2,
sut-of-state Medicatd days in col. 3, out-of-state
medicaid eligible days in col. 4, medicaid HMO days
in col. 5, and other mMedicaid days in col. 6.

36700

Enter your standard geographic classification (ndt wage) status at the beginning of the cost
reporting period. Enter (1) for wrban or (2) for rural.

27.00 [Enter your standard geographic classification (not wage) status at the end of the cost reporting 1 27.00
period? Enter (1) for urban or {2) for rural.
35,00 If this is a sole community hospital ¢scH), enter the number of periods SCH status in effect in the 0 35.00

cost reporting period.

36.00
37.00
18.00

Enter appiicable beginning and ending dates o
of periods in excess of one and enter subsequent dates.

1¥ this is a Medicare dependent hospital (MDH), enter the number of periods MDH status
in effect in the cost reporting period.

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

SCH status. subscript Tine 36 for number

38.00

MCRIF32 -~ 2.4.127.0

STREAMWOOD



Health Financial Systems

In tieu of Form CM5-2552-10

HOSPITAL AND HOSPTTAL HEALTH CARE COMPLEX IDENTEFICATION DATA provider CCN: 144034 1 period:
Erom 07/01/2010
Te  06/30/2011

worksheet $-2
part I

pate/Time Prepared:

2:97 pm

Prospective iPaymen :Sysfem;@ﬁ?s)écapntél'

45.00 boes this facility quaiify and receive Capital payment for disproportionate share in accordance N N N
with 42 CFR Section §412,.3207 (see instructions)
46,00 s this facility eligible for the special exceptions payment pursuant to 42 CFR Section N [ N
§412.348(g)? If yes, complete Worksheet L, Part IIT and L.-1, Parts I through III
47.00 |Is this a new hospital under 42 CFR §412.300 ppS capital? Enter "y for yes or "N for no. N N N
48.00 |15 the facility electing full federal capital payment? Enter "v" for yes or "N for no. N
Teaching Hospitals:: R i Sy R S G IR o
56.00 |Ts this a hospital involved in training residents in approved GME programs? Enter "Y' for yes
or "N" for no.
57.00 i1f Tine 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 ne in column L. If column 1
is "v" did residents start training in the first month of this cost reporting period? Enter "yt
for yes or "N" for no in cotumn 2. If column 2 is "v", complete Worksheet E-4. I column 2 is
"N*, complete worksheet b, Part III & IV and D-2, Part II, if applicable.
58.00 [tf Tine 56 is ves, did this facility elect cost reimbursement for physicians® services as
defined in cMS Pub. 15-1, section 21487 If ves, complete worksheet b-5.
59.00 lAre costs claimed on line 100 of worksheet A7 If yes, complete worksheet D-2, Part k.
60.00 iAare you claiming nursing schoel and/or allied health costs for a program that meets the
i op i ta under §413.857 gnter "Y' for yes or "N" for no, (see instruct

| 48

45.00

46,00

47.00
00

56.00

57.00

58.00

pid your facility receive additional FTE slots under AC section 55037
Enter "Y" for yes or "N" for no im column 1. If "Y", effective for
portions of cost reporting periods beginning onm or after July 1, 2011
enter the average number of primary care FYE residents for IME in column
2 and direct GME in column 3, from the hospital’s three most recent cost
reports ending and submitted before March 23, 2010. (see f ructions}

IACA Provisions Affecting the Health Resources: and-Services ministration (HRSA).

62.00 0.00

enter the number of FTE residents that your hospitat trained in this
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
center (THC) into your hospital during in this cost reporting period of

HRSA THC program. (see instructions)

62.01 $.00

Teaching Tals that Claim Residents. Aan. Non-provider settings

Tity trained residents in non-provider settings during this
If yes,

63.00 |Has your faci
cost reporting period? Enter "y" for yes or "N" for no.

lines & (see jnstruct ns}

1 63,

00

62.

62.01

a0

period that begins:'c ore June 30, 201

a July di ; af :
Enter in column 1 the number of Unwejghted non-primary care resident
FTEs attributable to rotations occurring in all non-provider settings.
Enter in coltumn 2 the number of unweighted non-primary care resident
FTEs that traimed in your hospital. Enter in column 3 the ratio of

64.00

54.00

(eolumn 1 divided by

65.00

gEnter in cotumn 1 the program
name. Enter in column 2 the
program code, enter in column 3
the number of unweighted
primary care FTE residents
attributable to rotatiohs
occurring in all non-provider
settings. gnter in column 4 the
humber of unweighted primary
care resident FTEs that trained
in your hospital. Enter in
column 5 the ratio of {column 3
divided by (cotumn 3 + column
43). (see i ctions)

0.000000]

MCREIF32 - 2.4.127.C STREAMWOOD



Health Fimancial Systems

In Lieu of Form ¢M3-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CON: 144034 ;P

worksheet 5-2

eriod:
From 07/01/2010 ) part T
To  06/30/2011| pate/Time Prepared:

13 of the ACA :
beginningsonior after July: 1520 i o

66.00 |[Enter in column I the number of unweighted noa-primary care resident
£TEs attributable to rotations occurring in all non-provider settings.
gnter in cotumn 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Emter in column 3 the ratio of
(see jinstructions)

66.00

5260

5.00

Enter in column I the program
hame. Enter in column 2 the
nrogram code. Enter in column
3 the number of unweighted
nrimary care fTE residents
artributable to rotations
occurring in all non-provider
settings. Enter in column 4 the
number of unweighted primary
care resident FTEs that trained
in your hospital. Enter in
column 5 the ratio of (column 3
divided by (column 3 + column

43} . (see instructions)

600 0.006000

Inpatient Psychiatric Facility PPS

70.00 iIs this facility an fnpatient Psychiatric Facility (IPF), or does it contain an IPF saﬁbfovider? Y T 70.00

enter "v" for yes or "N for no.

71.00 [If Tine 70 yes: column 1: pid the facility have a teaching program in the most recent cost G 71.00

program in existence, enter 5. (see instructions)

report filed on or before November 15, 20047 Enter "Y" for yes or "N" for ne. Column 2: pid
this facility train residents in a rew teaching program in accordance with 42 CFR §412.424

(A (D (P19 (D)? Enter "Y" for yes or "N" for no. Column 3: If column 2 is v, enter 1, 2 or 3
respectively in column 3. (see instructions) I 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

Tnpatient Rehabilitation: Facility FPS

75.00 [Is this facility an Inpatient Rehabilitation racility (IRF), or does it coﬁtain an IRF

N ~ 75.00

subprovider? Enter "¥" for yes and "N" for no.
76.00 |1f Tine 75 yes: Column i: bid the facility have a teaching program in the most recent cost 0 76.00

hin

program_in existence, enter 3. (see instructions)

reporting period ending on or before November 15, 20047 Enter "Y" for yes or "8 for no. Coltumn
2: pid this facility train residents in a new teaching program in accordance with 42 CFR
§412.424 (L (I113(D)? Enter "Y" for yes or “N" for po. Column 3: IF column 2 is v, enter 1, 2
or 3 respectively im column 3. (see instructiens) If this cost reporting period covers the
beginning of the fourth year, enter 4 ip column 3, or if the subsequent academic years of the

80.00 K'K"Yf for yés or "N"_for no

85.00 is'th{é a new hospi£a1 under 42 CFR Section §413.4G(F)C1)(€) TEFRA? Enter "v° far yes or "N" for no.

86.00 |[pid this facility establish a new other subprovider {excluded unit) under 42 CFR Section
54 40(?)(1}(1j)? Enter fY"'fQ _yes_an N no

DrEXIX: Inpatient o eﬁvﬁcé

90.00 jpoes this faciiity have title v and/or XIX inpatient hospital services? Enter "y for
yes or "N" for no in the applicable column.

91.00 |15 this hospital reimbursed for title v and/or XIX through the cost report either in
full or in part? enter "¥" for yes or "N for no in the applicable column.

92.00 lare title XIX NF patients occupying title XVIII SNF beds (dual certification)? {sea
instructions) Enter "Y" for yes or "N" for no ir the applicable column.

93,00 Ipoes this facility operate an ICF\MR facility for purposes of title v and XIX? Enter
"y for yes or "N* for no in the applicable column.

%4.00 boes title v or XIXx reduce capital cost? Enter "Y' for yes, and "N" for no in the
applicable column.

95.00 [¥f line 94 is “v", enter the reduction percentage in the applicable column.

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

97.00 IIf ¥ine 96 is "Y", enter the reduction percentage in the applicable column.

N

N Y 91.00

N N 92.00

N N 93.00

[ N 94,00
0.00 G.00] 95.00

N N 96.0C
. 0G; 0.006; 97.00

MCRIF3Z - 2.4.127.0 STREAMWODD



Health Financial Systems

in Lieu of Form CMs-2552-10

HOSPITAL AND HOSPYTAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 144034 | Period; worksheet 5-2
From 07/01/2010 1 Part I
To  06/30/2011 ] pate/Time Prepared:
11/16/2011 2:C7 pm

e

105.00/Does this hospital qualify as a Critical access Hospital (CAH)T
106.002F this facility qualifies as a CAH, has it elected the atl-inclusive method of payment
for putpatient services? (see instructions)

107.00lcoTumn 1: If this Facility qualifies as a CaH, is ft eligible for cost reimbursement
for T &R training programs? Enter "vY" for yes or "N for no in column 1. (see
instructions) If yes, the GME elimination would not be on worksheet B, Part I, column
25 and the program would be cost reimbursed. If ves complete worksheet D-2, Part II.
column 2: If this facility is a CaH, do 1&Rs in an approved medical education program
train in the CAH's excluded IPF and/or IRF unit? Enter "Y" for yes or "N for no in
cotumn 2. {see instructions)

108.00:Ts this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42
CFR_Section §412.113(c). Enter "¥" for ygs or "N for

~1105.00
106.00

107.00

108.00

109.00[TF this hospwta1'qua11f1es as a CAM or a cost.brovadér:'a?e
therapy services provided by outside supplier? enter "Y"
for yes or "N for no for each therapy.

105,00

M Reporting, Informa -

115,00ifs this an all-inclusive rate provider? Enter 'Y for yes or "N" for no in column 1. If

“l115.00

ves, enter the method used (A, B, or £ only) in coltumn 2.

116.00Ts this facility classified as a referral center? Enter "Y" for yes or "N” for no. M 116.00

117.00lrs this facility legally-reguired to carry malpractice insurance? Enter "Y" for yes or N 117.00
"n" for no.

118.00{1s the malpractice insurance a claims-made or occurvence policy? Enter 1 if the potlicy 0; 118.00
is claim-made. Enter 2 if the policy is occurrence.

119.00What s the Tiability Timit for the malpractice insurance policy? Enter ir column 1 0 0/119.00
the monetary Timit per Tawsuit. gnter in column 2 the monetary Timit per policy year.

120.001Is 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 (vwEA) §1087 gnter in column 1 "v" for
ves or "N for no, Is this a rural hospital with <= 100 beds that qualifies for the
outpatient Hold Harmless provision in aCa §31217 Enter in column 2 “y" for yes or "N
for no.

121.00p7d this facility incur and report costs for implantable devices charged to patients? N 121.00
enter "y" for yes or "N" for no,
Transplant center Information 0 il v L e

125.00poes this facility operate a transplant center? Enter "Y' for yes and "N" for ne. if 125.00
yes, enter cervification date(s) (mm/dd/yyyy) below,

1726.00/TF this is a Medicare certified kidney transplant center, enter the certification date 126.00
in column 1 and termination date, if applicable, in column 2.

127.001F this is a Medicare certified heart transplant center, enter the certification date 127,00
in column 1 and termination date, if applicabie, in column 2,

178.00/TF this is a Medicare certified liver transplant center, enter the certification date 128.00
in column 1 and termination date, 1f applicable, in column 2,

129.00l1F this is a Medicare certified lung transplant center, enter the certification date in 129.00
column 1 and termination date, 1f applicable, in column 2.

130.001F this is a Medicare certified pancreas transplant center, enter the certification 13G.00
date in column 1 and termination date, iT applicable, in column 2.

131.000Lf this is a Medicare certified intestinal transpiant center, enter the certification 131.00
date in column } and termination date, if applicable, in column 2.

137.00IF this is a Medicare certified islet transplant center, enter the certification date 132.00
in column 1 and termination date, if applicable, in column 2.

133.00{TF this is a Medicare certified other transplant center, enter the certification date 133.00
in column 1 and termination date, if appticable, in column 2.

134.00{TF this is an organ procurement organization (0PO}, enter the OPD number in column 1 134,00
and_termination date, if applicable, in column 2, .
A1) PROVILErS: s T R e SRR aEe i R Ca N

140.00lAre there any related organization or home office costs as defined in Cms pub. 15-1, 398001 140.60

chapter 107 Enter "v* for yes or "N" for no in coiumn 1. If yes, and home office costs

are claimed, enter in column 2 the home office chain number, (see instructions)
o * AH00ET _ T ; : :

141.00 UNEVERSAL HEALTH SERVICES
142 .00istreet: 367 SOUTH GULPH ROAD PO BOX:
City: KING OF PRUSSIA state

PA

zip Code:

18406

contractor's Name: 399001 contractor’s Number:399061 i41.00

142.00

"144.G0lare provider i)a&sxéd p}{ys%cfans' co;ts 1ﬁé1ﬁdéd 1n worksheet A"?K

145.00/1f costs for renal services are claimed on Worksheet A, are they costs for inpatient services only?

Enter "¥" for yes or "N" for no.

i :
Y 14400
N 145.00

MCRI®32 - 2.4,127.0 STREAMWOOD



Health Financial Systems In Lieu of Form (MS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA provider CCN: 144034 | Period; worksheet $~2

From 07/01/2010 ] Part X

To 06/30/2011] pate/Time Prepared:
L11/16/2011 2:07 om

146 O0Has the cost allocation methodology changed Trom the previously filed cost report? N
Enter "v" for yes or "N" for no in column 1. (See CMS pub. 15-2, section 4020} IF yes,
enter the approval date (mm/dd/vyyy) in column 2.

147.00lwas there a change in the statistical basis? Enter "y" for yes or "N" for no. N 147.G0

148.00lwas there a change in the arder of allocation? Enter "Y" for yes or "N" for no. N 148.00

he change to the simplified cost finding method? Enter "Yv" for yes or "N" for no. N 149,00

or ‘ : e
155.00Hospital N N 155.C0
156.00{subprovider ~ IPF N N 156.00
157.00/subprovider - IRF N N 157.00
158.00Isubprovider - Other N N 158.00
159.00/5NF N N 159,00
160. GOjHHA N N 160.00
161.0&CMHC ‘

Mit] 1 campus: : . S : B L L :
165.00[Ls this hospital part of a Multicampus heospital that has one or more campuses 1in different CBSAS? N 165.00
gnter "Y' for yes or “N" for no,

If tine 165 is yes, for each 0.00/166.00
campus enter the name in column
0, county in column 1, state in
column 2, zip code in column 3,
cBSA in column 4, FTE/Campus in
column 5

166.00

Health gnformation Technology - (HL inithe .American Recovery and:Reinvestmeht A ;
167.00Fs this provider a meaningful user under Section §1886(n)? Enter "v* for yes or "N" for no. N 167.C0
168.001zf this provider is a CAH (line 205 is "Y") and is & meaningful user (line 167 is "¥"), enter the 0168.00
reasonable cost incurred for the HIT assets (see instructions)
169.00|1f this provider is a meaningful user (iine 167 is "Y") and is not a CAH (T4ne 105 is "N"), enter the 0.00169.00

transition factor. (see instructions)

MCRIF32 - 2.4.127.0 STREAMWOOD



Heaith Financial Systems

In Lieu of Form €MS5-2552-30

HOSPITAL AND HOSPYFAL HEALTH CARE COMPLEX STATESTICAL DATA

pProvider CCN:

144034

Period:
From 07/01/2010
To  06/30/2011

worksheet §-3
part I

oate/Time Prepared:

11/16/2011 2:

7.

2.00
3.00
4.00
5.00
6.00
7.00

8.00

2.00

10.00
i1.00
12.00
13,00
14.00
15.00
16.90
17.00
18.00
159.G0
20.00
21.00
22.00

24.00
25,00
26.00
26.25
27.00
28.90
29.00
30.00
31.C0C

33.00

8 exclude swing Bed, Observation 8ed and
Hospice days)

HMO

HMO IPF

HMO IRF

Hospital Adults & Peds. Swing Bed SNF
Hospital Adults & Peds. Swing Bed NF

beds) (see instructions)
INTENSIVE CARE UNET

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL ENTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
NURSERY

Total (see instructions)

CAH visits

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKTLLED NURSING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

CMHL -~ CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
Total {sum of Tines 14-26)
observation Bed pays

ambulance Trips

Employee discount days (see instruction)
EmpToyee discount days - IRF
Labor & delivery days (see instructions)
LTCH non-covered days

Héébi al Aadults & peds. (columns 5, 6, 7 and

Total Adults and Peds. {(exclude observation

46.00C

172

172

i5

187

62,780 G.00
62,780 (.00
5,475

00
00
.00
.00
00
00

.00
.00
.00
.0C
.00
.00
.00
.00
.00
.00
.00
.00
00
.00
.00
.00
.00
.00
.00
.25
.00
.00
.00
00
.00
.00
.00

MCRIF32 - 2.4.127.0
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Health Financial Systems

in Lieu of Form C(MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTECAL DATA

Provider CCN:

144034 | period;
From 07/01/2010
To

06/30/2011

worksheet S-3
Pary 1

pate/Time Prepared:
/2011

1.00 |Hospital adults & Peds. (columns 5, 6, 7 and 0 24 29,855 41,332 1.00

8 exclude Swing Bed, Observation sed and

Hospice days)
2.00 {HMO G 0 2.00
3.00 |HMO IPF 0 4] 3.00
4.00 |HMO IRF 0 g 4.00
5.00 |Hospital Adults & peds. Swing Bed SNF 0 0 o ) 5.00
6.00 [ Hospital Adults & Peds. Swing Bed NF 0 0 g 6.00
7.00 |Total Aduits and Peds. (exclude observation 0) 24 29,855 41,332 7.00

beds) (see instructions}
8.00 |INTENSIVE CARE UNIT 8.00
9.00 |CORONARY CARE UNIT 9.00
10.00 !BURN INTENSEVE CARE UNIT 10,00
11.00 | SURGICAL INTENSIVE CARE UNIT 11,00
12.00 {OTHER SPECIAL CARE (SPECEFY) 12.00
13.00 {NURSERY 13.00
14.00 :Total (see instructions) v 24 29,855 41,332 14.60
15.00 jCAH visits 0 0 0 0 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 5,278 21.00
22.00 {HOME HEALTH AGENCY 22.00
23,00 |AMBULATORY SURGICAL CENTER {(B.¢.) 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 14-263 27.00
28.00 {Observation sed pays G 0 0 28.00
29.00 {ambulance Trips 0 29.00
30.00 |employee discount days (see instruction) g 30.00
31.00 templovee discount days - IRF 0 31.00
32.00 iLabor & delivery days (see instructions) 0 ¢ 32.00
33.00 |LTCH non-covered days 9 33.00

MCRIF32 - 2.4.127.0 STREAMWOOD



Health Financial Systems Iin Lieu of Form CM5-2552~10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATLISTICAL DATA provider CCN: 144034 |reriod: worksheet $-3

From 07/01/2010 | part 1.

To  06/30/2011 | bate/Time Prepared:
11/16/2011 2:07 pm

Hospital adults & peds. (columns 5, 6, 7 and .00

8 exclude Swing Bed, Observation Bed and

Hospice days)
2.00  HMO 0 2.00
3.00 |HMO IPF 3.00
4.00 |HMC IRF 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital adults & Peds. Swing Bed NF 6.00
7.60 |Total aduits and Peds. (exclude observation 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9.00 |CORONARY CARE UNIT 9.00
10.00 {BURN INTENSIVE CARE UNIY 10.00
11.00 [SURGICAL INTENSIVE CARE UNIT 11.90
12.00 {OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14,00 |Totat (see instructions) 0.00 292.00 0.00 0 21 14.00
15.00 [CaH visits 15.00
16.04 | SUBPROVIDER ~ IPF 16.00
17.08 |SUBPROVIDER ~ IRF 17.00
18.00 {SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 INURSING FACELITY 20.00
21,00 {OTHER LONG TERM CARE .00 27.00 0.00 21.60
22,00 {HOME HEALTH AGENCY 22.00
23.00 [AMBULATORY SURGICAL CENTER (D.P.D 23.00
24,00 |HOSPICE 24.00
25.00 |CMHC ~ CMHC 25.00
26.00 |RURAL HEALTH CLINEC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.090 votal (sum of Tines 14-26) 0.00 319.00 .00 27.00
28.00 lobservation Bed Days 28.00
29.00 lambulance Trips 29.G0
30.00 {Employee discount days (see instruction) 36.060
31,00 [Employee discount days - IRF 31.00
32.00 [Labor & delivery days (see instructions} 32.00
33.00 {LTCH non-covered days 33.0¢

MCRIF32 - 2.4.127.0 STREAMWOOD



Health Financial Systems Iin Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 144034 | Period: worksheet 5-3
From 07/01/2010  Part I

To  06/30/2011{ date/Time Prepared:
11/16/2011 2:07 pm
1.00 |Hospital adulis & peds. (columns 5, 6, 7 and 2,197 2,651 1.00
§ exclude swing Bed, Observation Bed and
Hospice days)
2.00 {HMO 2.00
3,00 1HMO IPF 3.00
4.00 {HMO IRF 4.00
5.00 [Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 iHospital adults & Peds. Swing Bed NF 6.00
7.00 |Total adults and Peds. (exclude observation 7.G0
beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 8.00
9,00 | CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 19.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.90
12.00 {OTHER SPECTIAL CARE (SPECIFY) 12.00
13.00 | NURSERY 13.00
14.00 [Total (see instructions) 2,197 2,651 14.00
15.00 |CAH visits 15.00
16.00 |SUBPROVIDER ~ IPF 16.00
17.00 |SUBPROVIDER -~ IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 | NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 3 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 lines 14-26) 27.80
28.00 observation Bed Days 28.60
29.00 jAambulance Trips 29.00
30.00 iEmployee discount days (see instruction) 30.00
31.00 Empioyee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33,00

MCRIF32 - 2.4.127.0 STREAMWGCOD



Health Financial Systems I Lieu of Form CMS-2552-10
HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA provider CCN: 144034 {Period: worksheat $-10
From Q7/01/2010 X
To  06/30/2011 | pate/Time Prepared:
11/16/2011 2:07 pm

are costicompltation
sheet ¢, Part I 1ine 200

Urncompensated andiin igén
1.00 |cost to charge ratic {wo

olumn 3 divided by Tine 200 column 8) ..0.350054) 1.00

medicad instructions forieach line)- - : o :
2.00 iNet revenue Trom Medicaid 4; 2.00
3.00 pid you receive DSH or suppiemental payments from Medicaid? 3.00
4.00 |If line 3 is "yes", does Tine 2 include all DSH or suppiemental payments from Medicaid? 4,00
5.00 |If Tine 4 is "no”, then enter DSH or supplemental payments from Medicaid 0 5.00
6.00 |Medicaid charges 0] 6.00
7.00 iMedicaid cost (line 1 times line 6) 0y 7.0C
8.00 |pifference between net revenue and costs for medicaid pregram (line 2 plus line 5 winus line 7) 0] 8.00
State children's Heallh Insurance Program -(SEHIP) (seeiinstruyctions’ forieach Aine) i SR
9.00 iNet revenue from stand-alone SCHIP 0] 9.00
10.00 stand-alone SCHIP charges 0f 10.00
11.00 |stand-alone SCHIP cost (Tine 1 times Tine 10) 0; 11.00
17.00 |pifference between net revenue and costs for stand-alone scHIp (line 9 minus line 11) 0] 12.00
Diher. ctate or Jocd): government Andigent.care .program. (see instructions for each Tine):.
13.00 [Net revenie From state or local indigent care program (Not ihcluded on Tines 2, 5 or 8) 0} 13.00
14.00 iCharges for patients covered under state or local indigent care program (dotr included in lines 6 or Gi 14.00
10)
15.06 |state or local indigent care program cost (Fine 1 times Tine 14) 0 15.00
16.00 |07 Ffarence between met revenue and costs for state or local indigent care program {line 13 minus Fine 0 16.00
15)
Uhconpensated care (see.instructions for eaeh 1ine)- i
17.00 [Private grants, donations, or endowment income restricted to funding charity care a] 17.00
18.00 |Government grants, appropriations or transfers for support of hospital operations 0| 18.00
19.00 |Total unreimbursed cost for Medicaid , scuIP and state and local indigent care programs (sum of 1ines 01 19.00

20.00 |Total initial obligation of patients approved for charity care (at full 0
charges excluding non-reimbursable cost centers) for the entire facility

21.00 |cost of initial obligation of patients approved for charity care (line 1 0 0 a4 21.0C
times 1ine 20D
partial payment by patients approved for charity care 0 Gi 22.00
cost of charity care {Iine 21 minus 1ine 22) ; 0 23.00

Does the amount in 1ine 20 cotumn 2 include charges for patient days beyond a length of
imposed on patients covered by medicaid or other indigent care program?

stay Hmit

25,00 [If line 24 is "yes," charges for patient days beyond an indigent care program's length of stay limit 0] 25.00
26.00 |Total bad debt expense for the entire hospital complex (see instructions) 01 26.00
27.00 |medicare bad debts for the entire hospital complex (see instructions} Gl 27.00
28.00 |non-Medicare and Non-Reimbursable bad debt expense (Fine 26 minus Yine 273 0i 28.00
29.00 lcost of non-Medicare bad debt expense (tine 1 vimes Tine 28) 0; 29.00
30.00 lcost of non-Medicare uncompensated care (Tine 23 column 3 plus line 293 01 30.00
31.00 |Total unreimbursed and uncompensated care cost (line 19 plus Tine 30) 0| 31.00

MCRIF3Z -~ 2.4.127.0 STREAMWOOD



Health rFinancial Systems

In Lieu of Form ¢{MS-2552-10

RECLASSIFICATEON AND ADJUSTMENTS OF TRIAL BALANCE OF

EXPENSES

provider CCN: 144034

period:
From 07/01/20iC
To  06/30/2011

worksheet A

Date/Time Prepared:

11/16/2011 2:07 pm_

ARl
‘galance

(GENERALZSERVICE - COS : R
1.00 |cAP REL COSTS-BLDG & FIXT 1,734,240 1,734,240 167,176 1,901,416] 1.0C
2.00 |CAP REL COSTS-MVBLE EQUIP 287,681 287,681 112,513 400,194] 2.00
3.00 |OTHER CAP REL COSTS ¢ 0 0 o 3.00
4,00 |EMPLOYEE BENEFITS 399,072 2,390,826 2,789,898 -4,627 2,785,271 4.00
5.00 |ADMINISTRATIVE & GENERAL 2,383,229 7,007,270 9,390, 499 -471,927 8,918,5721 5.00
7.00 [OPERATION OF PLANT 0 1,046,983 1,046,983 -2,281 1,044,7021 7.00
§.00 |LAUNDRY & LINEN SERVICE 0 172,756 172,756 G 172,756] 8.00
9.00 |HOUSEKEEPING 0 526,226 526,226 0 526,226] 9.00
10.00 |DIETARY 299,198 422,469 721,667 0 721,667{ 10.00
13.00 [NURSING ADMINISTRATION 1,144,792 59,878 1,204,670 -4,766 1,199,904} 13.00
16.00 |MEDICAL RECORDS & LIBRARY 217,832 252,583 470,415 -2,838 467,577 16,00
17.00 |SOCIAL SERVICE 41,406 944,582 -944,970 ~3881 17.00

TNPATIENT. ROUTINE. SERVICE COST CENTERS! - S s e D S
20,00 [ADULTS & PEDIATRICS 6,940, 561 1,989,795| 8,930,356 9,083,125} 30.00
46,00 |OTHER LONG TERM CARE 831,690 69,1231 900, 813 1,001,428] 46.0C

ANCILLARY. SERVICE /GOST CENTERS & Fiih : e R R
54.00 |RADICLOGY-DIAGNOSTIC & 0 0] 54.00
60.00 { LABORATORY 96,469 96,469 96,469 50,00
67.00 |CCCUPATIONAL THERAPY 0 v o] 67.00
£9.00 | ELECTROCARDIOLOGY 45,040 107,676 152,716 152,716} 69.00
70.00 | ELECTROENCEPHALOGRAPHY 69,543 146,743 146,743 70.00
73.00 {DRUGS CHARGED TO PATIENTS 870,418 870,418 870,418

OUTPATIENT SERVICE COST CENTERSH :
903.00 |CLINIC 250,237 1,443,005
91.00 | EMERGENCY 0

SPECIAL: PURPOSE COST . .CENTERS:

0 o

118. 00! SUBTOTALS {SUM OF LINES 1-117

17,395,579

NONREIMBURSABLE COST CENTERS!

31,830,

81,832,059[118.00

192,00, PHYSICIANS' PRIVATE OFFICES

194,00 OTHER NONREIMBURSABLE COST CENTERS

194 .01 EDUCATION
194. 02| MARKETING
200.00{ TOTAL (SUM OF LINES 118-199)

431,734
239,204
15,105, 496

0
0 0 G
23,723 455,457 -1,77%
72,864 312,068 -143
17,492,166 32,597,662 0

) ' o

01192.00
0]194.060C
453,678]194.01
311,925 (194.02

32,597,662(200.00

MCRIF32 - 2.4.127.C

STREAMWOOD



Health

Financial Systems

In Lie

t of Form CMs~2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

provider CCN: 144034

period:
From 07/01/2010
Jo  06/30/2011

worksheet A

pate/Time Prepared:
11/16/20%) 2:

07 pa

54.00
60.00
67.00
69.00
70.00
73.00

90.00
91.00

118.00

192.00
194.00
194.01;
194.02
200,00

CAP REL COSTS BLDG & FIXT

-15, 1,886,164 1.00
CAP REL COSTS-MVBLE EQUIP 143,881 544,075 2.00
OTHER CAP REL COSTS 0 o 3.00
EMPLOYEE BENEFITS -426,583 2,358,688 4,00
ADMINISTRATIVE & GENERAL -4,335,079 4,583,493 5.00
OPERATION OF PLANT G 1,044,702 7.00
LAUNDRY & LINEN SERVICE 0 172,759 8.00
HOUSEKEEPING 0 526,226 9.00
DIETARY -9,097 712,570 10.00
NURSING ADMINISTRATION 0 1,199,904 13.00
MEDICAL RECORDS & LIBRARY ~17,750 449,827 16.00
SOCIAL SERVICE 0 -388 17.00

NP NT:ROUTINE SERVICE COST CENTERS™ SR : %

ADULTS & PEDIATRICS -2,237,525 7,745,860 30.00
OTHER LONG TERM CARE -4,387 097,041 46.00
IANCILEARY. SERVYCE: COST 'CENTERS: i i
RADYOLOGY-DEAGNOSTIC 0 0 54.00
LABORATORY 0 96,469 60.00
OCCUPATIONAL THERAPY 0 { 67.00¢
ELECTROCARDIOLOGY 0 152,718 69,00
ELECTROENCEPHALOGRAPHY -56,277 90, 466 70.00
DRUGS CHARGED TO PATIENTS { 870,418 73.00

OUTPATIENT “SERVICE: COST CENTER

CLINIC
EMERGENCY

SPECIAL ‘PURPOSE :COST CENTERS!

SUBTOTALS (SUM OF EINES 1- 117)

NONREIMBBRSABLE COST CENTERS.

PHYSECTANS' PRIVATE OFFICES

OTHER NONREIMBURSABLE COST CENTERS
ERUCATEON

MARKETENG

TOTAL {SUM OF LINES 118-199)

o R ]

-9,657
-8,367,166

453,678
302,268

24,230,496

1192.00

194.00
194.01
194.02
200.00

MCRIF32 ~ 2.4.127.0

STREAMWOOD



Health Financial Systems

In Lieu of Form MS-2532-10

RECLASSIFICATIONS

provider CCN:

144034

P worksheet A-6

ariod:
From 07/01/201%

To  06/30/2011: pate/Time Prepared:

31/16/2011 2:CF pm

AT O TREACH S THERA

33,777]
33,77

1.00 |ADULTS & PEDIATRICS 730,00

TOTALS

B RENT LEASE .
1,00 [CAP REL COSTS-BLDG & FIXT 1.00
2.00 ICAP REL COSTS-MVBLE EQUIP 2.00
3.00 0.0
4.00 0.00
5.00 0.00
6.00 0.00
7.00 0. 00
8.00 0.00
9.00 0.00
10.00 0.00
11.00 0.00

TOTALS

EOOOOOQOC‘JO

=]

C 5 RECREATION THERAPY.

1.0G  |ADULTS & PEDIATRICS

OTHER LONG TERM CARE
A

ADULTS & PEDIATRICS

.0C

2.00 OTHER LONG TERM CARE 101,893
TOTALS 899,761
500.00 [Grand Tota'l: Increases 1,149,935

o

™~

AN B N

RO W~

.00
.00

506.00

MCRIF3Z ~ 2.4.127.0

STREAMWOOD



Health Financial Systems

In Liey of Form CM5-2552-10

RECLASSIFICATIONS

provider CCN: 144034

perio

G:
erom 07/01/2010
To  06/30/2011 ] pate/Time prepared
, 6/2011 2:07

worksheet A-6

m...

1.60
33,777

1.00 IEMPLOYEE BENEFIT 4,00 O 4,627 10 1.00
2.00 |ADMINISTRATIVE & GENERAL 5.00 0 239,814 10 2.00°
3.00 [OPERATION OF PLANT 7.00 0 2,281 0 3.00
4.00  INURSING ADMINISTRATION 13.00 0 4,766 0 4,00
5,00 [MEDICAL RECORDS & LIBRARY 16.00 [ 2,838 0 5.00
.00 |SDCIAL SERVICE 17.00] G 5,579 0 6.00
7.00 ADULTS & PEDIATRICS 36.00 v} 12,709 0 7.00
8.00 IOTHER LONG YERM CARE 46.00 0 2,825 0 8.0¢
9.00 ICLINIC 90.00 0 2,337 ¢ 9.00
1G.00 EDUCATION 184.01 0 1,779 0 10.00
11.00 MARKETING 0 o 11,00

TOTALS

- RECREATION THERAP
1.00 IADMINISTRATIVE & GENERAL . 199,768 1.00
2.00 . 0.00 o 0 2.60
199,768

1.60 1.00
2.00 2.00

ECLTHERARY - :
1.00 ISOCIAL SERVICE .00 899,761 G 1.06
200 __0.00 o 0 o o 2.00

TOTALS 899,761 39,630
500G.00 [Grand Total: Decreases 1,149,935 345,320 500.00

MCRIF3? ~ 2.4.127.0

STREAMWOOD



Health Finangial Systems in Lieu of Form C(mM5-2552-1C
RECONCILIATEON OF CAPITAL COSTS CENTERS provider CCN: 144034 | Period: worksheet A-7

From §7/01/2010; Parts I-III

to  06/30/2011  pate/Time Prepared:
11/16/2011 2:07

PARS NALYSIS OF :CHANGES INICAPITAL -ASSET: BALANCES: Ea : R
1.00 itand O 0 0 ] 0] 1.00
2.00 iLand Improvements 0 0 0 0 0; 2.00
3.00 |suildings and Fixtures 0 0 0 G 0 3.00
4,00 |Building Improvements 0 0 0 0 a4 4.00
5.00 |Fixed equipment i G 0 0 G| 5.00
6.00 iMovablie Equipment s 0 0 0 0] 6.00
7.00 IHIT designated Assets 0 0 O 9 0] 7.00
8.00 isubtotal (sum of Tines 1-7) 0 0 G 0 0 8.00
9.00 iRecenciling Items 0 0 O ¢ 0] 9.00
10,00 (Total (line 8 minus line 9) 0 0 0 0 0] 10,900
: 2 g 5 : S

._Q

CAP
CAP REL COSTS-MVBLE EQUIP
Total (sum of 1ines 1-2)

1.000000]

1.00 CAP REL. COSTS-BLDG & FIXT 0 4 0
2.00 CAP REL COSTS-MVBLE EQUIP 0 1] 0 0.,000000
3.00 |Total (sum of lines 1-2) 0 0 0 1. 000000

MCRIF32 - 2.4.127.0 STREAMWOOD



Health Financial Systems

in Lieuw of Form cmMs-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

provider CON: 144034

P

eriod:
Erom 07/01/2010
To  06/30/2011

worksheet A-7
pParts I-IIT
pate/Time Prepared:
11/16/2011 2:07 pm

1.00 |Land 0 0 1.00
2.00 |Land Improvements 0 0 2.00
3.00 |Buildings and Fixtures 0 0 3.00
4,00 !puilding Improvements 0 0 4.00
5.00 [Fixed £quipment 0 0 5.00
6,00 {Movable Equipment 0 0 6.00
7.00 IHIT designated Assets 0 N 7.00
8.00 subteotal (sum of Tines 1-73} o 0 8.00
9,00 jReconciling Items 0 ¢ 9.00
10.00 {Total (line 8 minus Tine 9} 0 0 10.00

PAR: : NTTON:
1.00 |CAP REL COSTS-BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP

_Tot 1 i ?ings 1w2)

1.00
2,00
3.00

1.00 |CAP REL COSTS-BLDG & FEXT
2.00 |CAP REL COSTS-MVBLE EQUEP
3.00 ITotal (sum of Ytines 1-2)

oo o

o0

(e o]

143,881
128,628

15,253

167,176
112,513 .
279,689 3.00

MCRIF32 -~ 2,4.127.0

STREAMWOOD



Health Financial Systems

In Lieu of Form CM$-2552-10

RECONCILTATION OF CAPITAL COSTS CENTERS

provider CCN: 144034 1Per1‘o 1 worksheet A-7

o1
From 07/01/2010 | Parts I-III

To

06/30/2011 | pate/Time Prepared:

11/16/2011 2:07 pm

PART. LTI

1.00 |caP REL CO
2.00 [CAP REL COSTS-MVBLE EQUIP
3.06 [Total (sum of Tines 1-2}

o O ot

(= e =]

D00

151,924 .
256,3%4; 2.00
408,318] 3.00

200

MCRIF32 - 2.4.127.0

STREAMWOOD



Health financial Systems In Lieu of Form CMS-2552-310
wWorksheet A-8

ADIUSTMENTS TO EXPENSES provider CCN: 144034 | Period:

From 07/01/2010 .
To  06/30/2011 | pate/Time Prepared:
11/16/2011 2:07 pm

sheet. A

1.00 |Investment income - buildings and Fixtures O[CAP REL COSTS-BLDG & FIXT 1.007 1.00
(chapter 2)

2.00 |Investment income - movable equipment 0iCAP REL COSTS-MVBLE EQUIP 2.00] 2.00
(chapter 2)

3.00 [TInvestment income - other (chapter 2) 0 ¢.00| 3.60

4.00 |Trade, quantity, and time discounts {chapter 0 0.0 4.00
8)

5.00 |refunds and rebates of expenses (chapter 8) 0 0.00i 5.00

6.00 i[Rental of provider space by suppliers 0 0.001 6.00
(chapter 8)

7.00 |Telephone services (pay stations excluded) 0O 0.00; 7.00
(chapter 21)

8.00 |Television and radio service (chapter 21} 0 C.00| 8.00

.00 |rarking lot (chapter 21) 0 0.00; 9.06

10.00 iprovider-based physician adjustment A-8-2 ~-%,561,505 10.00

11.060 sale of scrap, waste, et¢, (chapter 23) ¢ 0.00] 11.00

12.00 iRelated organization transactions (chapter A-8-1 -3,516,822 12.00
100

13.00 [Laundry and linen service 0 0.00: 13.00

14,00 {cafeteria-employees and guests A ~9,097|DEETARY 10.00) 14.00

15.00 |Rental of quarters to employee and others 0 ¢.00] 15.00

16.00 |sale of medical and surgical suppiies to 0 0.00] 16.00
other than patients

17.00 isale of drugs to other than patients O 0.606; 17.00

18.00 |sale of medical records and abstracts A -17,750MEDICAL RECORDS & LIBRARY 16.00] 18.00

19.00 {Nursing school (tuition, fees, books, etc.) o 0.00] 19.00

20.0C {vending machines 0 0.00] 20.00

21.00 [Income from imposition of interest, finance 0 0.00; 21.00
or penalty charges (chapter 21)

22.00 {Interest expense on Medicare overpayments 0 0.00] 22.00
and borrowings to repay Medicare
overpayments

23.00 |adjustment for respiratory therapy costs in A-8-3 Qtr Cost Center Deleted ™ 65.00| 23.0C
excess of Timitation (chapter 14)

24.00 {adiustment for physical therapy costs in A-8-3 Qe Cost Center Deleted *** 66.00; 24.00
excess of Timitatien {chapter 14)

25.00 |utilization review - physicians' Ofr** Cost Center Deleted *** 114,007 25.00
compensation {chapter 21)

26.00 |pepreciation ~ buildings and fixtures 8 ~15,252/CAP REL COSTS-BLDG & FIXY 1.00! 26.00

27.00 pepreciation - movable equipment 8 143, 881{CAP REL COSTS-MVBLE EQUIP 2.00] 27.00

28.00 inon-physician Anesthetist Of#% Cost Center Deleted *¥* 19.00] 28.00

29.00 |physicians' assistant 0 .00 22.00

30.00 |adjustment for occupational therapy costs in A-8-3 QIOCCUPATIONAL THERAPY 67.00| 30.00
excess of Timitation (chapter i4)

31.00 |adjustment for speech pathology costs in A-8~3 Ol Cost Center Deleted ™ 68.00) 31.00
excess of Timitation (chapter 14)

32.00 |CAH HIT Adjustment for Depreciation and 0 0.00] 32.00
Interest

33.00 {PHYSICIAN COSTS B ~36,001LADULTS & PEDIATRICS 30.007 33.00

34,00 | PHYSICIAN COSTS B ~47 , B0GICLINIC 90.00; 34.00

35.00 |PHYSICIAN COSTS 8 ~-178,569EMPLOYEE BENEFITS 4.00; 35.00

35.00 [MISC REVENUE A -5, 773ADMINISTRATIVE & GENERAL 5.001 36.00

37.00 |PT TRANSPORTATION B ~33, 769ADMINISTRATIVE & GENERAL 5.00] 37.00

38.00 |PT TRANSPORTATION B ~7,470ADULTS & PEDIATRICS 30.00] 38.00

39.00 |PT TRANSPORTATION B ~4,287/0THER LONG TERM CARE 46.00| 39.00

40.00 |PT TRANSPORTATION ] -2,973ICLINIC $0.001 40,00

41.00 |WORKERS COMP INSURANCE B -107, 694 EMPLOYEE BENEFITS 4.00; 41.00

42.00 |MEDICAL INSURANCE B -140, 320EMPLOYEE BENEFITS 4.00] 42.00

43.00 ] LTABILLTY INSURANCE B -102, 22 3ADMINISTRATIVE & GENERAL 5.00{ 43.00

44,00 {MISC NOMN ALLOWABLE B ~146,417ADMINISTRATIVE & GENERAL 5.00] 44,00

45.0C IMESC NON ALLOWABLE 8 ~6921ABULTS & PEDIATRICS 30.00| 45.00

46,00 MISC NON ALLOWABLE :1 -9, 657 MARKETING 194,02, 46.90

47,00 [MISC NON ALLOWABLE B ~100/OTHER LONG TERM CARE 46.00) 47.900

48.00 |BAD PEBT B ~530,07SIADMINESTRATIVE & GENERAL 5.00| 48.00

49.00 |BAD DEBT B «36,995ADULTS & PEDIATRICS 30.00] 49.00

50,00 |TOTAL (sum of lines 1 thru 49) (Transfer to -8, 367,166 50.00
worksheet A, column &, Tine 200.)

MCRIF32 - 2.4.127.0 STREAMWOCD



Health Financial Systems

I Lieu of Form CM5-2552-10

ADJUSTMENTS TO EXPENSES

provider CCN: 144034 1period: worksheet A-8
From 07/01/2010
To  06/30/2011 | pate/Time Prepared:

1}/16/2011 2:07 pm,

23.00
24.00
25.00

26.00
27.00
28.00
29.00
30.00

31.00
32.00

33,00
34.00
35.C0
36.00
37.00
38.00
39,00
40.00
41.00
42.00
43.00
44.00
45.00
46,00
47.00
48.00
49.00
56.00

Investment income - buildings and Fixtures
{chapter 2)

Investment income - movable equipment
(chapter 2)

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

refunds and rebates of expenses {(chapter 8)
mental 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)
felated organization transactions (chapter
10)

Laundry 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
Nursing school (tuition, fees, hooks, 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

Adijustment for respiratery therapy costs in
excess of limitation (chapter 14)
Adjustment for physical therapy costs in
excess of limitation (chapter 14}
utitization review ~ physicians’
compensation (chapter 21)

pepreciation - buildings and fixtures
pepreciation - movable equipment
Non-physician Anesthetist

physictans’ assistant

Adjustment for occupational 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

PHYSICIAN COSTS

PHYSICIAN COSTS

PHYSICIAN COSTS

MISC REVENUE

PT TRANSPORTATION

PT TRANSPORTATION

PT TRANSPORTATION

PT TRANSPORTATION

WORKERS COMP INSURANCE

MEDICAL INSURANCE

LIABILITY INSURANCE

MISC NON ALLOWABLE

MESC NON ALLOWABLE

MISC NON ALLOWABLE

MISC NON ALLOWABLE

BAD DEBT

BAD DEBY

Totat (sum of Tines 1 thru 49) (rransfer to
worksheet A, column 6, line 200.)

DO Co O (=R Ro=) o000 <

]

)

COoO0OOReOTCOCOO O

2.00

3.00
4.00

5.00
6.00

7.G0

§.,00
9.00
10.00
11.00
12.00

13.00
14.00
15.00
16.00

17.00
18.¢0
19.00
20.00
21.00

22.00

23.00
24.00
25.00

26,00
27.00
28.00
29.00
30.00

31.00
32.00

33.00
34.00
35.00
36.00
37.00
38.00
39,00
40,00
41.00
42.00
43.900
44.00
45.00
46.0C
47.00
48.00
49.00
50.00

MCREIF32 - 2,4.127.0 STREAMWOOD



Health Financial Systems In tieu of Form ¢(M$-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANEZATIONS AND HOME provider CCN: 144034 | Period: worksheet A-8-1
OFFICE COSTS From 07/01/2010 .

To  06/30/2011 ] pate/Time Prepared:
11/16/201) 2:07 pm

ADMINIS'ERATIVE & GENERAL MANAGEMENT FEE

1.00
IADMINTISTRATIVE & GENERAL TNTERCOMPANY ENTEREST 2.00
3.00
4.00
5.00 |TOTALS (sum of Yines 1-4). Transfer column 5.00
6, line 5 to worksheet A-8, column 2, Tine
iz,

* “The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, Tines as
appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organization or home office
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.

TB.. INTERRECATIONSHIP: 7O RELATEDORG .

The secretary, by virtue of the authority granted under section 1814(b) (1) of th
furnish the information requested under Part 8 of this worksheet.

tThis information is used by the Centers for medicare and Medicaid Services and its intermediaries/contractors in
determining that the costs applicable to services, facilities, and supplies furnished by organizations related to you by
comnon ownership or control represent reasonable costs as determined under section 1861 of the Social security act. 1If
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 titTe XVIII.

6.00 0.00 6.00

7.00 0.00 7.0G

8.00 0.00 i 8.00

9.00 0.00; 9,00

10.00 0.00 i0.00

100.00]|6. Other (Financial or non-finrancial) 100.00
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, parthership, or other organization has financial interest in provider.

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

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

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

£. Director, officer, administrator, or key person of related organization or retative of such person has financial
interest in provider.

[= R I g

MCRIF3Z - 2.4.127.90 STREAMWQOD



Health Financial Systems In tiey of Form Cms~2552-1C

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME pProvider CCN: 144034 | period: worksheet A-8-1
OFFICE COSTS From 07/01/2010 .
To  06/30/2011 | pate/Time Prepared:
1/16/2011 2:97 pm

1.00 1,172,747 900,071 272,676 [i] 1.00
2.00 0 3,789,498 -3,789,498 0 2.00
3.60 0 G 0 0 3.00
4.00 0 0 0 i 4.00
5,00 |TOTALS (sum of Tines 1-4). Transfer column 1,172,747 4,689,569 -3,516,822 5.00
6, line 5 to worksheet A-8, column 2, Tine
12.

* The amounts o lines 1-4 (and subscripts as appropriate) are transferred in detail to Worksheet A, column 6, Tines as
appropriate. Positive amounts increase cost and negative amounts decrease cost, For related organization or home office
cost which has not been posted to Worksheet A, columns 1 and/or 2, the amount ailowable should be indicated in column 4 of
this part.

|B: INTERRELATIONSHI REL RGANIZATIONCS) ‘AND/ORHOMESGEFIC ;

The Secretary, by virtue of the authority granted under section 1814(b)(1) of the social security Act, reguires that you
furnish the information requested under part B of this worksheet.

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

6.00 UNIVERSAL HEALT 100, 00HOSPITAL 6.00

7.00 0.00 7.00

8.00 0.00 8.00

9.00 0.00 i 9,00

10.00 .00 10.00

100.00iG, Other (Financial or non-financial) 100.00
specify:

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

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

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

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

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

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

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

MCRIF32 - 2.4,127.9 STREAMWOOD



Health Financial Systems

In tieu of Form CM5-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

provider CCN: 144034 |Perio

d:
From 07/01/2010

worksheet A-8-2

To  06/30/2011 | pate/Time prepared:
] o 11/16/2011 2:07 |
re

SO0 400 o

1.00 IAGGREGATE 2,156,367 2,156,367 1.0C
2.00 IAGGREGATE 56,277 56,2771 2.G0
3,00 AGGREGATE 1,348,861 1,348,861 3.00
4,00 0 0f 4.00
5.00 o g} 5.00
6.00 ol of 6.00
7.00 0 o] 7.00
8.00 0 g| 8.6C
%.00 0 8] 4.00
16.00 0 0 10.00
206,00 ToTAl. (lines 1.00 through 3,561,505 3,561,505§200.00

199.00)

MCREF32 - 2.4.127.0

STREAMWOOD



Health Financial Systems

in tieu of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJIUSTMENT

Provider CCN:

144034

Period:
07/01/2010
To  06/30/2011

From

worksheet A-8-2

¢E

ent of

pate/Time Prepared;
11/16/2011 2:97 om. .

W00~ Ch W s L B R
<
I=!

DO ROOOO 0 0O

OO OOo0 000

CoOoCOo oo @ oo

DODOOODLOD 0

OO OOOOOO0C 0

N
SN W

00

.00
.00
.00
.00
Q0
.00
.06
.00
.00
200.

00

MCRIF32 - 2.4.127.0

STREAMWOOD



Health Financial Systems in Lieu of Form CMS-2552-10

PROVIDER SASED PHYSICIAN ADIUSTMENT provider CCN: 144034 | Period: worksheet A~8-2
From 07/01/2010

To  06/30/2011 ) pate/Time Prea?red:
ol
TR A L
1.00 0 0 0 o; 0 1.00
2.00 0 0 ¢ ¢ 0} 2.00
3.00 0 0 0 0 0 3.00
4.00 0 0 0 0 Q] 4.00
5.00 0 g 0 0 4| 5.060
6.00 0 G 0 0 ¢! 6.00
7.00 0 0 0 0 0, 7.00
8.00 0 0 Q , 0| 8.00
9.00 0 0 0 ¢ 0 9.00
16,90 0 0 0 0 Q] 16.00
260.00 0 0 0 0 01200.0C

MCRIF32 ~ 2.4,127.0 STREAMWOOD



Health Financial Systems In Ligu of Form CMS-2552-10

PROVIDER BASED PHYSICTAN ADJUSTMENT provider CCN: 144034 | feriod; worksheet A-8-2
From 07/01/2010
To 06/30/2011 | pate/Time Prepared:
1/16/2011 2:07 pm_
1.00 o 1.60
2.00 0 56,277 2.00
3.60 0 1,348,861 3,00
4.00 0 0 4.00
5.00 0 0 5.00
6.00 O O 6.00
7.00 0 0 7.00
8.00 O 0 8.00
9.00 0 0 9.00
10.00 0 0 10.00
200. 0601 0 3,561,505 200.00

MCRIF32 - 2.4.127.0 STREAMWCOD



Health Financial Systems

In tieu of Form ¢MS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

provider CCN:

144034 | p

To

worksheet B

eriod:
From 07/01/2010! Part E

06/30/2011 | pate/Time prepared:
11/16/2011 2:07 p

CAP REL COSTS-BLDG & FIXT

1.60
2.00
4,00 {EMPLOYEE BENEFITS
5.00
7.00

9.00 |HOUSEKEEPING
10.00 |{DIETARY

1,886,164

1,886,164 1.00

CAP REL COSTS-MVBLE EQUIP 544,075 544,075 2.00
2,358,688 0 01 2,358,088 4,00

ADMINISTRATIVE & GENERAL 4,583,493 392,211 113,136 347,527 5,436,367 5%.00
OPERATION OF PLANT 1,044,702 126,992 36,632 0 1,208,326, 7.00

8.00 |LAUNDRY & LINEN SERVICE 172,756 26,145 7,542 0 206,443 8.00
526,226 12,485 3,601 0 542,312] 9.00

712,570 103,784 29,937 47,987 §94,278| 10.0C

13.00 {NURSING ADMENISTRATION 1,199,804 15,138 4,367 183,607 1,403,0167 13.00
16.00 IMEDICAL RECORDS & LIBRARY 449,827 14,531 4,192 34,937 503,487] 16.00
88 0 0 548 _ 16Q] 17.00

17.00 |50CIAL SERVICE

TNPATIENT ROUTINE SERVICE COST: CENTERS.

30.00 |ADULTS & PEDIATRICS
46,90 |OTHER LONG TERM CARE

7,745,600

397,036

1,274,954

10,347,358| 30.00

ANCILLARY: SERVICE:€OST -CENTERS

54,00 : RADIOLOGY-DIAGNOSTIC
60,00 |LABORATORY

67.00 [OCCUPATIONAL THERAPY
69,00 |ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY
73.00 |DRUGS CHARGED TQO PATIENTS

1,029,748
997,041 67,863 19 575 150,259 1,234,738] 46.00
0 0 0 0 0i 54.00
96,469 0 G 0 96,469] 60.00
0 0 0 0 0l 67.00
152,716 7,224 166,385] 69.00
90, 466 12,382 102,848| 70.C0

870,418]

884,918 73.00

OHTPATIENT SEAVICE COST CENTERS:

90,00 | CLINIC
91.00 |EMERGENCY

325,161

SPECIAL PURPOSE. COST CENTERS,

118,00| SUBTOTALS (SUM OF LINES 1- 117) _
192,00 PHYSTCIANS' PRIVATE OFFICES “Bl192.00
194.00]OTHER NONREIMBURSABLE COST CENTERS 0]194.00

194.01 EDUCATION

194, 02| MARKETING

200.00;Cross Foot Adjustments
201.00|Negative Cost Centers
202.00|TOTAL (sum Yines 118-201)

453,678
302,268

24,230,496

10,401
1,004

0
1,886,164

290

0
544,075

69,244 536,323/194.01
38,365 341,927(194.02
01200.00

0 0[201.00
4,358,688 24,230,496(|202.00

MCRIF32 - 2.4.127.0

STREAMWOOD



Hea'lth Financial Systems

In Lieu of Form CMs-2552-10

COST ALLOCATEION - GENERAL SERVICE COSTS

Provider CcN: 144034 i period

worksheet B8
Part I
pate/Time Prepared:

From 07/01/2010
To  06/30/2011

_11/16/2011 2; 07 m

00 |cap RF.L COSTS -BLDG & FIXT
00 icaP REL COSTS-~MVBLE EQUIP
.00 |EMPLOYEE BENEFITS
00
00

ADMINISTRATIVE & GENERAL 5,436, 367
OPERATION OF PLANT 349,519 1,557,845
3.00 [LAUNDRY & LENEN SERVICE 59,715 29,796 295,954
.00 [HOUSEXEEPING 156,869 14,229 713,410 .
10.60 |{PIETARY 258,678 118,276 0 55,739 1,326,971 10.00
13.00 {NURSING ADMINISTRATION 405,835 17,251 0 8,130 13.00
16.00 ;MEDICAL RECORDS & LIBRARY 145,638 16,560 0 7,804 16.00
17.00 {SOCIAL SERVICE 46 0 17.00
TNPATIENT ROUTINE .SERVICE 'COST/CENTERS: e
30.00 |ADULTS & PEDIATRICS 2 993 058 553,052 30.00
46.00 [OTHER LONG TERM CARE 357,159
ANCILLARY SERVICE COST..CENTERS
54,00 |RADIOLOGY-DIAGNOSTIC
60.00 | LASORATGRY
67.00 [OCCUPATIONAL THERAPY
69.00 |ELECTROCARDIOLOGY
70,00 | ELECTROENCEPHALOGRAPHY
73.00 |DRUGS CHARGED TO PATIENTS
OUIPATIENT SERVIGE COSTCENTERS
90.060 | CLINIC
91.00
118,00/ SUBTOTALS, (SUM OF LINES 1-117) 5,182,326 1,544,847 295,954|

NONREIMBURSABLE: COST CENTERS:

192.00| PHYSECTANS ' PRIVATE OFFICES

194.00! OTHER NONREIMBURSABLE COST CENTERS

194 .01 EDUCATEON

194. 02| MARKETING

200,00{Cross Foot Adjustments
201,00 negative Cost Centers
202.00{ToraL (sum Tines 118-201)

155,136
98,905

0
5,438,367

11,854
1,144

0
1,557,845

G (1192.00

0 ¢ 0]194.00

0 5,586 0]194.01

0 539 0]184.02
200,00

0 0 0{20%.00
295,954 713,410 1,326,971i202.00

MCRYF32 - 2.4.127.0

STREAMWOOD



Health Fimancial Systems

s of Form CM5-2552~10

COST ALLOCATION - GENERAL SERVICE COSTS

pravider CCN:

in Lie

144034 | period:
From 07/01/2010
To  06/30/201%

worksheet B
Part I

pate/Time Pre

pared:
)?_ P

ubrotal

11/16/2011 2:
L &

GENERAL SERVICE COST: CENTER!

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 PLANY

8.00 |LAUNDRY & LINEN SERVICE

9.00 |HOUSEKEEPING

10.00 |DIETARY

13.00 |NURSING ADMINISTRATION 1,834,232

16.00 {MEDICAL RECORDS & LIBRARY 0 673,489

17.00 |SOCIAL SERVICE ) 0 206
TNPATIENT ROUTINE SERVICE-COST. CENTERS i T i N :

30.00 |ADULTS & PEDIATRICS 1,626,528 597,225 183 18,730,077 01 30.00
46,00 |QTHER LONG TERM CARE 207,704 76,264 2,173,451 0] 46.00
ANCILLARY. SERVIGE COST CENTERS E i 3 G
54.00 | RADTOLOGY~DIAGNOSTIC 0 0] 54.00
60.00 |LABORATORY 124,374 0| 60.0C
67.00 [DCCUPATIONAL THERAPY 0 0! 67.00
69.00 | ELECTROCARDLIOLOGY 222,899 0] 69.00
70.00 |ELECTROENCEPHALOGRAPHY 132,598 0] 70.00
73.00 |DRUGS CHARGED TO PATIENTS 1,159,757 0} 73.00
OUTPATIENT -SERVICE -COST CENTERS™ i
90,00 |CLINIC 535,926 0] 90.00
91.00 | EMERGENCY 4] g1 91.00
SPECTAL PURPOSE -COST CENTERS T : =
118.00{SUBTOTALS {SUM OF LINES 1-117) 1,834,232 23,079,082 0i118.00
NONREIMBURSABLE ‘COST. ‘CENTERS R : Tiwmenn '

192, 00| PHYSICIANS' PRIVATE OFFICES 0 0 0 0]192.00
194,00/ OTHER NONREIMBURSABLE COST CENTERS 0 0 ¢ 0:194.00
194,01 EDUCATION 0 0 708,899 0{194.01
194,02 MARKETING 0 0o 442,515 0l194.02
200.00i Cross Foot Adjustments 0 0[200.00
201,00 Negative Cost Centers i 0 0 0 0:201.00
202.00{ ToTAL (sum lines 118-201) 1,834,232 673,489 206 24,230, 496! 0i202.00

MCRIF32 - 2.4.127.0

STREAMWOOD



Health Financial Systems

In Lieu of Form CM5-2552-10

COST ALLOCATION ~ GENERAL SERVICE COSTS

Provider cch: 144034 | reriod: | worksheet 8
From 07/01/2010 | Part I

To  06/30/2011 | pate/Time Prepared:
11/16/2011 2:07_pm

PN RV Ny S
COOCO0 O
SSSSSSS

10,
13.
16.
17,

30.
46.

54.
60.
67.
69,
70.
73.

90,
91.

118.

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

Q0
20
GO
0

06
00

00
00
00
Q0
Q0
00

G
0G

00! SUBTOTALS (SUM OF LINES 1-117)

00

GENER

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

DIETARY

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

TNPATIENT ROUTINE SERVECE GCOGT CENTERS

ADULTS & PEDRIATRICS
OTHER LONG TERM CARE

18,730,077

ANCILLARYESERVICE 'COST CEMTERS:

2,173,451

RADIOLOGY-DIAGNOSTIC
LABCRATORY

OCCUPATIONAL THERAPY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
DRUGS CHARGED TOQ PATIENTS

0
124,374
0
222,899
132,598

OUTPATIENT. SERVICE COST CENTERS

1,159,737

CLINIC
EMERGENCY

535,926
0

SPECIAL -PURPOSE COST. CENTERS

23,079,082]

NONREIMBURSABLE “COST CENTERS

00| PHYSICIANS' PRIVATE OFFICES
OTHER NONREIMBURSABLE COST CENTERS
01| EDUCATION

02| MARKETING

00iCross Foot Adjustments
00iNegative Cost Centers

00 TOTAL (sum Tines 118-201)

G
0
708,899
442,515
0
0
24,230,494

192.

194.
200.

201,
202.

MCRIF32 - 2.4.127.0

STREAMWOOD



Health Financial Systems In Lieu of Form £MS-2552-10
ALLOCATION OF CAPITAL RELATED COSTS provider CCN: 144034 | reriod: worksheet B

: From 07/01/201Q | Part It
To  06/30/2011: Date/Time Prepared:
11/16/201F 2:07 pm

1.00 |CAP REL COSTS-BLDG & FIEXT 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 0 0 0 G 0] 4.00
5.00 |ADMINISTRATIVE & GENERAL 86,698 392,211 113,136 592,045 0 5.00
7.0G0 |OPERATION OF PLANT 0 126,992 36,632 163,624 0f 7.00
8.00 {LAUNDRY & LINEN SERVICE 0 26,145 7,542 33,687 0; §.00
9.00 |HOUSEKEEPING 0 12,485 3,60L 16,086 0| 9.9
10.00 |DIETARY 0 103,784 29,937 133,721 01 10.00
13.00 |NURSING ADMINISTRATION 0 15,138 4,367 19,505 g 13.00
16.00 [MEDICAL RECORDS & LIBRARY ¢ 14,531 4,192 18,723 gl 16.00
17.00 [ SOCIAL SERVICE 0 0 0i 17.00

INPATIENT ROUTINE: SERVICE COST CENTERS
30,00 |ADULTS & PEDIATRICS

46.00 |OTHER LONG TERM CARE

ANCILLARY: SERVICE COSTZCENTERS

597,036 1,326,784
19,575 87,438

“T1,039,748]
67,863

o0

54.00 |RADICLOGY-DIAGNOSTIC [i] 0 0 54,00
60.00 |LABORATORY 0 0 0] 60.00
67.00 |OCCUPATIONAL THERAPY 0 0 0| 67.00
69.00 | ELECTROCARDIOLOGY 0 6,445 01 69.00C
70.00 | ELECTROENCEPHALOGRAPHY 0 0 4| 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0 14,500 g1 73.00
OUTPATIENT: SERVICE /COST. CENTERS 5 G
90.00 | CLINIC 89,684 0] 80.00
91.00 | EMERGENCY 0 0] 91.00

SPECTAL “PURPOSE--COST CENTERS:
118,00[SUBTOTALS (SUM OF LINES 1-117)
NONREIMBURSABLE 'COST CENTERS .

86, 698]

192,00 PHYSICIANS' PRIVATE OFFICES 0 0

194.00| OTHER NONREXMBURSABLE COST CENTERS 0 0 o0
194,01} EDUCATION 0 10,401 3,000 13,401 0]1%4.01
194,02 MARKETING 0 1,004 290 1,294 01194.02
200,00 Cross Foot Adjustments 0 200.00
201.00INegative Cost Centers 0 0 0 $1201.00
202.00; foTaL. (sum Tines 118-201) 86,698 1,886,164 544,075 2,516,937 (i202.00

MCRIF32 - 2.4.127.C STREAMWOOD



Health Financial Systems

In Lieu of Form CMs-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

provider CCN: 144034 |Perio

From 07/01/2010
To  06/30/2011

worksheet B
part EI

Date/Time ?r“epared

107 _pl

“HOUSEKE ENG S

11/ 16/ 2011 2

“TCENERAL SERVICE €O

10.00 |DIETARY

1.00 |CAP REL COSTS-BLDG & FIXT

2.00 |CAP REL COSTS-MVBLE EQUIP

4.00 |EMPLOYEE BENEFITS

5.00 |ADMINISTRATEIVE & GENERAL 592,045

7.00 |OPERATION OF PLANT 38,065 201,689

8.00 |LAUNDRY & LINEN SERVICE 6,503 3,858 44,048

9.00 |HOUSEKEEPING 17,084 1,842 0 35,012
28,172 15,313 0 2,736 179,942 10

13.00 |NURSING ADMINISTRATION 44,198 2,233 0 399

16.00 |MEDICAL RECORDS & LIBRARY 15,861 2,144 0 383

17.00 {SOCIAL SERVICE 5 0 0 o

TNPATIENT ROUTINE SERVICE :COST:CENTERS

30.00 [ADULTS & PEDIATRICS
46,00 OTHER LONG TERM CARE

25,054

151,935
9,013

159,566

ANCILLARY. SERVICE COST CENTERS:

...20,376

54,00 |RADIOLOGY-DIAGNOSTIC
60.00 |LABORATORY

67.00 |OCCUPATIONAL THERAPY
69.00 | ELECTROCARDIOLOGY

70.0C | ELECTROENCEPHALOGRAPHY
73.0C {DRUGS CHARGED TO PATIENTS

OUTPATIERT SERVICE:COST CENTER!

90.00 |CLENIC
91.00 |EMERGENCY

SPECTAL. PURPOSE COS

118.00|SUBTOTALS {SUM OF LINES 1- 117)

51118,

NONREIMBURSABLE :COST: CENTERS

192,00 PHYSTCIANS® PRIVATE OFFICES

194, G0 OTHER NONREIMBURSABLE COST CENTERS

194,01} EBUCATION

194, 02{MARKETING

200.00|Cross Foot Adjustments
201.00|Negative Cost Centers
202.00{TOTAL (sum Yines 118-201)

16,895
10,771

G
592,045

1,535
148

0
201,689

35,012|

o

179,942

19z.
194,
194.
194,
200,
Z0%.
202.

MCRIF3Z2 - 2.4.127.0

STREAMWOUD



Health Financial Systems

In Lieu of Form ¢Ms-2552-10

ALLOCATION OF CAPITAL RELAYED COSTS

provider CCN:

144034

pPeriod:
From 07/01/2010
To  06/30/2011

worksheet B
Part II
pate/Time prepared:

11/16/2011 2:07 om

0o N BN ol
DGOODOO
SO0 CQOo

'CAP REL COSTS~ BLDG & FIXT
CAP REL COSTS-MVELE EQUIP
EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPING

10 G0 I DIETARY

13.0
16.0
17.0

30.0
46.0

54.0
60.0
67.0
69.0
70.0
73.0

90,
91.0

i18.

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

0 [NURSING ADMINISTRATION
0 [MEDICAL RECORDS & LIBRARY
0 |SOCIAL SERVICE

TNPATIENT. ROUTINE :SERVICE :COSTHCENTERS

RN

0 |ADULTS & PEDIATRICS 0] 30.00
0 |OTHER LONG TERM CARE 175,215 0 46.00
IANCICLARY. SERVICE-COST CENTERS 3 BE
0 | RADIOLOGY-DIAGNOSTIC 0 0 54.00
G | LABORATORY 0 0 60.00
0 |OCCUPATIONAL THERAPY 0 0 67.00
0 | ELECTROCARDIOLOGY o 0 69.00
0 | ELECTROENCEPHALOGRAPHY o 0 70.00
0 |DRUGS CHARGED TO PATIENYS 0 o 73.00
OUTPATIENT  SERVICES COST CENTERS - i
0 {CLINEC 0 G 112,032 20.00
{ | EMERGENC 0 0 0 91.00
SPECIAL PURPOSE COST CENTERS : T
OC{SUBTOTALS (SUM OF LINES 1-117) 66, 335! 2,472,590 118.00
NONREIMBURSABLE SCOSTSCENTERS: :
00| PHYSICIANS® PRIVATE OFFICES 0 0 0 0192.00
00| OTHER NONREIMBURSABLE COST CENTERS 0 0 0 01194.00
01} EDUCATION G 0 32,105 0194.01
02 MARKETING 0 0 12,239 0{194.02
00jcross Foot Adjustments [ 01{200.60
COinNegative Cost Centers 0 ¢ 3 3 41201.60
00l TOTAL {sum lines 118-201) 66,335 37,111 5 2,516,937 01202.00

MCRIF32 - 2.4.127.0

STREAMWOOD



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

ALLOCATION OF CAPITAL RELATED COSTS provider CCN: 144034 | rerio worksheet 8

From 07/01/2010 part II

To  06/30/2011 pate/Time Prepared:
11/316/2011 2:07 pm

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 & {INEN SERVICE 8

9.00 [HOUSEKEEPING 9.900
10.00 |DIETARY 16.9¢
13.00 |NURSING ADMINISTRATION 13.00C
16.00 |MEDICAL RECORDS & LIBRARY . 16.00

17.00 |SOCIAL SERVICE _ — —— 17.00

30.00 |ADULTS & PEDIATRICS 2,122,174
46.00 [ OTHER LONG TERM CARE 175,215 46.00
ANCTLCARY SERVICE oot CENTERE o R e
54.00 |RADIOLOGY-DIAGNOSTIC
60.00 LABORATORY

67,00 |OCCUPATIONAL THERAPY
69,00 |ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY
73.00 |DRUGS CHARGED TO PATIENTS
GUTPATIENT SERVICE (COST. CENTERS:
90.00 | CLINIC
91.00 | EMERGENCY
SPECIAL PURPOSE -COST :CENTERS: &\
118,00 SUBTOTALS (SUM OF LINES 1-117)
NONREIMBURSABLE COST. CENTERS <
192.00i PHYSICIANS' PRIVATE OFFICES
194, 00| OTHER NONREIMBURSABLE COST CENTERS

194. 0]  EDUCATION 32,105 184.01
194 . 02| MARKETING 12,239 194.02
200.00|Cross Foot Adjustments 0 200.00
201.00|Negative Cost Centers 3 201.00
202.00; TOTAL {sum lines 118-201} 2,516,937 202.00

MCRIF32 - 2.4.127.G STREAMWOQOD



Health Financial Systems

In Lieu of Form CMS-2552-1C

COST ALLOCATION ~ STATISTICAL BASIS

provider CCN:

144034 | Period:
From 07/CGl/2010
06/30/2011

TO

worksheet B-1

pate/Time Prepared:

11/16/2011 2

107 pm

1.00 1CaP REL COSTS-BLBG & FIXT 99,557
2.00 ICAP REL COSTS-MVBLE EQUIP 99,557
4.00 |[EMPLOYEE RENEFITS 0 0 14,706,424
5.00 |[ADMINISTRATIVE & GENERAL 20,702 206,702 2,166,832 -5,436,367 18,794,129
7.00 |OPERATION OF PLANT 6,703 6,703 0 1,208,326
8.00 |LAUNDRY & LINEN SERVICE 1,380 1,380 0 206,443
9.00 |HOUSEKEEPING 659 659 0 542,312
1G.00 {DIETARY 5,478 5,478 299,198 894,278
13.00 |NURSING ADMINISTRATION 799 799 1,144,792 1,403,016
16.00 IMEDICAL RECORDS & LIBRARY 767 767 217,832 503,487
17.00 {SOCIAL SERVICE 3,415 160
30,00 [ADULTS & PEDIATRICS 7,949,351 10,347,338
46,00 [OTHER LONG TERM CARE 36,863 1,234,738
ANCILLARY: SERVICE COSTCENTERS :° B e
54.00 |RADIOLOGY-DTAGNOSTIC 0 g
60.00 |LABORATORY 0 96,469
67.00 |{OCCUPATIONAL THERAPY 0 0
69.00 |ELECTROCARDICLOGY 45,040 166,385
70,00 | ELECTROENCEPHALOGRAPHY 77,200 102,848
73.00 |DRUGS CHARGED TO PATIENTS 0 884,918
QUTPATIENT (SERVICE COST CENTERSI =0
90.00 | CLINIC ,194,963 325,161
91.00 { EMERGENCY 0 0
SPECIAL PURPOSE (COST CENTERSS B B e N e S
118.00{SUBTOTALS (SUM OF LINES 1-117) 98, 955/ 83,955] 14,035, 4861 -5, 436,367 17,915,879
NONREIMBURSABLE: COST: CENTERS it L i i B S i S
192 .00| PHYSTICIANS' PRIVATE OFFICES 0 b [¢]
194.00{OTHER NONREEIMBURSABLE COST CENTERS 0 G i L o]
194 . 01| EDUCATTION 549 549 431,734 G 536,323
194 . 02| MARKETTNG 53 53 239, 204 ¢ 341,927
200.00|Cress Foot Adjustments
2061.900|Negative Cost Centers
202.00/Cost to be allocated (per wkst. B, Part I 1,886,164 544,075 2,358,688 5,436,367
203.00/unit cost multipiier (wkst. 8, Part I 18.945569 5.464960 0.160385 0.289259
204.00i Cost to be allocated (per wkst. B, Part II) 0 592,045
205.00lunit cost multiplier (wkst. B, Part IL) 0.000000 0.031502

10.
13.
10.
i7.

30,
46.

54.
50,
67.
69.
70.
73.

90.
91.

118.

192,
194,
194,
194,
200.
201.
202.
203.
204.

205.

W GO SN T R N

00
00
01
02
a0
00
a0
G0
co
GO

MCRIF32 - 2.4.127.0

STREAMWOOD



Health Financial Systems in Lieu of Form ¢mM§-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 144034 iperiod: worksheet B-1
From 07/01/2010 .
To  06/30/2011 | pate/Time Prepared:
11/16/2011 2:07 pa
NURSTHGT .

GENERAL - SERVICE CO g ;
.00 {CAP REL COSTS-BLDG & FIXT 1.00

1

2.00 |CAP REL COSTS-MVBLE EQUIP 2.00
4.00 EMPLOYEE BENEFITS 4,00
5,00 [ADMINISTRATIVE & GENERAL 5.0
7.00 |OPERATION OF PLANT 72,152 7.00
§.00 |tAUNDRY & LINEN SERVICE 1,380 46,610 8.00
9.00 HOUSEKEEPING 0 70,113 9.00
16.00 IDIETARY 0 5,478 139,830 16.00
13.00 |NURSING ADMINESTRATION 0 13.00
16.00 [MEDICAL RECORDS & LIBRARY 0 16.00
17.00 |SGCIAL SERVICE 0 17.00
30.00 |ADULTS & PEDIATRICS 54,353 41,332 30.00
46,00 |OTHER LONG TERM CARE 5,278 46,00

ANCILLARY. SERVICE COST: CENTERS
54.00 [RADIOLOGY-DIAGNOSTIC
60.00 | LABORATORY

67,00 |OCCUPATIONAL THERAPY
69,00 |ELECTROCARDIOLOGY

70.00 |ELECTROENCEPHALOGRAPHY
73.00 |DRUGS CHARGED TO PATIENTS
OUTPATIENT .SERVICE JCOST- CENTERS'
90.00 [CLINIC

91.00 |EMERGENGY

SPECIAL PURPOSE:COSY. CENTERS =
118.00|SUBTOTALS {SUM OF LINES 1-117}
NONREIMBURSABLE COST: CENTERS

o olilo c co ool

192.00] PHYSICIANS® PRIVATE OFFICES 0 [ 0 o0
194.00| OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 ({194.00
194,01 EDUCATION 549 O 549 0 £1194.01
194, 02| MARKETING . S3 H 53 0 0i194.02
200.00|Cross Foot Aadiustments 200,00
201.00|Negative Cost Centers 201.00
202.00{cost to be ailtocated (per wikst. 8, Part I) 1,557,845 295,954 713,410 1,326,971 1,834,2322062.00
203.00iunit cost multiplier (Wkst. 8, Part )] 21.591155 6.349582 10,175146 9.489888 39.352757]203.C60
204,00 Cost to be allocated (per wkst. B, Part II) 201,689 44,048 35,012 179,942 66,335/204.00
205.00lunit cost multipiier (wkst. B, Part II) 2.795335 0.945033 (.499365 1.286863 1.4231921205.00

MCRIF3Z - 2.4.127.0 STREAMWOOD



Health Finangial Systems In Ltieu of Form cms-2552-10
COST ALLOCATION - STATISTICAL BASIS provider CCN: 144034 | period: worksheet 8-1

: From 07/01/2010 .
Yo  06/30/2011 ; bate/Time Prepared:
11/16/2011 2:97 om

GENERALSERVICE

1.00 {CAP REL COSTS-BLDG & FIXT 1.90
2.00 |CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |EMPLOYEE BENEFITS 4,00
5.00 |ADMEINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
§.00 |LAUNDRY & LENEN 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
INPATTENT ROUTINE: SERVICE -COSTCENTERS I ks
30.00 |ADULTS & PEDIATRICS i 30.00

46,00 |OTHER LONG TERM CARE

ANCILLARY ‘SERVICE .COST. CENTERS
54,00 [RADIOLOGY-DIAGNOSTIC

60.00 |LABORATORY

67.00 |OCCUPATIONAL THERAPY

69,00 | ELECTROCARDIOLOGY

70.900 | ELECTROENCEPHALOGRAPHY

73.00 | DRUGS CHARGED TO PATIENTS
OUTPATIENT SERVICE COST CENTERS.
CLINIC

{suUM OF LINES 1-117) 118.00
NONREIMBURSABLE 'COST CENTERS

192.00 PHYSICIANS' PRIVATE OFFICES 0 192.00
194,00 OTHER NONREIMBURSABLE COST CENTERS O 194.06C
194, 01 EDUCATTON ¢ 194,01
194, 02l MARKETENG O 194,02
200,00 Cross Foot Adjustments 200.00
201.00|negative Cost Centers 201.00
202.00/cost to be allocated (per wkst. B, Part I 673,489 206 232,00
203.00lunit cost multiplier (Wkst. B, Part I) 14.449453 0.004420) 203.00
204.00icost to be ailocated (per wkst. B, Part II) 37,11 5 204,006
205.00/unit cost multiplier (Wwkst. B, Part II) 0.796203 0.006043 205.00

MCRIF32 ~ 2.4.127.0 STREAMWOOD



Health Financial Systems In Lieu of Form ¢MS-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 144034 | Period: worksheet C

From 07/01/2010 | Part I,

Yo 06/30/20111 pate/Time Prepared:

11/16/2041 2:07 pm
FPS

Title XVIIL

Hospital
Cost

[ENPATIENT ROUTINE :SERVIGE €O o S s
30.00 |ADULTS & PEDIATRICS 18,730,077 18,730,077 0 18,730,077] 30.0C
46,00 |OTHER LONG TERM CARE 2,173,451 3,451 0 2,173,451! 46.00
ANCILLARY:'SERVICE COST CENTERB: 1 L e
54.00 |RADIOLOGY~DIAGNOSTIC 0 0 0] %4.00
60.00 | LABORATORY 124,374 124,374 124,374 60.00
67.00 |OCCUPATIONAL THERAPY 0 o 0 0| 67.00
69,00 |ELECTROCARDIOLOGY 222,899 222,899 222,899 69.00
70,00 |ELECTROENCEPHALOGRAPHY 132,598 132,598 132,598( 70.00
73.00 |DRUGS CHARGED TO PATIENTS 1,159,757 1,159,757 1,159,757 73.00
OUTPATIENT SERVILCE “COSTCENTERS - 7% LR :
90.00 [CLINIC 535,926 535,926 C 535,926| 90.00
91.00 |EMERGENCY 0 0 0 0; 91.00
200.00! subtotal (see instructions) 23,079,082 0 23,079,082 0 23,079,082{20G.00
201.00 Less Observaticn Beds 0 0 Q201,060
202,00, Total (see imstructions) 23,079,082 0 23,079,082 0 23,079,082|202.00

MCRIF32 - 2.4.127.0 STREAMWOOD



Health

Firancial Systems

I Lieu of Form ¢M5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 144034

o

Period:
Erom 07/01/2010

worksheet €

part I

pave/Time Prepared:
11/16/2011 2:07 pm

06/30/2011

INPATIENT ROUTINE SERVMICE 'COST CENTER W L
30.00 [ADULTS & PEDIATRICS 57,528,579 57,528,579
46,00 [OTHER LONG TERM CARE 2,772,466 2,772,460 46.00
ANCILLARY SERVILE COST CENTERS) i R o
54,00 |RADIOLOGY-DIAGNOSTIC [V 0 0. 000000 0.000000| 54.00
60.00 | LABORATORY 151,988 0 151,988 0.818315 0.066000| 60.0C
67.00 |OCCUPATTIONAL THERAPY 0 0 0 0.000000 0.000G0¢| 67.00
69,00 |ELECTROCARDICLOGY 275,730 0 275,730 0.808396 0.000000] 69.00
70.00 | ELECTYROENCEPHALOGRAPHY 88,000 G 88,000 1.506785 4.0000001 70,00
73.00 {DRUGS CHARGEDRD TO PATIENTS 663 0 1,663, 8606 0.697025 .0000007] 73.00
DUTPATIENT SERVICE - COST CENTER e S X T i 5 ST
80.00 | CLINIC 0 3,449,494 3,449, 494 .155364 0.000000! 90.00
91.00 | EMERGENCY o 0 0 G. 000000 0.000000{ 91.00
200,00 subtotal (see instructions) 62,480,629 3,449,494 65,930,123 200.00
201.00iL.ess Observation Beds 201.00
202.00|{Total (see instructions) 62,480,629 3,449,494 65,930,123 202.00

MCRIF32 - 2.4.127.0

STREAMWOOD



Health Firancial Systems

In Lieu of Form CMS-2552-10

COMPUTATION OF RATIQ OF COSTS TC CHARGES

provider CCN: 144034

peri

worksheet C

From 07/01/2010 Part I

To

06/30/2011 | Date/Time Prepared:
11/16/201) 2:07 om

Hospital

PPS

90.00 |CLINIC

30.00 ADULTS & PEDIATRICS
46.00 [OTHER LONG TERM CARE

ANCILLARY SERVICE!COST: CENTERS L
54.00 | RADIOLOGY-DTAGNOSTIC . 000060 54.00
60.00 | LABORATORY 0.818315 50.00
67.00 {QCCUPATIONAL THERAPY 0.000000 67.00
69.00 |ELECTROCARDIOLOGY 0.808396 69.00
70,00 {ELECTRCENCEPHALOGRAPHY 1.506795 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0.697 73.00

OUTPATIENT SERVICE-COST CENYERS &7 "

{.155364 90.00

91.00 {EMERGENCY G. 000000 91,00
200.00 subtotal (see instructions) 200.00
201.00 Less Observation Beds 201,00
202.00iTotal {see instructions) 202.00

MCRIF32 ~ 2.4,127.0

STREAMWOOD



Health Financial Systems I Lieu of Form CM5-2552-10
COMPUTATION OF RATEQ OF COSTS TO CHARGES provider CCN: 144034 | pPeriod: wWorksheet C

From 07/01/201G{ Part I

Fo  06/30/2011 | bate/Time Prepared:
11/16/2011 2:07 om

Hospital ) Cost

Title XIX

[INPATIENT. ROUTINE SERVIC '

30.00 [ADULTS & PEDIATRICS 18,730,077 18,730,077 0] 30.00
46,00 [OTHER LONG TERM CARE 2,173,451 2,173,451 0] 46.00
ANCILLARY: SERVICE COST: CENTERS S TaTh SRt S o
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0 0l 54.00
60.00 |LABORATORY 124,374 124,374 0 0! 60.00
67.00 |OCCUPATIONAL THERAPY ¢ 0 0 i 0} 67.00
69.00 |ELECTROCARDIOLOGY 222,899 222,899 ¢ 0] 69.00
70.00 |ELECTROENCEPHALOGRAPHY 132,598 132,598 o 0] 70.00
73.00 |DRUGS CHARGED TD PATIENTS 1,159,757 1,158,757 0 0] 73.00
OUTPATIENT . SERVICE “COST: CENTERS B ; R I
90.00 [CLINIC 535,926 535,926 0 0| 90.00C
91.00 | EMERGENCY 0 0 0 0} 91.00
200,00 subtotal (see instructions) 23,079,082 o 23,079,082 0 0{200.0C
201.00i Less Observation Beds 0 0 G201.00
202.00iTotal (see instructions) 23,079,082 G 23,079,082 0 Gi202.00

MCRIF3Z ~ 2.4.3127.0 STREAMWOOD



#ealth Financial Systems

n Lieu of Form ¢M5-2552-10

COMPUTATICON OF RATIO OF COSTS TO CHARGES

provider CCN: 144034

worksheet C

period:
grom 97/01/2010 | Part I

1o  06/30/20111 Date/Time Prepared:
11/16/2011 2:07 pre
_Xitle Xax Hospital _cost

S L GO
INPAT ROUTINE :SERVICE: :
30,00 [ADULTS & PEDIATRICS 57,528,579 37,528,579
46,00 1QTHER LONG TERM CARE 2,772,466 2,772,465 46.00
ANCELLARY SERVICE COST: CENTERS - EEE T
54,00 |RADIOLOGY-DIAGNOSTIC 0 4 0. 000000 0.000000| 54.00
60,00 |LABORATORY 151,988 0 151,988 0.818315 0.00000G 60.06C
67.00 | OCCUPATIONAL THERAPY 0 0 0 0.000000 0.000000] 67.00
£9.00 | ELECTROCARDICLAGY 27%,730 Q 275,730 0.808396 0.000000; 69.00
70.00 | ELECTRGENCEPHALOGRAPHY 38,000 0 88, 000 1.506795 0.000000! 70.00
73.00 {DRUGS CHARGED TQ PATIENTS 1,603, 866 0 1,663,866 0. 0.000000} 73.00
OUTPATIERT. ‘-7'5'EQVI-C‘E“CG'S?S?-T-.CENmE-RS..-: RN = : i e ; i
80.00 |CLINIC 0 3,449,494 3,449,494 0.155364 0.0006000| 90.00
91,00 |EMERGENCY 0 0 0 0.000000 0.000000! 91.C0
200,00{subtotal (see instructions) 62,480,629 3,449,494 65,930,123 200.00
201.00|Less Observation Beds 201.00
202,00l Total (see instructions) 62,480,629 3,449,494 65,930,123 202.00

MCRIF32 ~ 2.4.127.0

STREAMWOOD



Health Financial Systems In tieu of Form (M5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 144034 | Period: worksheet C

From 07/01/2010 | Part I

To  06/30/2011 | bate/Time Prepared:
11/16/2011 2:07 pm

cost

Hospital

30.00 [ADULTS & PEDIATRICS ' T 30.00

46,00 [OTHER LONG TERM CARE 46,00
ANCILLARY SERVICE COST CENTERS : B e . : S
54,00 |RADIOLOGY-DTAGNOSTIC 0. 000000, 54,00
60.00 |LABORATORY 0.000000 £60.00
67.00 |OCCUPATIONAL THERAPY 0.0060000 67.00
69.00 | ELECTROCARDIOLOGY 0.000000 69.00
70¢.04 | ELECTRCENCEPHALOGRAPHY 0.000900 70.00
73.00 {DRUGS CHARGED TQ PATIENTS QG000 73.00
OUTPATIENT: SERVICE:COST CENTERS sk B S e S e
90.00 [CLINIC (. 000000 90,00
91.00 |EMERGENCY 0.000000 91,00
200.00|subtotal (see instructions) 200.00
201.00Less Observatrion Beds 201.00
202.00iTota'l (see instructions) 202.00

MCRIF32 - 2.4.127.0 STREAMWOOD



Health Financial Systems

In Lieu of Form (M5-2552-10

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

Provider CCN:

144034

period:
From 97/01/2010
To  06/30/2011

worksheet D

part FI

pate/Time Prepared:
11/16/2011 2:07 pm

54,
60.
87.
69.
70.
73.

gc.

g1

Hospital

00
00
00
00
00
a0

Q0
00

'RADIOL

AN A

ERVICE -COST CENTERS

OGY-DIAGNGSTIC

LABORATORY
OCCUPATIONAL THERAPY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
DRUGS CHARGED TO PATIENTS

151,988
0
275,730
88,000

§.000000
0.019995
$.,000000
0.045537
0.036818
0.026645

OUTPATIENT . SERVICE COST CENTERS 20

1,663,866

0
0
0
0
0
0 -

Hlo o oo o ol
- ;
W
©
(=)

CLINXC
EMERGE

200.00| Total

NCY
(Tines 50-199)

112,032

0
175,201

3,449,494

0
5,629,078

0.032478
0.0C0000

[

coo
©
=
o
S

MCRIF3Z - 2.4.127.9

STREAMWOOD



Health Financial Systems

in Lieu of Form CMS-2552-1G

APFORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN:

144034

viorksheet D

reriod:
erom 07/01/20101 part IV

o

06/30/2011 | Date/Time Prepared:
11/16/2011 2:07 pm

- Title XVITI

spital PPS

90.00 |CLINIC

ho

ANCILLARY: SERVICE :€OS
54.00 | RADIOLOGY-DIAGNOSTIC H; 0 0 0 0] 54.00
63.00 |LABORATORY ¢ G 0 0 Q| 60.0C
67.00 {OCCUPATIONAL THERAPY 0 0 0 0 0] 67.00
69.00 |ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0 0 ) Y 0| 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0 0 0 0 0] 73.00

OUTPATIENT. SERVICE COST. CENTERS g A
{ 0 0 0 Qi 80.00
931.00 |EMERGENCY 0 ¢ 0 0 01 91.00
200.00{Total (lines 50-199) G ¢ 0 0 0{200.00

MCRIF32 - 2.4.127.0

STREAMWOOD



Health Financial Systems in Lieu of Form (MS-2552-10
APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 144034 worksheet D

period:
THROUGH COSTS From 07/01/2010 | Part IV
Yo  06/30/2011 | pate/Time Prepared:
11/16/2011 2:87 pm

ANCILEARY: VI e : ;
54.00 {RADIQLOGY-~DIAGNOSTIC 0 0 ¢.000000 0.000000 Gl 54.00
60.00 | LABORATORY 0 151,988 0.000000 0. 00000 0 60.00
57.00 [OCCUPATIONAL THERAPY 0 0 0.0600000 (. 000000 01 67.00
69.00 |ELECTROCARDPIOLOGY 0 275,730 0.000000 0. 060000 0| 69.00
70.00 |ELECTROENCEPHALOGRAPHY Q 88,000 (. 000000 0.060C00 0l 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0 1,663,866 0.000000 {0, 000000, 0] 73.00
OUTPATIENT SERVICE COST CENTERS G i AT L B e e
90.00 |CLINIC o 3,449,494 0. 000000 . 000000
91,00 | EMERGENCY 0 0 0.900000 000000
200.00{ Toral (Vines 50-199) 0 5,629,078

MCRIF32 - 2.4.127.0 STREAMWOOD



Health Financial Systems In Lieu of Form CM5-2552-1GC
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 144034 {pPeriod: worksheet ©

THROUGH COSTS From 07/01/2010 | Part Iv

Te  06/30/2013 | pate/Time Prepared:
11/16/2011 2:07 om

Title XvIII _ Hospital
T FSA Adj: oA

ANCILLARY."SERVICE COSTCENTER
54,00 {RADTIOLOGY-DIAGNOSTEC 0 0 0 0 0| 54.00
60.00 |LABORATORY 0 O 0 L Q1 60.00
67.00 |OCCUPATIONAL THERAPY 0 o o ¢ G} 67.00
69.00 |ELECTROCARDIGLOGY 0 0 0 0 Gi 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 01 70.00
73.00 |{PRUGS CHARGED TQ PATIENTS 0 0 0 0 0l 73.00
OUTPATIENT SERVICE COST.CENTERS - :
90.00 |CLINIC [ii 0 0 0 0f 90.00
91.00 | EMERGENCY 0 O 0 0 0] 91.0C
200.00|Total (Tines 50-199) 0 O 0 0 (1200.00

MCRIF32 - 2.4.127.0 STREAMWOOD



Health Financial Systems In 1ieu of Form CMS~-2552-10
APPORTIONMENT OF INPATEENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 144034 |reriod: worksheet D
THROUGH COSTS From 7/01/2010 | Ppart IV
To  06/30/2011 | Date/tTime Prepared:
11/16/2031 2:07 pm .
Titie XVIII Hospital PPS
ANCILLARYSERVICE - COST: ¥
$4.00 |RADIOLOGY~DIAGNOSTIC 0 O 54.00
60.00 |LABORATORY 0 g 60.00
67.00 |OCCUPATIONAL THERAPY & G 67.00
69.00 | ELECTROCARDTOLOGY 0 0 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 70.00
73.00 |PRUGS CHARGER TO PATIENTS 0 0 73.00
OUTPATLENT SERVICGE: COST CENTERS: T fe
90.00 {CLINIC 0 0 90.00
91,00 |EMERGENCY 0 0 81.00
200.00{votal (Iines 50-199) 0 O 200.00

MCRIF32 - 2.4.,127.0

STREAMWOOD



Health Financial Systems

In Lieu of Form ¢(M5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

pProvider CON:

144034 i P

worksheet D

eriod:
From 07/01/2010 | part I

Jo  06/30/2011 | Date/Time Prepared:
11/16/2011 2:07 pm
Hospitai Cost
Fotal At -

U SERVICE COST CENTERS .

30.00 [ADULTS & PEDIATRICS
200.00/Total (1ines 30-199)

7,125,174
2,122,174

2,122,174
2,122,174

431,332 51.34] 30.00
41,332 200.900

MCRIF32 - 2.4.127.C

STREAMWOOD



Health Financial Systems In Lieu of Form ¢MS-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPTTAL COSTS provider CCN: 144034 | Period: worksheet D
from 07/01/2010 | Part I
To 06/30/2011 ] pate/Time Prepared:
11/16/201% 2:07 pm
Title XI Hospital Cost

30.00 |ADULT A ' ' 29,855 1,532,756 1 30.00
200.00!Total (lines 30-199) 29,855 1,532,756 200,00

MCRIF32 -~ 2.4.127.0 STREAMWOOD



Health Financial Systems In tieu of rForm CMS-2552-10
APPORTIONMENT OF INPATEIENT ANCILLARY SERVICE CAPETAL COSTS provider CCN: 144034 | Period: worksheet D

From 07/01/2010 | Part II

To  06/30/2011 | pave/Time Prepared:

11/16/2011 2:07 pm

ANCELLARY“SERVICEsGQST&CENTERS

54.00 |RADIOLOGY-DIAGNOSTIC
60.00 | LABORATORY

67.00 |OCCUPATIONAL THERAPY
£9.00 [ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY
73.00 |DRUGS CHARGED TO PATIENTS

0 0

3,039 151,988
& @
12,556 275,730
3,244 88,000

0.000000
0.019995
0.000000
0.045537
0.036818
0.0266

101,211
v
273,744
0

OUTPATIENT: SERVICE COS

44,334 1,663,866

1,207,141

990.00 |CLINIC
91.00 |EMERGENCY
200.00{Total (Tines 50-199)

Ti2.032] 3,449,494

0 0
175,201 5,629,078

0.066GCY

0.033478

¢
1,602,096

G.

47,186(200.00

MCRIF32 - 2.4.127.0



Health Financial Systems

in tied of Form CMS~2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

pProvider CCN: 144034

Period:
erom 47/01/2010
To  06/30/2011

worksheet O

part IrI

Date/Time Prepared:
11/16/20%1 2:07 pm

Title XIX .

Cos

31

INPATIENT . ROUTINE SERVICE: COS

30,00 [ADULTS & PEDIATRICS
200.00i Total (Tines 30-199) 0

o Of:

200.00

MCRIF32 - 2.4.127.0 STREAMWOOD



In Liew of Form CMS-2552-10

provider ccnN: 144034 | Period: worksheet D

From 07/01/2010 | Part ITI
Te  06/30/2011 | pate/Time Prepared:
11/16/201% 2:07 pm

Health Financial Systems
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

Hospital
-Inpatien

NPATIENT .ROUTINE. “COST CENTERS, e - : :
30.00 |ADULTS & PEDIATRICS 41,332 0.00 29,855 0 G 30.00
200,00/ Total (lines 30-199) 41,332 29,855 0 0{200.00

MCRIF32 - 2.4.3127.0 STREAMWOOD



Health Financial Systems in Lieu of Form CM5-2552-10
APPORTIONMENT OF ENPATIENT ROUTENE SERVICE OTHER PASS THROUGH COSTS provider CCN: 144034 |Period: worksheet o

From 07/01/2010 | Part IIT

To  06/30/2011 | pate/Time Prepared:
11/16/2011 2:07 pm
Title XIX Hospital Cost

ks Stk S

INPATIENTROUTIN SéRViQ e : ¢ E e e :
30,00 |ADULTS & PEDIATRICS 0 30.00
200.00iTotal (iines 30-199) { 200.00

MCRIF3Z - 2.4.127.0 STREAMWGCD



Health Financial Systems in Liey of Form CMS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CCN: 144034 | Period: worksheet D
THROUGH COSTS From 07/01/2010 | Part 1Iv
To  06/30/2011 | pate/Time Prepared:
11/16/2011 2:07 pm
Titie XIX Hospital

ANCILLARY.:SERVICE ‘COST CENTERS:

54.00
60.00
67.00
69.00
70,00
73.00

96.00
91.00
200.60

RADIOLCGY-DIAGNOSTIC
LABORATORY

OCCUPATIONAL THERAPY
ELECTROCARDTOLOGY
ELECTROENCEPHALOGRAPHY
DRUGS CHARGED TO PATIENTS

locococooo

coonool

oo 0

lcooooo”

OUTPATIENT ‘SERVICE :COST CENTERS

Tloo oo ool

CLINIT
EMERGENCY

Total (lines 50-199)

D20

0.
0
&

)
0
o

[ue o g =]

[ o]

54,
60.
67.
69,
70.
73.

9G.
91.
200,

MCRIF32 ~ 2.4.127.0

STREAMWOOD



HWealth Financial Systems

in tieu of Form (MS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

provider CCN: 144034

Period: -
From 07/01/2010
To  06/30/2011

woriksheet D

Part IV

pate/Time Prepared:
11/16/2011 2:07 pm

Title XIX
irges. | Rati

Hospital
Qutpa

54,00 | RADIOLOGY-DIAGNOSTIC

90,00 CLINIC

0 0 0. 000000 0. 06000001 0 54.00
60.00 |LABORATORY 0 151,988 0.000000 G. 000000 101,211 60.00
67.00 |OCCUPATIONAL THERAPY 0 0 0. 000000 0.000000 ¢l 67.00
69.00 |ELECTROCARDIOLOGY 0O 275,730 0. CO0000 0.000000 273,744) 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 88,000 0.000000 0.000000 0f 70.00
73.00 |DRUGS CHARGED TOQ PATIENTS 0 1,663,86 0. 0000 0.000000, 227,141} 73.00

OUTPATIENT. SERVICE COST CENTERS © B i G i T

0 3,449,494 0.000000 L 000000 0] 90.00
91,00 |EMERGENCY 0 o 0.000000 0.060C00 ¢l 91.00
200.00|Total (lines 50-199) 0 5,629,078 1,602,0961200.00

MCRIF32 -~ 2.4.127.0

STREAMWOOD



Health Financial Systems in Lieu of Forim ¢MS-2552-10
APPORTIONMENT OF TNPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 144034 {pPeriod: Worksheet D

THROUGH COSTS From 07/01/2010 | Part IV

To  06/30/2011 | pate/Time Prepared:
11/16/2011 2:07 pm

Hospital
g -

IANCIELARY: SERVI 5
54.00 |RADIOLOGY-DIAGNOSTIC 0 il 0 0 0! 54.00
60.00 |LABORATORY 0 0 0 0 0] 60.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 o 0] 67.00
69.00 | ELECTROCARDICLOGY 0 0 0 0 0l 69.06
70.00 | ELECTROENCEPHALOGRAPHY 0 G 0 0 0 70.00
73.00 |DRUGS CHARGED TO PATIENTS 0 4 0 0 0! 73.00

OUITPATIENT: SERVICEIGOST CENTERS: S
90,00 |CLINIC 0 90.00
91.00 |EMERGENCY 9] 91.00
200.00 Total (Tines 50-199) 0]200.00

MCRIFIZ - 2.4.127.0 STREAMWOOD



Health Financial Systems

tn tieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

provider CCON: 144034

P

worksheet D

eriod:
From 07/01/2010 | Part Iv

1o 06/30/2011 ) Date/Time Prepared:
11/16/20%) 2:07 pm
Title XIX Hospital 0st

54, R
60.00 | LABORATORY

67 .00 [OCCUPATIONAL THERAPY
69.00 |ELECTROCARDIOLOGY

76.00 | ELECTROENCEPHALOGRAPHY
73.00 |DRUGS CHARGED TO PATIENTS

OO CO0

o000

OUTPATIENT.SERVICE (COST. CENTERS:

90.060 {CLINIC
91,00 | EMERGENCY
200,00/ Total (lines 50-199)

cooll

oo

90.00
91.00
200,00

MCRIF32 - 2.4.127.0

STREAMWOOD



Health rFinangial Systems

in Lie

: of Form (Ms-2552-10

COMPUTATION OF INPATEIENT OPERATING COST Provider CCN: 144034 :ip

eriod:
From 0Q7/01/2010
To  06/30/2011

worksheet b-1

bate/Time Prepared:
11/16/2011 2:07 pm

Aitle XVELL

spitaj

PPS

1.00
2.00
3.00
4.00
5.00
6.00
7.00
8.00
9.00
10.00
11.00
12.60
13.00
14.00
15.00
16.00
17.00
18.00
i8.00
20.00

21.00
22.00

23.00
24.00
25.00

26.00
27.00

28.00
29.00
30.00
31.00
32.00
33.00
34.00
35.0C
36.00
37.00

INPATIENT D/ o

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

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

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

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

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

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

total swing-bed NF type inpatient days (including private rooi days) after pecember 31 of the cost
reporting period (if calendar year, enter { on this Tine)

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

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

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

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

swing-bed NF type inpatient days appiicable to titles v or XIX only Cincluding private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this 1ine)

medically necessary private room days applicable to the program (exciuding swing-bed days)

Total nursery days (title v or XIX only)

Nursery days (titie v or XIX only

24

o o o

[=)

SWING: BED-ADJUSTMENT . : :

medicare rate for swing-bed SNF services applicable to servicés through December 31 of the cost
reporting period

Medicare rate for swing-bed SNF services applicable to services after bDecember 31 of the cost 0.00
reporting period

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

medicaid rate for swing-bed NF services applicable to services after pecember 31 of the cost .00
reporting period

Total general inpatient routine service cost {see fnstructions) 18,730,077
swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (Jine ¢
5 x Tine 17)

swing-bed cost applicable to SNF type services after pecember 31 of the cost reporting pericd (line 6 0
x line 18)

swing-bed cost applicable to NF type services through pecember 31 of the cost reporting period (line 0
7 x Tine 19)

swing-bed cost applicable to NF type services after pecember 31 of the cost reporting period (line 8 0
x Fine 20)

Total swing-bed cost (see instructions) O
General inpatient routine service cost net of swing-bed cost (Iine 21 minus Tine 26 18,730,077
BRIVATE ROOM DIFFERENTIAL ADJUSTMENT oo if. L S B .
General inpatient routine service charges (excluding swing-bed charges) 57,528,579
private roam charges {(excluding swing-bed charges) 0
semi-private room charges (excluding swing-bed charges) 57,528,579
General inpatient routine service cost/charge ratio (Tine 27 =+ Tine 28) 0.325579
average private room per diem charge (Tine 29 + line 3) .00
average semi-private room per diem charge {lime 30 + line 4) 1,391.87
Average per diem private room charge differential (line 32 minus Tine 33)(see instructions) 0.0¢
Average per diem private room cost differential (Tine 34 x Tine 1) 0.60
private room cost differential adjustment (line 3 x line 3%5) 0
General inpatient routine service cost net of swing-bed cost and private room cost differential (Tine 18,730,077

27 miny
WRTHEL

PROGRAM

adjusted genéré1 inpatient routine service Cost pér diem (see instructions)
program general inpatient routine service cost (Jine 9 x Tine 38)
medically necessary private room cost applicable to the Program (Tine 14 x Tine 35)

ViR
[
<

(=21
L=l
[=

19,00
11.006
12.00

13.00

18.00
19.00
20.60

21.00
22.00

Total Program general inpatient routine service cost (i ine 4Q
Cost: er. p X o ‘ffa1.” E

43.00
44.00
45,00
46,00

NURSERY (title V & XIX only)

Intensive Care Type. Inpatient Hospital nits:

INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT

45,00
46.00

MCRIF32 - 2.4.127.C STREAMWOOD



Health financial Sysiems

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 144034 |P

eriod:
erom 07/01/2010
To  06/30/2011

worksheet D-1

pate/Time Prepared:
11/16/2011 2:07 pm

ﬂuspita?_

ram-pay,

54.
55.
56.
57.
58,
59,
60.
61.
62.
63.
64.
65.
66.
67.

68.

00
00
G0
tly
oo
00

00
00

Program inpatient ancillary service cost (wkst. D-3, col. 3, 1ine 200)

total Program inpatient costs (sum of lines 41 through 48)(see instructions)

0] 48.00
10,876] 49.00

PASS THROUGH :COST ADJUSTMENTS

rass through costs appiicable to Program 1npat1éht routine services (from wkst. £, sum of Parts ¥ and
IET)

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

Total Program excludable cost (sum of Vines 50 and 5L)

Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and

01 51.00

0] 52.00
10,876| 53.00

medical gducation costs (Tine 49 minus line 52)
TARGET::AMOUNT “AND: & ON O

MIT COMPUTATION:
Program discharges

Target amount per discharge
Target amount (Jine 54 x Yine 55)

Observation bed cost (1ine 87 x line 88) (see instructionsy

pifference between adjusted inpatient operating cost and target amount (line 56 minus 1ine 53) 0 57.00
Bonus payment (see instructions) 0 58.00
Lesser of lines 53/54 or 55 from the cost reporting pericd ending 1996, updated and compounded by the 4.00{ 59.60
market basket
Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 0.00{ 60.00
If 1ine 53/54 is less than the Tower of Tines §5, 59 or 60 enter the Jesser of 50% of the amount by ] 61.00
which operating costs (line 53) are less than expected costs (iines 34 x 60}, or 1% of the target
amount (1ine 56), otherwise enter zero (see instructions)
relief payment (see instructions) 0] 62.00
|allowable Inpatient cost plus incentive payment {see instructions) Qi 63.00
PROGRAM - TNPATLENT. ROUTINE:SWING BED COS] S il i s e s
Madicare swing-bed SNF inpatient routine costs through December 31 of the cost reporting period (See 0} 84.00
instructions)(title XVEIL only)
medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0] 65.00
instructions){title XvVIII only)
Total Medicare swing-bed SNF inpatient routine costs (line 64 plus Tine 65)(ritte XvIII onily). For {1 66.00
CAH (see instructions)
Title V or XIX swing-bed NE inpatient routine costs through pecember 31 of the cost reperting period Gi 67.00
(line 12 x line 19)
Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0] 68.00
{tine 13 x Tine 20)
Total title v or XIX swing-bed NF inpatient routine s (line 67 + line 68) 0 69.00
PARTT KTLLED, NURSING -EACILITY:;” OTHERINURSEN LETTY, - ANDE TCE/MR SONLY L
skilied nursing facility/other nursing facility/ICF/MR routine service cost (line 37) 70.00
adjusted general inpatient routine service cost per diem (Tine 70 + line 2 71.G60
Program routine service cost (Iine 8 x line 71) 72.00
Medically necessary private roam cost applicable to Program (Vine 14 x line 353 73.00
Total Program general inpatient routine service costs (line 72 + Tine 73) 74.00
capital-related cost allocated to inpatient routine service rcosts (from worksheet B, Part II, column 75.00
26, Yine 45)
per diem capital-related costs (Tine 75 + line 2) 76.00
program capital-related costs (1ine 9 x Tine 76) 77.00
Inpatient routine service cost (line 74 mirus Tline 77) 78.00
Aggregate charges to beneficiaries for excess costs (from provider records} 79.00
Total Program routine service costs for comparison te the cost Timitation (Tine 78 minus Tline 79) 80.00
Inpatient routine service cost per diem Timitation 81.00
tnpatient routine service cost Timitation (line 2 x Tine 81) 82.00
rReasonable inpatient routine sarvice costs {see instructions) 83.00
program inpatient ancillary services (see instructions) 84.00
ytitization review - physician compensation (see instructions) 85.00
ram inpatient operating costs (sum of Tines 83 through 85) 86.00
COMPUTATION .QE%?.OBSERVATION."_B_Eﬂ:fiﬁhss-'-T_HRO'U.GH:TI.’fOST <
Tota! cbservation bed days (see instructions) 0] 87.00
Adjusted general inpatient routine cost per diem (line 27 + Tine 2) 0.00{ 88.00
0! 89.00

90.
91.
92,

LY
00
Q0

capital-related cost O 18,730,077 {.000000 0
Nurstng School cost 0 18,730,077 $.000000 0
Allied health cost ¢ 18,730,077 0. 000000 0

90.00
91.00
92.00

oo Qs

MCRIF32 - 2.4.127.0 STREAMWCOD



in Lieu of Form (M5-2552-10
worksheet -1

Health Financial Systems
COMPUTATION OF INPATEENT OPERATING COST provider CCN: 144034 |period:
From 07/01/201¢
To  06/30/2011 | pate/Time Prepared:
11/316/2011 2:07 pm |
Hospital PPS
T moraT - —

Title XVIII
: o

3.00 00 o .
0.000000 0 0t 93.60

o 18,730,077

93.00 A1l other Medical Education

MCREF32 - 2.4.127.0 STREAMWCOD



Health Fimancial Systems

In Liey of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 144034 | Peric

d:
From 07/01/2010
To  06/30/2011

worksheet D-1

pate/Time Prepared:
11/16/2013 2:07 pm

Title Hospital

Cost

17.00
18.00
18.0G
20.00

231.00
22.00

23.00
24.00
25.00

26.00
27.00

28,00
29.00
30.00
31.00
32.00
33.00
34.00
35.00
36.00
37.00

38.00

INPATIENT DAYS: °

Tnpatient days (inciuding private room days and swing-bed days, excluding newborn)
inpatient days (including private room days, excluding swing-bed and newborn days)

private room days (excluding swing-bed and observation bed days}

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

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

Total swing-bed SNF type inpatient days (including private room days) after December 3% of the cost
reporting period (if calendar year, enter 0 on this line)

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

Total swing~bed NF type inpatient days (includirg private room days) after becember 31 of the cost
reporting period (if calendar year, enter ¢ on this Tine)

Total inpatient days including private rocm days applicable to the Program (excluding swing-bed and
newborn days)

swing-bed SNF type inpatient days appiicable to title XVIII only Cincluding private room days}
through December 31 of the cost reporting period (see instructions)

swing-bed SNE type fnpatient days applicable to title XVIII only Cincluding private room days) after
pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

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

swing-bed NE type inpatient days applicable to titles V or XIX on'ly (including private room days)
after pecember 31 of the cost reporting period (if calendar year, enter 0 on this line)

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

Total nursery days (title v or XIX only)

Nursery days (title v or XIX only)

41.332] 1.00
41,332

2
3

43,3327 4.00
01 5

29,855 9.00
0] 19.00
0] 11.90
¢l 12.00
0! 13,00

0
0 15.00
9

SWINGBED ADIUSTMENT L

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

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

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

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

Total general inpatient routine service cost (see instructions)

5700] 17.00
0.60] 18.00
0.00| 19.00
0.00] 20.00
18,730,077| 21.00

FADJUSTMENT - :

PRIVATE ROOM DIFEERENTIAL

SWingTbed cost applicable to SNF type services through December 31 of the cost reporting period (3ine 22.Q0
gw?gézg:dlzgst applicable to SNF type services after December 31 of the cost reporting period (line & J| 23.00
;wﬁlgsbig)cost applicable to NF type services through pecember 31 of the cost reporting period (line G} 24.00
gw?q;zggdlzgst applicable to NF type services after December 31 of the cost reporting periocd (line 8 0! 25.00
#olg?esi?ag-bed cost (see instructions) 0l 26.00
General inpatient routine service cost net of swing-bed cost (line 2% minus line 26) 18,730,077} 27.00

General inpatient routine service charges (excluding swing-bed charges)
private room charges (excluding swing-bed charges)

Semi-private room charges (excluding swing-bed charges)

General inpatient routine serviece cost/charge ratio (line 27 « line 28)
Average private room per diem charge (line 29 + Tine 3)

average semi-private room per diem charge {line 30 + Tine 4)

average per diem private room charge differential (line 32 minus Tine 33) {see instructions)

average per diem private room cost differential (line 34 x Tine 31)

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

Geheral inpatient routine service cost net of swing-bed cost and private room cost differential (line
6)

57,528,579] 28.00
0

57,528,579| 30.C0
0.325578{ 31.00
0.G04 32.00
1,391.87{ 33.00
0.001 34.00

0.00) 35.00

0} 36.00
18,730,077 37.00

TRENTS

Adjustéd'genera1 inpatient routine service cost per diem (see ;nstructions)
Program general inpatient routine service cost (1ine 9 x Tine 38)
medically necessary private room cost applicable to the Program (line 14 x tine 35)

453.16] 38.00

13,529,092! 39.00
0} 40.00

2

43.00
44.00
45.00
46.00

NURSERY (title vV & XIX only)

Intensive Care Type Inpatient Hospitaliunits:

INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT

MCRIF32 - 2.4.127.0 STREAMWODD



Health #inancial Systems

In Lieu of Form CMS-2552-1G

COMPUTATION OF INPATIENT OPERATING COST provider CCN: 144034 i P

eriod:
Fram Q7/01/2010
To  06/30/2011

worksheet D-1

pate/Time Prepared:
1i/16/2011 2.07 pm

aospitaﬁ

Pro ‘Da

1700 0

49.00
50.00
51.00

52.00
53.00

54.00
55.00
56,00
57.00
58.00
59.00

60.00
61.00

62.00
63.00

64.00
65.00
66.00
67.00
68.00
69.00

70.00
71.00
72.00
73.00
74.00
75.00

76.00
77.00
78.00
79.00
80.00
g1.00
82.00
83.00
84.00
85.00
86.00

87.00
88.G0
59.00

Prbgram inpatient ancillary servi e cost (wkst. D-3, coi. 3, tine 200)
Total Program inpatient costs (su of Tineg 41 through 48)(see instructions)

7,159,464 48,00

PASS THROUGH COST ADIUSTMENTS - 1i it

14,688,556, 49.00

IT1)

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

Total Program excludable cost (sum of Tines 50 and 513

Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and

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

0| 506.00

medical education costs (line 49 minus iine 52)

TARGET AMOUNT AND LIMIT::GOMPUTATION

program discharges

Target amount per discharge

Target amount (Tine 54 x line 55)

Di fference between adjusted inpatient operating cost and target amount (line 56 minus FTine 53)
Bonus payment (see instructions)

Lesser of 1ines 53/54 or 55 from the cost reporting pericd ending 1996, updated and compounded by the
market basket

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

tf Tine 53/54 is less than the Tower of lines 55, 59 or 60 enter the lesser of 50% of the amount by
which operating costs (line 53) are less than expected costs (tines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)

relief payment (see instructions)

allowabie Inpatient cost plus incentive payment (see instructions)

0.00; €0.00
0| 61.00

62.00
63.00

oo

PROGRAM-INPATIENT ROUTINE SWING BED COST. i

Medicare swing-bed SNF inpatient routine costs through pecember 31 of the cost reporting period (See
instructions) {title XVEII orly}

Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See
instructions)(tithe Xviii onlyd

Total Medicare swing-bed SNF inpatient routine costs (1ine 64 plus line 65y (title xvIIZI only). For
CaH (see instructions)

Title V or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period
(line 12 x Y1ine 19)

Title V or XIX swing-bed NE inpatient routine costs after December 31 of the cost reporting period
(line 13 x Tine 200

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

fwl f‘}::

64.00

0| 66.60

BART IIT - SKILLED.NURSING :EACILETY; OTHER NURSING FACILITY, AND TICE/MRIONLY.

skilied nursing facility/other nursing facility/ICF/MR routine service cost {line 37)

adjusted general inpatient routine service cost per diem (lire 70 + Tine 2)

program routine service cost (Hine 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 XE, column
26, Tine 45)

per dfem capital-related costs (line 75 + Tine 2)

program capital-related costs (1ine 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 comparison to the cost Timitation (1ine 78 minus Tine 79)
Tnpatient routine service cost per diem Timitation

Inpatient routine service cost Timitation (Tine 9 x Tine 81)
reasonable inpatient routine service costs (see instructions)
Program inpatient ancillary services (see instructions)
utilization review - physician compensation (see imstructions)

Total Pregram inpatient operating costs (sum of 1ines 83 through 83)
PART.IV. & COMPUTATION -OF OBSERVATION :BED PASS THROUGH:COST R

Total observation bed days (see instructionrs)
Adjusted general inpatient routine cost per diem (Tine 27 =+ Tine 2}
cbservation bed cost (line 87 x 1ine 88) {see instructions)

90.00
91.60
92.00

es Tig <o

[l ‘OF OBSERVATION BED: PASS: THROUG

0.000000

'Cabitéi«reTated cost 0 0
Nursing school cost 0 G 0. 060000
Altied health cost 0 0 0.600C00

MCRIF32 ~ 2.4.127.0 STREAMWODD



In Lteu of Form CM$-2552-10

Health Financial Systems
worksheet p-1

COMPUTATION OF INPATIENY OPERATING COST provider CCN: 144034 | Period:
erom 07/01/201C

To  06/30/20111 pate/Time Prepared:
11/16/2011 2:07 pm

93,00 |Al1 other Medical Education TG —% 0.000000] o ole300

MCRIF32 ~ 2.4.3127.0 STREAMWNOOD



Heaith

Financial Systems

In Lieu of Form ¢mM$-2552-10

INPATIENT ANCILLARY SERVICE CGST APPORTIONMENT

provider ¢CN:

144034 | P

eriod: worksheet D-3

from 07/01/2010 .
To  06/30/2011 | bate/Time Prepared:
11/16/2011 2:07 pm

Title XIX
wLRALI0:

30.00

54.00
60.60
67.00
69.00
70.00
73.00

90.00
91.00
200,00
201.00
202.00

\ QUT:

ADULTS & PEDIATRICS

ANCILLARY SERVICE 'COST CENTERS it

34,340,402

CUTPATIENT SERVICE . COST CENTERS

RADICIL.OGY~DEAGNOSTIC 0.00C000; 0 .
LABORATORY 0.818315 101,211 §2,822) 60.00
OCCUPATIONAL THERAPY 0.00000C 0 ¢l 67.00
ELECTROCARDIOLOGY 0. 808396 273,744 221,294 69.00C
ELECTROENCEFPHALOGRAPHY 1.506795 Q 0] 70.00
DRUGS CHARGED TQ PATIENTS Q. 85

1,227,141 5,348) 73.00

CLINIC

EMERGENCY

Total (sum of Tines 50-94 and 96-98)
Less #BP Clinic taboratory services-program only charges (line 61)

Net Charges {1ine 200 minus Tine 201)

55364]

on AR L 5 5000

.600000 0 0] 91.00
1,602,096 1,159,4641200.00

0 201.00

1,602,096 202.0C

MCRIF32 - 2.4.,127.0 STREAMWOOD



Health Financial Systems

In Liey of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 144034 |Period:

worksheet E-3

di
From 07/01/2010 | part IT
To  06/30/2011 | Date/Time Prepared:

11/16/200) 2:07 pie

Title XVIII Hospita1

PPS

10.0C
11.00
12.00
13.00
14.00
15.00
16.00
17.00
18.00
19.0C
20.00
21.00
22.00
23.00
24.00
25.00
26.00
27.0C
28.00
29,00
30.00
30.99
31.00
32.00
33.00
34.00
35.00

50.00

51.00
52.00
53.00

PART::TT: ~ i MEDICARE

Net Federal IPF PPS Payments {excludi
Net IPF PPS outlier Payments

Net IPF PPS ECT Payments

unweidghted intern and resident FTE count in the most recent Cost report filed on or before November
15, 2004. (see instructions)

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 FTE count for residents within the First 3 vears of a "new teaching
program". (see inst.)

Intern and resident count for IPF PPS medical education adjustment (see instructions)

Average paily Census (see instructions)

Medical Education Adjustment Factor {{{1 ¢ (line 8/line 8)) raised to the power of .5150 -1}.
medical Education adjustment (line I multiplied by Tine 10).

adjusted Net IPF PPS Payments (sum of Tines 1, 2, 3 and 11)

nursing and Allied sealth Managed Care payment (see irstruction)

Qrgan acguisition

cost of teaching physicians (from worksheet D-5, Part II, column 3, Tline 20} (see instructions)
subtotal (see instructions)

Primary payer payments

subtotal (line 16 less Tine 17).
peductibles

subtotal (line 18 minus line 19)
Coinsurance

subtotal (line 20 minus Tine 21}

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

aAtlowable bad debts for dual eligible beneficiaries (see instructions)
subtotal (sum of lines 22 and 24)

pirect graduate medical education payments (from worksheet E-4, 1ine 49)
other pass through costs (see instructions)

outlier payments reconciliation

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

recovery of Accelerated Depreciation

Total amount payable to the provider (see instructions}

Interim payments

Tentative settlement (for contractor use only)

32 and 33)

1.

2.

3.
0.00| 4.00
0.00] 5.00
0.00] 6.00
9.00, 7.00
¢.00| 8.00

113.238356| 9.00
0.00000G; 10.00
0] 11.00

rdancg with CMS Pub, 15-2

QOOOOOOOOODOOOOOOOQC:OOOOO
N
wi
<
<@

The rate used to calculate the Time value of Money

Time value of Money (see imstructions)

MCRIES2 - 2.4.127.0 STREAMWOOD



Health Financial Systems in Liey of Form (Ms-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 144034 | Period: worksheet E-3
From 07/01/2010 | Part vII
To  06/30/2011 | pate/Time Prepared:
11/16/201% 2:07 pm_
Title XIX " Hospital Cost

R R P
SCoOQOoO0OoOC
CoooC O CO

3.060
9.60
10.0G
11.00
12.00

13.00
14,00

15.00
16.00
17.00

18.060C

19.00
20.00
21.00

22.00
23.00
24.00
25.00
26.900
27.00
28.GC
29.00

30.00
31.00
32.00
33.00
34.00
35.00
36.00
37.00
38.00
38.00
40.00
41.00
42.00
43,00

Inpat1ent hosp1ta§/5NF/NF serﬁices

medical and other services

organ acquisition {certified transplant centers orly)
subtotal (sum of lines 1, 2 and 3)

Inpatient primary payer payments

outpatient primary payer payments

14,688,5%6
0

0
14,688,556
1,103,234
0

Subtota% (11ne 4 less sum of 11nes 5 and 62

13,585,322

Routine serv1ce charges

ancitlary service charges

organ acquisition charges, net of revenue

Incentive from target amount computation

Total reasonab1e charges (sum of ?1nes 8 through 11)

34,340,402
1,602,096
Y

Y

CUSTOMAR

35,942,498

Amount a tua?1y'éo11ected from pat}ents Tiable For payment for serv1ces oh a charge has1s

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)

ratio of line 13 to Tine 14 (not to exceed 1.000000) (. G00000

Total customary charges {(see instructions) 35,942,498

Excess of customary charges over reasonable cost (complete only if line 16 exceeds Tine 7) (see 22,357,176

instructions)

Excess of reasonable cost over customary charges (compiete only if line 7 exceeds Tine 16) (see 0

instructions)

Interns and Residents (see instructions) 0

Cost of Teaching Physicians (see instructions) 0
13,585,322

Cost of covered services (line 7)

FROSPECTIVE :PAYMENT AMDUNT F
Othet than outlier payments 0
outlier payments 0
Program capital payments 0
capital exception payments (see instructions) Q
Routine and ancitlary service other pass through costs a
subtotal (sum of Tines 22 through 26} 0
customary charges (title XIX PPS covered services only) o
Tities V or XIX PPS, lessgr of Tines 27 or 28, non- PPS enter amount from l1ine 27 4
COMPUTATION: OF REIMBURSEMENT SETTLEMENT - . ;
Excess of reasonable cost (from ine 18) 0
subtoral (sum of Tlines 19 through 21, plus Tine 29, minus Tine 30) 13,585,322
peductibles 0
Coinsurance 0
Allowabte bad debts {see instructions} 0
utilization review 0
subtotal (sum of lines 31, 34 and 35 minus sum of lines 32 and 33) 13,585,322
ELIMINATE SETTLEMENT -13,585,322
subtotal (line 36 + line 37) 0
pirect graduate medical education payments (from wkst, E-4) 0
Toral amount payable to the provider {sum of Jines 38 and 39) g
Interim payments 0
Ba'lance due provider/program (3ine 40 minus 41) 0
protested amoutts {nonallowable cost report items) in accordance with CMs pub 15-2, section 115.2 o]

NV R W

MCRIF32 -~ 2.4.127.0

STREAMWOOD



Health Financial Systems

In Lieu of Form CMS-2552-10

SALANCE SHEET (I you are nonproprietary and do not maintain

fund-type accounting records, complete the General Fund column only)

Provider CCN: 144034

Period:
From 07/01/2010

TO

worksheet G
(6/30/2011 | Date/Time Prepared:

o 11/16/20i1d2 07 pm

b O 00 N U W N
(=]
o

59

Cash on hand in banks -142,023 0 0 0] 1.00
Temporary investments 0 4] ¢ o 2.00
Notes receivable ), 0 0 0| 3.60
Accounts receivable 6,642,905 0 0 Ol 4.00
other receivable ¢ 01 0 0 5.00
allowances for uncollectibie notes and accounts receivable -2,526,095 0 0 0{ 6.00
Enventory 126,276 0 0 0] 7.00
Prepaid expeanses 50,756 G Q 0| 8.00
Other current assets 0 0 ; 0l 9,00
pue from other funds 0 0 o 0 10.00
“fota'l current assets (sum of 'Emes 1 10) 4,151,819 0 Y 01 11.00
Land 2,246,512 0 o] 0 12.060
Land improvements 0 0 0 01 13.60
Accumulated depreciation 0 0 0 0| 14.00
Buiidings 19,342,823 0 0 {1 15.00
Accumulated depreciation -501,102 0 0 ¢} 16.00
Leasehold mprovements i 0 0 ¢} 17.00
Accumulated depreciation G 0 0 0] 18.00
Fixed equipment 0 ; 0 01 19,00
Accumuiated depreciation 0 0 0 0} 20.00
Automobiles and trucks 0 0 0 0| 21.00
accumulated depreciation 0 G 0 Q) 22.00
Major movable equipment 1,744,955 0 0 0 23.00
Accumulated depreciation -173,559 0 0 0] 24.00
Mminor equipment depreciable 0 0 G 0] 25.00
Accumulated depreciation 0 0 G 0] 26.0C
HIT designated Assets 0 0 0 a| 27.00
accumulated depreciation 0 0 0 0| 28.00
Minor equipment-nondepreciable 0 0 0 0} 29.00
Total fixed assets (sum of hnes 12-29) 9 0 0 {1 30.00
OTHER -ASSETS. i~ S L
Investments 0 0 0 31.00
Deposits on leases o O 0 0] 32.00
pue from owners/officers 0 o 0 01 33.00
Other asseis 61,171,309 0 0 0 34.00
Tota'l other assets (sum of Tines 31-34) 61,171,309 ¢ 0 0| 35.00
Total assets (sum m‘ “hnes 11, 30, and 35) 87,976, 0 0 0 36.00
CURRENT. ABTLTTIES : i i Lt L
aAccounts payable 477,722 G 0 0l 37,00
salaries, wages, and fees payable 1,504,537 0 b 0} 38.00
rayroll taxes payable 747,778 0 0 0] 39.00
Notes and leans payable (short term) 0 0 0 0] 40.00
peferred income 0 0 G 0} 41.60
Accelerated payments 0 42.060
bue to other fuads 0 0 0 01 43.00
other current Tiabilities 0 0 0 (| 44.00
Total current 1iabilities (sum of lines 37 thru 44) 2,730, 037 0 0 1 45.00
LONG " TERMELCTABILITIES: S s Eon
Mortgage payable 101,039, 935 0 0 G 46.00
Notes payable 0 0 0] 47.00
Unsecured toans G 0 0 01 48.00
other long term Tiabilities -18,815,807 Q 0 0{ 49.00
Total Tong term 1iabilities (sum of Tines 46 thru 49 82,224,128 & 0 0] 50.00
Total Habilites (sam of Tines 45 and 50) 84,954,165 o 0 0| 5%.00
CAPTTALL ACCOUNTS.. i e
General fund ba1ance 3,022,592 52.00
specific purpose fund ¢ 53.00
toror created - endowment fund balance -~ restricted o 54.00
ponor created ~ endowment fund balance - unrestricted 0 55.00
coverning body created - endowment fund balance 0 56.00
rlant fund balance - invested im plang 0 57.00
plant fund balance - reserve for plant improvement, 0] 58.00
reptacement, and expansion

Total fund balances (sum of Tines 52 thru 58) 3,022,592 0 0 a1 59.00
Total liabilities and fund balances (sum of lines 51 and 87,976,757 0 0 | 60.00

MCRIF32 -~ 2.4.127.0

STREAMWOCD



Health Financial Systems

in Lieu of Form CMS-2552-10

STATEMENT OF CHANGES IN FUND BALANCES

provider CCnN: 144034 | Period:

From 07/01/2010
To  06/30/2011

worksheet G-1
pate/Time Prepared:

SpecialiPurpose Fund

500"

11/16/2011 2:07 pm

0
0
00 Total (sum of line 1 and Tine 2)
{
1]
G

Teund balances at beginning of period
Net income (loss) (From wkst. G-3, Tine 29)

Additions {credit adjustments) {(specify)

10.00 |Total additions (sum of Tine 4-9)

11.00 |subtotal (Tine 3 plus Yine 103
12.00 [ACQUISETION ENTRIES

18.00 |Totatl deductions (sum of lines 12-17)
18.00 |Fund balance at end of period per balance

sheet (line 11 minus Tine 18)

cCooco OO

53,686,048

[ T on oo e

49,634,388
7,074,252

56,708,640

0
56,708,640

53,686,048
3,022,592

SO0

[ ReR=R=R=]

P :
P OWLSNGIW W
(]
S

e
So
oo
==

Ll
Wt
o
L)

ey
e
[~
[ =

]
©
=
S

MCRIF32 - 2.4,127.0

STREAMWOOD



Health Financial Systems

in Lieu of Form CMS-2552-10

STATEMENT OF CHANGES IN FUND BALANCES

Provider CCN:

144034

Period:
From 07/01/2010
To  06/30/2011

worksheet G-1

pate/Time Prepared:
11/16/2011 2:0G7 pm_

Find

Fund balances at beginning of period'

1.00

2.00 [Net income (loss) (from wkst. 6-3, Tine 29)
3,00 iTotal (sum of VTine 1 and iine 2)

4.00 |addivions {credit adjustments) (specify)
5.00

6.00

7.00

8.00

9.00

10.00 |{Total additions (sum of line 4-9)

11.00 |subtotal (line 3 plus Tline 10D
ACQUISITION ENTRIES

)
)

CoCo

oo

Total deductions (sum of lines 12-17)
Fund balance at end of period per balance
sheet (1ine 11 minus line 18)

[y
(o]

[ s e R e}

DOoOCQ

oo 000

=R RN

DO 0000

[ e Jh o R e R ]

00
.00
-GG
.00
.00
.00
.00

Lo~ B W

00
10.00
11.00
12.00
13.00
14.00
15.00
16.00
17.00
18.00
19.00

MCRIF3Z - 2.4.127.0 STREAMWOCD



Health Financial Systems n iieu of Form CMS~2552-10
STATEMENT OF PATIENT REVENUJES AND OPERATING EXPENSES Provider CCN: 144034 | period: worksheet G-2 Parts
Erom 07/01/2010 .
To  06/30/2011 | pate/Time Prepared:
[36/203% 07

.00 |Hospital ' ' 57,528,579 57,538,579

i 1.400
2.00 |SUBPROVIDER - IPF 2.00
3.00 |SUBPROVIDER - IRF 3.00
4,00 |SUBPROVIDER 4.00
5.00 |swing bed - SNF 0 0] 5.00
6.00 |swing bed ~ NF o ¢! 6.00
7.00 |SKILLED NURSING FACILITY 7.00
8.00 |NURSING FACEILITY 8.00
9.00 |OTHER LONG TERM CARE 2,772,466 2,772,466] 9,00
10.00 |Total general inpatient care services (sum of 11nes 1 9) 60,301,045 60,301,045; 10.00

THrensive Care TypesInpatientiHospital Services: R e ; i R Gt
11.00 [ INTENSIVE CARE UNIT 11.00
12.00 {CORONARY CARE UNXT 12.00
13.00 {BURN INTENSIVE CARE UNIT 13.00
14,00 {SURGICAL INTENSIVE CARE UNIT 14.00
15.00 [OTHER SPECTAL CARE (SPECEFY) 15.00
16.00 {Total intensive care type inpatient hospital services {sum of Tines 0 0 16.90
11-15)
17.00 |Ffotal inpatient routine care services (sum of iines 10 and 16) 60, 301,045 60,301,045 17.00
18.00 |ancillary services 2,179,584 0 2,179,584 18.00
19,00 [Qutpatient services 0 3,449,494 3,449,494 19.06C
20.00 [RURAL HEALTH CLINIC 0 0 0] 2¢.00
21.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 21.06
22.00 [HOME HEALTH AGENCY 22.00
23.00 |AMBULANCE SERVICES 23.00
24,00 |CMHC 24.00
25.00 |AMBULATORY SURGICAL CENTER (D.P.) 25.00
26.00 |HOSPICE 26.00
27.00 |PHYSICIAN FEES 1,414,010 0 1,414,010] 27.00
28.00 |Tota'l patient revenues (sum of Tines 17-27)(transfer column 3 to wkst. 63,894,639 3,449,494 67,344,133} 28.00
G-3, tine 1)

PART I~ OPERATING  EXPENSES

Tine 2000 ' 33.597,662] T 29.00

29.00 Operatmg expenses {per wkst. A, co'lumn 3,

30.00 [ADD (SPECIFY) 0 30.00
31.00 0 31.00
32.00 0 32.00
33.00 0 33.00
34,00 ¢ 34.00
35.00 0 35.00
36.00 Total additions (sum of Tines 30-35) 0 36.00
37.00 |DEDUCT (SPECIFY) 0 37.00
38.00 0 38.00
38.00 0 39.00
40.00 0 40.00
41.G0 0 41,00
42.00 iTotal deductions (sum of lines 37-41) 0 42.00
43.00 {Total operating expenses {sum of lines 29 and 36 minus Tine 42)(transfer 32,597,662 43.00

to wkst. G-3, Tine 4}

MCRIF3Z - 2.4.127.0 STREAMWOCD



Health Financial Systems

in Liew of Form CMS-2552-10

STATEMENT OF REVENUES AND EXPENSES provider CCN: 144034 [P

eriod;
From 07/01/2010
To  06/30/201L

worksheet G-3

Date/Time Prepared:
11/

/2011 2:07 pm

o F00

16.00

Total patient revenues (From wkst. G6-2,
Less contractual aliowances and discounts oh patients’ accounts
net patient revenues (line 1 minus Tine 2)

tess total operating expenses (from Wkst. G-2, Part II, Tine 43)
Net fncome from i i i

?arf 1; éoWumﬁ.S;'1ihe 28)

1

rvice to

67,344,133
28,409,524
38,934,609
32,597,662

OTHER - INCOM

inus line 4

5,336,947

Revenle

Rebates
parking
Revenue
Revenue
Revenue
Revehue
Revenue
Revenue
Tuition
Revenue

Contributions, donations, beguests, etc
Income from investments
gevenues from telephone and telegraph service

purchase discounts

rental of vending machines

Rental of hospital space

Goverrmental appropriations

MISC REVENUE

Total other income (sum of Tines 6-24)

Total (line 5 plus Tine 25)

OTHER EXPENSES (SPECIFY)

Total other expenses (sum of line 27 and subscripts)

Net income (or loss) for the period (1ine 26 minus Tine 28)

from television and radio service

and refunds of expenses

Tot receipts

from laundry and Iinen service

from meals sold to employees and guests

from rental of Tiving quarters

from sale of medical and surgical suppiies to other than pavients
from sale of drugs to other than patients

from sale of medical records and abstracts

{fees, sale of textbooks, uniforms, etc.)

from gifrs, flowers, coffee shops, and canteen

QOGO OO O

o
(=]
w
~J

o 00

17,750

COOOo0O

710,458
737,305
7,074,252
0

0
7,074,252

5.00

6.00

7.00

8.00

2.00
10.00
11.00
12.00
13.00
14.00
15.00
16.00
17.00
18.00
19.00
20.00
21.%0
22.00
23.00
24.00
25.00
26.00
27.0C
28.0C
29.00
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