URS

Pete Orem
Reimbursement Manager

April 20, 2012

Adam Weber, Director

Provider Audit & Reimbursement
Highmark Medicare Services
Fifth Avenue Place, Suite P5301
Pittsburgh, PA 15222

RE: Meadows Hospital
MEDICARE COST REPORT
PROVIDER NO. 15-4041
FYE 12/31/11

Dear Mr. Weber:

UHS of Delaware Inc. 6640 Carothers Parkway
a subsidiary of Universal Health Suite 400
Services Franklin, TN 37067

615-312-5743
615-312-5740 (fax)
Pete.Orem@uhsinc.com

Enclosed is the annual filing of the Medicare Cost Report for Meadows Hospital FYE 12/31/11. Also enclosed are
the following: ‘

-

A signed encrypted worksheet S
Electronic cost report file
WTB documentation

Workpapers that support W/S A-6 Reclassifications and W/S A-8 Adjustments

Flectronic Bad Debt listing -

The cost report is showing a receivable of $34283. Please process this payment as soon as possible.

Should you have any questions please feel free to contact me,

m

Pete Orem
Reimbursement Manager

Ce: Dan Mullins, VP of BH Reimbursement
Becky Nyberg, CFO



Health Financial Systems BHC MEADOWS HOSPITAL . In tieu of Form (MS-2552-10
This report is reqmred by Taw (42 uscC 13959, 42 CPR 413,20(b)). Falure to report can result in all interim FORM APPROVED
payments made since the beginning of the cost reporting period being deemed overpayments (42 usC 13854). HME NO. 0838-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION provider CCN: 154041 | Period: worksheet s

AND SETTLEMENT SUMMARY From 01/01/2011 Parts I-~IIX
To  12/31/20%11 gage/'rsﬁg ggegared

Prov1der 1.A{ ' }E‘!ectr‘omcaﬂy'fﬂed cost report

Date:4/17/2012 S Time: 10:58 am
use only 2.1 Ivanuaily submitted cost report :
' 3. E %If‘ this 4s an amended report enter the number of rvimes the prewder‘ resubmitted this cost repert
4, medicare utilization, Enter " for full or "L" for low.
contractor 5. E JCost Report Status 6. Date Received: 10.NPR Date:
use only 1) As Submitted 7. Contractor No. 11, Contractor‘ s Vendor Code' 03
(2 sertled without Audit 8. [ N JInitial Report for this provider coM12.1 0 Jtf Tine 5, column 1 is 41 Enter

(3) settled with audit 8. { N JFinal Report for this provider CCN

(4) Rreopened
{5} Amended

number of times reopened = 0-9.

MISREPRESENTATION OR FALSI ICAT!ON OF’ Y INFORMATION CONTAINED IN THIS COS PORT MAY BE PUNISHABLE BY € NAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW, FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
© PROVIDED OR .PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE TLLEGAL, CRIMINAL, CIVIL AND

T ADMINESTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that T have read the above statement and that I have examined the acrompanying electronically
filed or manually submitted cost report and the Balance shest and Statement of Revehus and Expenses prepared by
BHC MEADOWS HOSPITAL for the cost reporting period beginning 01/01/2011 and entiing 32/31/2611 and to the best of
Ty know1edge and belief, it is a true, correct and complete statement prepared from the books and records of the
pravider in accordance with applicable instructions, except as noted, I further certify that ¥ am familiar with
the laws and regulations regarding the provision of health care services identified in this cost report were
provided in compiiance with such laws and regulations.

encryption Information {signed) ‘ 3

ECRY Date: 4/17/2012 Tvime: 10:58 am Dfﬁ'.cer' or administrator of rrovider(s)
prisCLyBweBmELOINagRzs 3azon0 : g Up -~

STONXO] FTRCVEBPZNPSYZUVEBXZKKFD SV{ U ct“ C—P(J
seld0riuzhOviees . Titie

PL:  pate: 4/17/2012 Time: 10:58 am (

¢214cdD, INMVPRe 1912 1 gCEE7 regTd (—Hc}a (e>—

SFLYROARHT 3U1yVvzREler? DROGW2KD Date

_PtS?ln?C?TOCJVGU 7

33| A i ¥ FFIYLEN 3 B o T {E15 1
1.C0 Hcsp'ltaj i s 0 0 \ 1.00
2.00  |subprovider - IPF C 0 of | 0 0| 2.00
3.00 |subprovider - IRF O 0 0 ol 3.00
4.00 |SUBPROVIDER I 0 ¢! 0 ol 4.00
5.00 |swing bed - SNF 0 0 90 ol s5.00
6.00 |swing bed - NF g o| s8.00
7.00 |SKILLER NURSING FACILITY 4 0 0; ol 7.00
8.00 INURSING FACILITY 3 al 8.00
9.00 JHOME HEALTH AGENCY I 0 9 h 0f 9.00
10.00 |RURAL HEALTH CLINIC X 0 0 0§ 10.00
11.00 |FEDERALLY QUALZFIED HEALTH CENTER X 0 0 0] 311.00
12.00 |CMHC I O G 0j 32.00
200,00 Total =66, 519 34,283 0] 0] 87,6921200,00

The above amounts represent "due to” or 'due from" the applicable program for the element of the above vomplex indicated.
according to the paperwork reduction Act of 1995, -no persons are required te respond to a collection of information unless it
displays a valid oMB control number. The valid oM control number for this information collection is 0938-0050. The time
required To complete and review the information collection is estimated 673 hours per response, including the time te review
instructions, search eX?Stlng resources, gather the data needed, and complete and review the information collection. I you
have any comments concerning the accuracy of the time estwmate(s) ot suggestions for improving the form, please write to: oms,
7500 security Boulevard, Attn: PRA Report Clearance OFF{ cer, mail Stop C4-26-05, kaltimore, Maryland 21244-1850.

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS ROSPITAL in Lieu of Form (Ms5-2552-30
This report is required by law (42 USC 1395g; 42 CFR 413,20(h)). Falure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting periecd being deemed overpayments (42 USC 13959) OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 154041 | Period worksheet S
AND SETTLEMENT SUMMARY ‘ From 01/01/2011 Parts I-I1X

To  12/31/2011 | bate/Time Prepared:
1471772012 10:58 am

{PART: COST'REPORT: STATUS
provider 1.[ J1electronically filed cost report

pate: 4/17/2012  Time: 10:58 am

use only 2. [ Isanually submitted cost report
3.[ 0 11If this is an amended report enter the number of times the provider resubmitted this cost report
4 ]Medicare utilization. Enter "F" for full or "L" for low.
Contractor 5. [ 0 JCost Report Siatus 6. Date Received: 10.NPR Date:
use only (1) As submitted 7, contractor No. 11.cContractor's vendor Code: 05
(2) settled without audit 8. [ N 1Imitial Report for this provider CONJi2.[ O JIf Tine 5, columnr 1 is 4: Enter
(3) sertled with Audit . [ N Irinal report for this provider CON number of times recpened = 0-9,

(4) RrReopened
(5) amended

[FART AT }
MISREPRESENTATION OR FALSTFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORYT WERE

PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE YLLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFECATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above statement and that I have examined the accompanying electronically
filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and Expenses prepared by
BHC MEADOWS HOSPITAL for the cost repoerting period beginning 01/01/2011 and ending 12/31/2011 and to the best of
my knowledge and belief, it is a true, correct and complete statement prepared from the books and records of the
provider in accordance with applicable instructions, except as noted. I further certify that I am familiar with
the Taws and regulations regarding the provision of health care services identified in this cost report were
provided in compiiance with such Taws and regulations.

{&igned)
: officer or adwministrator of Provider(s)
Title
Date
PART 3 TTEEMENT: SUMMARY. i 3 :

1.00 Hosmta‘% -66,519 34,283 0 0 87,692 1.00
2.00 |subprovider - EPF 0 0 0 0] 2.00
3.60 |Subprovider - IRF 0 0] 0 01 3.00
4,00 |SUBPROVIDER 1 0 ¢ 0 0f 4.060
5.00 |swing bed ~ SNF 0 4] 0 0} 5.08
6.00 |swing hed - NF 0 0] 6.00
7.00 SKYLLED NURSING FACILITY 0 0 L 0f 7.0
8,00 INURSING FACILITY 0 0] 8.00
9,00 HOME HEALTH AGENCY I 0 0 ; 01 9.00
10,00 i RURAL HEALTH CLINIC I O O 01 10.00
11.00 {FEDERALLY QUALIFIED HEALTH CENTER I 0 0 0] 11.00
12,00 (CvHC I 0 0 01 12.00
200,00l Total -66,519 34,283 G 0 87,692i200,00

The above amounts represent "due to" or "due from” the applicable program for the element of the above complex indicated.
aAccording to the rPaperwork Reduction Act of 1995, no persons are required to respond to a coilection of information unless it
displays a valid oMB control aumber, The valid OMB control number for this information collection is 0938-0050. The time
requ1red to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. I you
have any comments concerning the accuracy of the time estimate{s) or suggestions for improving the form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Report Clearance Officer, mMail Stop C4-26-05, Baltimore, Maryland 21244-1850.

MCRIF32 ~ 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATEON DATA Provider CCN: 154041 | Pe worksheet -2
. Fram 01/01/2011 part I
To  12/3%/2011 | Date/Time Prepared:
4/17/2012 10:10 am

Hospitaliand: ] ‘Care’ B
1.00  {5treet: 3600 NORTH PROW ROAD H 1.0C
2.00 {Cit BLOOMINGTON It : IN zip_COde:42404 Count 2,00

Hospital ‘and Hospital-Based ComponentiIdel

3.00 iHospital BHC MEADOWS HOSPITAL 14020 [¢) 3.00
4,00 Subprovider - IPF 4.00
5.00 isubprovider - IRF 5.00
6.00 |subprovider - (Cther) 6.00
7.00 [|swing Beds - SNF N N N 7.00
8.00 |Swing Beds - NF N N 8.060
9.00 |Hospitai-Based SNF N N N 9,00
10.00 Hospital-Based NF N N 10.00
11.00 Hospital-Based OLTC 11.00
12.0C [Hospital-Based HHA N N N 12.00
13.00 {Separately Certified AsC N [ 13,00
14.00 Hospitval-Based Hospice 14.00
15.00 Hospital-sased Health Clinic - RHC N N N 15.00
16.00 Hospital-sased Health Clinig - FQHC N N N 16.00
17.00 Hospital-sased (CMHC) 1 N N N 17.00
17.10 Hospital-sased (CORF) 1 N N N 17.10

18.00 Renal Dialysis
-90 joth

. ost Report&ng “period (mm/éd/yyyy) 01/01/2011 12/31/2011 20.00
21.00 [Type of cControl (see instr 4 21,060
Inpatient PPs 1nformation
22.00 [poes this Facility qualify for and is it currently receiving payments for N 22.00
disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 In
cotumn 1, enter "y" for yes or "N" for no. Is this facility subject to 42 CFR Section
§412.06(c) (2)(PickTe amendment hospital?) In column 2, enter "Y' for yes or "N" for no.
23.00 |zndicate in column 1 the methed used to capture Medicaid (ritle XIx) days reported on 0 23.00
Tines 24 amd/or 25 of this worksheet during the cost reporting peried by entering a "1"
if days are hased on the date of admission, "2" if days are based on census days (also
referred to as the day count), or "3" if the days are based on the date of discharge.
Is the method of identifying the days in the current cost reporting period different
£rom the method used in the prior cost reporting period? €nter in column 2 "¥" for yes
or "N for no.

24,00 11f Tine 22 and/or line 45 1is "yes”, and this
provider is an IPPS hospital enter the in-state
mMedicaid paid days in col. I, in-state Medicaid
eligible days in col. 2, out-of-state Medicaid paid
days in col. 3, out-of-state Medicaid eligible days
in col. 4, medicaid #M0 days in col. 5, and other
Medicaid days in col. 6.

25.00 {1f this provider is an IRF, enter the in-State 0 0 0 0; 0 0 25.00
Medicaid paid days ‘in column 1, the in State
Medicaid eligible days in column 2, the out of State
vMedicaid paid days in column 3, the out of State
vedicatd eligible days in column 4, Medicaid MmO
days in column 5, and other Medicaid days in column
5, For all columns inciude in these days the labor

26.00 |enter your standard geographic classification (not wage) status at the beginrning of the cost 1 26.00
reporting period. Enter (1) for urban or (23 for rural.

27.00 Enter vour standard geographic classification (not wage) status at the end of the cost reporting ¥ 27.00
period? Enter {1) for urban or (2) for rural.

35.00 i1f this is a sole community hospital (SCH), enter the number of periods SCH status in effect in the ¢ 35.00

cost reporting period

36.00 lEnter applicable beginning and ending dates of SCH status.
of periods in excess of one and enter subsequent dates. ]
37.00 |If this is a Medicare dependent hospital (MOH), eater the number of periods mbH status 0 37.00
in effect in the cost reporting period.

subscript Tine 36 for number

MCRIF32 - 2.23.130.0




Health Financial Systems

BHC MEADOWS HOSPITAL

In iLieu of Form CMS-2552-10

HOSPETAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 154041 period:

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

worksheet 5-2
part I
Date/tTime Prepared:

A4/17/2012 10:10 am
d3

3

38.00

Enter applicable beginning and ending dates of MDH status. Subscript line 38 for number
i i of d_ent bsequent dates

38.00

45.060
46.00

47.00
48.00

56.00

57.00

58.00

58.00
60.00

[Prospective. Payment Syst

- (PPS)=Capital: e S R e e

Does this facility quaiify and receive Capital payment for disproportionate share in accordance
with 42 CFR Section §432.3207 (see instructions) )

Ts this facility eligible for the special exceptions payment pursuant to 42 CFR Section
§412.348(g)7 If yes, complete Worksheet L, Part IIT and L-1, Parts I through III

Ts this a new hospital under 42 ¢ER §412.300C PPS capital? enter "y for yes or "N for na.

15 the facility electing full federal capital payment? Enter "v" for yes or "N"

[ 45.00
N 46.00
N 47,00
N 48.00

Tedching:Hospitals

Is this a hospital involved in training residents in approved GME programs? Enter W' for yes
or "N" for no.

1¢ Tine 56 is yes, is this the first cost reporting period during which residents in approved
GME programs trained at this facitity? Enter "vy" for yes or "N" for no in cotumn L. Zf column 1
is "v" did residents start training in the first month of this cost reporting peried? Enter "v"
for yes or "N" for no inh column 2. IF column 2 is "v", complete worksheet E~4, IFf column 2 is
"N", complete worksheet D, Part III & IV and D-2, Part II, if applicable.

1f Yine 56 is ves, did this facility elect cost reimbursement for physicians’ services as
defined in CMS Pub. 15-1, section 21487 If yes, compliete worksheet D-5.

are costs claimed on Tine 100 of worksheet A? If yes, compiete worksheet D-2, Part I.

are you claiming nursing school and/or allied health costs for a program that meets the
rovider-enerated criteria under §413,857 Enter "Y' for ves or "N for no, (see imstructions)

56.00
57.00

58.00

59,00
60.00

61.00

62.00

62.01

63.00

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

.00 61.00

ACA-Frovisions Affecting the Health:Resources:and: Services Administration:(HRSA)

Enter the number of £TE residents that your hospital trained in this 0.00
cost reporting period for which your hospital recefved HRSA PCRE funding
(see instructions) ‘
Enter the number of FTE residents that rotated from a Teaching Health 0. 00
center (THC) into your hospital during in this cost reporting period of
HRSA THC program. (see instructions)

1 62.00

62.01

Teaching Ho5pItals, that claim ResidéntsiiniNon-provider Settings:i:

has your facility trained residents is pon-provider settings during this
cost reporting period? gnter "y for yes or "N" for no. If yes,
complete 1ines 64-67. {see instructions)

63.00

64.00

h fie

B : :

1f 1ine 63 1s yes or your faciiity trained residents in the base year . 00
period, enter in column 1, from your cost reporting period that begins
on or after July 1, 2009, and before June 30, 2030 the number of
unweighted nonprimary care FTE residents attributable to rotations that
occurred in a1l nonprovider settings. Enter in column 2 the number of
unweighted nonprimary care FTE residents that trained in your hospital.
include uhweighted ©B/GYN, dental and podiatry FTEs on this line. Enter
in column 3, the ratio of column 1 divided by the sum of columns 1 and
2z

0.0G:

0.000000; 64.00

MCRIF32 - 2,23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL

in Lieu of Form ¢MS-2552-1C

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA pProvider CCN: 154041 |period

From 01/01/2011
o 12/3172011

4/17/2012 10:1

worksheet s-2
part I

pate/Time Prepared:

10 am

5

65,00

1f Hine €3 is yes or your G.00
facility trained residents in
the base year period, enter
from your cost reporting pericd
that begins on or after July 1,
2009 and before June 30, 2010,
the number of unweighted
primary care FTE residents for
each primary care specialty
program in which you train
residents. uUse subscripted
Tires 65.01 through 65,50 for
each additional primary care
program. enter in column 1, the
program name. Enter in column
2, the program code. Enter in
column 3, the number of
unweighted primary care FTE
residents attributable to
rotations that occurred in
nonprovider settings for each
applicable program. gnter in
column 4, the humber of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in column 3 the ratio of column
3 divided by the sum of columns
3 and 4.

0.000000)

65.00

66.C0

Enter in coiumn 1 the number of unwe1ghted non-primary care resident 0.00
Fres attributable to rotations cccurring in all non-provider settings.
Enter in column 2 the number of unweighted nor-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of
(column 1 divided by (column 1 + column 23). (see instructions)

4.00]

0.600000

66.00

67.00

enter in column L the program 0.00
pame, Enter in column 2 the
program code. Enter in cotfumn
3 the number of unweighted
primary care FTE residents
attributable to rotations
occurring in all non-provider
settings. Enter in coltumn 4 the
number of unweighted primary
care resident FYEs that trained
in your hospital. Enter in
cotumn 5 the ratio of (column 3
divided by (column 3 + colusn
4)), (see instructions)

0,00

~5.000000)

67.00

70.00
71.G0

Is this facility an Inpat1ent psychiatric Facility (IPF), or does it contain an IPF subprovider?
enter 'Y" for yes or "N" for no.

1§ Tine 70 yes: Column 1: Did the facility have a teaching program in the most recent cost
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 new teaching program in accordance with 42 CFR §412.424
(d}(l)(111){D)? Enter "y" for yes or "N" for no. Column 3: zf column 2 is Y, enter 1, 2 or 3
respectively in column 3. (see instructions) 1If this cost reporting period covers the beginning
of the fourth year, enter 4 in column 3, or if the subsequent academic years of the new teaching
program in existence, enter 5. (see 1nstruct1ons)

70.00
7L.00

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In tieu of Form CM5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 154041 | Period: worksheet, 5-2

From 01/01/2011| Part I

TO 1273172011 | bate/Time Prepared:
4/17/2012 10:10 am

‘Inpat :Rehabilitation FaciliTy PP

75.00 {Is this facility an Inpatient Rehabi1itation Faciltity (ERF). o does it contain an IRF N 75.00
subprovider? gnter "Y" for ves and "N" for no.

76.00 |If Tine 75 yes: Column 1: Did the facility have a teaching program in the most recent cost N 0 76.00
reporting period ending on or before November 15, 20047 gnter "v™ for yes or "N" for no. Column

2: pid this facitity train residents in a new teaching program in accordance w1th 42 Crg
§412.424 (Y (LT (O)7 enter "¥" for ves or "N for no. Column 3: If column 2 is Y, enter 1, 2
or 3 respectively in coTumn 3. (see imstructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in cotumn 3, or if the subsequent academic years of the
new teaching program in existence, enter 5. (see instructions)

ital (LTCH)? Enter "Y' for es or "N" for no

85.00 {is thﬁs a hew. hospitaT under 42 CFR Section §413.4CG(F){I) (i) TEFRA? Enter "y" for ves or "N" for no, N 85.00
86.00 pid this facility establish a new Other subprovider (excluded unit) under 42 CFR Sectior N 86.00
0( (ji ?__Enter "Y' f es and "N"

Title V.or Xix, ‘Tnpatientiservices ‘
90.00 |poes this facility have title v and/or XIx 1npat%ent hosp1ta1 serv1ces7 Enter )
ves or "N" for no in the applicable column.

90.00

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

92.00 |are title XIX NF patients occupying titie XVIII SNF beds (dual certification)? (see N 92.00
instructions} Enter "¥" for yes or "N" for mo in the applicable column.

93,00 |poes this facility operate an ICF\MR facility for purposes of title v and XIX? Enter N N 93.00
"¥" for yes or "N for no in the applicable column.

94.00 ipoes title V or XIX reduce capital cost? Enter "Y" for ves, aad "N” for no in the N N 94.00
appiicable column.

95.00 izf Tine 94 is "vy", enter the reduction percentage in the applicable column. 0.00] 0.00 95.00

96.00 ipoes title v or XiX reduce operating cost? Enter "Y" for yes or "N" for no in the N N 96,00
applicable column.

97.00 iIf line 96 is "Y", enter the reduction percentage in the applicable column. 0. 00 .00 97.00
rRural Provider: ; ik : Lon
105.00boes this hospital qualify as a Cr1t1ca1 ‘Access Hospital (CAH)? N 105.00
106.00i1f this facility quatlifies as a cad, has it elected the all-inclusive method of payment N 106.00

for outpatient services? {see irstructions)
107.00/column 1: If this facility qualifies as a CaH, is it eligible for cost reimbursement N 1G7.00

for ¥ &R training programs? Enter "Y' for ves 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. ¥f ves compiete Worksheet D~2, Part II.
column 2: If this facility is a CAH, do I&Rs in an approved medical education program
train in the Cad's exciuded IPF and/or IRF unit? Enter "v" for yes or "N" for no in
coltumn 2. (see instructions)
108.00{Ts this a rural hospital qualifying for an exception te the CRNA fee schedule? See 42 N 108.00
CFR_Section §412.313(c), Enter "y" for ves or "N” for no. )

109.00{xf this hospital qualifies as a CAH or a cost provider, are [ 109.00
therapy services provided by outside supplier? Enter “v"
T "N g for each thera

Migcellaneous’ Cost Reporting: Information . :

115.00its this an atl-inclusive rate provider? Enter "Y for yes or "N" for no in cofumn 1. If 115.04
ves, enter the method used (A, B, or E only) in column 2.
116.00/Is this facility classified as a referral center? enter "Y" for yes or "N" for no. N 116.00
117.00jTs this facility legally-required to carry malpractice insurance? gnter "Y" for yes or Y 1:17.060
"N" for no.
118.00{ts the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy 1 118.00
is claim-made. Enter 2 +if the policy is occurrence,
‘ 119.00what is the 1iability limit for the malpractice insurance policy? Enter in column 1 200, 000] 200,000119. 06
! the monetary Timit per lawsuit. Enter in column 2 the monetary 1imit per policy year,
; 120.00iTs this a SCH or EACH that qualifies for the Cutpatient Hold Harmless provision in ACA N N 120.60
§3121 as amended by the Medicaid Extender act (MMEA) §1087 Enter in column 1 "v" for
yes 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.
121.00ipid this facility tincur and report costs for implantable devices charged to patients? N 121.00
enter "Y" for yes or "N" for no
Transplant Center Information:
125.00poes this Tacility operate a transplant center? enter “'Y" for yes and "N" for no. If N 125.00

ves, enter certification date(s) (mm/dd/yyyy) below,

MCREIF32 ~ 2.23.130.0



Health Firnancial Systems

BHC MEADOWS HOSPITAL

n Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

provider CCN: 1540411 perio

To

From 01/01/2011
12/31/2011

worksheet 5-2

part X

Date/Time Prepared:
4/17/2012 30:10 am

ize6.
iz7.
128.
128,
130.
131.
132.
133.

134,

140.

00IF this s a Medicare certified kidney transpiant center, enter the certification date 126.00
in column 1 and termination date, if applicabie, in column Z.

00ixf this is a Medicare certified heart transplant center, enter the certification date 127.00
in cotumn 1 and termination date, if applicable, in column 2.

00|LF this is a Medicare certified liver transplant center, enter the cervification date 128.00
in cotumn  and terminatiorn date, if applicable, in column 2.

00|If this is a Medicare cervified Iung transplant center, enter the certification date in 129.00
column 1 and termination date, if applicable, in column 2.

00jxf this is a Medicare certified pancreas transplant center, enter the certification 130,00
date in column 1 and termination date, if applicable, in column 2.

00|IF this is a Medicare certified intestinal transpliant center, enter the certification 131.00

. ldate in column 1 and termination date, if applicable, in column 2.

O0ITf this is a Medicare certified isiet transplant center, enter the certification date 132.00
in columr 1 and termination date, if applicabie, in column 2.

00irf this is a Medicare certified other transplant center, enter the certification date 133,00
lin column 1 and terminaticn date, if applicable, in column 2.

COlIf this is an organ procurement organization (OFO), enter the 0PO number in column 1 134,00
and termination date, if applicable, in column 2.
Alliprovidéers: i i i i £

GGiare there any related organization or home office costs as defined in CMS Pub. 15-1, ¥ 399001 140.00

Ne

chapter 107 gnter "Y" for yes or

for no in column 1. Ef yes, and home office costs

are claimed, enter in column 2 the home office chain number

)]

(see instructions

home of fice and ent

,00[Name: NOVITAS SOLUTIONS
,00[Street: 1800 CENTER HILL STREET 1L 3A
L00lcity:  CAaMP HILL

Sta

Te:

Contractor's Name: NOVITAS SOLUTIONS
PO BOX:

PA

zip Cod

contractor's Number: 52280

141.
142.

17089

.00
.00

are provider based physicians

Enter "Y' for ves or "N* for no.

costs included in Worksheet A?
If costs for renal services are ciaimed on worksheet A, are they costs for inpatient services only?

144.
145.

.D0lHas the cost allocation methodology changed from the previousiy Tiled cost report?
Enter "Y" for yes or "N" for po in column 1. (See cMs pub. 15-2, section 4020) If yes,
enter the approval date (mm/dd/yyyy) in column 2.

.00was there a change in the statistical basis? Enter "Y" for yes or "N" for no.

.OB0was there a change in the order of ailocation? Enter "¥" for yes or "N" for no.

.00was there a change to the simplified cost finding method? &nter "vY" for yes or "N" for

146.00

147,
i48.
149,

00
00
00

¢ rgesy:: | 2 B i
155.00Hospital N N 155.00
156, 00isubprovider - IPF N N 156.00
157,00|subprovider ~ IRF N N 157.00
158 . 00|SUBPROVIDER N N 158.00
159.00|snF N N 159.00
160 .00|HOME HEALTH AGENCY N N 160.00
161.00/CMHC N 161.00
161. 10/CORF N 161.10

165.

Mu]x1campus

00
Enter “"Y" for yes or "N" for no

1s this hospital part of a Multicampus hespital that has one or more campuses in different CBSAs?

165,

Q0

166.

GOixf Tine 165 is yes, for each
campus enter the name in column
O, county in column 1, state in
column 2, zip code in column 3,
CBSA in column 4, FTE/Campus in
column 5

5. 001166, 50

167,

168

169.

ry

transition factor. {see iastructicns)

Is this provider a meanengfu1 user uﬂder Sectwon §1886(n)7'

00 gnter "y for yes or "N" for no. N 167.00

.00iIf this provider 1¢ a ¢aH (Tine 105 is "v") and is a meaningful user (line 167 is "v"), enter the (168.0¢
reasonable cost incurred for the HIT assets (see instructions)

00|If this provider is a meaningful user (1ine 167 is "Y") and is not a Cas (line 105 is "N”), enter the 0.00169.00

MCRIF32 - 2.23.130.0



Health

Firancial Systems BHC MEADOWS HOSPITAL

In tieu of Form (mMsS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNATRE

Provider CCN:

154041

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

worksheet §-2
Part IT

Date/Time Prepared:

4/17/2012 10:10

am

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

1s the provider involved in business transactions, including management
contracts, with individuals or entities (e.g., chain home offices, drug
or medical supply companies) that are related to the provider or tits
officers, medical staff, management personnel, or members of the board
of directors through ownership, control, or family and other similar
relationships? (see instructions)

Column 1:
Accountant? Column 2: IF ves, enter "A" for audited, "C" for Compiied,
or "R" for reviewed. submit compTete copy or enter date available in
cotumn 3. (see instructions) If no, see instructions.

Are the cost report total expenses and total revenues dnfferent from
the filed financial statements?

were the financial statements prepared by a Certified public

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

If ves, is the provider is N

Are costs claimed for Allied Health programs? If "Y" see instructions. N
were nursing school and/or allied health programs approved and/or renewed during the N
cost reporting period? If yes, see instructions,

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

Was an Intern-Resident program been initiated or renewed in the current cost reporting N
period? If yes, see instructions.

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

Teaching Program on Worksheet A7 If ves, see instructions.

(1]

.00

.00
.06

w00~

.00
10.00

11.00

12.00 i1s the provider seeking reimbursement for bad debis? If yes, see instructions. Y 12.00
13.00 1If %ine 12 is yes, did the provider's bad debt collection policy change during this cost reporting N 13.00
period? If yes, submit copy.
14.00 |1f Tine 12 is ves, were patient deductibles and/or co-payments waived? If yes, see instructions. N 14.00
" |Bed. complement
{Did total beds available change from the prior cost reporting per1nd7 I1f y 15,08

PSER:Dat

16.00

i7.00

18.00

12.00

20.00

was the cost report prepared using the P$&R
rReport only? If either column L or 3 is yes,
enter the paid-through date of the PS&R
rReport used ih coiumns 2 and 4 . (see
instructions)

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

If line 16 or 17 is yes, were adjustments
made to PS&R Report data Tor additional
claims that have beer billed but are not
incTuded on the PS&R Report used to file
this cost report? If yes, see instructions.
If Tine 16 or 17 is yes, were adjustments
made to PS&R Report data for corrections of
other P$&R Report information? IF yes, see
instructions.

If line 16 or 17 is yes, were adjustments
made to PS&R Report data for Other? pescribe
the other adjustments:

02/29/2012

16.00

17.00

18.00

19.00

20.09

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In Liet of Form CMs-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE pProvider CON: 154041 | Period: worksheet $-2

From 01/01/2001 1 Part IX

To  12/31/2011! pate/Time Prepared:
471772012 10:310 am

21.00 {was the cost report prepared only using the 21.00
provider's records? If ves, see
instructions.
COMP REIMBURSED AND: TEFRAIHOSPITALS: ONLY: ()
Capital Re Cos’ :

22.00 |Have assets been 22,09

23.00 |Have changes occurred in the Medicare depreciation expense due to appraisals made during the cost N 23.00
reporting period? If yes, see instructions,

24.00 |were new leases and/or amendments to existing leases entered into during this cost reporting period? N 24,00
If yes, see instructions

25.00 |Have there been new capitalized leases entered into during the cost reporting period? If yves, see N 25.00
instructions,

26,00 |were assets subject to Sec.2314 of DEFRA acquired during the cost reporting period? IF yes, see N 26.00
instructions.

27.00 |Has the provider's capitalization policy changed during the cost reporting period? If yes, submit N 27.00
copy.
InteregstiExpénse:

28.00 iWere new loans, mortgage agreements or letters of credit entered into during the cost reporting N 28.00
period? If ves, see instructions.

29.00 |pid the provider have a funded depreciation account and/or bond funds (Debt Service Reserve Fund) [ 28.00
treated as a funded depreciation account? If yes, see instructions

30.00 |Has existing debt been replaced prior to its scheduled maturity with new debt? rf yes, see N 30.00
instructions.

31.00 |Has debt been recalied before scheduled maturity without fssuance of new debt? if yes, see N 31.00
instructions. ) .
Purchased Sarvices

32.00 {Have changes or new agreements occurred in patient care services furnished through contractual N 32.00
arrangements with suppliers of services? If yes, see instructions.

33,00 {zf Tine 32 is yes, were the requirements of Sec. 2135.2 appiied pertaining to competitive bidding? If N 33.06
no, see instructions. )
provider=pased:Physician

34.00 [Are services furnished at the provider facility under an arrangement with provider-based physiciang? Y 34,00
If yes, see instructions.

35.00 |If 1ine 34 is yes, were there new agreements or amended existing agreements with the provider-based N 35.00
physicians during the cost reporting period? If ves, see instructions,
Home: '0ffice  Costs: e i ; : it

16,00 |were home office costs c¢laimed on the ¢ost report? Y

37.00 |If line 36 is yes, has a home office cost statement been prepared by the home office? Y 37.00
If ves, see instructions.

38,00 {xf Tine 36 is yes , was the fiscal vear end of the home office different from that of N 38.00
the provider? If yes, enter in column 2z the fiscal year end of the home office.

39.00 1¥Ff Yine 36 is yes, did the provider render services to other chain components? If yes, N 39.00
see instructions,

40.00 1IFf Jine 36 is yes, did the provider render services to the home office? IF yes, see N 40.00
instructions.

MCRIF32 - 2.23.130.0



sealth Financial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPETAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CONt 154041

period: .t worksheet §-2

From 01/01/2011 1 Part II

To  12/31/2011 | pate/Time Prepared:
4/17/2012 10:1C am

16.00

17.00

18.00

i9.0¢

20,00

21.00°

PS&R

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

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

If line 16 or 17 is ves, were adjustments
made to PS&R Report data for additional
cTaims that have been billed but are not
inc'luded on the PSER Report uwsed to file
this cost report? If yes, see instructions.
tf tine 16 or 17 is ves, were adjustments
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

If Tine 16 or 17 is ves, were adjustments
made to PS&R Report data for Other? Describe
the other adjustments:

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

v 02/29/2012

16.G0

17.00

18.00

19.00

20.00

21.0C

MCRIF32 - 2.23.130.0



Health fFinancial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form CMS-2552-10

HOSPETAE AND HOSPITAE HEALTH CARE COMPLEX STATISTICAL DATA

provider CON:

154641 | Period:

To

worksheet s-3

From 0170172011 Part I
12/31/20611 Date/T1?§ Prepared:

'HOSpitaE aduits & Peds.

co uﬁns 8, 6, 7 and
8 exclude Swing Bed, Cbservation Bed and
Hospice days)

HMO

HMO IPF

HMO IRF

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

Total Adults and peds. (exclude observation

beds} (see instructions)
INTENSIVE CARE UNET
CORDNARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNITY
OTHER SPECTAL CARE (SPECIFY)
NURSERY

Total (see instructions)

CAH vigits

SUBPROVIDER - IPF
SUBPROVIDER - IRF
SUBPROVIDER

SKILLED NURSENG FACILIFY
NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY
AMBULATORY SURGICAL CENTER (8.9.)

HOSPICE
CMHC - CMHC
CMHC - CORF

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

Total (sum of ¥ines 14-26)

observation Bed Days

SUBPROVIDER - IFF

SUBPROVIDER - IRF

SUBPROVIDER

ambulance Trips

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

Labor & delivery days (see instructions)
LTCH non-covered days

. 31.00
32.6G0
33.00)
34.00

43.00

40.09
41,00
42,00
44,00
45. 00
46, 00,
101,00
115. G0
116.00
99. 00
99. 19
88.00
89.00

40.00
41.00
42.00

69

15,305

RDD DD

15,305

DD

il,68

.00 1700

.00,

Q.00 8.00
Q.00 9.00
0.00 16.00
0.00 13.00

0.00 14.00

MCRIF32 - 2.23.130.0



Health Financial sSystems BHC MEADOWS HOSPITAL In Lieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA provider CCN: 154041 | Period: warksheet s-3

From 01/01/2011| Part I

Te  12/31/2011 | pate/Time Prepared:
4/17/2012 10:10 a

1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 212 . 359 758 6,578 1.00

8 excliude Swing Bed, Observation sed and

Hospice days)
2.00 |Hmo 0 0 2.60
3.00 |HMO IPF v 0 3.00
4.00 |HMO IRF 0 0 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 0 0) 0 0 5.00
6.00 |Hospital Adults & Peds. swing Bed NF 0 0 0 6.00
7.00 |Total adults and Peds. (exclude ohservation 212 359 758 6,578 7.00

beds) {see instructions}
8.00 |INTENSIVE CARE UNIT 0 0 b 0 8.00
9,00 |CORONARY CARE UNIT 0 9 h; 0 9.00
10.00 {BURN INTENSEIVE CARE UNIT 0 Of b 0 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 0 ; 0 0 11.00
12.0CG |OTHER SPECIAL CARE (SPECIFY) 12.00
13.0G | NURSERY 0 0 0 13,00
14.00 {rotal (see instructions) 212 359 758 6,578 14.00
15.00 iCaH visits 0 0 0 0 15.00
16.00 | SUBPROVIDER - IPF 9 G 0] 0 16.00
17.00 [SUBPROVIDER - IRF 9 0 0l 0 17.00
18.00 | SUBPROVIDER h; 0 0 "0 18.00
19.00 {SKELLED NURSEING FACILITY b 0] 0 0 19.00
20.00 INURSING FACILEITY 0 0 0 20.00
21.00 |OTHER LONG TERM CARE ) 14,982 21.00
22.00 {HOME HEALTH AGENCY 0 0 0 0 22.00
23.00 {AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 |HOSPICE 0 0 h 24.00
25.00 |CMHC - CMHC 0 0 0 C 25.00
25.10 |CMHC - CORF 0 0 0 0! 25.10
26.00 |RURAL MEALTH CLINIC ¢ 0 0 G 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 G 26.25
27.00 |rtotal (sum of lines 14-26) ’ 27.00
28.00 |observation Bed bays 0 0 0 28.00
28.01 |SUBPROVIDER - IPF 0 28.01
28.02 |SUBPROVIDER - IRF 0 28.02
28.03 |SUBPROVIDER 0 28.03
29.00 |ambulance Trips 0 29.00
30.00 |Employee discount days (see instruction) 0 30.00
31.00 |Employee discount days - IRF 0 31.00
32.00 [Labor & delivery days {see instructions) 0 0 32.00
33.00 |LTCH non-covered days 0 33.00

MCRIF32 - 2.23.130.0



Health Financial Systems ) BHC MEADOWS HOSPITAL In Lieu of Form CMS$-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 1540411 Period: worksheet $-3

From O1/01/2011 | Part I

To 12/31/2011]| pate/Time Prepared:
4/17/2012 10:10 am

1.00 |[Hospital Adults & pPeds., (columns 5, 6, 7 and 29 60f 1.00

8 exclude Swing Bed, observation Bed and

Hospice days)
2.00 fumMo o} 2.60
3.00 |HMO IPF 3.00
4,00 [#HMO IRF 4.00
5.00 j(Hospital adults & Peds. Swing 8ed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 total aduits and Peds. (exclude observation 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNIT . 8.00
9.00 iCORGNARY CARE UNET 9.00.
10.00 [BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 {|OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 {NURSERY 13.00
14.00 |Total (see instructions) 0.00 78.95 0. 00! 29 601 14.00
15.00 |CAH visits 15.00
16.00 |SUBPROVIDER ~ IPF : 0.060 0. 00] 0.00] 0 0] 16.00
17.00 |SUBPROVIDER - IRF 0.060 0. 00] (.00 .0 0{ 17.00
18.00 |SUBPROVIDER 0.060 0.00 0.00 Q 0| 18.00
19.00 |SKILLED NURSING FACILITY 0. 00 0.00 0.00 19.00
20.00 |NURSING FACILITY 0.00 0.00 0.00 1 26.00
21.00 |OTHER LONG TERM CARE 0. 00 32.34 0.00 21.00
22.00 |HOME HEALTH AGENCY 0,00 0.00 0.00 22.00
23.00 | AMBULATORY SURGICAL CENTER (D.P.) 0. 00! 0.00 .00 A 23.00
24.00 |HOSPICE 0.00 0.00 0.00 24.00
25.00 {CMHC -~ CMHC 0.00 0.00! G.00 25.00
25.10 {CMHC - CORF 0.00 .00 0.00 25.10
26.00 1 RURAL HEALTH CLINIC 0.00 0.00 G.00 26.00
26.25 I FEDERALLY QUALIFIED HEALTH CENTER 0.00 0.00 C.00 26.25
27.00 {Total (sum of Tines 14-26) 4.00 111.29 G.00 27.0G0
28.00 {observation Bed Days : 28.00
28.01 | SUBPROVIDER - IPF . 28.01
28.02 {SUBPROVIDER -~ IRF ' 28.02
28.03 | SUBPROVIDER 28.03
29.00 jambulance Trips 29.00
30.00 {Employee discount days {see instruction) 30.00
31.00 {Employee discount days - IR¥ 31.00
32.00 jtabor & delivery days (see instructions) 32.00
33.00 |LTCH noh-covered days 33.00

MCRIF3?2 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In tieu of Form CMS-2552-10
HOSPITAL AND HOSPEITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CON: 15404% | Period: worksheet $-3

From 01/01/2G11 1 Paret I

To  12/31/2011| Date/Time Prepared:
4/37/2012 10:310 am

1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 108 1,145 1.00

& exclude swing Bed, Observation Bed and :

Hospice days)
2.060 |HMO 2.00
3.00 [HMO IPF 3.00
4,00 {HMO IRF 4.00
5.00 [Hospital adults & Peds. Swing Bed SNF 5.00
6.00 i{Hospital Adults & Peds. swing Bed NF 6.00
7.00 ITotal Adults and Peds. (exclude observation 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNET 8.00
9.00 |CORONARY CARE UNIT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 SURGICAL INTENSIVE CARE UNIT 11.60
12.00 |OTHER SPECIAL CARE {SPECIFY) ' 12.00
13.00 |NURSERY 13.00
14.00 |Total {see instructions) 108 1,145 14,00
15.00 |CaH visits 15.00
16.00 |SUBPROVIDER - IPF . 0 9 16.00
17.00 |SUBPROVIDER - IRF G H; 17.00
18.00 | SUBPROVIDER 0 0 18.00
19.00 |SKILLED NURSING FACILITY 19,00
2000 | NURSING FACTLIFY 20.00
21.00 |CTHER LONG TERM CARE B4 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 |CMHG - CMHC 25.00
25.10 [CMHC - CORF 25.10
26.00 | RURAL HEALTH CLINIC 26.00
26,25 [FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 iTotal (sum of Tines 14-26) 27.00
28.00 iobservation Bed Days 28.00
28.01 {SUBPROVIDER - IPF 28.01
28.02 |SUBPROVIDER - IRF : 28.02
28.03 |SUBPROVIDER 28.03
29.00 |ambulance Trips 29.00
30.00 |employee discount days (see instruction) 30.00
31.00 |€mployee discount days - IRF : 31.00
32.00 |Labor & delivery days (see ingtructions) 32.060
33.00 |1.TCH non-covered days 33.60

MCRIF3Z2 ~ 2.23.130.C



Health Financial Systems

BHC MEADOWS HOSPITAE

In bieu of Form OMS-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

provider CCN: 154041 | Pericd:
From QL/G1/2011%
To  12/31/20G11

worksheet A

Date/Time Prepared:

4/17/2012 10

0 am

.00 |[CAP REL COSTS-BLDG & FIXYF

.00 [CAP REL COSTS-MVBLE EQUIP
.00 [OTHER CAP REL COSTS
.00 {EMPLOYEE BENEFITS
ADMINISTRATIVE & GENERAL

.00 |MAINTENANCE & REPAIRS

.00 |OPERATION OF PLANT

.00 |LAUNDRY & LINEN $SERVICE

.00 |HOUSEKEEPING

106.00 |DIETARY

11.00 |CAFETERIA
12.00 |MAINTENANCE OF PERSONNEL
13.00 |NURSING ADMINISTRATION
14.00 |CENTRAL SERVICES & SUPPLY
15.00 | PHARMACY
16.00 |MEDICAL RECORDS & LIBRARY
SOCTAL SERVICE
18.00 |OTHER GENERAL SERVICE (SPECIFY)
19,00 {NONPHYSICIAN ANESTHETISTS
20,00 |NURSING SCHOOL

231.00 | T&R SERVICES-SALARY & FRINGES APPRVD
22.00 | Z&R SERVICES~OTHER PRGM COSTS APPRVH
23.00 | PARAMED ED PRGM~(SPECIFY)

WO N U W
L]
(=]

70,309
1,513,113
0

82,246
0
55,375
135,531
0
0
171,504
0
0
65,300

oo oo oo

223,773
131,506
0
801,150
3,494,204
0
243,344
39,416
15,669
158,836
0]
0
5,866

223,773
131,506
0
871,259
5,007,317
0
325,590
39,416
71,044
294,367
0
0
177,370
0
0
120,804

e R OO O C O

51,69

QOO0 DWOO00

223,773
131,506
0
871,258
5,059,016
0
325,590
39,416
71,044
294,367
¢

[¢]
177,37C

0
120,804

locoocoocoo

TNPATIENT :ROUTINE: SERVICE: COST: . CENTERS

30.00 [ADULTS & PEDIATRICS

31,00 [ INTENSIVE CARE UNLT

32.00 [ CORONARY CARE UNIT

33.00 | BURN INTENSIVE CARE UNIT
34.00 |SURGICAL INTENSIVE CARE UNIT
40.00 |SUBPROVIDER ~ IPF

41.00 |SUBPROVIDER ~ IRF

42.00 |SUBPROVIDER

43.00 |NURSERY

44,00 |SKILLED NURSING FACILITY
45.00 |NURSING FACILITY

46.00 |OTHER LONG TERM CARE
ANCILLARY: SERVICE  COSTI CENTERS

1,579,910

Hh o OO OO

964,50

1,625,657

0
&
c
G
¢
0
0
0
0
7

290, 557)

-256,398

BPOODOODDOIDOOO

93,42

1,369,259

o O OO DO DO OO0

50.00 |OPERATING ROOM

51.00 |RECOVERY ROCM

52.00 |DELIVERY ROOM & LABOR ROOM

53.00 | ANESTHESIOLOGY

54,00 | RADIOLOGY-DIAGNOSTIC

55.00 | RADIOLOGY-THERAPEUTFIC

56,00 | RADIOISOTOPE

57.00 |CT SCAN

58,00 |MAGNETIC RESONANCE IMAGING (MRI)
59.0C | CARDIAC CATHETERIZATION

60.00 | LABORATORY

60,01 |BLOOD LABORATORY

61.00 | PBP CLINICAL LAB SERVICES-PRGM ONLY
62.00 |WHCLE BLOOD & PACKED RED BLOOD CELLS
63,00 |BLOOD STORING, PROCESSING & TRANS.
64,00 | INTRAVENQUS THERAPY

65,00 [RESPIRATORY THERAPY

66.00 |PHYSICAL THERAPY

67.00 |OCCUPATIONAL THERAPY

68.00 |SPEECH PATHOLOGY

69.00 |ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY

71.00 |MEDICAL SUPPLIES CHARGED TO PATLIENTS
72.00 |IMPL. DEV. CHARGED TO PATIENTS
73.00 |DRUGS CHARGED TC PATIENTS

74.00 |RENAL DIYALYSIS

75.00 |ASC (NON-DISTINCT PART)

D000 O QOO unlf e 3 vo B o B e o T w0 R o S e R R )

28,27

163,83

S ONOOOoOODOoOOo OO o000 0000000

o]

28,27

163,83

CONOODo O OO OO0 0COCOOCO00 00

OUTPATIENT SERVICE COST! CENTERS

3
L
COoONoO oo oOOOQLoLLo oo oHo

(==

28,27

163,21

CONOOODOOOOOOOOOOCOLOOO0OoD

88.00 |RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
90.00 |CLINIC

91.00 | EMERGENCY

92.00 |OBSERVATION BEDS (NON-DISTINCT PART)

o]
4]
116,830
0

W oo~ G VT R

MCRIF32 - 2.23,130.0



Health Financial Systems BHC MEADOWS HOSPITAL Ir Lieu of Form CMS-2552-10
RECLASSTFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 154041 | Period: wWorksheet A

From 01/01/2011 .
Te 1273172011 | Date/Time Pgepgred:

RESTRET FieatT] RecTassifiod
94.00 |HOME PROGRAM DEIALYSIS 0 0 9 G 0] 94,00
95.00 |AMBULANCE SERVICES 0 0 9 G 01 95,00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 0 0] 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 9 0 Q1 97,00
98,00 |OTHER REIMBURSABLE COST CENTERS 0 0 0 0 0f 98.00
99,00 | CMHC 0 O 0 0 0f 99.00
98,10 |CORF 0 ; 0 0 0f 99.10
100. 00| I&R SERVICES-NOT APPRVD PRGM 0 0 0 0 01100.00
101. 00| HOME HEALTH AGENCY 0 O 0 0 01101.00
SPECIAL: PURPOSE: COST: CENTERS i g -
105,00 KIDNEY ACQUESITION O G 0 0 0.105.00
106. 00| HEART ACQUISETYON O G 0l 0 01106,00
107,00} LIVER ACQUISETION 0 0 0 0 0§107.00
108.00] LUNG ACQUISITION 0 0] 0 0 108,00
109.00i PANCREAS ACQUISITION 0 0 0 0 3{109.00
110.00] INTESTINAL ACQUISITION 0 0 0 0 0/110.00
11100 ISLET ACQUISITION v 0 0 .0 111,00
113.00!{ INTEREST EXPENSE 0 0 0 0113.00
114.00] UTTLIZATION REVIEW-SNF 0 0 0 0 Gi114.09
115.00{ AMBULATORY SURGICAL CENTER {D.¥.) 0 0 0 Of Gi{115.60
116.00] HOSPICE : 0 0 0 O G{116.00
118.00{ SUBTOTALS {SUM OF LINES 1-117) 3 0 3 -57,369 10,075,694118.00
NONREIMEURSARLE! COST  CENTERS
190.00i GIFF, FLOWER, COFFEE SHOP & CANTEEN 0 ¢ 0 0 01190.00
191.00; RESEARCH 0 0 9 G 01191.00
192.00|PHYSTICIANS ' PRIVATE OFFICES 0 0 g G 01192.00
193. 00| NONPAID WORKERS 0 0 O G 01193.00
193,01 COMMUNITY RELATIONS 0 0 0 57,369 57,369i193.01
200.00{ TOTAL {SUM OF LINES 118-199) 4,699,623 5,433,440 16,133,063 0 10,133,063i200,00

MCRIF32 ~ 2.23.130.0




Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form CM$~2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES provider CCN: 154041 period: worksheet A

From 0i/01/2011
To  12/31/2011| pate/Time Prepared:
4/17/2012 10:10 am

GENERAL: SERVIC

05 NTERS

1.00 [ CAP REL COSTS~BLDG & FIXT 52,251 276,024 1.00
2.00 |CAP REL {OSTS~MVBLE EQUIP 318 131,824 2.00
3.00 |OTHER CAP REL COSTS 0 0 3.00
4.00 |EMPLOYEE BENEFITS -47,132 824,127 4.00
5.00 |ADMINISTRATIVE & GENERAL ~2,837,379 2,221,637 5.00
6.00 |MAINTENANCE & REPAIRS ‘ 0 0 6.00
7.00 |OPERATION OF PLANT ~7,095 318,495 7.G0
8.00 |LAUNDRY & LINEN SERVICE 0 39,416 8.6C
9.00 |HOUSEKXKEEPING i} 71,044 9.0 -

10.00 |DIETARY ~21,520 272,847 10.0C
11.00 | CAFETERIA i} 0 11,00
12.00 {MAINTENANCE OF PERSONNEL G O 12.00
13.0C |NURSING ADMINISTRATION G 177,370 13.00
14,00 [ CENTRAL SERVICES & SUPPLY 0 0 14,00
15.00 | PHARMACY 0 0 15.00
16.00 |MEDICAL RECORDS & LIBRARY -4,619 116,185 16.00
17.00 {SGCIAL SERVICE 0 0; 17.00
18.00 {DTHER GENERAL SERVICE (SPECIFY} 0 G 18.00
19,00 [ NONPHYSICIAN ANESTHETISTS 0 0 19.00
20,00 INURSING SCHOOL 0 0 26.00
21.00 | I&R SERVICES-SALARY & FRINGES APPRVD 0 0 21.00
22.00 |I&R SERVICES-UTHER PRGM COSTS APPRVD 0 0 22.00
23.00 |PARAMED ED PRGM-{SPECIFY) 0 0 23.00

INPATIENT ROUTINE :SERVICE:COSTICENTERS:

30.00 |ADULTS & PEDIATRICS -5,500 1,363,759 30.00
31.00 |INTENSIVE CARE UNIT 0 0 31.00
32.00 | CORONARY CARE UNIT 0 0 32.00
33.00 [BURN INTENSIVE CARE UNIY 0 0 33.00
34.00 |SURGICAL INTENSIVE CARE UNIT 0 0 34.00
40.00 |SUBPROVIDER - IPF i 0 40,00
41.00 | SUBPROVIDER -~ IRF o - 0 41.00
42.00 | SUBPROVIDER v O 42,00
43.00 |NURSERY G O 43,00
44,00 |SKILLED NURSING FACILITY G 0 44,00
45.00 |NURSING FACILEITY 0 0 45.00
46,00 [OTHER LONG TERM CARE 0 1,083,978 - 46.00

ANCTEEARY: SERVICE ‘COST CENTERS

50,00 [OPERATING ROOM 0 ¢ 50.00
51.00 RECOVERY ROOM 0 G 51.00
52.00 |DELIVERY ROOM & LABOR ROOM. 0 0 52.00
53.00 |ANESTHESZIOLOGY 0 0 53.00
54.00 |RADIOLOGY~DIAGNGSTIC 0 0 54.00
55.00 |RADIOLOGY~THERAPEUTIC 0 0 55.00
56.00 | RADIOISOTOPE 0 0 56.00
57.00 |CT SCAN 0 O 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 58.00
59.00 |CARDIAC CATHETERIZATION 0 0 58.00
60.00 | LABORATORY 0 28,270 60.00
60.01 |8L00D LABORATORY 0 0 60.01
61.00 | PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS b, 0 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. L} 0 63.00
64.00 | INTRAVENOUS THERAPY 0 0 64,00
65,00 |RESPIRATORY THERAPY ) 0 65,00
66.00 | PHYSICAL THERAPY 0 0 66.00
67.00 [ OCCUPATIONAL THERAPY 0 0 67.00
68.00 | SPEECH PATHOLOGY 0 0 68.00
69.00 | ELECTROCARDIOLOGY 0 Of 69.00
70,00 1ELECTROENCEPHALOGRAPHY 0] 0 70.060
71,00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0 O 71.G06
72,00 |IMPL, DEV. CHARGED TG PATIENTS [t 0 72.00
73,00 [DRUGS CHARGED TO PATIENTS 0 163,212 73.00
74.00 |RENAL DIALYSIS 0 0 74.00
75.00 |ASC (NON-DISTINCT PART) 0 0 75.00
OUTPATIENT. SERVICE: COST::CENTERS
88.00 |RURAL HEALTH CLENIC 0 G 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 G 89.00
903.00 |CLINIC 0 116,830 90.00
91.00 |EMERGENCY 0 0 91.00
92.00 |OBSERVATION BEDS {NON-DISTINCT PART) 92.00
OTHER REIMBURSABLE! COST: CENTERS
8400 |HOME PROGRAM DIALYSIS 0 0 94.00
95,00 | AMBULANCE SERVICES 0 0 ] 95.00

MCRIF32 - 2.23.130.0



Health rFinancial Systems ) BHC MEADOWS HOSPITAL

In Lieu of Form Cms5-2552-10

RECLASSIFICATION AND ADJIUSTMENTS OF TRIAL BALANCE OF EXPENSES

provider CON:

154041

Pariod:
Erem 01/01/2011
To 12/33/2011

worksheet A

pate/Time Prepared:
4/17/2012 10:10 am

96,00 |DURABLE MEDICAL EQUIP-RENTED i; 0 96.00
97,00 |DURABLE MEDICAL EQUIP-SOLD G 0 97.00
98,06 |OTHER REIMBURSABLE COST CENTERS G 0 98.00
99.00 | CMHC 0] G 99,00
99.10 | CORF : ¢ 0 99,10
100.00 &R SERVICES-NOT APPRVD PRGM 0 0 160.00
101.00 HOME HEALTH AGENCY 0 0 161.00
SPECTAL PURPDSE:-COST: CENTERS i !
105,00/ KIDNEY ACQUISITION 0 0 105.00
106.00; HEART ACQUISITION 0 0 106.00
. 197.00} LIVER ACQUISITION 0 0 107.00
108. 00| LUNG ACQUISITION 0 0 108.00
109. 00| PANCREAS ACQUISYTION 0 0 109.00
110. 00| INTESTINAL ACQUISITION 0 0 110.00
111.00{ ISLET ACQUEISITION 0 0 111.00
113.00| INTEREST EXPENSE O 0 113.00
114.00{ UTILIZATION REVIEW-SNF O Of 114.00
115.00] AMBULATORY SURGICAL CENTER (D.P.) 0; 0 115.00
116. 00| HOSPICE 0 0 116.00
118.00{ SUBTOTALS (SUM OF LINES 1-117 [ 7,205,018 118,00
NONREIMBURSABLE :COST/CENTERS i _
190,00 GTFT, FLOWER, COFFEE SHOP & CANTEEN 0 o 190,00
191.. 00 RESEARCH 0 0] 191,00
192. 00! PHYSICIANS' PREIVATE OFFICES 0 0] 192.00
193, 00| NONPAID WORKERS 0 0 193.00
193. 01 COMMUNITY RELATIONS 0 57,369 193.01
200,00l ToTaL (SUM OF LINES 118~199) -2,870,678 7,262,387 200.00

MCRIF32 - 2.23.130.0



Health fFinancial Systems BHC MEADOWS HOSPITAL In Lieu of Form CM5-2552-10

RECLASSIFICATIONS .| provider coN: 154041 | Period: worksheet A~-6

From 01/01/2011 .

To  12/31/20%1 | Date/Time Prepared:
4/17/2012 10:10 am

B -7 PHARMACY. EXPENSE
1.00 OTHER LONG TERM CARE
1.00

LINICAL DIRECTOR :

1.00 |OTHER LONG TERM CARE 46.00 54,534 0 1.0C
2.00 |ADMINISTRATIVE & GENERAL 5.00 109,068 0 : 2.00
3.00  CLINIC 90, 00 54,534 0 3.00

TOTALS ) 218,136 .0
500.00 |[Grand Total: Increases 305,119 9,282 500,00

MCRIF3Z - 2.23.130.0




Health Financial Systems

BHC MEADDWS

HOSPITAL

In Lieu of form (MS-2552-10

RECLAS

SIFICATIONS

Provider CON: 154041

period:
Erem 01/01/2011
To  32/31/2011

worksheet A-6

aate/Eime Prepared:
]

1.60
1.00
1.00

1.00
2.00
3.00

500.00

COMMUNITY RELATIONS
ADMINISTRATIVE & GENERAL 5, 00 49,258] 8,111 0 1.00
49, 258]
1.00
37,716 1.00
D= CLTNICAL: DIRECTOR!
ADULTS & PEDIATRICS 30, GO 218,136 0 0 1.00
Q.06 b 0 0 2.00
- 4.00 9 3 9 3.00
TOTALS 218,136 ]
Grahd Total: Decreases 3905, 110 9,282 500.00

MCRIF32 - 2.23.130.0



Health Financial Systems

BHC MEADOWS HOSPITAL

I bieu of Form CMS-2552-10

RECONCILIATION OF CAPETAL COSTS CENYTERS

Provider CCN:

154041

pericd: worksheet A-7

From 01/01/2011 | parts I-I11

o 12/31/2011 | pate/Time Prepared:
4/17/2012 10:10 am

Land

tand Improvements

suildings and Fixtures
suilding Improvements

Fixed Equipment

Movable Equipment

HIT designated Assets
subtotal {sum of Tines 1-7)
rReconciling Items

votal (line 8 minus Tine 9)

PO P OO OO OO
DO O00 00000

000000000k
=R =R RN RN -R=N~]
cCooCoooOO
D WO 0O NGV e N
o
S

=

PART "I

1,00 [CAP REL COSTS-BLDG & FIXT
2.00 {CAP REL COSTS-MVBLE EQUIP
. |Total.

2,916 51,589
1,741

.00

o oo
(R

1.0C |CAP REL COSTS BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP
3.00 iToral (sum of lines 1-2)

oo 0
oo

0 1.000000 4] .00
0 0.090000 4 2.00
0 1.006400 0] 3.00

MCREF3Z - 2.23.130.0



Health financial Systems

BHC MEADOWS HOSPITAL

In tie

i of Form CMS-ZSSZ—lﬂ

RECONCILIATION OF CAPITAL COSTS CENYERS

Provider CCN: 154041

Period:
From Q1/Q1/2011
To 12/31/2011

worksheet A-7
parts I1-III

Date/Time Prepared:

4/17/20

110

am

PART!

Land

Land Improvements

Buildings and Fixtures
Building Improvements

Fixed squipment

Movabie Equipment

HIT designated Assets
subtotal (sum of lines 1-7)
Reconciting Items

Total (Tine 8 minus Tine $)

P20 00 NG W B W

MO OO O O OO
OO0 OO0 oo

[

DP DAV LWNRE
o
(=]

CAP REL COSTS-BLDG & FIXT
CAP REL. COSTS-MVBLE EQUIP
of 11 2)

[xv]

.00

PARTEA T 5 RECONCTLTATION
1.00 |CAP REL COST5~BLDG & FIXT 0 0 0 214,519
2.00 |CAP REL COSTS-MVBLE EQUIP 0 0 0 57,90L
3.00 |7votal {sum of lines 1-2) 0 0 0 272,420

72,182
72,182

.00
.00
.00

W N

MCREF32 -~ 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In tieu of Form (M$-2552-10
RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 154041 | p worksheet A-7

ericd:
From 01/01/2011 | Parts I~IIT

To  12/31/2011 | pate/Time Frepared:
: 4/17/20G12

1.00 {CAP REL COSTS;BLDG & FIXT 0 9,916 51,589 G 276,024 1.00
2.00 [CAP REL COSTS-MVBLE EQUIP 0 1,741 0 0 131,824 2.00
3.00 iTotal (sum of Tines 1-2) 0 11,657 51,589 0 407,848} 3.00

MCRIF32 - 2.23.130.0



Health Financial Systems : BHC MEADOWS HOSPITAL In Liew of Form €Ms-2552-10
ADIUSTMENTS TO EXPENSES Provider CCN: 154041 | Period: worksheet A-8

From 01/01/2011
TO 12/31/2011 | pate/Time Prepared:
4/17/2012 106:10 am

1.60 |Investment income - CAP REL COSTS-BLDG & DC.AP REL COSTS BLDG & FIXT 1.00f 1.00
FIXT (chapter 2)
2:00 |Investment ‘income - CAP REL COSTS~MVBLE 0CAP REL COSTS-MVBLE EQUEP 2.007 2.00
EQUIP (chapter 2)
3.00 |Investment income - other {chapter 2} 0 0.00| 3.00
4,00 |{Trade, guantity, and time discounts (chapter 0 0.00] 4.00
8
5.00 |refurds and rebates of expenses (chapter 8) 0 0.0C] 5.00
6.00 rental of provider space by suppliers o 0.00] 6.00
{chapter 8)
7.00 itelephone services (pay stations excTuded) 0 0.00] 7.00
(chapter 21D
8.00 itelevision and radio service (chapter 21) 0 0.00{ 8.00
9.00 rarking lot (chapter 21) 0 : 0.00] 9.00
10,00 | Provider-based physician adjustment A-B8-2 ~60L, 471 16.00
" 11.00 isale of scrap, waste, etc. (chapter 23) 0 0.00] 11.00
12.00 {related organization transactions {chapter A-8-1 ~2,240,023 12.00
1)
13.00 {Laundry and ¥inen service Q 0.00] 13.060
14.00 cafeteria-employees and guests B -20,113IDTETARY 1G6.00] 14.00
15.00 iRental of quarters to employee and others 0; 0.00] 15.00
16.00 jsale of medical and surgical supphes to . 0 G.00! 16.060
other than patients
17.00 {sale of drugs to cther than patients 0 : 0.00{ 17,00
18.00 |sale of medical records and abstracts B «4, 619MEDICAL RECORDS & LIBRARY 16.00; 18.00
19.00 |Nursing school (tuition, fees, hooks, etc.) 0 0.00] 19.0C
20.00 |vending machines B ~1,407IDIETARY 10.00] 20.00
21.00 | Income from imposition of interest, finance 0 . 0.00f 21.00
or penalty charges (chapter 21)
22.00 |Interest expense on Medicare cverpayments G 0.00} 22.00
- jand borrowings to repay Medicare
overpayments
23.00 |adjustment for respiratory therapy costs in A-8-3 OIRESPIRATORY THERAPY 65.00} 23.00
: excess of Timitavion {(chapter 14)
24.00 |Adjustment for physical therapy costs in A-8-3 OIPHYSICAL THERAPY 66.00] 24.00
excess of 1imitation {chapter 14)
25.00 jutiiization review - physicians' OUTILEZATION REVIEW-SNF 114.00¢ 25.00
‘ compensation (chapter 21)
26.00 {pepreciation -~ CAP REL COSTS-BLDG & FIXT A 52,251:CAP REL COSTS-BLDRG & FIXT 1.00] 26.00
27.00 |pepreciation - CAP REL COSTS-MVBLE EQUIP A 318CAP REl. COSTS-MVBLE EQUEP 2.00] 27.00
© 28,00 [Non-physician Anesthetist OINONPHYSICTAN ANESTHETISTS 19.00) 28.00
29.00 [physicians’ assistant 0 0.000 29.00
30.00 |Adjustment for occupational therapy costs in A-§-3 O.0CCUPATIONAL THERAPY 67.00] 30.00
excess of Timitation (chapter 14)
31.00 iadjustment for speech pathology costs in A-B8-3 Q|SPEECH PATHOLOGY 68.00{ 31.00
excess of Timitation (chapter 14)
32.00 iCAH HIT Adjustment for Depreciation and 0 0.60] 32.00
Interest
33,00 [MISC INCOME B ~5,075ADMINISTRATIVE & GENERAL. 5.00] 33.00
33.01 | PATIENT RANSPORT A -7 ,095[0PERATEON OF PLANT 7.00] 33.01
33,02 |LOBBYING A ~17,480JADMINISTRATIVE & GENERAL 5.00] 33.02
33.03 |CONTRIBUTIONS A -1, JOOIADMINISTRATEVE & GENERAL 5.00{ 33.03
33.04 |NONREIMBURSASBLE A ~1, 216ADMINISTRATIVE & GENERAIL 5.00] 33.04
33.05 {CABLE A -8,933ADMINISTRATIVE & GENERAL 5.00| 33.05
33.06 |VENDOR REBATES A 13,15LDIETARY 10.00{ 33.06
33.07 |VENDOR REBATES A 1,154/ADULTS & PEDIATRICS 30.00| 33.07
33.08B |VENDOR REBATES A -13,151|DXETARY i0.00| 33.08
33.09 |VENDOR REBATES A -1,154ADULTS & PEDXIATRICS 30.00{ 33.0%8
33,10 |COMMUNITY RELATIONS A -14, 713ADMINISTRATIVE & GENERAL 5.00| 33.10
50.00 |TOoTAL {sum of Tines 1 thru 49) (Transfer to -2,870,676 50.00
worksheet A, column 6, Jine 200.3}

MCRIF32 - 2.23.130.0



Health pinancial Systems BHC MEADOWS HOSPITAL ] In Lieu of Form {Ms-2552-10
ADIUSTMENTS TO EXPENSES Provider CCN: 154041 | Period: . worksheet A-8
From 01/01/2011 .
To  12/3%1/2011 S?FE/TMS Pgepared:

1.00 |Investment ‘income -~ CAP REL COSTS-8LDG & 0
FIXT (chapter 2)
2.00 |Investment income - CAP REL COSTS-MVBLE 0 2.00
EQUEIP (chapter 2)
3.00 |Investment income - other (chapter 2) 0 3.00
© 4,00 |Trade, quantity, and time discounts {(chapter 0 4.00
8)
5.00 |Refunds and rebates of expenses (chapter 8) Of 5.00
6.00 |{Rental of provider space by suppliers 0 6.00
| {chapter 8)
7.00 |Telephone services (pay statioms excluded) h; 7.00
(chapter 21)
8.00 |Television and radic service {chapter 21) 0 8.00
9.00 {rarking lot (chapter 21) 0 9.0
16.080 {provider-based physician adjustment 0 10.00
11.00 [sale of scrap, waste, etc. (chapter 23) 0 11.00
12.00 [related organization transactions (chapter G 12.60
0
13.00 |Laundry and Tiren service G 13.00C
14.00 |cafeteria-empiovees and guests 0 14.00
15.00 |Rental of quarters to empioyee and others 0 15.00
16.00 isale of medical and surgical supplies to 0 16.00
other than patients
17.00 isale of drugs to other than patients 0 17.00
18.00 {sale of medical records and abstracts 0 18,00
19.00 iNursing school (tuition, fees, books, etc.) 0 19.00
20.00 {vending machines . 0 20.00
21.00 i income from imposition of interest, finance 0 21.00
or penalty charges (chapter 21)
22.00 | Interest expense on Medicare overpayments 0 22.00
and borrowings to repay Medicare
cverpayments
23.00 (Adjustment for respiratory therapy costs in . 23.00
excess of Timitavion {(chapter 14)
24,00 (adjustment for physical therapy costs in : 24.00
excess of Timitation {chapter 14)
25.00 jutilization review - physicians’ - 25.00
compensation (chapter 21)
26.00 jpepreciation ~ CAP REL COSTS-BLDG & FIXT 9 26,00
27.00 |pepreciation ~ CAP REL COSTS-MVBLE £QUIP 9 27.00
28.00 |Non-physician Anesthetist 28.00
29.00 |rhysiciang’ assistant 0 29.00
30.00 |adjustment for occupational therapy costs in ) 30.00
excess of Timitation {chapter 14}
31.00 |Adiustment for speech pathology costs in 31.00
excess of limitation {(chapter 14)
32.00 |CAH HIT Adjustment for Depreciation and 0 32.00
Interest
33.00 |MISC INCOME 0 33.00
33.01 | PATIENT RANSPORT 0 33.01
33.02 |LOBBYING 0 33.02
33.03 |CONTRIBUTIONS 0 33.03
33.04 |NONREIMBURSABLE 0 33.04
33,05 |CABLE 0 33.05
33.06 |[VENDOR REBATES 0 33.06
33.07 |VENDOR REBATES 0 33.07
33,08 |VENDOR REBATES 0 33.08
33,09 |VENDOR REBATES 0 33.09
33.10 |COMMUNETY RELATIONS 9 33.10
50.00 | ToTAL {sum of Tines 1 thru 49) (Transfer to 5G.00
worksheet A, column 6, line 200.)

MCRIF32 - 2,23.136.0



Health Financia'l Systems BHC MEADOWS HOSPITAL In Lieu of Form CMs-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED QRGANTZATIONS AND HOME provider CCN: 154041 | Period: worksheet A-8-1

OFFICE COSTS From 01/01/2G11 .

To  12/31/72001 ] pate/Time Prepared:
_ 4/37/2012 1010 am

£X)
1.00 ) 5. 00ADMINESTRATIVE & GENERAL MANAGMENT FEES 1.00
2.00 5.00 DMINISTRATIVE & GENERAL TINTERCOMPANY INTEREST 2.00
3.60 5, 00ADMINESTRATIVE & GENERAL MAL PRACTICE 3.00
4,00 4,00EMPLOYEE BENEFITS WORKERS COMP 4.00
.00 |TOTALS (sum of Tines 1-4). TYransfer column 5.00
6, line 5 to worksheet A-8, column 2, line .
12,

* The amounts on iines 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

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

This information is used by the Centers for Medicare and medicaid Services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and 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 request information, the cost report is considered incomplete and not acceptabie for purposes of claiming
reimbursement under title XVIII.

6.00 8 100. 00 6.00

7.00 0.060 7.00

8.00 0.00 8.00

9,00 0.00 9.00

10.00 0. 00 10.00

100.00iG. other {financial or nor-financial) 100.00
specify:

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

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

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

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

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

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

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

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL n Lieu of Form ¢M$-2552-10
STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCNt 154041 | Period: worksheet A-8-1

OFFICE COSTS From 01/01/2031
To o 12/31/2011 | pate/Time Prepared:
4/17/2012 10:10 am

1.00 286,642 200,520 86,122 0 1.00
Z2.00 v 2,181,000 -2,181,000 0 2.00
3.00 0 . 98,013 -98,013 0 3.00
4.00 8,693 55,825 -47,132 0 4.00
5.06 [TotAaLs (sum of Tines 1-4). Transfer column 295,335 2,535,358 -2,240,023 5.00
- 16, 1ine 5 to wWorksheet A-8, column 2, line
12,

% The amounts on Tines 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 crgan1zat?on or home office cost

which has not been posted to worksheet A, columns 1 and/or 2, the amount a31owab1e should be 1ndzcated in co?umn 4 of this part.
: elate

B ENTERRELATIONSHIP TO: ELATEDrORGAhIZATION(S} AND/OR:

The Secretary, by virtue of the authority granted under section 1814(b)(1) of the Social Security Act, requires that you furnish
the information requested under Part 8 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 orgamizations 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 z17 or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIIX.

6.00 UHS ENC 100, OOMANAGMENT 6.00

7.00 ) 0.00 7.00

8.00 0,00 8.00

9.00 0.00 9.00

106.00 Q.00 10.00

10¢.00{G. other (Financial or non-financial) 100.00
speci fy:

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

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

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

provider has financial interest +in corperation, partnership, or other orgamization.

pirector, officer, adwinistrator, or Key person of provider or relative of such person has Financial interest in related
organ1zat1on

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

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

L‘.‘J(\wh

MCREF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS

HOSPITAL

in tieu of Form cM5-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 154041

period: worksheet A-8-2

From 01/01/2011

To  12/31/2011] pate/Time Preparad;
4/17 12 10

00

.00 5.00
2.0C 30. 00
3.00 0.00
4,00 0.0C
5.00 0. 00
6.00 0.00C
7.00 0.00
8.00 0.00
9.00 0.00
10.00 0.00
200, 00

COST CENTER DESCRIPTEON
COST CENTER DESCRIPTLION

e

W 00 I h VI e W B b
=]
<=3

200.00

MCRIF32 - 2.23.130.0



Health Finaacial Systems BHC MEADOWS HOSPITAL In Lieu of Form ¢Ms-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT provider CCN: 154041 | Period: worksheet A-8-2

. From 01/01/201% .
Te 1273172011 | pate/Time Prepared:

4/17/2012 10:10 am
R
1.00 0 0 0 0 9] 1.00
2.00 0 0 0 0 9l 2.00
3.00 0 0 0 9 0] 3.00
4.00 0 0 0 0 3| 4.00
5.00 0 0 0 9 3] 5.00
6.00 0 0 0 0 ¢ 6.00
7.00 0 0 0 0 G| 7.00
8.00 0 0 0 0 G| 8.00
9.00 0 0 9 0 Gl 9.00 .
10.00 0 0 & 0 G} 10.00
200.00 0 0 0; 0{200.00

MCRIF32 - 2.23.130.0



#ealth Financial Systems __BHC MEADOWS HOSPITAL In Liey of Form CM§-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT provider CCN: 154041 | period: worksheet A-8-2

From 031/01/2011 .
Yo  12/31/20111 pate/Time Prepared:

1. 9 0 0 o o 1.00
2. 0 0 o 0 o 2.00
3. o 0 0 o 0| 3.00
4. 9 o 0 0 0| 4.00
5. 0 0 0 0 0| 5.00
5. 0 0 o 0 0l 6.00
7. 0 o 0 0 0i 7.00
8. 0 0 0 o ol 8.00
9. 0 0 0 0 0] 9.00.
10.00 0 0 0 0 0} 10.00
200. 00 o 0 0 0 0[200.00

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form (M5-2552-10
: provider CCN: 154041 | Period: worksheet A-8-2

From 01/01/2011

To 12731720111 pate/Time Prepared:

4/17/2012 10:10 am

PROVIDER BASED PHYSICIAN ADIJUSTMENT

185
1.00 0] 595,971 1.00
2.00 0 5,500 2,00
3.00 0] 0 3.00
4.00 0] 4.00
5.00 0] 0 5.00
6.00 0] 0 - 6.00
7.00 0] 0 7.00
8.00 0] 0 8.00
9.00 0] 0 9.00
10,00 0 0 10.00
200.00 &) 601,471 200.00

MCRIF32 - 2.23.130.0



Health Financial Systems

BHC MEADOWS HOSPITAL

In Lie

4 of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 154041

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

worksheet B

Part I

Date/Time Prepared;
4/17/2012 10:10 anm

SCOST CEN

.1.00 |CAP REL COSTS-BLDG & FIXT 276,024 276,024 1.00
2.00 |{CAP REL COSTS-MVBLE EQUIP 131,824 131,824 2.00
4.00 |EMPLOYEE BENEFITS 824,127 2,518 1,201 827,843 4.00
5.00 |ADMINISTRATIVE & GENERAL 2,221,637 44,540 21,271 281, 266 2,568,714] 5.00
6.00. |MAINTENANCE & REPAIRS 0 0 0 0 0l 6.060
7.00 |OPERATION OF PLANT 318,495 7,385 3,527 14,707 344,114 7.00
8.00 |LAUNDRY & LINEN SERVICE 39,416 5,990 2,861 ¢ 48,267 8.0G0
9.00 |HOUSEKEEPING 71,044 6,062 2,895 9,902 89,903 9.00
10.00 | DIETARY 272,847 25,716 12,282 24,236 335,081 10.00
11.00 |{CAFETERIA 0 ) 0 0 0| 11.60
12.00 |{MAINTENANCE OF PERSONNEL 0 -0 [ 0 0| 12.60
13.00 | NURSING ADMINISTRATION 177,370 2,818 1,346 30,668 212,202] 13.00
14.00 | CENTRAL SERVICES & SUPPLY 0 0 0 0 0| 14.00
15.00 { PHARMACY 0] 0 0 0 0] 15.00
16.00 {MEDICAL RECORDS & LIBRARY 116,185 3,794 1,812 11,677 133,468] 16.00
17.00 {SOCEAL SERVICE 0 0 0 0 0| 17.60
18.00 {OTHER GENERAL SERVICE (SPECIFY) 0 0 0 0 0! 18.00
19.00 | NONPHYSICIAN ANESTHETISTS 0 0 0 ¢ 0f 19.00
20,00 | NURSING SCHOOL 0 0 0 0 0] 20.00
21.00 {Z&R SERVICES~SALARY & FRINGES APPRVD [¢] 0 0 0 0 21.060
22.00 |I&R SERVICES~OTHER PRGM COSTS APPRVD 0 0 0 ¢ 0 22.60
23.00 | PARAMED EP_PRGM-{(SPECIFY) 0 0 0 -0 0] 23.60

INPATTENT ROUTINE  SERVICE .COST CENTERS LI A L D LA
30.00 |ADULTS & PEDIATRICS 3,759 76,615 36 590 236,767 1,713,731 30.00
31.00 | INTENSIVE CARE UNIT 0 0 0 31.00
32.0G | CORONARY CARE UNET 0 0 0 0 0} 32.60
33.00 BURN INTENSEVE CARE UNIT 0 0 0 0 0} 33.00
34.00 | SURGICAL INTENSIVE CARE UNIT O 0 0 0 0 34.00
40,00 | SUBPROVIDER - IPF 0 0 0 0 0} 40.00
41.00G | SUBPROVIDER - IRF 0 0 0 0 0} 41,00
42.00 | SUBPROVIDER 0 0 O 0 0} 42.00
43,00 | NURSERY G 0 0f 0 0} 43.00
44,00 |{SKILLED NURSING FACILITY 0 0 0 0 0} 44,900
45.00 | NURSING FACILITY G 0 Of 0 0} 45,00
46,00 {OTHER LONG TERM CARE 1,083,978 97,539 46,583 188,968 1,417,068] 46.00

ANCILLEARY SERVICE [COST 'CENTERS : ;
50.00 | OPERATING ROOM 0 0 0 0 0| 56.00
51.0C | RECGVERY ROOM G 0 0 0 0] 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0 0 0] 52.00
53.00 | ANESTHESIOLOGY 0 0 9 0 0| 53.00
54.00 | RADEOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
55.00 | RADTOLOGY-THERAPEUTIC 0 0 0 0 0] 55.00
56.00 | RADIOISOTOPE 0 0 0 0 G| 56.00
57.00 IC¥ SCAN 0 0 0 0 G| 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0l G| 58.00
59.00 |CARDIAC CATHETERIZATION O 0 0 0 G| 59.00
60.00 | LABORATORY 28,270 535 255 0 29,060 60.00
60.01 {BLCOD LABORATORY O 0 0 0 G| 60.01
61.00C {PBP CLINICAL LAB SERVICES-PRGM ONLY 0 G| 61.00
62.00 {WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 G 0] 62.00
63.00 |BLOOD STORENG, PROCESSING & TRANS, 0 0 0 [ 0 63.00
64.00 | INTRAVENOUS THERAPY 0 0 0 O 0] 64.00
65.00 | RESPIRATORY THERAPY 0 0 0 0 | 65.00
66,00 | PHYSICAL THERAPY 0 0 0 0 0] 66.00
67.00 | GCCUPATIONAL THERAPY 0 0 0 [ & 67.00
68,00 {SPEECH PATHOLOGY 0 0 0 0f 0] 68.00
69.00 | ELECTROCARDIOLOGY 0 0 0 0 01 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 01 70.00
71.00 {MEDICAL SUPPLIES CHARGED TO PAYIENTS 0 0 0 b 0 71.00
72.00 {IMPL, DEV. CHARGED TG PATIENTS 0 0l 0 0 Qi 72.00
73.00 {DRUGS CHARGED TG PATIENTS 163,212 o - 0 0 163,2121 73.00
74.00 ; RENAL DIALYSIS 0 0] 0 0 0 74.00
75.00 {ASC (NON-DESTINCT PART) 0 0 0 9 Q .

OUTPATIENT: SERVICE ! COST CENTERS! i i : L :
88.00 {RURAL HEALTH CLENIC 0 01 0 0 0] 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0! 89.00
90.0C {CLEINIC 116,830 2,26% 1,084 20, 844 141,027 9G.0C
91.00 | EMERGENCY 0 0 0 0 0f 91.00

MCRIF3Z2 - 2.23.130.0



Health Pinancial Systems BHC MEADOWS HOSPITAL In Lieu of Form CM$-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS Frovider CCN: 154@41 period: worksheet B

From 01/01/2011 ) Part I

Yo  12/31/2011 Date/T'lme Prepared:
L A/17/2012 10:10 am

LQBSERVATION BEDS {NON- DISTINCT PART
OTHER REIMBURSABLE COST CENTERS i

94,00 [HOME PROGRAM DIALYSIS 0 0 0 0 94.00
95.00 | AMBULANCE SERVICES v 0 0 0 95.00
96.00 |DURABLE MEDTCAL EQUIP-RENTED v 0 o 0; 96.06
97.00 |DURABLE MEDTICAL EQUIP-SOLD 0 0 0 0 97.00
98.00 {OTHER REIMBURSABLE COST CENTERS 0 0 G 0 98.00
99.00 | CMHC 0 0 0 0; 99.00
99.10 {CORF 0 0 0 0 99.10
100.00/ 18R SERVICES-NOT APPRVD PRGM 0 0 0 0; 100.00
102, 00| HOME HEALTH AGENCY 0 0 0; 0] 101.00

SPECIAL ‘PURPOSE! COST ICENTERS.

OO0 OOoOOIHNHICCoooCOOoO0

105,00 KIDNEY ACQUISITION 0 0 . O 0 105.00
106. 00| HEART ACQUISITION 0 0 v 0 106.00
107. 00| LIVER ACQUISITION 0 0 G 0 107.00
108. 00| LUNG ACQUISITION 0 0 G s 108.00
109. 00| PANCREAS ACQUISITION 0 0 G 0 109.00
110,00 INTESTINAL ACQUISITION 0 0 G 0 110.00
111, 00| ISLET ACQUISITION 0 0 G 0 111.00
113.00| INTEREST EXPENSE 0 0 G 0 113,00
114.00|UTILIZATION REVIEW-SNF 0 0 G 0 114,00
115.00] AMBULATORY SURGICAL CENTER {D.P.)} 0 0 G 0 115.00
116. 00| HOSPICE 0 0 0 0 116.00
118.00| SUBTOTALS {SUM OF LINES 1-117) 7,205,018 275,778 131,707, 819,035 7,195,847i118.00

NONREIMBURSABLE COST :CENTERS:

190.00{GIFT, FLOWER, COFFEE SHOP & CANTEEN 9 i 0 01190.00
191.00| *RESEARCH 0 O 0 0{191.00
192.00| PHYSICIANS' PRIVATE OFFICES 9 O 0 1{192.00
193.00] NONPAID WODRKERS 0 O 0 0{193.00
193.01 COMMUNITY RELATIONS 57,369 246 8,808 66,5401193.01
200.00[Cross Foot Adiustments 0{200.00
201.00{Negative Cost Centers 0 0] 0 01201.00

202.00[ TOTAL (sum Tines 118-201) 7,262,387 276,024 131,824 827,843 7,262,387{202.00

MCRIF32 -~ 2.23.130.0



Healith Financial Systems

BHC MEADOWS HOSPITAL

in Lieu of Form (MS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN:

154041

Periog:
erom 01/01/2011
To  12/31/2011

worksheet B
Part ¥

4/17/2012

pate/Fime Prepared:
al

E’;ERAL; COST: CENTERS:

CAP REL COSTS-BLOG & FIXT
CAP REL COSTS-MVBLE EQUEIP
EMPLOYEE BENEFZYS
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS
OPERATION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEXKEEPING

10.00 |DIETARY

11.00 |CAFETERIA

12,00 |MAINTENANCE OF PERSONNEL
13,00 [NURSENG ADMINISTRATION
14.00 |CENTRAL SERVICES & SUPPLY
PHARMACY

16,00 {MEDTCAL RECORDS & LIBRARY
SOCIAL SERVICE

18.00 (OTHER GENERAL SERVICE (SPECIFY)
19,00 |NONPHYSICIAN ANESTHETISTS

20.00 |NURSING SCHOOL

I&R SERVICES-SALARY & FRINGES APPRVD
I&R SERVICES~OTHER PRGM COSTS APPRVD
23.00 | PARAMED ED PRGM-{SPECIFY)

Weo~N U N
CCOREL R
SSSHBHBEHSD

2,568,714
0

188,324
26,415
49,204
183,380

0
: 0
116,132

L R R e e o R e e R R e R o o e e R )

532,438
14,394
14,567
61,793

6,771

9,115

39,076
0
0

0
0

COoOOOOO OO0 00 Q000D

(Rl ol w )l w]

153,671
18,860
0

0

2,067

30.00 {ADULTS & PEDIATRICS
31.00 [INTENSIVE CARE UNIT
32.00 [ CORONARY CARE UNTT

33.00 |BURN INTENSIVE CARE UNIT
34.00 | SURGICAL INTENSIVE CARE UNIT
SUBPROVIDER -~ XIPF
SUBPROVIDER -~ IRF
SUBPROVIDER

43,00 |NURSERY

SKILLED NURSING FACILITY
45,00 |NURSING FACILITY

46.00 |OTHER LONG TERM CARE

184,094

0
v}
i;
G
G
G
0
0;
0]
7

ANCILLARY: SERVICE: COST CENTERS:

234,37

50.00 |OPERATING ROOM
51.00 |RECOVERY ROOM
52.00 |DELIVERY RCOM & LABOR ROOM
53.00 |ANESTHESTOLOGY
54,00 |RADIOLOGY-DIAGNOSTYC
55.00 | RADIOLOGY-"THERAPEUTIC
- 56,00 [RADIOISOTORE
57.60 |CT SCaN
58.00 |MAGNETIC RESONANCE IMAGING (MRI)
59.00 | CARDIAC CATHETERIZATION
LABORATORY
60.01 {ELOOD LABORATORY
PEP CLINICAL LAB SERVICES-PRGM ONLY
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS,
ENTRAVENOUS THERAPY
65.00 | RESPIRATORY THERAPY
PHYSICAL THERAPY
67.00 1 OCCUPATIONAL THERAPY
68.00 | SPEECH PATHOLOGY
69.00 | ELECTROCARDIOLOGY
70.00 | ELECTROENCEPHALOGRAPHY
71.00 IMEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 {IMPL. DEV. CHARGED TC PATLENTS
73.00 [DRUGS CHARGED TO PATIENTS
74.00 [RENAL DIALYSIS
75.00 [ASC (NON-DISTINCT PART)

15,90

89,32

PR 000 00

ICorooeoe oo Qoo

IS oo OO OO0 00 CoCoCoOO oo OO o000 000

1,28

[ R e R o R o e B o o R e

0
0
0
0
9
v
O
O
9
v
9

oo oo oo oos
=R R R R R R R ]

0
o
¢
¢
0
¢
0
0
0
0
2
0

OUTPATIENT. SERVICE COST CENTERS

1ICOO0O 0000000000

88.00 {RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
90.00 |CLINIC

EMERGENCY

92.00 |OBSERVATION BEDS (NON-DISTINCT PART)

DO O o

(=
L8858

1,66

[ o =

OTHER ‘REIMBURSABLE: COST CENTERS

94.00 |HOME PROGRAM DIALYSIS
95.00 | AMBULANCE SERVICES
96,00 |DURABLE MEDICAL EQUIP-RENTED

o0

D00

o0 0
Q.90

O O Ofs

MCRIF3Z -~ 2.23.130.0



Health Financial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form (Ms~2552-10

COST ALLOCATION -~ GENERAL SERVICE COSTS

provider CCN:

154041 | Per

iod: worksheet B
From 01/01/2011 | Part I

To  12/31/2011 | pate/Time Prepared:
_ /17/2012 10

. DURABLE MEDICAL EQUIP-S0LD
98.00 [OTHER REIMBURSABLE COST CENTERS
99.00 | CMHC

99.10 jCORF

100.00| I&R SERVICES~NOT APPRVD PRGM
101. 00| HOME HEALTH AGENCY

97.00
98.00
99.00
99.10
100.00
101..00

DO O

SPECIAL i FURPOSE COST: CENTERS

116,00 HOSPICE

105.00/KIDNEY ACQUISITION 0 0 01105.00
106,00/ HEART ACQUISITION 0 0 01106.00
107.00| LIVER ACQUISETION 0 0 01207.00
108.00| LUNG ACQUISITION 0 0 01108.900
109.00]| PANCREAS ACQUISITION 0 0 01109.900
110.00] INTESTINAL ACQUISITION 0 0 01110.00
111.00] ISLET ACQUISITION 0 0 01111.00
113.00] INTEREST EXPENSE 0 0 01213.00
114,00 UTILIZATION REVIEW-SNF 0 ¢ 01114.00
115.00; AMBULATORY SURGICAL CENTER (D.P.) Of 0 01115.00

0 0 04116.00
118.00 SUBTOTALS (SUM OF EINES 1-117) 2,532,299 0 153,491i118.00

NONREIMBURSABLE (COST. CENTERS::

190.00{GIFT, FLOWER, COFFEE SHOP & CANTEEN
191 . G0 RESEARCH

192.00{ PHYSICIANS' PRIVATE OFFICES

193. 00 NONPATD WORKERS

193. 01] COMMUNTTY REELATIONS

200,00l Cross foot adiustments
201.00iNegative Cost Centers

202,00 7oTAL (sum Yines 118-201)

.
&
Rt
36,415

0

2,568,714

0
0
0
v
O
0

130.00
191.00
152,00
193.00
193.01
200,00
0{201,00
153,671{202.00

] oo vl o]
ot
o3

532,438 89,07

MCRIF3Z - 2.23.130.0



Health Fihancial Systems

BHC MEADOWS HOSPEITAL

In tieu of Form (MS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

provider CON:

15404

Pa

worksheet B

From 01/01/2011 part I
1273172011 | pate/Time Prepared:
17/20312 10:10 am

To

GENERA WICE! COST CENTEI

10.00 {DIETARY

15.00 | PHARMACY

43.00 |NURSERY

57.00 iCT SCaN

90,00 ICLINIC

1.00 {¢aP REL COSTS-BLDG & FIXY 1.00
2.00 {¢aP REL COSTS-MVELE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 4.00
5.00 [ADMINISTRATIVE & GENERAL 5.00
6.00 [MAENTENANCE & REPAIRS 6.00
7.00 OPERATION OF PLANT 7.00
8.00 {LAUNDRY & LINEN SERVICE 8.00
9.00 [HOUSEKEEPING 9.00
599,114 ) 10.00
11.00 |CAFPETERIA 81,271 81,271 11.00
12.00 IMAINTENANCE OF PERSONNEL 0 0 0 12.0G
13.00 [ NURSING ADMINISTRATION 0 2,465 0 339,637 13.00
14,00 [CENYRAL SERVICES & SUPPLY 0; 0 0 0 0| 14.00
G 0 0 0 0 15.0C
16,00 {MEDXCAL RECORDS & LIBRARY 0 3,848 0 ol 0f 16.00
17.00 |SOCIAL SERVICE [ 0 0 0 0! 17.00
18.00 |OTHER GENERAL SERVICE (SPECIFY) v 0 0 0 0| 18.00
18.00 |NONPHYSICIAN ANESTHETISTS 0 Ll 0] 0 0} 19.00
20.00 |NURSING SCHOOL 0 0 0 0 0} 20.00
23.00 |I&R SERVICES-SALARY & FRINGES APPRVD 0 9 ¢ 0 0] 21.00
22.00 |I&R SERVICES-OTHER PRGM COSTS APPRVD 0] 0f &) 0 0| 22.00
23.00 |PARAMED ED PRGM-(SPECIFY) 0] o 0l 0 0§ 23.00
INPATIENT: ROUTINE SERVICE.COST: CENTERS:
30.00 |ADULTS & PEDIATRICS 192,147 36,108 0 165,523 01 30.00
31.00 |INTENSIVE CARE UNIT 0 O 0 9 0] 31.00
32.00 | CORONARY CARE UNIT ; 0 0 0] 32.00
33.00 |BURN INTENSIVE CARE UNIT 0 0 9 01 33.00
34.00 {SURGICAL INTENSIVE CARE UNIT 0 0 b Qi 34.00
4(¢.00 |SUBPROVIDER - IPF 0 0 0 0f 40.00
41.00 |SUBPROVIDER - IRF 0 0 0 0i 41.00
42.00 | SUBPROVIDER 0 0 0 0] 42.00
O 0 O 0i 43.00
44,00 |SKILLED NURSING FACILITY 0 0 0 0] 44.00
45.00 [NURSING FACILXTY 0 0 0 0! 45.00
46,00 |OTHER LONG TERM CARE 36,073 0 9 0] 46.00
ANCILLARY: SERVICE COST. CENTERS
50.00 |OPERATING ROOM 0 0 0 Of 0! 50.00
51,00 [RECOVERY R0OM 0 . 0 Of 0! 51.00
52.00 [DELIVERY R00M & LABOR ROOM 0 0 0 0 0} 52.00
53.00 | ANESTHESIOLOGY 0 0; 0 0 0} 53.00
54,00 | RADIOLOGY-DIAGNOSTIC 0 0 0 0 0] 54.00
55.00 | RADIOLOGY-THERAPEUTIC 0 0 0 0 0i 55.00
56.00 | RADIOISOTOPE 0 0 0 0 0} 56.00
0 0 0 0 0} 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0! 58.00
© 59.00 | CARDIAC CATHETERIZATION 0 0 0 0 0] 59.00
60.00 | LABORATORY 0 0 0 0 0] 60.00
60.01 |BLOOD LABORATORY 0 O 0 0 01 60,01
61.00 {PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |WHOLE BLOOD & PACKED RED 8LO0OD CELLS 0 0 0 0 0] 62.00
63,00 |BLOOD STORING, PROCESSING & TRANS, 0 0 0 0 0} 63.00
64.00 | INTRAVENCUS THERAPY 0 0 0 0 0] 64.00
65.00 | RESPIRATORY THERAPY 0 1; 0 0 0] 65.00
66.00 | PHYSICAL THERAPY 0 0 0 0 0! 66.00
67.00 1 OCCUPATIONAL THERAPY 0 i; 0 Q 0 67.00
68.G0 | SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 | ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 0 70.00
71.00 MEDICAL SUPPLIES CHARGED TO PATIENTS 0 G 0 Q) 0} 71.00
72.00 1IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0} 72.00
73.00 | DRUGS CHARGED TO PATIENTS 0 0 0 0 0| 73.00
74.00 | RENAL DIALYSIS 0 0 0 0 0] 74.00C
75.00 [ASC (NON-DISTINCT PARTY 0 0 0 0 0} 75.00
OUTPATIENT SERVICE 'CO5T: CENTERS.
88.00 |RURAL HEALTH CLINIC 0 0 0 0 0} 88.00
89.00 {FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0 89.00
5,189 1,807 0 8,745 0f 90.060
91.00 !EMERGENCY 0 0 0 0 0! 91.60
92.00 {OBSERVATION BEDS (NON-DISTINCT P 92.00

OTHER! REIMBURSABLE: COST: CENTERS.

94,00 [HOME PROGRAM DIALYSIS
95,00 | AMBULANCE SERVICES

MCRIF3Z - 2.23.130.0



Heaith Financial Svstems

BHC MEADOWS HOSPITAL

In Lie

it of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

provider CCN:

154041

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

worksheet B
part I

Date/Time Prepared:
4/17/2012 10:10 am

99,00 | CMHC
99,10 |CORF

116,00/ HOSPICE

96.00 |DURABLE MEDICAL EQUIP-RENTED G 0] 0 0 a4 96
97.00 |DURABLE MEDICAL EQUIP-SOLD G G 0 Q 0] 87
98.00 |OTHER REIMBURSABLE COST CENTERS 0 [¢] 0 0 0] 98
& 0 0 0f 0] 89,

¢ 0 0 O 0] 99.

100.00) I&R SERVICES-NOT APPRVD PRGM 0 0 0 Of 0100
101. 00 HOME HEALTH AGENCY 0 0 0 0 0101

SPECTAL PURPOSE 'COST CENTERS. L : it

105.CG0{ KIDNEY ACQUISITION 0 0 0 i; 0{105
106.00 MEART ACQUISITION 0 0 O 0; 0|106
107.00 LIVER ACQUISITION 0 0 O 0; 013107
108.00] LUNG ACQUISITION . 0 0 0 0 0}108
109.00] PANCREAS ACQUISITION 0 0 ) G 01109
110.00{ INTESTINAL ACQUISITION ¢ 0 0 0 0110
111,00 ISLET ACQUISITION 0 0 0 o 0i111
113.00 INTEREST EXPENSE 0 0 o 0 0113
114,00 UTILEZATION REVIEW-SNF 0 0 0! 0 01114
115, 00] AMBULATORY SURGTICAL CENTER (D.P.) 0 0 G 0 0115
: 0 0 0] 0 0116

118.00[SUBTOTALS (SuM OF LINES 1-117) 599,114 80,401 G 339,637 0118

NONRETMBURSABLE. COST:CENTER

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN
191, 00| RESEARCH

192.00 PHYSICIANS' PRIVATE OFFLCES

193.00| NONPAZD WORKERS

1930 COMMUNEITY RELATIONS

200,00/ Cross Foot Adjustments

201,00 | Negative Cost Centers

202,00 toTaL (sem lires 118-201)

<2

599,114

(oo e o I )
Do OO

o0
(=)

OO o000
paary
o
L]

Qo
]
[o=g
N

MCRIF32 - 2.23.130.G



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form (mMS$-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS provider CCN: 154041 | Period: worksheet 8

From 01/01/2011 | part X

Yo o 12/31/2011 | pate/Time Prepared:
4/17/2012 10:10 am

GENERAL 'SERVIC CENTERS:
1,00 |CAP REL COSTS~BLDG & FEXT 1.00
2.00 | CAP REL COSTS~MVBLE EQULP 2.00
4.00 |EMPLOYEE BENEFITS 4.00
5.00 |ADMINISTRATIVE & GENERAL 5.00
6.00 |MAINTENANCE & REPAIRS 6.00
7.00 |OPERATION OF PLANT 7.00
8.00 {LAUNDRY & LINEN SERVICE 8.00
9.00 HOUSEKEEPING .00
19.00 I DIETARY 10.00
11.00 | CAFETERIA 11.00
12.00 [MAINTENANCE OF PERSONNEL 12.00
13,00 |NURSING ADMINISTRATION 13.60
14.00 [CENTRAL SERVICES & SUPPLY 14.00
15.00 1 PHARMACY 0 15.00
16.00 |[MEDICAL RECORDS & LIBRARY 0 222,256 16.00
17 .00 [SOCIAL SERVICE 0 0 0 17.00
18.00 [OTHER GENERAL SERVICE (SPECIFY) 0 0 0 0 18.00
19.00 [NONPHYSICIAN AMESTHETISTS 0 Of 0 0 0§ 19.00
20.00 [NURSING SCHOOL 0 0 0 0 0] 20.00
21.00 |I&R SERVICES-SALARY & FRINGES AFPRVD 0 0 g 0 0f 21.00
22.00 |I&R SERVICES-OTHER PRGM COSTS AFPRVD 0 0 0 0 0] 22.00
23.00 | PARAMED ED PRGM-—(SPECIFY) 0 05 g 0 0] 23.00

INPATIENT: ROUTINE: SERVICE (COST CENTERS:

141,797]

30.00 |ADULTS & PEDIATRICS 0 0 0 0} 30.00
31.00 |INTENSIVE CARE UNIT 0 i; 0 0 0f 31,00
32.00 |CORONARY CARE UNIT 0 G O 0 0} 32.00
33.00 |{BURN INTENSIVE CARE UNIT 0 G [ 0 0} 33.00
34.00 |SURGICAL INTENSEVE CARE UNIT 0 [ 0 0 Qi 34.00
40,00 |SUBPROVIDER - IPF g 0] G 0 0] 40.00
41.G0 |SUBPROVIDER - IRF O 0] 0 0 0 41.00
42.00 |SUBPROVIDER & 0 0 0 0; 42.00
43.00 |NURSERY O 0 0] 0 0 43.00
44,00 {SKILLED NURSING FACILITY 0 0 t] 0 0 44.00
45.00 {NURSING FACILITY 0 0 0 Of 0 45.00
46.00 JOTHER LONG TERM CARE O 71,457 0 9 Q] 46.00

ANCILLARY. SERVICE: COST CENTERS

50.00 |OPERATING ROOM 0 0 0 Of 4| 50.00
51,00 | RECOVERY ROOM 0 0 0 0 0 51.00
52.00 {DELIVERY ROCM & LABOR ROOM o 0 0 0 G} 52.00
53,00 | ANESTHESIOLOGY G 0 0 {0 G| 53.00
54,00 | RADIOLOGY~DIAGNOSTIC 0 0 0 0 G| 54.00
55.00 | RADIOLOGY-THERAPEUTIC 0 0 0 0 G| 55.00
56.00 {RADIOISOTOPE ¢ Q 0 0 0| 56.00
57.00 [CT SCAN 0 0 0 0 G| 57.00
58.00 [MAGNETIC RESONANCE EIMAGING {MRI} 0 0 0 0 G| 58.00
59,00 | CARDIAC CATHETERIZATION 0 0 0 G G| 59.00
60.00 | LABORATORY 0 1,127 0 0 G| 66,00
60.01 [BLOOD LABORATORY 0 0 0 s; G| 60.0L

61.00 |PEP CLINICAL LAB SERVECES-PRGM ONLY 61.00

62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 G 0} 62.00
63.00 |BLOCOD STORING, PROCESSING & TRANS. 0 0 0 & 01 63.00
64.00 | INTRAVENOUS THERAPY 0 0 0 & 0] 64.00
65.00 |RESPIRATORY THERAPY 0 0 0 0 0} 65,00
66.00 |PHYSICAL THERAPY 0 0 0 0 0} 66,00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0} 67.00
68.00 | SPEECH PATHOLOGY 0 0 0 0 0} 68,00
69.00 |ELECTROCARDIOLOGY O 0 0 0 0} 69,00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 0} 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 01 71.00
72,00 |IMPL, DEV. CHARGED TO PATIENTS 0 0 0 0 0} 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0 3,122 0 0 0] 73.00
74,00 |RENAL DIALYSIS 0 O 0 0 01 74.00
75.0G0 [ASC (NON-DISTINCT PART) 0 0 0 0 0] 75.00

OUTPATIENT: SERVICE: COST CENTERS

88.00 |RURAL HEALTH CLINIC 0 0 0] 88.6G0
89,00 | FEDERALLY QUALTIFEIED HEALTH CENTER 0 ; O 0} 89.060
90,00 {CLINIC 0 4,753 0 01 90.060
91,00 | EMERGENCY 0 0 3 0 91.00
92,00 {OBSERVATION BEDS {NON-DISTINCT PART) 92.00

MCRIF32 - 2.23.130,0



Health Financial Systems BHC MEADOWS HOSPITAL In tieu of Form €M$-2552-10

| COST ALLGCATION - GENERAL SERVICE COSTS Provider CON: 154041 | period: worksheet B

From Q1/01/2011 ) Part I

To  12/31/2011| pate/Time Prepared:
4/17/2012 10

OTHER  REIMBURSABL

94.00 |HOME PROGRAM DIALYSIS

95.00 |AMBULANCE SERVICES

96.00 |DURABLE MEDICAL EQUIP~RENTED

97.00 |DURABLE MEDICAL EQUIP-SOLD 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS .

99.04 | CMHC 99,00
99,10 | CORF 99.10

100.00) T&R SERVICES-NOT APPRVD PRGM
101.. 00 HOME HEALTH AGENCY

SPECIAL PURPOSE. COST CENTERS
105.00{ KIDNEY ACQUISITION

106. 00/ HEART ACQUISITION

107. 00 L.IVER ACQUISITION

108. 00! LUnG ACQUISIYION

109. 00} PANCREAS ACQUISTTION

110,00 INTESTINAL ACQUISITION

111.00] ISLET ACQUISITION

113.00 INTEREST EXPENSE

114. 00| UTILIZATION REVIEW-SNF
115.00] AMBULATORY SURGICAL CENTER (D.P.)
116. 00| HOSPICE

118.00 SUBTOTALS {SUM OF LINES 1-117)
INONREIMBURSABLE (COST! CENTERS

COO00 0 Mo
coocoooool
oo mO oo
coocooo o ool

w

oo

o

3

CoO000000C00C
POOOO0O000CC
OO0 OODD
OO0 OO OO0

o

-

=

<

&

fatd
Eatd
N
N
bl

L R OO OO0 000 O O OO0 oo

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN Of i; 0 01190.00
191, 00| RESEARCH O 0 0 01191.00
192,00 PHYSICIANS' PRIVATE OFFICES O G Of 01192.00
193. 00 NONPAID WORKERS s G 0 01193.00
193,01 COMMUNITY RELATIONS 0 G 0 0i193.01
200.00iCross Foot Adjustments 0:200.00
201.00{ Negative Cost Centers G 0] 0 0 0201.00
202.00{ TOTAL (sum lines 118-201) 0 222,256 0] 0 (202.00

MCRIF32 - 2.23.130.0



Health Financial Systems . BHC MEADOWS HOSPITAL In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS provider CON: 154041} reriod: worksheet B

From 01/01/2011 | Part I

To 12/31/2011 | pate/Time Prepared:
1

GENERAE: SERVICE: COST: CENTERS:

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
6.00 |MATNTENANCE & REPAIRS 6,00
7.00 {OPERATION OF PLANT 7.00
8.0C |LAUNDRY & LINEN SERVICE 8.00
9.00 |HOUSEKEEPING 9.00
10.00 |DIETARY . 10.00
11.0G {CAFETERIA 11.00
12.00 |MAINTENANCE OF PERSONNEL 12.00
13.00 | NURSING ADMINISTRATION 13.00
14.00 |CENTRAL SERVICES & SUPPLY 14.00
15.00 | PHARMACY 15.00
16.00 [MEDICAL RECORDS & LIBRARY 16.00
17.00 [ SOCXAL SERVICE 17.00
18.00 [OTHER GENERAL- SERVICE (SPECIFY) 18,060
19.00 | NONPHYSICIAN ANESTHETISTS 19.00
20.00 {NURSING SCHOOL 0 20.00
231.00 |T&R SERVICES-SALARY & FRINGES APPRVD 0 0 21,00
22.00 |1&R SERVICES-OTHER PRGM COSTS APPRVD 0; 0 0 22.00
23.00 |PARAMED ED PRGM- (SPECEFY} G 0 0 0 23.00

INPATIENT ROUTINE: SERVICE COST: CENTERS
30.00 |ADULTS & PEDIATRICS

31.00 |INTENSIVE CARE UNIT

32.00 |CORONARY CARE UNIT

33.00 |BURN INTENSIVE CARE UNIT
34.00 |SURGICAL INTENSIVE CARE UNIT
4G.00 | SUBPROVIDER - IPF

41.00 |SUBPROVIDER - IRF

42.00 | SUBPROVIDER

43.00 [NURSERY

44,00 {SKILLED NURSING FACILITY
45.00 |{NURSING FACILITY

46.00 {OTHER LONG TERM CARE
ARCTLLARY: SERVICE COST /CENTER

3,460,837 30.00

CoCOC oo O OO
OO O O O O O O G O3 O O
o e B A T g e o I e
NOCOoOOoOoODo O OO

.

[t

L]

<

LA
ey
b
~I
o
=

[ o R R B T R R e T SO OO OO

50.00 |OPERATING ROOM 0 0 0 0] 50.00
51.00 | RECOVERY ROOM 0 0 G 0] 51.00
52.00 | DELIVERY ROOM & LABOR ROOM 0 0 6 a 52.00
53.00 | ANESTHESIOLOGY 0 0 G 3] 53.00
54.00 | RADIOLOGY-DIAGNOSTIC 0 0 0 0] 54.00
55.00 | RADTOLOGY-THERAPEUTIC 0 0 0 0 55.00
56.00 {RADIOISOTOPE 0 0 0 0| 56.00
57.00 iCT SCaN 0 0 0 0] 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRE) 0 0 0 0| 58,00
59.00 | CARDEAC CATHETERIZATION 0 0 0 (] 59.00
60.00 | LABORATORY 9 v 0 47,768] 60.00
60.00 |BLOQD LABORATORY 0 0 0 G| 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY G} 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 G| 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 G| 63.00
64.00 | INTRAVENOUS THERAPY 9 0 0 0 0| 64.00
65.00 |RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 | PHYSICAL THERAPY Q 0 0 0 G| 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 G| 68.00
69.00 | ELECTROCARDIOLOGY O 0 0 0 G} 69.00
7G.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 o} 70.90
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0} 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 G| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0f 0 0 0 255,655( 73.00
7408 | RENAL DIALYSES 0 0 0 0 0l 74.00
75.00 |ASC (NON-DISTINCT PART) 0 Q 0 0 0} 75.00

OUTPATIENT.: SERVICE:.COST .CENTERS!

0| 88.00

88.00 |RURAL HEALTH CLINIC 0; 0 0 0]

89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0| 89.00
90.00 {CLINIC 0 0 0 0 245,917 90.00
91.0C | EMERGENCY 0 0 O 0 0] 91.00

94.00 {HOME PROGRAM DIALYSIS ¢ o] o 0l 0] 94.00

MCRIF32 - 2.23.130.0



Health financial Systems BHC MEADOWS HOSPITAL In tieu of Form CMs-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 154041 |Period: worksheet B

From 01/01/2011 ) Part T,

Te  12/31/2011| pate/Time Prepared:
471772012 30:10 am

95.00 | AMBULANCE SERVICES

0 O 0 0 G| §5.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 O] 0 0 0| 96.00
97.00 | DURABLE MEDICAL EQUIP-SOLD 0 [¢] 0 0 G| 97.00
98.0C |{QOTHER REIMBURSABLE COST CENTERS 0 ¢ 0 Of Gi 98.00
99,00 | CVMHC i 0 0 O o} 99.00
99.1C {CORF O 0 0 9 0} 9%.10
100.00] Z&R SERVICES~NOT APPRVE PRGM G 0 0 0 0{100.00
101.00{ HOME HEALTH AGENCY 0 9 0}101.CG0

SPECIAL: PURPOSE COST.CENTERS

105,00 KIDNEY ACQUISTTION 0 O 0 0 0{105.00
106. 00| HEART ACQUISETION 0 0 0 i; 01106.00
107.00{ LIVER ACQUISETION [t 0 O 0 01107.00
108. Q0 LUNG ACQUISITION [¢) 0 Iy} 0 (1108.00
109. Q0 PANCREAS ACQUISITION 0 o 0 G 0i108.00
110. 00! INTESTINAL ACQUISITION 0 0 0 G 0{110.00
111,008 ISLET ACGUISITION 0 G 0 G 0i1111.00
113.00 INTEREST EXPENSE 0 0 0 G 0i113.00
114,00 UTILIZATION REVIEW-SNE 0 0 G 0 0i114.00
-115.00{ AMBULATORY SURGICAL CENTER (D.P.} 0 0 G 0 01115.00
116. 00| HOSPECE 0 0 G 0 01116.00
118. 00| SUBTOTALS (SUM OF LINES 1-117) 0 0 0 0 7,157,7921118,00

NONREIMBURSABLE: COST CENTERS

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 01190.00
121. 00| RESEARCH o 0 [ O 01191.00
192.00| PHYSICIANS' PRIVATE QFFICES 0 0 0 0 0§192.00
193.00| NONPAID WORKERS 0 0 0 0 0§193.00
193,01 COMMUNITY RELATIONS 0 0 0 0 104,595{193.01
200.00|Cross Foot Adiustments 0 ; 0 0 01200.00
201.00|Negative Cost Centers 0 0 0 0 0{201.00
202.00 ToTAL {sum lines 118-201) 0 O 0 0 7,262,3871262.00

MCRIF32 -~ 2.23.130.0



Health minancial Systeas

BHC MEADOWS HOSPETAL

In Liets of Form (M5-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

pProvider CCN: 154041 | Period:
From G1/01/2011
To  12/31/2011

worksheet B
Part I

bate/Time Prepared:

4/17/2012 10:10

am

GENERAL SERVICE . COST CENTE

1.00 {CAP REL COSTS-BLDG & FIXT
2.00 iCAP REL COSTS-MVELE EQUIP
4,00 |EMPLOYEE BENEFITS

5.00  ADMINISTRATIVE & GENERAL
6.00 MAINTENANCE & REPAIRS
7.00 |OPERATION OF PLANT

§.00 |LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING

10.00 |DIETARY

11.00 |CAFETERIA

12.00 |MAINTENANCE OF PERSONNEL
13.00 |NURSING ADMINISTRATION
14.00 |CENTRAL SERVICES & SUPPLY
15.00 | PHARMACY

16.00 |MEDICAL RECORDS & LIBRARY
17.00 | SOCIAL SERVICE )
18.00 |OTHER GENERAL SERVICE (SPECIFY)
19,00 |NONPHYSICIAN ANESTHETISTS

20.00 INURSING SCHOOL

21.00 | I&R SERVICES~SALARY & FRINGES APPRVD
22.00 [ I&R SERVICES-OTHER PRGM COSTS APPRVD
23.00 [ PARAMED ED PRGM-{SPECIFY)

INPATIENT ROUTINE 'SERVICE  COST CENTERS:

30.00 [ADULTS & PEDIATRICS
31.00 | INTENSIVE CARE UNET
32.00 |CORONARY CARE UNIT

33,00 |BURN INTENSIVE CARE UNIT
34.00 |SURGICAL INTENSIVE CARE UNIT
40.00 | SUBPROVIDER ~ IPF

41.00 |SUBPROVIDER -~ IRF

42.00 |SUBPROVIDER

43.00 |NURSERY

44,00 |SKILLED NURSING FACILITY
45.00 |NURSING FACILITY

46.00 {OTHER LONG TERM CARE

3, 460, 837)

¢
¢
0
0
0
0
0
0
0
3

ANCILLARY.: SERVICE: COST CENTERS

3,147,61

50.00C | OPERATING ROOM

51.00 | RECOVERY ROOM

52.00 |DELIVERY ROOM & LABOR ROOM

53,00 | ANESTHESIOLOGY

54,00 | RADIOLOGY-DIAGNOSTIC

55.00 | RADIOLOGY-THERAPEUTIC

56.00 { RADIOISOTOPE

57.00 iCY SCAN

58.00 [MAGNETIC RESONANCE IMAGING (MRI)
59.00 | CARDIAC CATHREYERIZATION

60.00 | LABORATORY

60.01 {BLOOD LARORATORY

61.00 |PBP CLINICAL LAB SERVICES~PRGM ONLY
62.00 |WHOLE BLOGD & PACKED RED BLOOD CELLS
63.00 |BLOOD STORING, PROCESSING & TRANS.
64,00 | INTRAVENQUS THERAPY

65.00 |RESPIRATORY THERAPY

66.00 | PHYSICAL THERAPY

67.00 | OCCUPATIONAL THERAPY

68.00 |SPEECH PATHOLOGY

69.00 | EL ECTROCARDIQLOGY

70.00 | ELECTROENCEPHALOGRAPHY

71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 |TMPL. DEV. CHARGED TO PATIENTS
73.0G0 |DRUGS CHARGED TO PATIENTS

74.00 | RENAL DIALYSIS

75.00 [ASC (NON-DISTINCT PART)

OO0 0O0COCOC OO

DO OO0 QD000 OHNOa OO 00000000

o0

47,76

255,65

QONOeO OO DB OO0 DO

OUTPATIENT: (SERVICE "'COST: CENTERS

88.00 [ RURAL HEALTH CLINIC

89.00 | FEDERALLY QUALIFIED HEALTH CENTER
90.00 | CLINIC

91.00 | EMERGENCY

92.00 [OBSERVATION BEDS (NON-DISTINCT PART)}

e e e 2 e

0
0
245,917
0

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL - In Lieu of Form ¢ms5-2552-10
COST ALLOCATION ~ GENERAL SERVICE COSTS Provider CCN: 154041 | Period: worksheet B

From 01/01/2011 | part I

Te  12/31/2011 aﬁte/sz@ Prepared:

OTHER: RETMBURSASLE: COST. CENTERS!

94.00 |HOME PROGRAM DIALYSIS O Q 94,00
95.00 |AMBULANCE SERVECES O 0 95.00
96.00 | DURABLE MEDICAL EQUIP-RENTED 0 O 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 498.00
99.00 | CMHC 0 0 99,00
99.10 | CORF 0 0 98,10
100. 00 I&R SERVICES-NOT APPRVD PRGM 0 05 100,00
101,00 HOME HEALTH AGENCY 0 G 101.00

SPECTAL ‘PBRPOSE: COST: CENTERS!

105,00 KIDNEY ACQUISITION 0 G 1065.00
106,00 HEART ACQUISITION 0 0 106.00
107,00 LIVER ACQUESTTION 0 0 107.00
108, 00| LUNG ACQUISITION 0 0 108,00
109, 00| PANCREAS ACQUISITION 0 0 109,00
110,00 INTESTINAL ACQUISITION 0 0 110.00
111.00{ ISLET ACQUISITION 0 0 111.00
113.00| INTEREST EXPENSE 0 v 113.00
114.00| UTILIZATION REVIEW-SNF 0 0 114.00
115, 00| AMBULATORY SURGICAL CENTER (D.P.) 0 0 115.00
116,00 HOSPICE 0 0 116.00
118.00{ SUBTOYALS (SUM OF LINES 1-117) 0 7,157,782 118.00

NONREIMBURSABLE /COST I CENTERS.

190.00| GLFT, FLOWER, COFFEE SHOP & CANTEEN 0 . 0 190.00
191.00; RESEARCH 0 0 191.60
192. 00| PHYSICIANS' PRIVATE OFFICES 0 0 192.00
193, C0INONPALD WORKERS 0 0 193,00
193. 01 COMMUNIYY REEATIONS 0 104,595 193.01
200.00{ Cross Foot Adjustments 0Of 0 200.060
201.00; Negative Cost Centers O 0 201,00
202,00/ TOoTAL (sum Fines 118-201) o 7,262,387 202.00

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form CM$-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 154041 | Period: worksheet B
From 01/01/2011! part II
Toe  12/31/2011] Date/Time Prepared:

GENERAL: SERVICE: :
1.00 |CAP REL COSTS-BLDG & FIXT 1.00
2.00 | CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 0 1,201 3,716 3,716 4.00
5.00 |ADMINISTRATIVE & GENERAL 14,318 21,271 80,129; 1,261 5.00
6.00 |MAINTENANCE & REPAIRS 0 0 0] ol 6.00
7.00 |OPERATION OF PLANT 0 3,527 10,912 66] 7.00
§.00 |LAUNDRY & LINEN SERVICE 0 2,861 8,851 0] 8.00
.00 |HOUSEKEEPING 0 2,895 §,957 441 9.00
10,00 {DIETARY O 12,282 37,998 109| 10.00
11,00 |CAFETERIA 0 0 0O ¢ 11.00
12.00 |MAINTENANCE OF PERSONNEL 0 0 0l 6] 12.00
13.900 |NURSING ADMINISTRATION 0 1,346 4,164 138 13.00
14.00 |CENTRAL SERVICES & SUPPLY 0 0 0] G| 14.00
15.00 | PHARMACY 0 ‘0 0 ¢l 15.00
16.00 |MEDICAL RECORDS & LIBRARY 0 1,812 5,606 52{ 16.00
17.00 | SOCTAL SERVICE . 0 0 0 6] 17.00
18.00 |OTHER GENERAL SERVICE (SPECIFY) 0 0 0 ¢l 18.00
19.00 |NONPHYSICIAN ANESTHETISTS 0 0 0 0l 19.00
20068 [NURSING SCHOOL 0 0 0 G| 20.00
21.00 |I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 G| 21.00
22.00 | I&R SERVICES-QTHER PRGM COSTS APPRVD 0 0 0 0] 22.00
23.00 { PARAMED ED PRGM-(SPECIFY) 0 0 0] 23.00
30.00 [ADULTS & PEDIATRICS 0 36,590 133,205
3L.00 | INTENSIVE CARE UNIT 0 0 0 0 .
32.00 | CORONARY CARE UNIT 0 0 0 0} 32.00
33.00 |BURN INTENSIVE CARE UNIT Q 0 0 Gl 33.00
34,00 | SURGICAL INTENSIVE CARE UNIT 0 0 0 0| 34.00
40.08 | SUBPROVIDER - IPF 0 0 0 0] 40.00
41.00 |SUBPROVIDER - IRF 0 0 0 0] 41,00
42.0G0 | SUBPROVIDER 0 0 0 0] 42.00
43,00 | NURSERY 0 0 0 0] 43.00
44.00 {SKILLED NURSING FACILITY 0 0 0 G| 44.00
45,00 | NURSING FACILITY 0 0 0 0| 45.00
46.C0 |OTHER LONG TERM CARE : 0 46,583 144,122 B49| 46.00

ANCIELARY SERVICE COST CENTERS Grinas i
S0.00 |OPERATING ROOM 0l 0 [§ G| 56.00
51.00 | RECOVERY RQOM 0 v 0 G| 51.00
52.00C |DELIVERY ROOM & LABOR ROOM 0 O 0 6] 52.00
53,00 |ANESTHESIOLOGY 0 0 0 G| 53.900
54,00 | RADIOLOGY~DIAGNOSTIC 0 0 0] 0| 54.00
55.00 | RADIOLOGY~THERAPEUTIC 0 0 0 G| 55.00
56.00 | RADIOISOTOPE 0 0 0] G| 56.00
57.00 {CT SCAN 0 0 0] G| 57.00
58.00 IMAGNETIC RESONANCE IMAGING (MRI) 0 0 6 G| 58.00
59,00 | CARDIAC CATHETERIZATION 0 0 0] 0] 59.00
60,00 | LABORATORY 0 255 790 G| 60.00
60,01 {BLOOD LABORATORY 0 0 0 G} 60.0L
61,00 |PBP CLINICAL LAB SERVICES-PRGM ONLY v 61.00
62,00 {WHOLE BLOCD & PACKED RED BLOOD CELLS 0 0 0 0] 62.00
63,00 iBLOOD STORING, PROCESSING & TRANS. 0 0 0 0| 63.00
64,00 | INTRAVENOUS THERAPY 0 0 G 0] 64.00
65.00 {RESPIRATORY THERAPY v 0 G 0] 65.00
66.00 |PHYSICAL THERAPY 0 0 G 0] 66.00
67.00 {OCCUPATIONAL THERAPY 0 0 Gi 0] 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0| 68.00
69.00 | ELECTROCARDIOLOGY 0 0 G 0} 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 G 0{ 70.00
71,00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0f 71.00
72,00 jIMPL. DEV, CHARGED TO PATIENTS 0 0 01 0y 72.00
73.00 {DRUGS CHARGED TO PATIENTS 0 0 i; 0; 73.00
74.00 [RENAL DIALYSIS 0 0 0 0] 74.00
75.00 {ASC {NON-DISTINCT PART) o 01 75.00

OUTPATTENT SERVICE. COST CENTER o H
88.00 |RURAL HEALTH CLINIC 0 0 0 0f 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 i 0f 89.00
90.00 |CLINIC 0 1,084 3,353 441 90.00
91.00 |EMERGENCY 0 0 0 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 92.00

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of rForm (M$-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 154041 | period: worksheet B

From 01/01/2011 | part XX

To  12/31/2031 pate/Time Prepared:
a

; ABL NTER
94,00 |HOME PROGRAM DIALYSIS

O 0 0 0 0| 94.00
95.00 | AMBULANCE SERVICES 9 0 0 0 ¢ 95.00
96.00 | DURABLE MEDICAL EQUIP-RENTED 0 0 0 0 0] 96.00
97.00 {DURABLE MEDICAL EQUIP-SOLD 0 O 0 0 G} 97.900
98.00 {OTHER REIMBURSABLE COST CENTERS 0 0 0 0 G| 98.00
99,00 [CMHC 0 G 0 O G| 99.00
899,10 (CORF 0] 0 0 O G} 99.10
100,00 T&R SERVICES-NOT APPRVD PRGM G 0 ¢ 0 06]100.00
10T, 00 HOME HEALTH AGENCY 0] 0 0 0. 0}101..00

105. 00| KIDNEY ACQUISITION 0 0 il G 0{105.00
106, 00| HEART ACCQUISITION 0 0 0 0 01106.00
107 .00/ LIVER ACQUISITION 0 0 O 0 0{107.00
108, 00| LUNG ACQUISITEION 0 0 Of 0 0i108.60
109. 00| PANCREAS ACQUISITION 0 0 9 0l 01109.00
110.00] INTESTINAL ACQUISITION 0 0 b 0 0i1190.00
111.00] ISLEF ACQUISITION 0 0 h; 0 0i111.00
113.00| INTEREST EXPENSE 0 v 0 0 0i113.00
114. 00l UTILIZATION REVIEW-SNF 0 0 0 0 01114.00
115.00| AMBULATORY SURGICAL CENTER {(D.P.) 0 0 0 0 01115.00
116,00 HOSPICE 0 0 0 0 01116.00
118.00; SUBTOTALS (SUM OF LINES 1-117) 14,318 275,778 131,707 ,676(118.00

NONREIMBURSABLE: COST  CENTERS

190.00{GIFT, FLOWER, COFFEE SHOP & CANTEEN O 0 ¢ Q 9190.00
191.00| RESEARCH O O 0 ¢ 0i191.00
192.00| PHYSICIANS' PRIVATE OFFICES & O 0 0 0192.00
193,00 NONPATID WORKERS 0 0 0 0 {{193.00
193.0L COMMUNITY RELATIONS D 246 117 363 4031193.01
200.00/Cross Foot Adjustments 0 200,00
201.00INegative Cost Centers G 0 0 201,00
202.00,70TAL (sum Tines 118-201) 14,315 276,024 131,824 422,168 3,716|202.00

MCRIF32 - 2.723.130.0



Healtk Financial Systems BHC MEADOWS HOSPITAL In tieu of Form CM§-2552-10

ALLOCATION OF CAPITAL RELAYED COSTS . provider CCN: 154041 | Pericd: worksheet B

From 01/01/2011 | Part II

7o 1273172011 | pate/Time Prepared:
4/17/2012 10:10 a

CAP REL COSTS-BLOG & FT

1,00 XT 1.00
2.0G |CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |EMPLOYEE BENEFITS | 4.00
5.00 |ADMINISTRATIVE & GENERAL 81,399 5.00
6,00 |[MAINTENANCE & REPAIRS : 0 0 6.00
7.00 |OPERATION OF PLANT 5,967 0 7.00
8.00 |LAUNDRY & LINEN SERVICE 837 0 10,146 8.G0
9.00 |HOUSEKEEPING 1,559 0 0 11,0241 9.060
10.00 |DIETARY 5, 810! 0 0 1,353 10.00
11.00 | CAFETERIA 0 0 0 0} 11.00
12.00 IMAINTENANCE OF PERSONNEL ¢ 0 0 0} 12.00
13.00 INURSING ADMENISTRATEION 3,680 0 0 148] 13.00
14.00 | CENTRAL SERVICES & SUPPLY 0 0 0 0! 14.00
15.00 | pHARMACY 0 g 0 0] 15.00
16.00 IMEDICAL RECORDS & LIBRARY 2,314 ; 0 200] 16.00
17.00 (SOCIAL SERVICE 0 O 0 G} 17.00
18.00 [OTHER GENERAL SERVICE (SPECIFY) 0 O 0 0} 18.00
19.00 | NONPHYSECTAN ANESTHETISTS 0 b 0 01 19.00
20G.00 [NURSING SCHOOL 0 0 0 01 20.00
21.00 |I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 01 21.00
22.00 |I&R SERVICES-OTHER PRGM COSTS APPRVD 0 G 0 01 22.00
0 0

23.00 |PARAMED ED PRGM-{SPECIFY) N
INPATLENT ROUTINE:SERVICE COST CENTERS: i
30.00 |ADULTS & PEDIATRICS 28,718

5,859 3,801 4,031 30.00
31.00 [INTENSIVE CARE UNIT 0 G 0 0] 31.00
32.00 |CORCNARY CARE UNXIT 0 G 0 0| 32.00
33.00 |BURN INTENSIVE CARE UNIT 0 0 0 0} 33.00
34.00 |SURGICAL INTENSIVE CARE UNIT O 0 O G| 34.00
40.00 |SUBPROVIDER - TPF g 0 Of 0] 46.00
41.00 | SUBPROVIDER - IRF & 0 0 G| 41.00
42.00 |SUBPROVIDER & -0 O G| 42.90
43.00 [NURSERY & 0 0 G| 43.00
44.00 {SKILLED NURSING FACTLITY & 0 0 Gl 44.00
45.00 |NURSING FACILITY 0 0 Q G} 45.00
46.00 |CTHER LONG TERM CARE 24,572 7,457 6,345 5,1321 46.00

ANCILLARY: SERVICE: COST CENTERS

56.00 |OPERATING ROOM 0 0 0 0] 50.90
51.00 | RECOVERY ROOM G 0 v 0} 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0 0f 52.00
53.00 | ANESTHESIOLOGY 0l 0 G 0} 53.00
54.00 {RADIOLOGY-DIAGNOSTIC 0! 0 0 0| 54.00
35,00 IRADIOLOGY-THERAPEUTIC 0] 0 G 0} 55.00
56.00 |RADIOISOTOPE 0 0 G 0f 56.00
57.00 1CT SCAN 0 0 0; 0l 57.60
58,00 [MAGNETIC RESONANCE IMAGING (MRI) 0 ¢ G 0| 58.00
59.00 |CARDIAC CATHETERIZATION 0 0 ¢ 0 59.060
60.00 | LABORATORY 504 4% 0l 281 60.00
60.0%L |BLOOD LABORATORY 0 0 0 01 60.01
61.00 |PEP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 WHOLE BLOOD & PACKED RED BLOOD CELLS 0 Q) it 0 01 62.060
63.00 |BLOOD STORING, PROCESSING & 'TRANS. 0 0 ) 0 01 63.00
64.00 | INTRAVENOUS THERAPY 0 0 Q 0 0] 64.C0
65.00 |RESPIRATORY THERAPY 0 0 0 0 0! 65.00
66.00 | PHYSICAL THERAPY 0 L Q 0 0} 66.00
67.00 | OCCUPATIONAL THERAPY 0 0 0 0 0! 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0! 68.00
69,00 | ELECTROCARDIOLOGY 0 0 0 0 01 69.0C
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 01 70.0C
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0] 71.00
72.00 [IMPL. DEV. CHARGED TO PATIENTS O 0 0 0 o} 72.00
73.00 |DRUGS CHARGED TO PATIENTS 2,830 0 0 0 0] 73.00
74.00 |RENAL DIALYSIS 0 0 0 0 0] 74.00
75.00 [ASC (NON-DISTINCT PART) 0 0 0f 75.00
OUTPATIENT. SERVICE COST (CENTERSS : 5

88.00 RURAL HEALTH CLINIC ¢ 0

89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 G 0 0

90.00 | CLINIC 2,445 6 174 0

91.00 | EMERGENCY 0 G 0 0

92.00 |OBSERVATION BEDS (NON-DISTINCT PART)
OTHER'REIMBURSABLE COST: CENTERS!

94,00 [HOME PROGRAM DIALYSIS g 0 G 0 0} 94.00
95.00 |AMBULANCE SERVICES O 0 i; 0 0i 95.00
96,00 |DURABLE MEDICAL EQUIP~RENTED Q) 0 0 0 0} 96.00

MCREIF32 - 2.23.130.0



Health Financial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form CMS-2552~10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 154041

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

workshest B
fart 11

Date/Time Prepared:
4/17,/2012 10:10 am

HOUSEKEE

IN

97.00 [DURABLE MEDICAL EQUIP~S0OLD
98.00 [OTHER REIMBURSABLE COST CENTERS
99.00 | CMHC

99.10 :CORF

100.00{ 1&R SERVICES-NOT APPRVD PRGM
101. 00| HOME HEALTH AGENCY

QOO0 OO

OO0 0

(o Joe T o I oo J o I
LR 000

SPECIAL PURPOSE  COST CENTERS'

105,00 KIDNEY ACQUISITION

106,00 HEART ACQUISITION

107.00{ LIVER ACQUISITION

108.00 LUNG ACQUISITION

109.00| PANCREAS ACQUISITION

110.00| INTESTINAL ACQUISITION

111.00| ISLET ACQUISITION

113.00| INTEREST EXPENSE

114. 00| UTILIZATION REVIEW-SNF

115,00 AMBULATORY SURGICAL CENTER {D.P.)
116.00] HOSPICE .

118.00| SUBTOTALS (SUM OF LINES 1-117)

OO CO0O0CoO00

o0
[
fat]
L]

OO0 00D 000D

NONREIMBURSABLE! COSTI CENTERS

190.C0GIFY, FLOWER, COFFEE SHOP & CANTEEN
191.00; RESEARCH

192,00 PHYSICIANS' PRIVATE OFFICES

193. 00 NONPAID WORKERS

193.01 COMMUNITY RELATIONS

200.00i Cross Foot Adjustments

201.00{ Negative Cost Centers

202.00{ 7o0TAL (sum 1ines 118-201)

O OO0

1,15

81,390

0 0
Q) 0
0 0
0 0
9 0
9 0 0
O 16,945 10,146

MCRIF3Z - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL in Liey of Form CM5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 154041 | reriod: worksheet 8

From 01/G1/201] | Part IT

To  12/31/2011 ! pate/Time Prepared:
i 473772012 10:10 am

GENERAL - SERVICE COST. CENTER
06 |€AP REL COSTS-BLDG & FIXT 1.00
00 |CAP REL COSTS~MVBLE EQUIP 2.00
00 | EMPLOYEE BENEFITS ' 4.00
.00 | ADMINISTRATIVE & GENERAL :

Q0
00

5

MAINTENANCE & REPAIRS 6
OPERATION OF PLANT 7.0G

8.00 |LAUNDRY & LINEN SERVICE 8

9

9.00 [HOUSEKEEPING .00
10.00 DIETARY 47,237 10.00
11.00 |CAFETERIA ' 6,408 6, 408! 11,00
12.00 |MAINTENANCE OF PERSONNEL 0 0 0 12.00
13.00 |NURSING ADMINISTRATION 0 o194 0 8,540 13.00
14.00 |CENTRAL SERVICES & SUPPLY 0 0] 0 [ 0} 14,00
15.00 | PHARMACY 0 0 0 &) 0} 15.00
16.00 {MEDTCAL RECORDS & L.IBRARY 0 303 0 ¢ 0} 16.00
17.00 |SOCIAL SERVICE 0 0 0 0 0} 17.00
18.00 |OTHER GENERAL SERVICE (SPECIFY) 0 0 0 0 0} 18.00
19.00 |NONPHYSICIAN ANESTHETISTS 0 0 0 0 Gl 19.00
20.00 {NURSING SCHOOL O 0 0 0 0] 26.00
71.00 {I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 0 G| 21.00
22.00 ]I&R SERVICES-OTHER PRGM COSTS APPRVD 0 0 0 0 G| 22.00
23.00 {PARAMED ED PRGM-(SPECIFY) 0 0 0 0 0] 23.00
INPATIENT: ROUTINE! SERVICE COST I CENTERS :
30,00 [ADULTS & PEDIATRICS 15,150, 2,848 0 4,162 0} 30.6G0
31.00 |INTENSIVE CARE UNIT 0O 0 0 0 0} 3100
32.00 |CORONARY CARE UNIT 0 0 G 0 0f 32.00
33.00 |BURN INTENSIVE CARE UNIT 0 0 v 0 0! 33,00
34.00 |SURGECAL INTENSIVE CARE UNIT 0 Of G Of 01 34.00
40.00 |SUBPROVIDER - IPF 0 O G O 0] 40,00
41.00 |SUBPROVIDER - IRF 0 O 0 i 0] 41.00
42.00 |SUBFROVIDER 0 0f 0 W 0] 42.00
43.00 |NURSERY 0 0 0 . 0] 43.00
44,00 |SKILLED NURSING FACTLITY 0 0 0 b 0] 44.00
45.00 |NURSING FACILITY 0 G 0 0 01 45,00
46,00 |OTHER LONG TERM CARE 25,270 2,844 0 4,158 Q] 46.00

ANCILARY \SERVICE COST CENTERS
50.00 |OPERATING ROOM

51.00 [RECOVERY ROGM

52.00 {DELIVERY ROOM & LASOR ROOM
53.00 |ANESTHESIOLOGY

54,00 |RADIOLOGY-DIAGNOSTIC

55.00 | RADIOLOGY-THERAPEUTIC

56.00 | RADIOISOTOPE

57.00 {CT SCAN

58.00 [MAGNETIC RESONANCE IMAGING (MRI)
59.00 CARDIAC CATHETERIZATION

60.00 | LABORATORY

60.01 |BLOOD LABORATGRY

61.00 |[PBP CLINICAL LAB SERVICES~PRGM ONLY 61.00
62.00 {WHOLE BLOOD & PACKED RED BLOOD CELLS
63.00 |BLOOD STORING, PROCESSING & TRANS.
64.00 | INTRAVENOUS THERAPY

65,00 |RESPIRATORY THERAPY

66.00 |PHYSICAL THERAPY

67.00 |OCCUPATIONAL THERAPY

68.00 |SPEECH PATHOLOGY

69.00 | ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY

71.030 [MEDICAL SUPPLIES CHARGED YO PATIENTS
72.00 |IMPL. DEV. CHARGED TO PATIENTS
73.00 |DRUGS CHARGED TO PATIENTS

74.00 {RENAL DIALYSIS

75.00 [ASC (NON-DISTINCT PART)
OUTPATIENT: SERVICE! COST CENTERS:

RSO C OO O
DO OO OO OO R0
OO0 OO O OO
oo J o R R e Y o T e R R o T v O o [ o
DOOOODLooOoOo0

wi

w

<

(=

Lo o e Y I e e e i o e Y e e e )
OO0 O OO0 0O 0o
D000 OO
SO O oo o OO OO O
COoCoCOCoOOoOOOOOD

(2]

o0

[n]

o

88.00 | RURAL HEALTH CLINIC 0 G 0 i Qi 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 G 0 0 0] 89.00
90.00 |CLINIC 409 150 0 220 0} 90.00
91,00 | EMERGENCY 0 0 0 0] 0! 91.00
92.00 {OBSERVATION BEDS (NON-DISTINCT P 92.00

OTHER REIMBURSABLE: COST  CENTERS:
94.00 [HOME PROGRAM DIALYSIS 0 0 0 O 0} 94.00
95.00 {AMBULANCE SERVICES ; 0 0 0 0} 95.00

MCREF32 ~ 2.23.,130.0



Health Financial Systems BHC MEADOWS HOSPITAL In lieu of Form CMS-2552-19
ALLOCATION OF CAPITAL RELATED COSTS pProvider CCN: 154041 | Period: worksheet B

From 01/01/2011 | part II

To  12/31/20111 pate/Time Prepared:
4/17/2012 10:10 am

96.00 |DURABLE MEDRICAL EQUIP-RENTED

0 0 G 0} 96.00
97.00 | DURABLE MEDICAL EQUIP-SOLD 0 0 G 0} 97.00
98.00 LOTHER RETIMRURSARLE COST CENTERS 0 0 G 0; 98,06
99.00 jCcMHC 0 0 G 0] 99.00
99.10 [ CORF 0 9 0] 0 99.10
100,00 T&R SERVICES-NOT APPRVD PRGM 0 0 0l 0]100.00
101,00 HOME HEALTH AGENCY 0 9 [ 0j101.00

SPECTAL ‘PURPOSE: COST: CENTERS

105,00 KIDNEY ACQUISITION

106. 00 HEART ACQUISITION

107.00i LIVER ACQUISITION

168.00 LUNG ACQUESITION

109.00| PANCREAS ACQUISITION

110.00| INTESTINAL ACQUISITION

111.00 ISLET ACQUISITION

113.00) INTEREST EXPENSE

114.00{UTILIZATION REVIEW-SNF

115, 00| AMBULATORY SURGICAL CENTER (D.P.}

116.00| HOSPICE )

118.00{ SUBTOTALS (SUM OF LINES 1-117) 47,23
NONREIMBURSABLE:COST CENTERS :

OO0 000000

0
0
O
0
O
0
0
0
0
o

NOOOOOO0 OO OO OO OO0 00

OO0 OR 00

U
o

lccoocoooooo ool
=
o
s
o
&

190.00|GLFT, FLOWER, COFFEE SHOP & CANTEEN { G [ 0 01190.00
191. 00| RESEARCH 0; G 0 0 0:191.00
192.0Q| PHYSICIANS' PRIVATE OFFICES 0 Gi 0 0 ¢1192.00
193, 00 NONPAID WORKERS 0 ¢ 0 0 41193.00
193,01 COMMUNITY RELATIONS i 69 0 0 0193.01
200.00iCross Foot adjustments 200.00
201,00 Negative Cost Centers G 0 0 0 4261.00
202,00i TOTAL (sum Tines 118-201) 47,237 6,408 0 8,540 0]202.00

MCRIF32 -~ 2.23.130.0



Health Firancial Systems

BHC MEADOWS HOSPETAL

n Lie

} of Form ¢mS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

GENERALSERVIC SCENT

Provider CCN:

154041

period:
From Q1/01/2011
To  12/31/2011

worksheet B
Part IX

Date/Time Prepared:
4 10 a

CAP REL COSTS~BLDG & FIXT
CAP REL COSTS-MVBLE EQUILP
EMPLOYEE BENEFETS
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS
OPERATLION OF PLANT
LAUNDRY & LINEN SERVICE
HOUSEKEEPENG

CIDIETARY

CAFETERIA

MAINTENANCE OF PERSONNEL

NURSENG ADMINISTRATION

CENTRAL SERVICES & SUPPLY

PHARMACY

MEDICAL RECORDS & LIBRARY

SOCIAL SERVICE

DTHER GENERAL SERVICE {SPECIFY)
NONPHYSICIAN ANESTHETISTS

NURSING SCHOOL

T&R SERVICES-SALARY & FRINGES APPRVD
T&R SEAVICES-OTHER PRGM COSTS APPRVD
PARAMED ED PARGM- (SPECTFY)

R DO OO DD

8,765

[ e e o i =]

Hoooooono

OO0 0

INPATIENT: ROUTINE SERVECE COST'CENTERS

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE URIY
SURGICAL INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
SUBPROVIDER

NURSERY .
SKILLED NURSING FACELITY
NURSING FACILITY

OTHER LONG TERM CARE

ANCILLARY: SERVICE: COST CENTERS

v
Ly
w
L

0]
0]
0
0
0
[t
0
0
0
0
6)

gt
oo
=

Lo o g I e 3 e Y e o I e o o e I )

OPERATING ROOM

RECOVERY ROOM

BELIVERY ROOM & LABOR ROOM
ANESTHESTOLOGY

RADIOLOGY~DIAGNOSTIC
RADIOLOGY - THERAPEUTEC

RADIQISCTOPE

CT $CAN

MAGNETIC RESONANCE IMAGING {MRI)
CARDIAC CATHETERIZATION

LABORATORY

BLOOD LABORATORY

PBP CLINICAL LAS SERVICES~PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS,
INTRAVENQUS THERAPY

RESPIRATORY THERAFPY

PHYSICAL THERAPY

QCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TQ PATIENTS
DRUGS CHARGED TC PATIENTS

RENAL DIALYSIS

ASC (NON-DISTINCT PART)

SO0 Q000000

.OOOOOOOOOOOOOO

ES

o I T e I R e e e e e 2 e e SO OO0 OO

COoOoOLOOC OO 00O

COLOOO000Q000 000

OUTPATIENT: SERVICE: COST CENTERS:

RURAL HEALTH CLENIC

FEGERALLY QUALIFIED HEALTH CENTER
CLINIC

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)

2000

SN o DOoOWOOODDOD00CCC gt R ReRueReRe e Lol L]

(=R =] SR 00D DO 0D 0

fo o J o o)

MCRIF32 ~ 2.23,130.0




Health

Finangial Systems

BHC MEADOWS HOSPITAL

In tieu of Form CM$-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 154041

period:
From 01/01/2011
To  12/31/201%

worksheet B
part II

Date/Time Prepared:
4

m

94,06
95.00
96.00
97.00
98.00
99.00
199,10
100, 00]
101.00

105.00
166.00

OTHER: REIMBURSABLE: COST: CENTER

HOME PROGRAM DIALYSIS

AMEUL ANCE SERVECES

DURABLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-S0LD
GTHER REIMBURSABLE CGST CENTERS
CTMHC

CORF

1&R SERVICES-NOT APPRVD PRGM
HOME_HEALTH AGENCY

OO0 0000 0ok

OO0 00000l

OO0

SPECTAL: PURPOSE 'COST GENTERS

KIDNEY ACQUISITION
HEART ACQUESTITION

1G7.00 LIVER ACQUESTITION
108.00{ LUNG ACQUISITION
109.00{ PANCREAS ACQUISITION
110.00] INTESTINAL ACQUISETION

111.00
113.00
114.00
115.00
116.00
118.00

190.00
191,00
192.00
193.00
193.01

ISLET ACQUISITION

INTEREST EXPENSE

UTILIZATION REVIEW~SNF
AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

SUBTOTALS (SUM OF LINES 1-117)

L R B B o TR A T A e e I ) oo O0O0

OO ESo OO 00

o0
~3
o

loooooooooo o

NONREIMBURSABLE! COST CENTERS!

GIFT, FLOWER, COFFEE SHOP & CANTEEN
RESEARCH

PHYSTCIANS' PRIVATE QFFICES
NONPAID WORKERS

COMMUNITY RELATIONS

200,00 Cross Foot Adjustments
201.C00 Negative Cost Centers
202.00{ voTAL (sum Tines 118-201)

o0 [ o Nl o]

A e

8,765

L R )

2.8

o8 e g e e oo C o OO0

115,
116,
118,

190,
191.
192,
193,
193,
200,
201,

O O

202,

MCRIF3Z - 2.23.130.0



Health financial systems

EHC MEADOWS HOSPITAL

In Lie

y of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 154041

Period:
From 03/01/2011
To  12/31/2011

worksheet 8
Fart IT

4/37/2012 10:10

pate/Time Prepared:

am

GENERAL SER

.00 [CAP REL COSTS-BLDG & FIXT

1 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 4,00
5,00 |ADMINISTRATIVE & GENERAL 5.00
6,00 [MAINTENANCE & REPAIRS 6.00
7,00 {OPERATION OF PLANT 7.00
8.00 |LAUNDRY & LINEN SERVICE 8.00
9,00 |{HOUSEKEEPING 9.0Q0
10.06 | DIETARY 10.00
11.0C |CAFETERIA 11.00
12.00 |MAINTENANCE OF PERSONNEL 12.00
13.00 |NURSING ADMINISTRATION 13.00
14.00 | CENTRAL SERVICES & SUPPLY 14,00
15.00 | PHARMACY 15.00
16.00 |MERICAL RECORDS & LIBRARY 16.00
17.00 {SOCIAL SERVICE 17.00
18.00 {OTHER GENERAL SERVICE (SPECIFY) 18.00
19.00: | NONPHYSICYAN ANESTHEYESTS 19.00
20.00 {NURSENG SCHOOL 0 20.90
21.00 [ I&R SERVICES-SALARY & FRINGES APPRVD 0 21.00
22.00 {T&R SERVICES-OTHER PRGM COSTS APPRVD 0 22.400
23.00 | PARAMED ED PRGM-(SPECIFY) 23.00
30.00 [ADULTS & PEDIATRICS 185,432 30.00

31.00 |INTENSIVE CARE UNIT 0} 31.00

32.00 |CORONARY CARE UNIT 0} 32.00

33.00 |BURN INTENSIVE CARE UNIT 0} 33.00

34.00 |SURGICAL INTENSIVE CARE UNITY 0] 34.00

40.00 |SUBPROVIDER - IPF 0} 40.00

41,00 |SUBPROVIDER - IRF 0] 41.060

42.90 |SUBFPROVIDER 0] 42.00

43.00 |NURSERY 0] 43,00

44.00 |SKILLED NURSING FACILITY 0] 44.00

45.00 |NURSING FACILETY 0] 45.00

46.00 |QOTHER LONG TERM CARE 5] 46.00
ANCILLARY SERVICE COSTCENTERS B

50.00 |QPERATING ROOM 0

51,00 |RECOVERY RQOM 0

52.00 |DELIVERY ROOM & LABOR. ROOM 0

53.00 |ANESTHESIOLOGY 0

54.00 | RADIOLOGY-DIAGNOSTIC 0

53.00 | RADIOLOGY-THERAPEUTIC 0

56.00 |RADIOISOTOPE 0

57.00 [¢T SCAN o] .

58.00 [MAGNETIC RESONANCE IMAGING (MRI) 0! 58.00

59.00 [CARDIAC CATHETERIZATION 0} 59.00

60.00 | LABORATORY 1,407 60.00

60.01 |BLOOD LABORATORY 0] 60.01

61.00 {PBP CLINICAL LAB SERVICES~PRGM ONLY 61.00

62.00 {wHOLE BLOOD & PACKED RED BLOOD CELLS
63.00 |BLOOD STORING, PROCESSING & TRANS.
64,00 | INTRAVENOUS THERAPY

65,00 |RESPIRATORY THERAPY

66.00 | PHYSICAL THERAPY

67.00 |OCCUPATIONAL THERAPY

68.00 |SPEECH PATHOLOGY

69.00 | ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY

71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 {IMPL. DEV. CHARGED TO PATIENTS
73.00 |DRUGS CHARGED YO PATIENTS

74.00 | RENAL DIALYSIS

75.00 [ASC (NON-DISTINCT PART)
OUTPATLIENT.: SERVICE  COST: CENTERS

2,95

88.00
89,00

RURAL HEALYTH CLEINIC
FEDERALLY QUALZFIED HEALTH CENTER
90.00 {CLINIC

91.00 ; EMERGENCY

92.00 [0BSERVATION BEDS (NON~DISFINCT PART)

OTHER REIMBURSABL £ COST: CENTERS

94,00 |HOME PROGRAM DIALYSIS

0
0
Q
0
0
0
0 68.00
0
0
0
0
3
0
g

MCRIF32 ~ Z.23.130.0



Health Financial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN:

154041 | Period:
From 01/0%/201%
To  12/31/2011

worksheet B
Part II

Date/Time Prepared:

401772012 10:10 am

95.00 |AMBULANCE SERVICES

99.00 | CMHC
99.10 | CORF

116. 00} HOSPICE

191.00| RESEARCH

0

96.00 |DURABLE MEDICAL EQUIP-RENTED 0
97.00 |DURABLE MEDICAL EQUIP-SOLD 0
98.00 |OTHER REIMBURSABLE COST CENTERS 0
0

0

100,00 &R SERVICES-NOT APPRVD PRGM 0
101,00 HOME HEALTH AGENCY Q
SPECTAL PURPOSE COST. CENTERS B

105. 00| KXONEY ACQUISITION i)
106. 00| HEART ACQUISITION 0
107.00! LIVER ACQUISETION 0
108.00{ LUNG ACQUISIFION 0
109. 00| PANCREAS ACQUISITECN 0
130,00l INTESTINAL ACQUISITION 0
131,00 ISLET ACQUISITION 0
113.00; INTEREST EXPENSE 9
114. 00 UTILIZATION REVIEW-SNF Q
115. 00} AMBULATORY SURGICAL CENTER (D.P.) Q
&

118.00{SUBTOTALS (SUM OF LINES 1~117} 0 0 0 0 420,508

NONRETIMBURSABLE: COST./CENTERS

190.00/GIFT, FLOWER, COFFEE SHOP & CANTEEN 0
0

192.00] PHYSECIANS' PRIVATE OFFICES I}
193. 00 NONPALD WORKERS ¢
193,03 COMMUNITY RELATIONS 1,658
200.00|Cross Foot Adjustments 0 0 0 [v; s}
201.00|Negative Cost Centers 0 0 0 0 G
202,00 TOTAL (sum Tines 118-201) 0 0 0 0 422,166

MCRIF32 - 2.23.130.0



Health Financial Systems

BHC MEADOWS HOSPITAL

In Lie

i of Form gMs-2552-10

ALLGCATION OF CAPLTAL RELATED COSTS

Provider CCN: 154041

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

worksheet B
part II

Date/Time Prepared:
4/17/2012 10:310 am

GENERAL: CE:CO

1.00 |CAP REL COSTS-BLDG & FIXT

2.00 CAP REL COSTS-MVBLE EQUIP

4.00 [EMPLOYEE BENEFITS

5.00 |ADMINISTRATIVE & GENERAL

6,00 IMATINTENANCE & REPAIRS

7.00 OPERATION OF PLANT

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DEETARY

CAFETERIA

MATNTENANCE OF PERSONNEL
NURSING AOMINISTRATION

CENTRAL SERVICES & SUPPLY
PHARMACY

MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

OTHER GENERAL SERVICE (SPECIFY)
NONPHYSICIAN ANESTHETISTS
NURSING SCHOOL

I&R SERVICES-SALARY & FRINGES APPRVD
I&R SERVICES-OTHER PRGM COSTS APPRVD
PARAMED ED PRGM-(SPECIFY)

INPATIENT ROUTINE SERVICE!COST: CENTERS:

ADULTS & PEDYATRICS
INTENSTVE CARE UNLT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
SUBPROVIDER

NURSERY

SKILLED NURSING FACILITY
NURSING FACILITY

OTHER LONG TERM CARE

185,432

I T e e e R R e R e

223,56

ANCILLARY: SERVICE COST:.CENTERS

{OPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY

RADIOLOGY-DIAGNOSTIC
RADIOLOGY-THERAPEUTIC

RADIOISCTOPE

CT SCAN

MAGNETIC RESONANCE IMAGING {MRI)
CARDIAC CATHETERIZATION

LABORATORY

BLOOD LABORATORY

PBP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLODD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTRAVENCUS THERAPY

RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY"
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TG PATIENTS

RENAL DTALYSIS

ASC {NON-DISTINCT PART)

1,40

o e e e e T e T e e e T jeBoRoRelvRoRoRoloR ool )

ONOO OO OO

2,95

OO0 o R0 oa o oo
DOoOWOoOCoCOoOOoOOoOOO OO

OUTPATIENT SERVICE:COST. CENTERS

RURAL HEALTH CLENIC

FEDERALLY QUALIFIED HEALTH CENTER
CLINIC

EMERGENCY

ORSERVATION BEDS (NON-DISTINCT PART)

Lo Op
~J
o
W
[

MCRIF3Z - 2.23.130.0



Health Financial Systems

ITAL

in Lieu of Form MS-2552-10

ALLOCATEON OF CAPITAL RELATED COSTS

BHC MEADOWS HOSP

provider CCON:

154041

Period: worksheet B

From 01/01/201) ¢ Part IX
Te  12/31/20%11 Date/?img Prepared:
1

94.00

0
95.00 |AMBULANCE SERVICES O 0 95.00
96,00 | DURABLE MEDTCAL EQUIP~RENTED 0 0 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD O 0 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS ) 0 98.00
99.00 |CMHC ) 0 99.060
99.10 |CORF 0 0 99.10
100, 00| I&R SERVICES~NOT APPRVD PRGM 0 0 100.60
101,00 HOME HEALTH AGENCY 0 O 101.00
SPECTIAL: ‘PURPOSE: COST::CENTERS:
105. 00| KIDNEY ACQUISLITION : O 105.00
106.00| HEART ACQUISETION 0 & 106.00
107. 00| LIVER ACQUISEFION G & 107.00
108.00| LUNG ACQUISITION 0 b 108.00
1069.00| PANCREAS ACQUISITION 0 0 109,00
110.00] INTESTINAL ACQUISITION G y; 110.00
111.00| ISLET ACQUISITION 0 0 11L.00
113.00] INTEREST EXPENSE i 0 113,00
114 . Q0 UTILIZATION REVIEW~-SNF G i 114.00
115.00] AMBULATORY SURGICAL CENTER (D.P.) 0 0 115.00
116.00| HOSPICE Gl 0 116.00
118.00| SUBTOTALS (SUM OF LIYNES 1-117) 0] 8 118.00
INONREIMRURSABLE' COST CENTERS: :
19G.00 GIFT, FLOWER, COFFEE SHOP & CANTEEN 0] 190.00
191.00] RESEARCH 0 193.00
162,00 PHYSICIANS' PRIVATE OFFICES 0 192.00
193. 00| NONPAID WORKERS 0 193.00
163,01 COMMUNLITY RELATIONS 0 193.01
200.00i Cross Foot Adjustments 0 200.00
201.00{Negative Cost Centers 0 201.00
202.00{ torAL (sum Tines 118-201) 0 422,166 202.00

MCRIF32 ~ 2.23.130.0



Health Financial Systems

BHC MEADOWS HOSPITAL

In Liey of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CON: 154CG41L | Period:

From 01/01/2011

TO

12/31/2011

worksheet B-1

pate/Time Prepared:
471772 10:10 am

GENERA T CENTI

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQUIP

EMPLOYEE BENEFITS

ADMINISTRATIVE & GENERAL

MAINTENANCE & REPAIRS

QPERATION OF PLANT

LAUNDRY & LINEN SERVICE

HOUSEKEEPING

DIETARY

CAFETERIA

MAINTENANCE OF PERSONNEL

NURSING ADMENISTRATION

CENTRAL SERVICES & SUPPLY

PHARMACY

MEDICAL RECORDS & LIBRARY

SOCIAL SERVICE

OTHER GENERAL SERVICE {SPECIFY)
NONPHYSICIAN ANESTHETISTS

NURSING SCHOOL

I&R SERVICES~SALARY & FRINGES APPRVD
I&R SERVICES-OTHER PRGM COSTS APPRVD
PARAMED ED PRGM-{SPECIFY)

38,200
38,200
348
6,164

348
6,164

0 0
1,022

1,022
829
839

3,559

Q

0

350

0

0

525

SO O oo O

INPATIENT  ROUTINE SERVICE COST CENTERS

4,629,514
1,572,923
0
82,246
0

55,375
135,533
0
0
171,504
Q
0
65,300

HoloRololwlele]

-2,568,714

4,683,673
0

344,114
48,267
89,903
335,081

0

0

212,202

0

0
133,468

0
0
0
0
0
0
0
o
0
0
¢
0
0
0
0
0
0
o

Ho oo oo 0o

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
CORONARY CARE UNET

BURN INTENSIVE CARE UNIT
SURGICAL INFENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
SUBPROVIDER

NURSERY

SKILLED NURSING FACILITY
NURSING FACILITY

OTHER LONG TERM CARE

10,603 10,603

D O O O OO OO OO D
WO OO OO0 oo 0o

1
2
=]

rs
wr

1,324,058
9

0
0
0
0
0
0
0
0
0
§

1,036,75

[ o g o o o R o 5 o I v o L o R ]

ANCILLARY, SERVICE COST CENTERS

GPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESIQLOGY

RADIOLOGY -DIAGNOSTIC
RADTOLOGY - THERAPEUTIC
RADIOISOTOPE

T SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERLZATION

LABORATORY

BLOOD LABQRATORY

P8P CLINICAL {AE SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
ENTRAVENQUS THERAPY

RESPIRATORY THERAPY

PHYSTCAL, THERAPY

QCCUPATIONAL THERAPY

SPECCH PATHGLOGY

FELECTROCARDTOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS

ASC (NON-DISTINCY PART)

1,713,731

o
0
¢}
4]
G
G
G
G
4]
1,417,068

~:
ChROCODOOOO OO

-~
SHEOOO0DO0COO O oD

i e R R ool o Yoo oo R =R ===
L0000

COoOCODO 0O OO0 O

OO0 oC

L e e L e T e e e T e T T T T e T T T T T B e )

29,06

cdooocoocooo el

163,21

CONOODOOOO OO0

OUTPATLENT: SERVICE: COST. CENTER!

RURAL HEALTH CLEINIC

FEDERALLY QUALIFIED HEALTH CENTER
CLINIC

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)

0
0
116,563
0]

QOO D

0
0
141,027
0

MCRIF32 - 2.23.130.0



Health

Financial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form €Ms5-2552-10

COST A

LLOCATLION - STATISTICAL BASIS

Provider CCN:

154041

Period:
From 01/01/2011
fo

OTHER REIMBURSABLE .COST CENTERS

.00
.00
Q0
.00
.00
.00
.19
.00
.00

HOME PROGRAM DIALYSIS
AMBULANCE SERVICES

DURABLE MEDICAL EQUIP~RENTED
DURABLE MEDICAL EQUIP-SOLD
OTHER REIMBURSABLE COST CENTERS
CMHC

CORF

I&R SERVICES-NQOT APPRVD PRGM
HOME HEALTH AGENCY

SO OO0 OO0 O

RRIP2P22LR.2.R2}

worksheet B-1

12/31/201% gate/Time Prepared:

Lo o o I o I ow R o o o I o}
COoOO O oo oo

SCOoOOCOOCOOT OO

SPECIAL: PURPOSE: COST. CENTERS.

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

KIDNEY ACQUISITION
HEART ACQUISITION
LIVER ACQUISYTION

LUNG ACQUISIYTION
PANCREAS ACQUYSITION
ENTESTENAL ACQUISITION
ESLET ACQUISITION
INTEREST EXPENSE
UTILIZAFION REVIEW-SNF
AMBULAYORY SURGICAL CENTER (D.P.)
HOSPICE

SUBTOTALS (SUM OF LINES 1-117

A

flalcoiaeiefoyolofelclolele)

Lo o O 0 OO o

OO0 OO OO0 0
COoOO00000 0 o oo

NONREIMBURSABLE: COST CENTERS.

.00
.00,
. GG
.00
.01
.00
.00
.00
.00
. Q0]
.00

GIFT, FLOWER, COFFEE SHOP & CANTEEN
RESEARCH

PHYSICIANS' PRIVATE OFFICES

NONPAID WORKERS

COMMUNITY RELATIONS

Cross Foot Adjustments

Negative Cost Centers

Cost to be allocated {per wkst. B, Part i)
unit cost multiplier {Wwkst. B, Part 1)
Cost to be allocated (per wkst. B, Part II)}
unit cost multiptier {wkst. B, Part II)

e

iad

276,024
7.225759

R g g R N s B e B I e e

B
G

2O oOOoOO

w

131,824
3.45085%0

49,25

827,843
0.178819
3,716
0.000803

0
0
0
v
8

SO OO O

2,568,714
0.547272
81,390
0.017340

94,
95.
96.
97.
98.
99.
89.
1060.
101.

165.
1066.
167.
108.
109.
110.
ii1.
113.
114,
115,
116,
118.

190,
191,
192,
193.
193,
200.
201.
202,
203.
204,
20s5.

00
a0
00
00
00
00
10
00
00

00
00
00
00
00
00
00
00
00
00
00
00

a0
00
00
00
01
00
00
00
00
00
00

MCRIF32 - 2.23.130.0



Health Financial Systems

BHC MEADOWS HOSPXTAL

In Lieu of Form (M$-2552-10

COST ALEOCATION - STATISTICAL BASTS

Provider CCN:

154041

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

worksheet B-1

vate/Time Prepared:
/17/201 0

GENERAL SERVICE: COST:CENTER!

.G {CAP REL COSTS-BLDG & FIXT

.G0 |CAP REL COSTS~MVBLE EQUIP

.C0  |EMPLOYEE BENEFITS

.G0 |ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS

.00 |OPERATION OF PLANT

.60 |LAUNDRY & LINEN SERVICE

.00 |HOUSEKEEPING

DIETARY

CAFETERIA

MAINTENANCE OF PERSONNEL
NURSING ADMINISTRATION

CENTRAL SERVICES & SUPPLY
PHARMACY

MEDICAL RECORDS & LIBRARY
SQCIAL SERVICE

GTHER GENERAL SERVICE (SPECIFY)
NONPHYSECTAN ANESTHETISTS
NURSING SCHOOL

&R SERVICES-SALARY & FRINGES APPRVD
I&R SERVICES-QTHER PRGM COSTS APPRVD
PARAMED ED PRGM- (SPECIFY)

b
~l

’

w1
&0
i

TR R e e A e e R e e e e o
W
P
w1

61,540
8,348

[

O OO0 00000

INPATIENT: ROUTINE SERVICE COST:CENTERS

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDFR - IRF
SUBPROVIDER

NURGERY

SKILLED NURSING FACILITY
NURSING FACILITY

OTHER LONG TERM CARE

WO 00D o

Y
a2
e
fl=]

10,603

WO OO0 0000

us
w
S
o

6,579

=
Lo
W0
o0

(e R R R R R e I e on o i o)
WO OOODD0O 000

s
I
e
w

19,737]

L
[a%)]
w0
™~

OPERATING ROODM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY

RADTOLOGY-DIAGNOSTIC

RAGEQLOGY -THERAPEUTIC

RADLOLSOTORE

CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETERIZATLION

LABORATORY

BLOOD LABORATORY

PEP CLINICAL LAE SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOCD STORING, PROCESSING & TRANS.
INTRAVENOUS THERAPY

RESPIRATORY THERAPY

PHYSICAL THERAPY

QCCUPATIONAL THERAPY

SPEECH PATHOLGGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED 70 PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATLENTS

RENAL DIALYSIS

ASC {NON-DISTINCT PART}

~J
RO 2220 0O

o e A R e A I It R T A T

~J
e T T AR A T T R T e T

[ R T R I I R I I e e e o o R )

~3
RO OO0

o o R v o g o e o e o |

Lo o B e v 0 o e e v [ e v v o

OUTPATIENT: SERVICE 'COST::CENTER

OO0 SO OOO

e e v B s B e B i I T e Y i o Y s i e i

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
CLINIC

EMERGENCY

e e e o o R R R

82099
a2
b

NOOODODOOODODOOD

HOME PROGRAM DIALYSIS

0

MCRIF32 - 2,.23.130.0



Health Financial Systems

BHC MEAROWS HOSPITAL

In Lieu of Form (Ms~2552-10

COST ALLOCATEION - STATISTICAL BASIS

provider CCN:

154041

worksheet B-1

period:;
from 01/01/2011
To  12/331/2011 Da}g/"ﬁr{g Prepared:

95.00 |AMBULANCE SERVICES

96.00 |DURABLE MEDICAL EQUIP-RENTED
97.00 |DURABLE MEDICAL EQUIP-SOLD
98.00 |OTHER REIMBURSABLE COST CENTERS
949,00 |CMHC

99.10 |CORF

10G.00| I&R SERVICES-NOT APPRVD PRGM
101,00, HOME HEALTH AGENCY

D000
o R R e e e e

SPECTALPURPOSE COST .CENTERS

95.00
96.00
97.00
98.00
.00

99.10
160.00
101.00

Feieielelefelelc]
Lo g e g o R o cav R o v
OO OO 0000
el
“©

105.00] KIDNEY ACQUISITION

106. GO HEART ACQUISITION

107.CG0{ LIVER ACQUISITION

108. 00 LUNG ACQUISITION

109.00; PANCREAS ACQUISITION

110,00 INTESTINAL ACQUISITION

111,00 IS1L.ET ACQUISITION

113,000 INTEREST EXPENSE

134,00 UTILIZATION REVIEW-SNF

115,00 AMBULATORY SURGICAL CENTER (D.P.}
116. 00 HOSPICE

118.00|SUBTOTALS (SUM OF LINES 1~117)

POOCOOORER OO0
o R R R e R R g e I v e e

31,65

OO 0 O O 0O OO O

105.G0
106.00
107.00
108.00
109,00
116.00
111.90
113.00
114.00
115.00
116.00

[ R o e e o o e = e

NONREIMBURSABLE COST CENYERS

190,00/ GIFT, FLOWER, COFFEE SHOP & CANTEEN
191.00| RESEARCH

192.00| PHYSICIANS' PRIVATE OFFICES

193.00| NONPALD WORKERS

193,01 COMMUNLTY RELATIONS

200.00| Cross Koot Adjustments
201.00|Negative Cost Centers

202.00{cost to be allocated {per wkst. B, Part I)

203.00{unit cost multiplier {wkst. 8, Part 1)

204,00 Cost to be allocated {per wkst. B, Part II)

205.00unit cost multiptier {wkst. 8, Part II)

0 0
0 i
0 0
0 0
34 34
0f 532,438
0.G000CY; 17.362486
0 . 16,945
0.000000; 0.552566)

90 01190, G0

0 0i191.00

0 01192.0C

0 01193.00

0f 01193.01

200,00

204,00

89,076 153,671 599,114 202,00
5.072376 5.299365 9.735359203.00
10,146 11,024 47,2371204.00
0.577758 0.38G164 0.767582{205,00

MCRIF32 - 2.23.130.90



Health rFinancial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form (M5-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN:

154041 | reriod: worksheet EB-1

From 0170172011

To  12/31/2011 pate/Time prepared:
4/17/2012 10:10 am

1.00 |{CAP REL COSTS~BLDG & FIXY
2.00 (AP REL COSTS-MVBLE EQUIP
4,00 |EMPLOYEE BENEFITS

5.00 |ADMINISTRATIVE & GENERAL
6.00 |MAINTENANCE & REPAIRS
7.00 [OPERATION OF PLANT

B.00 |LAUNDRY & LINEN SERVICE
9

10.00 (DIETARY

15.00 |PHARMACY

43,00 |{NURSERY

57.00 |CT sCaN

90.00 | CLINIC

.00 |HOUSEKEEPING 3.00
10.00
11.00 | CAFETERIA 7,286 11.00
12,00 [MAINTENANCE OF PERSONNEL 0 0] 12.00
13.00 |NURSING ADMINISTRATION 221 8] 138,154 13.00
14.00 [ CENTRAL SERVICES & SUPPLY 0 0 0] Of 14.00
' 0 0 0 0 0] 15.00
16.00 |MEDICAL RECORDS & LIBRARY 345 0 0 0 G} 16.00
17.00 |SOCIZAL SERVICE 0 0 0 0f G} 17.00
18.00 |OTHER GENERAL SERVICE {SPECIFY) 0 0 0 0, G| 18.00
19.00 |NONPHYSICIAN ANESTHETISTS 0 0 0 o G| 19.00
20.00 |NURSING SCHOOL 0 0 0 0 ¢l 26.00
21.00 |1&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 0 G| 21.00
22.00 |18R SERVICES-OTHER PRGM COSTS APPRVD 0 0 0 0 G| 22.00
23.00 |PARAMED £D PRGM-(SPECIFY) ) 3] 0] 0 0; 0} 23.00
INPATIENT. ROUTINE SERVICE [COST. CENTERS: i
30.00 |ADULTS & PEDYATRICS 3,237 0 67,330 0] 0} 30.00
31.00 |INTENSIVE CARE UNIY h; 0 0 0 0l 31.00
32.00 [ CORONARY CARE UNIT L 0 0 0] 0} 32.00
33.00 {BURN INTENSIVE CARE UNIT 0 0 0 0] 0} 33.00
34.00 [ SURGICAL INTENSIVE CARE UNXT 0 0 0 0 0f 34.00
40,00 | SUBPROVIDER - IPF 0 Q 0 0 0 40.00
41,00 | SUBPROVIDER - IRF 0 0 0 0 0] 41.00
42.00 | SUBPROVIDER v 4] 0 0 0] 42.00
0 l 0 0 0] 43.00
44,00 |SKILLED NURSING FACILITY 0] O 0 0 0] 44.00
45,00 | NURSING FACILITY 0 0 4] O 0] 45.00
46,00 {OTHER LONG TERM CARE 3,234 0 87,267 0 0f 46.00
ARCILLARY. SERVICE: COST CENTERS:: :
50.00 [OPERATING ROOM 0 0 0 0 0f 50.00
S1.00 {RECOVERY ROOM 0 0 O 0 0} 51.0C
52,00 |DELIVERY ROOM & LABOR ROOM 0 0 Of 0 0] 52.00
53.00 [ ANESTHESIOLOGY 0 0 0f 0 0] 53,00
54,00 | RADIOLOGY~DIAGNOSTIC 0 0 0 0 0! 54.00
55.00 | RADIOLOGY-THERAPEUTIC 0 0 0 0 0] 55.00
56.00 |RADEQISOTOPE 0 0 0 0 0] 56.00
0 0 0 0 01 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 01 0 0 0} 58.00
59.00 |CARDIAC CATHETERIZATION 0 ¢ G 0 0} 59.00
60.00 |LABORATORY 0 0 0 0 01 60.00
60.01 |BLODD LABORATORY 0 0 ¢ 0 0 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |WHOLE BSLOOD & PACKED RED BLOOD CELLS 0 0 G 0 0 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 G 0 Qf 63,00
64,00 | INTRAVENOUS THERAPY 0 0 G 0 0: 64.00
65.00 |RESPIRATORY THERAFY 0 0 0 0 0 65.00
66.00 | PHYSICAL THERAPY 0 0 0 0 Qi 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 Q] 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 01 68.00
69.00 | ELECTROCARDIGLOGY 0 0 0 0 0} 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 0] 70.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0 72.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0y 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0 0 0 0 Q| 73.00
74.0G0 {RENAL DIALYSIS 0 O 0 0 {H 74.00
75.00 {ASC (NON-DISTINCT PART) 0 0 0 8] 3 75.00
CUTPATIENT SERVICE: COST CENTERS : - e &
88.00 |RURAL HEALTH CLINIC Of 0 0 9 {3 88.00
89.0C | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 0 0 89.00
171 0 3,557 0 0] 90.00
91,00 | EMERGENCY a 0 0 0 0] 91.00

92.00 {OBSERVATION BEDS (NON-DISTINCT PART)

MCRIF32 - 2.23.130.0



Health financial Systems BHC MEADOWS HOSPITAL In tieu of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASYS provider CON: 154041 | period: workshaet B-1

From 01/01/2011

To  12/31/201% 03te/‘f%me Prepared:
: 4 12 1

2

OTHER REIMBURSABLE. COSTCENTERS!

94,00 |HOME PROGRAM DIALYSIS 0 0 0! 94.00
95.00 |AMBULANCE SERVICES 0 0 0 01 95.00
96,00 |DURABLE MEDECAL EQUIP-RENTED 0 0 0 0] 96.00
$7.00 |DURABLE MEDECAL EQUIP-SOLD 0 0 0 01 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0 0] 98.00
99.00 |CMHC 0 0 0 0] 99.00
92.10 |CORF 0 0 0 0f 99.16
100.00| T&R SERVICES-NOT APPRVD PRGM 0 0 0 01100.00
101.00| HOME HEALTH AGENCY 0 0 0 0i101.00

SPECTAL PURPDSE  COST: CENTERS

105,00/ KIDNEY ACQUISITION 0 0 0 01105.00
106. 00| HEART ACQUISITION 0 0 0 01106.00
107.00| LIVER ACQUISITION 0 0 0 01207.00
108.00| LUNG ACQUISITION 0 0 0 01108.00
109,00 PANCREAS ACQUISITION 0 0 0 0{109.00
110.00| INTESTINAL ACQUISITION 0 0 0 0{110.00
111.00{ISLET ACQUISITION 0 0 v 0{111.00
113.00] INTEREST EXPENSE 0 0 0 01113.00
114. 00 UTILIZATION REVIEW-SNF 0 0 0 01114.00
115.00] AMBULATORY SURGICAL CENTER (D.P.D 0 0 0 0i115.00
116.00| HOSPICE 0 0 0 01116.00G
118.00{ SUBTOTALS (SUM OF LINES 1-117) 0 128,154 0 0i118.00

NONREIMBURSAELE COST: CENTERS

19¢.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0i190.00
191.00| RESEARCH 0 0 0 0i191.00
192.00| PHYSICIANS' PRIVATE OFFICES 0 0 0 0{192.00
193 .00 NONPAID WORKERS Q 0 0 0i193.00
193,01 COMMUNETY RELATTIONS 0 0 v 0{193.01
206.00iCross Foot Adjustments 200.00
201.00|Negative Cost Centers 201.00
202.00[Cost to be allocated (per wkst. B, Part I 81,271 0 339,637 0 0202.00
203.090lurit cost multiplier (wkst. B, Part I) 11.1544086] $.000000 2.458394 (.000000 0.000000203.00
204.00|Cost to be allocated (per wkst. B, Part II) 6,408, 0 8,540 0 0i{204.G0
205.00lunit cost multiplier (wkst. B, Part ¥I) 0.879485 0.0006000 0.061815 G.000000 0.0000001205.00

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form CM5-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 154041 Period: worksheet B-1

From 01/01/2011% . .
TO 12/31/201% | pate/Time Prepared:
4/17/2032 10:10 am

NESTHETISTS

GENERALS SERVICE: COST I CENTERS

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
6.00 IMAINTENANCE & REPAIRS 6.00
7.00 OPERATION OF PLANT 7.00
8.00 [LAUNDRY & LINEN SERVICE 8.00
9.00 |[HOUSEKEEPING 9.00
10.00 |DIETARY 16.00
11.00 |CAFETERIA 11.00
12.00 [MAINTENANCE OF PERSONNEL 12.00
13,00 [NURSING ADMINISTRATION 13.00
14.00 | CENTRAL SERVICES & SUPPLY 14.00
15,00 | PHARMACY 15.00
16,00 IMEDECAL RECORDS & LIBRARY 19,640,068 16.00
17,00 | SOCIAL SERVICE ) 0 0 17.00
18.00 {OTHER GENERAL SERVICE (SPECIFY) 0 0 18.00
19.00 |NONPHYSICIAN ANESTHETISTS 0 0 0 19.00
20.00 |NURSING $CHOOL . 0 0 6] 20.00
21.00 |I&R SERVICES-SALARY & FRINGES APPRVD 0 0 21.00
22.00 |I&R SERVICES~OTHER PRGM COSTS APPRVD 0 ¢ 22.00
23.00 |PARAMED ED PRGM~{SPECIFY) 0 0 23.00

INPATTENT: ROUTINE iSERVICE 'COST: CENTER!

30.00 |ADULTS & PEDIATRICS 12,529,917 ¢ 0 G| 30.00
31.00 |INTENSIVE CARE UNET 0 0 0 Gl 31.00
32.00 |CORONARY CARE UNIT 0 0 0 Gl 32.00
33.00 |BURN INTENSIVE CARE UNIT 0 0 0 0] 33.60
34,00 |SURGICAL INTENSIVE CARE UNIT 0 0 0 ol 34.060
40.00 |SUBPROVIDER ~ IPF 0 0 0 ¢| 40.00
41.00 |SUBPROVIDER ~ IRF 0 0 0 0} 41.00
42.00 |SUBPROVIDER 0 0 0 0} 42.00
43.00 |NURSERY 0 0 0 0} 43.00
44,00 |SKILLED NURSING FACILITY 0 0 0 0} 44.00
45.00 |NURSING FACTILITY 0 0 0 0] 45.00
46.00 |OTHER LONG TERM CARE 6,314,650 0 0 0} 46.00

ANCTLLARYISERVICE COST. CENTERS

5G.00 |OPERATING RCOM 0 0 0 0 0} 50.G0
51.00 |RECOVERY ROOM 0 0 0 0; 0} 51.00
52.00 |DELIVERY ROOM & LABGR ROOM 0 0 0 0 0} 52.00
53.00 |ANESTHESTOLOGY 0 0 0 0 0] 53.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0 0t 0] 54.00
55.00 |RADIOLOGY-THERAPEUTLC 0 0 0 0 0} 55.00
56,00 |RADIOLSOTOPE 0 .0 0 0; 0} 56.00
57.00 |CT SCAN 0 0 0 0 0} 87.00
58.00 |MAGNETYC RESONANCE XMAGING (MRE) 0 0 0 01 0| 58.00
58.00 |CARDIAC CATHETERIZATION 0 0 0 0 0} 59.00
60.00 | LABORATORY 99,560 0 0 0] 0} 60.00
60.01 |BLOOD LABORATORY 0 0 0 0 0} 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0f 0! 0} 62.00
©63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 0 0 0] 63.00
64.00 | INTRAVENOUS THERAPY 0 0 Of 0! 0} 64.00
65.00 |RESPIRATORY THERAPY 0 0 0f 1} 0} 65.00
66.00 | PHYSICAL THERAPY 0 0 0 0 0] 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 o 0 0} 67.00
68.00 | SPEECH PATHOLOGY 0 0 0] 0 0} 68.00
69.00 | ELECTRGCARDICLOGY 0 Q) 0f 0 0! 69.00
70.00 | ELECTROENCEPHALOGRAPHY Q 9 0 0i 0t 70.00
71.00 IMEDICAL SUPPLIES CHARGED TO PATIENTS b 0 0f 0! 0 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0f 0} 72.00
73.00 {DRUGS CHARGED TO PATIENTS 275,886 0 0i 0 0} 73.60
74.00 IRENAL DIALYSES 0 0 0 ; 0} 74.60
75.00 [ASC (NON-DISTENCT PARTY 4] 0 0 0 0} 75.00
OUTPATIENT :SERVICE COST. CENTERS . :
88.00 | RURAL HEALTH CLINIC Of 0 0 Q G} 88.00
89.00 | FEDERALLY QUALIFIED HEALYH CENTER 0 0 0; 0 0} 89.60
90,00 |CLINIC 420,055 O 0 0 0} 90.60
91.00 | EMERGENCY O O 0 0 0} 91.60

MCRIF32 ~ 2.23.130.0



Health Pinancial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION ~ STATISTICAL BASIS

provider CCN: 154041

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

worksheet B-1

pate/Time Prepared:
2 10:1

94.00 |HOME PROGRAM DIALYSIS
95.00 |AMBULANCE SERVICES '
96.0G0 |DURABLE MEDICAL EQUIP-RENTED
97.00 |DURABLE MEDICAL EQUIP-SOLD
98.00 |OTHER REIMBURSABLE COST CENTERS
99.60 | CMHC
99.10 |CORF ]

© 100.00; I&R SERVICES-NOT APPRVD PRGM
101, GO HOME HEALTH AGENCY

o T e T e e e )

OO0 00000

OO0 OoOOO0OO OO

SPECIAL: PURPOSE 'COST: CENTES

105, G0 KIDNEY ACQUESITION

106, GO HEART ACQUISITYION

107.CO LIVER ACQUISITION

108.00 LUNG ACQUISETION

109. G0  PANCREAS ACQUISITION

E10. 0O ENTESTINAL ACQUISITION

111,00 ESLET ACQUISETION

113.00 INTEREST EXPENSE

3114.00{ UTILIZATION REVIEW-SNF

115.00i AMBULATORY SURGICAL CENTER. (D.P
116.00 HOSPICE

118.00 SUBTOTALS (SUM OF LINES 1-117)

5]

0
0
0
0
G
Gi
G;
0]
0
0
0
)

RSSO OO e e e R e g v o s I )

OO OO OO oo

NONREIMBURSABLE: COST CENTERS.

19,640,06

oo 0000 oCoC o000

190.00 GLFT, FLOWER, COFEEE SHOP & CANTEE

191. 00 RESEARCH

192.00] PHYSICIANS' PRIVATE OFFICES
193. 00| NCNPAID WORKERS

193,01 COMMUNITY RELATIONS
200.00{Cross Foot adjustments
201.00iNegative Cost Centers
202.00{Cost to be allocated (per wkst.
2032.00/unit cost multipltier (wkst. B,
204.00icost to be allocated (per wkst.
205.00{unit cost myultiptier (wkst. B,

B, Part I)
part I)

B, Part II)
Part Ir)

222,256
0.011316
8,765

Lo R R o

0.000446)

G
¢
b
G

¢
0.000000
G
0. 000000

0.000000

0. 000000

scosooliiloooooooooooo

iy

0

0
0
0
0
0

0
. 000000
0

G.000000

g e e

0
Q.000000
0
0,00C000

94.
95.
96.
97.

99,
99,
100.
101,

105.
1086.
i07.
108.
109.
110.
1i1.
113,
114,
115,
136,
118.

190,
191.
182,
193.
193.
200,
201,
202,
203,
204,
205,

MCRIF32 - 2.23.130.C



Health Financial Systems

BHC MEADOWS HOSPITAL

In Lie

t of Form CMS-2552-10

COSY ALLOCATTION -~ STATISTECAL BASIS

provider CON:

154041

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

worksheet B-1

Date/Time Prepared:
4/37/20612 10:30 am

GENERAL : SERVICE: COST CENTERS

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

DLETARY

| CAFETERIA

MAINTENANCE OF PERSONNEL

NURSING ADMINISTRATION

CENTRAL SERVICES & SUPPLY

PHARMACY

MEDICAL RECORDS & LIBRARY

SOCIAL SERVICE

OTHER GENERAL SERVICE (SPECIFY)
NONPHYSICIAN ANESTHETISTS

NURSING SCHOOL

T&R SERVICES-SALARY & FRINGES APPRVD
T&R SERVICES-QTHER PRGM COSTS APPRVD
PARAMED ED PRGM- (SPECIFY)

ADULTS & PEDYATRICS
INTENSEVE CARE UNIT
CORONARY CARE UNXT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
SUBPROVIDER

NURSERY

SKILLED NURSING FACILETY
NURSING FACILITY
OTHER LONG TERM CARE

oo OoOOO0 00 oo e

S0 00 00

ANCILLARY: SERVICE :COST: CENTER!

CPERATING ROOM

RECOVERY ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESTOLOGY

RADIOLOGY ~DTAGNOSTIC
RADIOLOGY~THERAPEUTIC

RADIOISOTOPE

CT SCAN

MAGNETIC RESONANCE IMAGING (MRI)
CARDIAC CATHETEREZATION

LABORATORY

BLOOD LABORATORY

PEP CLINICAL LAB SERVICES-PRGM ONLY
WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS.
INTRAVENOUS THERAPY '
RESPIRATORY THERAPY

PHYSICAL THERAPY

DCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

RENAL DIALYSIS

ASC (NON-DISTINCT PART)

CoOOOCoC OO OO

OO COoOCo oo O O O

DOoCOC OO OO0 OO O

DOoOCOoCOOCOoOOCOD OO OO

eSO RO 0 oo e e N e I o R b Y o o e Y e v o]

COOCOCOoO0OO0 OO0

OUTPATIENT SERVICE COST CENTERS

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER
CEINEC

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)

(e )

MCRIF3Z2 - 2.23.130.0



Healthk

Financial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form (mMs~2552~10

COST Al

LEOCATION ~ STATISTICAL BASIS

provider CCN: 154041 1 Period:
From 0170172011

To

worksheet 8-1
12/31/2011

pate/Time Prepared:

94.00
95.00
96.00
97.00
98.00
99.00
99,10
100.00]
101.00

105.00
106.00
107.00
108.00
109.00
110.00
111.00
113.00
114.00
115.00
116.90
118.00

120.09
191.00
192.00
193.00
193.01
200.00
201,00
202.00
203.00
204,00
205,00

OTHER::REIMBURSABLE! (I i i

HOME PROGRAM DIALYSIS 0 0 0 94,
AMBULANCE SERVICES 0 0 0 95.
DURABLE MEDICAL EQUIP-RENTED 0 0 9 96.
DURABLE MEDECAL EQUIP-SOLD 0 0 0 97.
OTHER REIMBURSABLE COST CENTERS 0 0 9 93.
CMHC G 9 0 99.
CORF 0 0 0 99,
T&R SERVICES-NOT APPRVD PRGM 0 O O 100,
HOME HEALTH AGENCY 0] 0 0 101,
SPECIAL 'PURPOSE! COST; CENTERS! B
KIDNEY AGQUISITION 0 0 0 105.
HEART ACQUISITION 0 0 G 106.
LIVER ACQUISITION 0 0 G 107.
LUNG ACQUISTITION 0 0! O 108.
PANCREAS ACQUISITION 0 ¢ 0 109.
INTESTINAL ACQUISITION 0 0] 0 110,
ISLET ACQUISITION 0 0 0 111,
INTERESYT EXPENSE 0 0 0 113,
UTILIZATION REVIEW-SNF 0 0 0 114,
AMBULATORY SURGICAL CENTER (D.P.) 0 0 0 115,
HOSPICE 0 0 0 116,
SUBTOTALS (SUM OF LINES 1-117) 0 0 -0 118,
NONREIMBURSABLE [COST /CENTERS i o
GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 190.
RESEARCH 0 0 0 191.
PHYSICIANS' PRIVATE OFFICES 0 0 0 192.
NONPAID WORKERS 0 0 0 193.
COMMUNITY RELATIONS ; 0 ¢ 193.
Cross Foot Adjustments 200.
Negative Cost Centers 201.
Cost to be allocated (per wkst. B, Part I 0 0 0 202.
unit cost mulziplier (wkst. B, Part I) 0.0000060 0.006600) 0. 000000 203,
cost to be aliocated (per wkst. B, Part II) 0 0 ‘ 0 204.
ynit cost multiplier (wkst. B, Part II) . 000000 0. 000600 0.0006000 205,

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES provider Cow: 154041 | periocd: worksheet C

From OL/G1/20LL 1 Part I

To 1273172011 pate/Time Prepared:
4/17/2012 310:10 am
Title XVIII Hospital FPS
Cos

TNPATIENT ROUTINE TCOST: i T
30.00 1ADULTS & PEDIATRICS 3,460,837 3,460,837,

3,460,837] 30.00

Q
31,00 [INTENSIVE CARE UNIT 0l 0 0 G| 31.00
32,00 [ CORONARY CARE UNIT 0l 0 0 G| 32.00
33,00 |BURN INTENSIVE CARE UNIT 0 0 0 6| 33.00
34.00 |SURGICAL INTENSIVE CARE UNIT 0 0 0 0] 34.00
40.00 | SUBPROVIDER ~ IPF 0 0 0 0} 40.090
41.00 | SUBPROVIDER - IRF 0 0 0 0] 41.60
42.00 | SUBPROVIDER 0 0 0 0| 42.00
43,00 | NURSERY 0 0 0 0f 43.00
44,00 | SKILLED NURSING FACILITY 0 0 0 0] 44.00
45,00 |NURSING PACILITY 0 0 0 0f 45.00
46.00 {OTHER LONG TERM CARE 3,147,615 3,147,615 0 3,147,615] 46.00

ANCILLARY: SERVICE: COST. CENTERS

50.00 [OPERATING ROOM 0 0 0 0} 50.00
51.00 {RECOVERY ROOM 0 0 0 0} 51.00
52.00 {DELIVERY ROOM & LABOR ROOM 0 0 0 0f 52.00
53.00 |ANESTHESIOLOGY 0 0 0 0 53.00
54.00 | RADICLOGY-DIAGNOSTIC 0 0 0 01 54.00
55,00 | RADIOLOGY-THERAPEUTIC 0 0 0 0] 55.00
56,00 |RADILOISOTOPE 0 0 0 0] 56.00
57.00 {CT SCAN 0 0 0 0! 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0; 58.00
59,00 | CARDIAC CATHETERIZATION 0 0 0 0} 59.00
60.00 | LABORATORY 47,768 47,768 0 47,768] 60.00
60.01 |BLOCD LABORATORY 0 0 0 0] 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 0 0 0 0] 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0} 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 v 0 0} 63.00
64.00 | INTRAVENQUS THERAPY 0 0 0 0} 64.00
65.00 |RESPIRATORY THERAPY 0 0 0 0 0f 65.00
66.00 |PHYSICAL THERAPY 0 0 0 0 0! 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0! 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0! 68.00
69.00 |ELECTROCARDIOLOGY ) 0 0 0] 69.00
70.00 | BLECTROENCEPHALOGRAPHY 0 0 0 0i 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0] 71,00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 0 0 01 72.00
73.00 |DRUGS CHARGED TG PATIENTS 255,655 255,655 0 255,655 73,00
74.00 |RENAL DIALYSIS 0 0 0 01 74,00
75.00 |ASC (NON-DISTINCT PART) 0 0 0

Q] 75.00

OUTPATIENT  SERVICE COST I CENTERS:

0 88.00

88.00 |RURAL HEALTH CLINIC 0 0

89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0] 89.00
96G.00 |CLINIC 245,917 245,917 245,917] 90.00
91,00 | EMERGENCY 0 v 0] 91.00
82.00 |OBSERVATION BEDS {(NON-DISTINCT PART) 0 0 0: 92.00

OTHER -RETMBURSABLE COST CENTERS!

94.00 |HOME PROGRAM DIALYSIS 0 0 0 0! 94.00
95.00 |AMBULANCE SERVICES 0 ¢ 0 0§ 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 o 0 0] 96.00
97.00 |DURABLE MEDICAL EQUIP-S0LD 0 0 0 0] 97.00
98.00 |OTHER REIMBURSABLE COST CENYERS 0 0 0 0| 98.00
99,00 | CMBC 0 0 0] 93.00
99.10 {CORF 0 0 0] 99.10
10G. 00| T&R SERVICES-NOT APPRVD PRGM 0 0 0{100.00
101,00 HOME HEALTH AGENCY 0 0 0{101.00

SPECIAL: PURPOSE: COST. CENTER

105. 00| KIDNEY ACQUISITION 0 0 0§105.00
106. 00 HEART ACQUISITION 0 0 01106.060
107.00{ LIVER ACQUISITION 0 0 0i107.00
108.00| LUNG ACQUISLITION 0 0 01108.00
109. 00| PANCREAS ACQUISITION 0 0 01109.060
110.00] INTESTINAL ACQUISITION 0 0 0(110.00
111.00] ISLET ACQUESITION 0 0 0]111.00
113.00| INTEREST EXPENSE 113.60
114 GOl UTILIZATION REVIEW-SNF 114.060
115,00 AMBULATORY SURGICAL CENTER (D.P.) 0 0 0[115.00
116, GO HOSPICE 0 0 01316, 04
200,060 subtotal (see instructions) 7,157,792 0 7,157,792 0 7,157,792{200.0G0

MCRIF3Z - 2.23.130.0



Health Financial Systems

BHC MEADUWS HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATLON OF RATIO OF COSTS 70 CHARGES

Provider CCN: 154041 | Period:
Erom 01/01/2011
To  12/31/2011

worksheet ¢

Part I

Date/Time Prepared:
4/17/2012 10:10 am

Title XVIII Hospital

PPS

201.00] Less observation Beds
202.00| Total (see instructions)

=

7,157,792

0 7,157,792 0

0[201.00
7,157,792(202.00

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form CM$-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES provider CON: 154041 | period: Worksheet C

From 01/01/2011 ] Part T

To  12/31/2011 | vcate/Time Prepared:

4/17/20312 10:10 am
Title XvIIT Hospital PPs

TNPATIENT. . . :
30.00 [ADULTS & PEDTATRICS 13,529,917

30.00
31.00 [ INTENSIVE CARE UNIT 0 31.00
32.00 [ CORONARY CARE UNIT 0 32,00
33.00 |BURN INTENSIVE CARE UNIY 0 33,00
34.00 |SURGICAL INTENSIVE CARE UNIT 0 34,00
40.00 |SUBPRCOVIDER - IPF 0 40.00
41,00 |SUBPROVIDER ~ IRF 0 41.00
42.00 |SUBPROVIDER 0 42,00
43,00 |NURSERY 0 43.00
44,00 |SKTILLED NURSING FACILITY 0 44,00
45.00 |NURSING FACILITY O 45.00
46.00 |OTHER LONG TERM CARE — 6,314, 650 314,65 46.00

- |ANCILLARY: SERVICE COST:CENTERS

~063006| 50.00

50.00 [ OPERATING ROOM 0 0 0 $.000000 0

51.00 | RECOVERY ROOM v O 0 .000000 0.000000¢ 51.00
52.00 |DELIVERY ROOM & LASOR ROOM G O 0 0.000000 0.0000001 52,00
53,00 | ANESTHESIOLOGY 0 0 0 G.90000Q0 4.006000; 53.00
54,00 | RADIGLOGY~DIAGNOSTIC 0 0 0 0. 000000 3.000000] 54.00
55.00 |RADIOLOGY~THERAPEUTIC 0 0 0 0.006G000 0.000000] 55.00
56.00 [RADICISOTOPE 0 G 0 0.0000600 0.000000; 56.G0
$7.00 1CT SCAN 0 G 0 0.0000600 0.000000] 57,00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 1; 0.000000 G.000000; 58.00
59,00 |CARDIAC CATHETERIZATION 0 [ G 0. 00000 0.000000; 59.0C
60.00 | LABORATORY 99,394 166 99,560 0. 479791 0.000000; 60.00
60.01 |BLOOD LABORATORY 0 0 s 0. GOD0C0 0.000000; 60.01
61.00 |PBP CLINICAL LAE SERVICES~PRGM ONLY 0 0 0 0. GG00G0 0.000000] 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0.0600G0{ - 0.0000G0} 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 0 0. 000000; 0.0000C0] 63.00
64.00 | INTRAVENOUS THERAPY 0 0 0 0. 060000 0.000000] 64,00
65.00 |RESPIRATORY THERAPY 0 0 0 0. 000000] 0.0000066G| 65,00
66.00 | PHYSICAL THERAPY 0 0 0 0. 000000 0.000000| 66,00
67.00 | OCCUPATIONAL THERAPY 0 0 0 0. 000000 0.000000| 67.00
68.00 {SPEECH PATHOLOGY O 0 0 0. 000000 0.00000G| 68.00
69.00 | ELECTROCARDIOLOGY 9 0 0 0.000000 (. 0000006| 69.00
70,00 | ELECTROENCEPHALOGRAPHY O 0 0 0.000000 0. 600000 70.00
71.00 IMEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0.000000 0.600000| 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 0] 0 o ©.000000, 0.0600000} 72.00
73.00 [DRUGS CHARGED TO PATIENTS 275,886 9 275,886 3.926669 0.0000001 73.00
74.00 [RENAL DIALYSIS G 4 0 $.000000 0.000000] 74.00
75.00 |ASC (NON-DISTINCT PART) 0 9 0 0.000000 0.000000] 75.00

0 £8.00

88.00 |RURAL HEALTH CLINIC G 0

89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 0 0 8%.00
90.00 |CLINIC ¢ 420,055 420,055 0.585440 3.000000] 9¢.00
91.00 | EMERGENCY 0 0 0.9006000 .000000] 91,00
92.00 |OBSERVATION BEDS (NON-DISTINCY PAR 0 0 0. 006000 0.000000] 92.00

OTHER REIMBURSABLECOST.CENTERS:

0

R
94,00 |HOME PROGRAM DIALYSIS 0 G 0 0.000000 0.000000] 94.00
95,00 | AMBULANCE SERVICES 0 G i, 0.000000 0.000000; 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0 s 0 0.000609 0.000000] 96.00
97.00 |DURABLE MEDICAL EQUEIP-SOLD 0 0 0 0.00060 0.000C00] 97.G0
98,00 |OTHER REIMBURSASLE COST CENTERS 0 0 O 0. 000000 0.000000] 98.00
99.00 jomHC 0 0 0 99.00
99,10 | CORF 0 0 0 99.10
100.00 &R SERVECES-NOT APPRVD PRGM ¢ 0 G 100.0C
101. G0 HOME HEALTH AGENCY 0 0] 101.0C

SPECIAL PURPOSE: COST. CENTERS

105,00 KIDNEY ACGQUISITION 0 0 0 105,00
106,00 HEART ACQULSITION 0 0 0 106.00
107.00 LIVER ACQUISITION 0 0 0 107.00
108.00/ LUNG ACQUESITION 0 ¢ 0 108.00
109. 00| PANCREAS ACQUISIYION 0 0 0 109,00
110.00{ INTESTINAL ACQUISITION O 0 0 110,00
111.00| ISLET ACQUISITION 05 0 0 11%1.00
113.00| INTEREST EXPENSE 113.00
114.00|UTILIZATION REVIEW~SNF 114.00
115.00| AMBULATORY SURGICAL CENTER (D.9.) 0 0 0 115.00
116. Q0| HOSPICE L 0 0 116.00
200.00 subtotal (see instructions) 19,219, 847 420,221 19,640,068 200.00
201.00| Less Observation Beds 201.00

MCRIF32 - 2.23,130.0



Health Financial Systems

GES

BHC MEADOWS

HOSPITAL

In Lieu of Form CMS$-2552-10

COMPUTATION OF RATIO OF COSTS TO CHAR

provider

CCN: 154041 | Period: worksheet €

TO

From 01/01/20%1 1 pPart X

12/31/2011 | pate/Time Prepared:

Title XVIIL

202.00{Total {see instructions)

4/17/2012 10:10 am
Hospital PPS

0

00

19,218,847

420,221

19,640,068

MCRIF32 - 2.23.130.0



Health Financial Systems

BHC MEADDWS HOSPITAL

in Lie

1 of form CM5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 154041

Period:
From 91/01/2011
To  32/31/2011

worksheet C

Part 1

bate/Time Prepared:
4/17/2012 10:10 am

Title XVIXT

INPATIENT:

Hospital

PPS

30.00 {ADULTS & PEDIATRICS
31.00 |INTENSIVE CARE UNIT
32.00 | CORONARY CARE UNIT

- 33.00 |BURN INTENSIVE CARE UNIT
34.00 { SURGICAL INTENSIVE CARE UNIT
40.00 | SUBPROVIDER ~ IPF
41.0C {SUBPROVIDER ~ IRF
42.0CG | SUBPROVIDER
43,00 | NURSERY

- 44,00 | SKILLED NURSING FACILITY
45,00 |NURSING FACILITY
46,00 {OTHER LONG TERM CARE

ANCTLLARY: ‘SERVICE: COST::CENTERS

50.00 | OPERATING ROOM

57.00 | CT SCAN

90.00 [CLINIC

0.000000 50.00
51,00 |RECOVERY ROOM 0. 000000 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0. 000000, 52.00
53,00 |ANESTHESIOLOGY .000000 53.00
54.00 |RADIOCLOGY-DIAGNOSTIC {.000600 54.00
55.00 |RADIOLOGY-THERAFEUTIC £.000000 55.00
56,00 |RADIOISOTOPE (. 0006060 56.00

0.000000 S7.00
58,00 |MAGNETIC RESONANCE IMAGING {MRI) (. 000000 S8.0C
59.00 | CARDIAC CATHETERIZATION 0. 000000; 59.00
60.00 | LABORATORY 0.479791] 60.00
60.01 |5LOOD LABORATORY 0. 000000 60.01
61.00 | P8P CLINXCAL LAB SERVICES-PRGM ONLY 0.000000 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0. 000000 62.00
63,00 |BLOOD STORING, PROCESSING & TRANS. 0.000000; 63.00
64.00 | INTRAVENOUS THERAPY 0.000000; 64.00
65.00 | RESPIRATORY THERAPY 0.000000] 65.00
66.00 | PHYSICAL THERAPY 0.000000] 66.00
67.00 | OCCUPATIONAL THERAPY 0. 000000 67.00
68.00 | SPEECH PATHOLOGY 0. 000000 68.00
69.00 | ELECTROCARDIOLOGY 0. 000000 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0. 600000 70.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS 0.000000 71.00
72.00 i IMPL, DEV. CHARGED TQO PATLENTS 0.060000 72.00
73.00 {DRUGS CHARGED TO PATIENTS 0.926669, 73.00
74.00 jRENAL DIALYSIS 0.000000 74.00
75.00 {ASC (NON-DISTINCT PARTY 0. 000000 75.00

OUTPATIENT SERVICE  COST: ICENTE|

88.00 |RURAL HEALTH CLINIC
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 29.00

0.585440 90.00
91.00 |EMERGENCY 0.00C000, 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0.006000] 92.00

OTHERREIMBURSABLE  COST"CENTERS:

94.00 |HOME PROGRAM DIALYSIS 0. 000000 94,00
95.00 |AMBULANCE SERVICES 0.000000 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED 0.000000 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0, 000600 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0.000600 98.00

99.00 |CMHC

99.10 |CORF

100.00} I&R SERVICES-NOT APPRVD PRGM
101.00| HOME HEALTH AGENCY

SPECIAL: PURPOSE | COST. CENTERS

105 .00 KIDNEY ACQUISITION
106. 00| HEART ACQUISITION
10700l LIVER ACQUISITION

TOB. 00 LUNG ACQUISITION

109 00 PANCREAS ACQUESITION
EL0O_ GO INTESTINAL ACCUTSITION
111.00 ISLET ACQUISITION

113. 0G0 INTEREST EXPENSE
114.00] UTTLIZATION REVIEW-SNF
115. 00 AMBULATORY SURGICAL CENTER (D.P.)
116.00{ HOSPICE

200.00{ subtotal {see instructions)
201.00! Less Observation Beds

202.00i Total (see instructions)

MCRIF32 - 2.23.130.¢



#Health Financial Systems

BHC MEAROWS HOSPITAL

In Liey of Form CM5-2552-10

COMPUTATION OF RATIO OF COSYS TO CHARGES provider CCN: 154041 | period: worksheet C
From 01/01/2011 | Part I
Te  12/31/2011 | pate/Time Prepared:
4/17/2012 10:10 am
Title XIX Hospital cost

30.00 |ADULTS & PEDIATRICS

INTENSIVE CARE UNIT

32.00 |CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
34.00 |SURGICAL INTENSIVE CARE UNIT

40.00 | SUBPROVIDER - IPF
41.G0 | SUBPROVIDER - IRF
42.00 | SUBPROVIDER

43.00 | NURSERY

SKILEED NURSING FACIELYTY
NURSING FACILITY

46.00 {OTHER LONG TERM CARE

w
S
[22]
[=3
)
w
~

’

QP00

AR e I P e I o i I

w
=
'S
~3
-
s

Y]
iy
i
~
o))
[

O ODO oo 00D

30,00
31,00
32,00
33.00
34.00
40,00
41.00
42.00
43.00
44.00
45.00
46.00

DO OOD OO0

ANCTELARY: SERVICE: COST CENTERS

50.00 [OPERATING RODOM

RECOVERY ROOM

52.00 |DELIVERY ROOM & LABOR ROOM

53.00 | ANESTHESIOLOGY

RADIDLOGY~-DIAGNOSTIC
RADIOLOGY-THERAPEUTIC

56.00 | RADICISOTOPE

CT SCAN

MAGNETIC RESORANCE IMAGING (MRI)
58.00 | CARDIAC CATHETERLZATION

LABORATORY

BLOOD LABORATORY

PRP CLINICAL LAB SERVICES-PRGM ONLY
62,00 |WHOLE BLOOD & PACKED RED BLOOD CELLS
BLOOD STORING, PROCESSING & TRANS,
INTRAVENOUS THERAPY

RESPIRATORY THERAPY

PHYSICAL THERAPY

67.00 |OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY

70.00 |ELECTROENCEPHALOGRAPHY

71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TOQ PATIENTS
DRUGS CHARGED TO PATIENTS

RENAL DIALYSIS

75.00 [ASC_(NON-DESTINCT PART)

=]

47,76

255,65

MDD 00002R0 DO

oo o

255,65

47,76

SOV OODOOOOOmMOODO 0000

[ Rl R R R R R R o e I Yo i o g o o o R av o . o Y o o e AR COoOoOCoDOO oo D

50.00
51.00
52.00
53.00
54.60
55.00
56.00
57.00
58.00
59.00
60.00
60.01
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

SO0 ooLOOoODoOOOOLDDO O OCC

GUTPATIENT (SERVICE 'COST CENTERS

88.00 |RURAL HEALTH CLINIC
FEDERALLY QUALTFIED HEALTH CENTER
890.00 {CLINIC

EMERGENCY

92.00 |OBSERVATION BEDS (NON-DESTINCT P

245,917
0

o

00D

88.G0
89.060
90.00
81.00
92,00

oo oo ol

OTHER  REIMBURSABLECOST: CENTERS

HOME PROGRAM DIALYSIS

95.00 | AMBULANCE SERVICES

96.00 {DURABLE MEDICAL EQUIP-RENTED
DURABLE MEDICAL EQUIP-SOLD
98.00 [OTHER REIMBURSABLE COST CENTERS
CMHC

99.10 |CORF

100. 00| T&R SERVICES-NOT APPRVD PRGM
10%. 00 HOME HEALTH AGENCY

OO0 0000

e Sl Bl o I o B v I o o I

e R

94,00
95.0C
96.00
97.00
98.00
99.00
99.10
100.00
101.00

SPECIAL PURPOSE: COST ! CENTERS

HEHD OO OO OO0

105. 00| KIDNEY ACQUISITION

106. 00| HEART ACQUISITEION

1067 .00 1.IVER ACQUISITION

108.00[ LUNG ACQUISITION

109.00| PANCREAS ACQUISITION
1106.00] INTESTINAL ACQUISITION
111.00| ISLET ACQUISITION

113,00 INTEREST EXPENSE

114, 00iUTILIZATION REVIEW-SNF
115.00] AMBULATORY SURGICAL CENTER (D.P.)
116. 0G0 HOSPICE

200.00] subtotal (see instructions)

0
g

SO O 0o o o

7,157,792

0] 7,157,792

o000 00

9
9

105.00
106,00
107.00
108.00
109.00
110.00
111.00
113.00
114.00
115.00
116.00
200.00

DOOOOR o

OO0

MCRIF32 - 2.23.130.0



J of Form CMS-2552-10

Health Fipancial Systems BHC MEADOWS HOSPITAL in Lie
COMPUTATION OF RATIO OF COSTS TO CHARGES : Provider Cca: 154041 | Period: worksheet C
From 01/01/2011 | Part 1
To  12/31/2011 | pate/Time Prepared:
: 4/17/2012 10:10 am
Title XIX Hospital Cost
Cost

30

201.60
202.00

Q

201.00! Less Observaticn Beds 0;
7,157,792 0] 7,157,792

202.00 rotal (see instructions)

(=]
(==

MCRIF32 - 2.23.130.0



Health Financial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TG CHARGES

Provider CCN: 154041 | Period:

worksheet C

From 01/01/2011 | Part I

To  12/31L/72011 | pate/Time Prepared:
4/17/20312 10:10 am

Hospital . Cost

Title XIX

INPATIENT . ROUTINE "SERVICE .COSTICENTERS

30.00 {ADULYS & PEDIATRICS
31.00 |INTENSIVE CARE UNIT
32.00 |CORONARY CARE UNIT

33.00 |BURN INTENSIVE CARE UNIT
34,00 |SURGICAL INTENSIVE CARE UNIT
40.00 | SUBPROVIDER ~ IPF

41,00 |SUBPROVIDER ~ IRF

42.00 | SUBPROVIDER

43,00 |NURSERY

44,00 |SKILLED NURSING FACILITY
45.00 |NURSING FACILITY

46.00 |OTHER LONG TERM CARE

17,529,917

OO0 OO0 O OO

L e

6,314,65

12,529,917 30.00

0
0
0
0
0
0 . 43.00
0
0
0
0
0]

ANCILUARY::SERVICE  COST [CENTERS:

6,314,6

50.00 |OGPERATING ROOM

51.00 |RECOVERY ROOM

52.00 |DELIVERY ROOM & LABOR ROOM

$3.00 |ANESTHESTIOLOGY

54,00 | RADTOLOGY-DIAGNOSTIC

55.00 | RADTOLOGY~THERAPEUTIC

56.00 | RADIOISOTOPE

57.00 |CT SCAN

58.00 |MAGNETIC RESONANCE IMAGING (MRI)
59.00 [CARDIAC CATHETERIZATION

60.00 | LABGRATORY

60.01 |BLOGD LABORATORY

61.00 {PBP CLINICAL LAB SERVICES-PRGM ONLY
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS
63.00 {BLOOD STORING, PROCESSING & TRANS.
£64.00 | INTRAVENOUS THERAPY

65.00 | RESPIRATORY THERAPY

66,00 i PHYSICAL THERAPY

67.00 [OCCUPATIONAL THERAPY

68.00 |SPEECH PATHOLOGY

69.00 | ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY

71.00 {MEDICAL SUPPLIES CHARGED TO PATLIENTS
72.00 |IMPL. DEV. CHARGED TO PATIENTS
73.00 {DRUGS CHARGED TO PATIENTS

74.00 {RENAL DIALYSIS

75.00 |ASC (NON~DISTINCT PART)

99,39

275,88

L e P e o Jlor Jer Jlov Jlow R o R w e e R R I T I

00 o ol

=
N

e RO OO NOOOCOCCR

OUTPATIENT SERVICE (COST: CENTERS

0 G.00000 0.600000| 50.00
0 G. 000000 0.000000] 51.00
0 G. 000000 0.000000} 52.00
0 0. 000000 0.600000] 53.00
0 0.000000 0.000000] 54.00
0 0. 000000 0.000000; 55.00
O 0.0006000 0.003000) 36.00
0 0. 000000 0.000000] 57,00
9 0.000000 0,000000] 58.00
& 0.000000 Q.0C0000; 52.00
99,560 0.479791 0.000000] 60.00
& 0. C0G000 0.000000; 60,01
9 0.C0G000 0.000000] 61.00
0 0. 006000 0.000000] 62.00
O 0. 000000 0.000000] 63.00
0 0.00G000 0.00G000| 64.00
0 0.G00000 0.00C000; 65.00
G 0.G00000 €.000000] 66.00
G 0.G00000 0.006000] 67,00
& 0.000000 £.006000] 68.00
0 0.000000 0.000000] 69.0C
& 0.000000 0.000000] 70.00
o 0.000000 0.000000] 71.00
G 0. 000000 4.000000] 72.00
275,886 0.926669 .000000] 73.00
0 0.000000 0.000000; 74.00
0 0.000000 $.000000; 75,00

88.00 |RURAL HEALTH CLINIC 0 G &) 0. 0C0000] G.000000} 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER 0 G 0 0.0G000! ¢.000000; 89.00
90.00 |CLINIC : 0 420,055 420,055 0.585440 G.000000; 90.00
91.00 |£MERGENCY 0 0 0 0. 000000; 4.000000; 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0. 060009; $.00000Q) 92.00
94.00 |HOME PROGRAM DIALYSIS 0 0 0 0. 000000 G.000000| 94.00
95.00 |AMBULANCE SERVICES 0 0 0 0. 000000 G.000000; 95.00
96,00 |DURABLE MEDICAL EQUIP-RENTED 0 0 0 0. 000000 G.000000| 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 0. 060060 0.000060; 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0 0. 000060 0.000000] 98.00
99.00 [CMHC 0 0 0 99.00
99.10 | CORF 0 0 0 99.10
100,00 I&R SERVICES-NOT APPRVD PRGM 0 0 0 100.00
101.00 HOME HEALTH AGENCY 0 0 101.00
SPECIALY PURPOSE COST CENTERS
105.00] KIDNEY ACQUISITION 0 0 0 105.00
106. 00} HEART ACQUESITION 9 0 0 106.00
107,00 LIVER ACQUESITION Q 0 0 107.00
108.00{ LUNG ACQUISITION 0 0 0 108.00
109.00{ PANCREAS ACQUISITION O 0 0 108.00
110. 00 INTESTINAL ACQUISITION 0 0 0 110.00
111,00 ISLET ACQUISITION 0l 0 0 111.00
113,00 INTEREST EXPENSE 113.00
114.00 UTILEZATION REVIEW-SNF 114.00
115.00] AMBULATORY SURGICAL CENTER (D.P.) b 0 0 115.00
116. 000 HOSPECE 05 0 0 116.00
200,00 subtotal (see instructions) 19,219,847 420,221 19,640,068 2090.00
201.00iLess Chservation Beds 201.00

MCRIF32 - 2.23.130.0



Health rFinancial Systems

BHC MEADOWS HOSFITAL

In Lieu of Form ¢M$-2552-10

COMPUTATION OF RATTO OF COSTS TO CHARGES

Provider CCN: 154041 | Perio
From

d:
01/01/201L

worksheet C
Part I

To  12/31/201%1 | pate/7ime Prepared:
4/17/20312 10:10 am
Title XIX Heospital Cost

0

B

w0

202.00] Total (see instructiohs) | 19,219

, 8471

420,221

10. 640,068

202.00

MCRIF32 ~ 2.23.130.0



Health Financial Systems

BHC MEADCWS HOSPEITAL

In Liel

} of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

provider CCN: 154041

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

worksheet C

Part I

pate/Time Prepared:
4/17/2012 106:310 am

Title XIX

Hospital

Cost_

INPATIENT: ROUTINE: SERVICE:CO!

ADULTS & PEDIATRICS
31.00 | INTENSIVE CARE UNIT
32.00 | CORONARY CARE UNIT

33,00 iBURN INTENSIVE CARE UNIT
34,00 | SURGICAL INTENSIVE CARE UNIT
40.00 | SUBPROVIDER - IPF

41,00 | SUBPROVIDER - IR¥

42.00 | SUBPROVIDER

43.00 INURSERY

44,00 [SKILLED NURSING FACILETY
45.00 |NURSING FACILITY

46.00 [OTHER LONG TERM CARE

ANCILLARY; SERVICE .COST CENTERS:

50.00 |OPERATING ROOM

51.00 |RECOVERY ROOM

52.00 |DELIVERY ROOM & LABOR ROCM

53.00 |ANESTHESIOLOGY .

54.00 .| RADIOLOGY-DIAGNOSTIC,

55.00 |RADICLOGY-THERAPEUTIC

56.00 |RADIOISOTOPE

57.00 |CT SCAN

58.00 |MAGNETIC RESONANCE IMAGING (MRI)
$9.00 |CARDIAC CATHETERIZATION

60.00 | LABORATORY

60.C1 [BLOOD LABORATORY ]

61.00 | P8P CLINICAL LAB SERVICES-PRGM ONLY
62.00 [{WHOLE BLOOD & PACKED RED BLOOD CELLS
63.00 {BLOOD STORING, PROCESSING & TRANS,
64.00 | INTRAVENOUS THERAPY

65.00 |RESPIRATORY THERAPY

66.00 | PHYSICAL THERAPY

67.00 |OCCUPATIONAL THERAPY

68.00 |SPEECH PATHOLOGY

69.00 | ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY

71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 [IMPL, DEV. CHARGED TO PATIENTS
73.00 IDRUGS CHARGED TQ PATIENTS

74.00 [RENAL DIALYSIS

75.00 [ASC (NON-DISTINCT PART)

.G00000
000000
.000000
. 000000
. 000000
.000000
000000
000000
. 000000
000000,
000000,
-000000
- 000000
000000
- 600000
. 600000
. 000000
. GGO000
. 000000
. 000000
. 0C0000
. 000000
060000
. 000000
. 000000
. 000000
000400

[ B B e B s R e B o R B s o B B e e S e B e B i e B o= o i on o e e e

90.00 |CLINIC

88.00 JRURAL HEALTH CLINIC 0., 00CC00 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0.006G09 89.00

0. 000004 90.00
91,00 |EMERGENCY 0. 000004 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 .00000Y, 92.00

OTHER:REIMBURSABLE! COST CENTERS

94.00 |HOME PROGRAM DIALYSIS

$5.00 |AMBULANCE SERVICES

96,00 |DURABLE MEDICAL EQUIP-RENTED
97.00 |DURABLE MEDICAL EQUIP-SOLD
98.00 |OTHER REIMBURSABLE COST CENTERS
99,00 | CMHC

99.10 | CORF

106.00) TI&R SERVICES-NOT APPRVD PRGM
101,00 HOME HEALTH AGENCY

.0000C0o
000000
.0000G0
000000
. 000000

(=i om e

SPECIAL  PURPOSE.COST ICENTERS

105, 00| KIDNEY ACQUISITION
106, 00| HEART ACQUISITION
107.00{ LIVER ACQUISITION
108,048 LUNG ACQUISITION
10900 PANCREAS ACQUESTTION
110.00 INTESTINAL ACQUISITION
111.00] ISLET ACQUISITION
113.00| INTEREST EXPENSE
114,00 UTTLIZATION REVIEW-SNF
115. 00 AMBULATORY SURGICAIL CENTER (D.P.)
116. 00 HOSPICE

200.00] subtotal (see instructions)
201,00/ Less Observation Beds

202,000 Tota? (see instructions)

MCRIF32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL n tiey of Form (M5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS Provider CCN: 154041 period: viorksheet o

From 01/01/2011 | pary ¥

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

4/17/2012 10:10 am
Hospital PPS

rota] 13

INPATIEN TINE: : ;
30.00 [ADULTS & PEDIATRICS 185,432 0 185,432 6,578 28.19| 30.60
31.00 | INTENSIVE CARE UNIT 0 0 0.00| 31.00
32.00 { CORONARY CARE UNIT 0 0 0 0.00| 32.00
33.00 BURN INTENSIVE CARE UNIT 0 0 0 0.00] 33.00
34,00 |SURGICAL INTENSIVE {ARE UNIT 0 0 0 0.006] 34.00
40.00 |SUBPROVIDER ~ IPF 0 0 0 0 0.00{ 40.00
41.00 |SUBPROVIDER ~ IRF 0 0 0 0 0.0} 41.90
42.00 | SUBPROVIDER 0 0 0 0 0.00} 42.00
43,00 |NURSERY 0 0 0 0.00] 43.00
44.00 |SKILLED NURSING FACILITY 0 0 0 0.00f 44.00
45.00 |NURSING FACILITY 0 0 0 0.00| 45.00
200.00| Total (Fines 30-19%) 185,432 185,432 6,578 206.00

MCREF32 - 2.23.130.0



Health Financial Systems : BHC MEADOWS HOSPITAL In Lieu of Form {MS-2552-10
APPORTIONMENT OF INPATEENT ROUTINE SERVICE CAPITAL COSTS Provider CCN: 154041 | Period: worksheet D

From 01/01/20111 part I

To  12/31/2011 | Date/Time Prepared:
4/17/2012 10:10 am

title XVIII Hospital PPS
30.00 (ADULTS & PEDTATRICS 359 14,120 30.00
31.00 | INTENSIVE CARE UNIT 0 G 31.00
32.00 | CORONARY CARE UNIT 0 ¢ 32.00
33.00 |BURN INTENSIVE CARE UNIT 0 ¢ 33.00
34.00 |SURGICAL INTENSIVE CARE UNIT 0 [t 34.00
40.00 |SUBPROVIDER - IPF 0 t] 44,00
41.00 |SUBPROVIDER - IRF 0 0 41.00
42.00 |SUBPROVIDER 0 0 42.900
43.00 |NURSERY 0 0 43.00
44,00 |SKILLED NURSING FACILITY 0 0 44.00
45.00 |NURSING FACTILITY 0 0 45.00
200.00| Total (lines 30-199) 359 10,120 206.00

MCRIF3Z - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In Liey of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ANCIELLARY SERVICE CAPITAL COSTS provider CCN: 154041 | period: worksheet b
. Frem 01/01/2011 | Part II
To  12/31/2011 | pate/Time Prepared:
4/17/2012 310:10 am
Titie XVIXT Hospital PPsS
Ra

ANCELLARY: : SERVICE COS? i
50.00 |OPERATING ROOM 0 0000 0 50.C0
51.00 {RECOVERY ROOM 0 O G. 000000 0 0! 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0.000000 0 0} 52.00
53.00 |ANESTHESIOLOGY ¢ 0 0.000009 0 0{ 53.00
54.00 | RADIOLOGY~DIAGNOSTIC 0 0 0.000000 ¢ 01 54.00
55.00 | RADIOLOGY-THERAPEUTIC .0 0 0.000000 0 0 55,00
56,00 |RADIOISOTOPE 0 G 0. 600000 0 0} 56.00
57.00 |C¥ SCAN 0 G 0. ¢00000 0 0} 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 0.060000 0 0 58.00
59.00 | CARDIAC CATHETERIZATION 0 0 0. 060000 Of G} 59.00
60,00 | LABORATORY 1,407 99,560 0.014132 3,812 125] 66.00
60,01 |BLOOD LABORATORY 0 0 0. 006000 : 0 G| 66.0F
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00
62.00 [WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0. 000009, 0 0} 62.00
63.00 IRLOOD STORING, PROCESSING & TRANS. 0 0 0. 000000! G 0} 63.00
64.00 | INTRAVENOUS THERAPY 0 0 0. 000600 0 0| 64.00
65.00 |RESPERATORY THERAPY 9 0 0. 000000 0l 0} 65.00
66.00 |PHYSICAL THERAPY 0 0 {.000000 0 0! 66.0G0
67.00 |OCCUPATIONAL THERAPY ; 0 . 0600000 0 0! 67.G0
68.00 |SPEECH PATHOLOGY . 0 0. 000000 0 0} 68.00
69.00 | ELECTROCARDIOLOGY b 0 0. 000000 0 0] 69.00
70.00 | ELECTROENCEPHALOGRAPHY ¢ 0 0.000000 0 0] 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS G 9 0.000000) 0 01 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0; ; 0.000000 0 Qi 72.00
73.00 |DRUGS CHARGED TO PATLENTS 2,953 275,886 0.010704 34,999 375 73.00
74.00 | RENAL DIALYSES 0 G 0. 000000, 0 01 74.00
75.00 {ASC (NON-DISTINCT PART) 0 0 0. 000000 0 Q01 75.00

CUTPATIENT SERVICE COST, CENTERS : i Sl ;
88.00 | RURAL HEALTH CLINIC : 0 Gi 0. 000000 0 {+{ 88.00
89,00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0. 060000, 0 ¢l 89.00
90,00 | CLINIC 7,151 420,055 0.017024 0 0| 90.00
91.00 | EMERGENCY 0 0 0. 000000 0 G| 91.00
92.00 [OBSERVATION BEDS (NON-~DISTINCT PART) 0 0 0. 006000, 0 G} 92.00

OTHER - RETMBURSABLE  COST: CENTERS:
94,00 [HOME PROGRAM DIALYSIS 0 0 0. 006000 i} 0] 94.00
95.00 |AMBULANCE SERVICES ' 95,00
96.00 |DURABLE MEDICAL EQUIP~RENTED Q) 0 0.000000 0 0] 96.00
97.00 |DURABLE MEDICAL EQUIP~S0LD 0 0 0. 000000 G 0} 97.40
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 0.000C00 G 0} 98.00
200.00{ Total (Tines 50-199}) 11,513 795,501 43,811 500{200.00

MCRIF32 - 2.23.130.0



sealth Financial Systems BHC MEADOWS HOSPITAL In tiey of Form €mMs-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS provider CCN: 154041 | period: worksheet D

From 01/01/2011 | Part IIr

To  12/31/20611 | pate/Time Prepared:
4/17/2012 10:10 am

Title XVIIT Hospital PPS
aithiiaaliog seid T ISt
INPATIENT ‘ROUTINE e L :

30.G0 |ADULTS & PEDIATRICS 0 0 0 G| 3G.00
31,00 |INTENSIVE CARE UNIT 0 0 0 0] 31.00
32.00 |CORONARY CARE UNIT 0 0 0 0] 32.00
33.00 {BURN INTENSIVE CARE UNIT 0 0 0 0} 33.900
34.00 | SURGICAL INTENSIVE CARE UNIT v 0 0 0 34.00
40.00 |SUBPROVIDER - IPF 0 0 0 i; 0} 40.00
41.00 |SUBPROVIDER - IRF ¢ 0 0 0 0! 41.00
42.00 | SUBPROVIDER 0 0 0 G 0] 42.00
43.00 |NURSERY 0 0 0 0] 43.60
44,00 1 SKILLED NURSING FACELITY 0 0 0 0] 44.00
45.00 |NURSING FACILITY 0 0 Q 0! 45,00
209.00/ Total (lines 30-199) 0 O 9 04200.00

MCRIF3Z - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In tieu of Form CM§-255%2-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 154041 | period: - worksheet D

From 01/01/2011 | Part XIIT

To  12/31/2011| Date/Time Prepared:
4/17/2012 10:10 am

Title XVIII Hospital PPS
- Inpat Fh|
30.00 [ADULTS & 6,578 0.00 359 0 0] 30.00
31.00 | INTENSIVE CARE UNIT 0 0.00 0 0 0] 31.00
32.00 | CORONARY CARE UNIT 0 0.00 0 0 0} 32.060
33.00 |BURN INTENSIVE CARE UNIT 0 0.00 0 0 0} 33.060
34,00 |SURGICAL INTENSIVE CARE UNIY 0 0,069 0 0 0} 34.00
40.00 | SUBPROVIDER - IPF 0 0. GO 0 0 0l 40.00
41,00 | SUBPROVIDER ~ IRF 0 0. 00 0 ¢ 0! 41.00
42,90 | SUBPROVIDER 0f 0. 00 0 0 0l 42.00
43.00 | NURSERY ’ 0 0,00 O 9 Q] 43,00
44.G0 | SKILLED NURSING FACILITY 0 0.00 0; O 0! 44.00
45,00 |NURSING FACILITY i 0. 00! 0 b 0} 45.00
200.00] Totat (Iines 30-199) 6,578 359 0 01200.00

i MCRIF32 - 2.23.130.0



Health Financial Systems : BHC MEADOWS HOSPITAL In Lieu of Form (M$~2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 154041 | Period: worksheet D

From 01/01/20131 | part III
To  12/31/2011 | pate/Time Prepared:
4/17/2012 10:10 am

Title XVIIT Hospital PPS
E
INPATIENT: ROUTINE: SERVICE:COS]
30.00 |ADULTS & PEDIATRICS 0 0 30.00
31.00 |INTENSIVE CARE UNIT 0 0 31.00
32.00 |CORONARY CARE UNIT 0 0 32.00
33.00 |BURN INTENSIVE CARE UNIT 0 0 33.00
34.00 |SURGICAL INTENSIVE CARE UNIT 0 a 34.00
40.00 | SUBPROVIDER - IPF 0 9 40.00
41.00 {SUBPROVIDER - IRF 0 ; 41,00
42.00 | SUBPROVIDER 0] 0 42,00
43,00 | NURSERY 0 - QO 43,00
44,00 | SKILLED NURSING FACILITY 0] o 44,00
45.00 | NURSING FACILITY 0 o 45,00
200.00  Total (lines 30-199) 0 0 200.00

MCRIF32 - 2.23.13G.9



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form CM$-2552-10
APPORTEONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHRER PASS provider Ccn: 154041 | reriod: worksheet b

THROUGH COSTS : From 01/01/20111 part IV

To  12/31/2011: pDate/Time Prepared:
4/17/2012 10:10 am

Title XVIII Hospital
hisoatl iother

CILLARY SERVICE COST:CENTER

50.00 |OFERATING RGOM 0 0 0 0, 0i 50.0C
51.00 |RECOVERY ROOM G 0 0 0 Gj 51.0C
52.00 |DELIVERY ROOM & LABOR ROOM G 3 0 0 0] 52.00
53.00 | ANESTHESIOLOGY G i 0 9 03 53.00
54.00 | RADTOLOGY-DIAGNOSTIC 0] 0 0 0 91 54.00
55.00 | RADTOLOGY-THERAPEUTIC 0 0 o 0 Q1 55.00
56.00 | RADYOISCTOPE v 0 0 0 Q] 56.00
57.00 | CT SCAN 0 0] 0 0] 0| 57.00
58.00 {MAGNETIC RESONANCE IMAGING (MRI) 0 0] 9 0] 0| 58.00
59,00 {CARDIAC CATHETERIZATION 0 0 0 0 G| 59.00
60.00 |LABORATORY 0 0 0 0 0| 60.00
60.01 {BLOCD LABGRATORY O 0 0 0 Gl 60.01

61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY ' 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS
63.00 |BLOOD STORING, PROCESSING & TRANS,
64.00 | INTRAVENOUS THERAPY

65.00 |RESPIRATORY THERAPY

66.00 | PHRYSICAL THERAPY

67.00 |OCCUPATIONAL THERAPY

63.00 {SPEECH PATHOLOGY

69.00 | EL.ECTRCCARDIOLOGY

70.00 | ELECTROENCEPHALOGRAPHY

71.00 I{MEDICAL SUPPLIES CHARGED TO PATIENTS
72,00 [IMPL, DEV. CHARGED TO PATIENTS
73.00 {DRUGS CHARGED TO PATIENTS '
74.00 IRENAL DIALYSIS .

75.00 [ASC (NON-DISTINCT PART)

0
v
0
0
0
9
o
o,
0
0
0
0]
0

o R R R T e e e e e s L e
Do oo
OO OO0 0D 000 o
OO OOOOOOO00000

o

o

o

o

88.00 |RURAL HEALTH CLINIC 0 0 0 0 G| 88.00
89.00 |FEDERALLY QUALIFIED MEALTH CENTER 0 0 0 0 0] 89,00
i 90.00 |CLINEC 0 0 o 0 0f 90.00
© 91.00 |EMERGENCY _ 0 0 o 0 0| 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 0 G; 0 0] 92.00

OTHER RETMBURSABLE COST. CENTERS:
94.00 |HOME PROGRAM DIALYSIS
95.00 |AMBULANCE SERVICES 95.00

96.00 DURABLE MEDICAL EQUIP-RENTED G 0 0 0 0! 96.00
97.00 | DURABLE MEDICAL EQUIP-SOLD 0 9 0 0 0§ 97.00
98.006 |OTHER REIMBURSABLE COST CENTERS 0] O 0 0 G} 98.0C
200.00voral (Tines 50-199) 0] O 0 9 0{200.,00

MCRIF32 ~ 2.23.130.0




Health financial Systems BHC MEADOWS HOSPITAL In Lieu of Form (mMs-2552-10
APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCON: 154041 |period: worksheet D

THROUGH COSTS From Q1/01/2011 | Part iv

To  12/31/2011  pate/Time Prepared:
471772012 1G:310 am
Hospital PPS

Title XVIZT
R

' ANCILLARY :SERVICE: COST CENTERS
50.00 |OPERATING ROOM

0 0 0. 600000 0.000000 0} 50.00
51.00 |RECOVERY ROOM Q) 0 0., 000000, 0.000000, 0} 51.00
52.00 |DELIVERY ROOM & LABOR ROOM O 0 0. 000000 0. GO000Y, 0} 52.00
$3.00 |ANESTHESIOLOGY b 0 0. 000000 0. G00000; 0] 53.00
54.00 | RADIOLOGY-DTAGNOSTIC 0 0 0, 006000 0, 000000; 0! 54.00
55.00 |RADIOLOGY-THERAPEUTIC 0 0 9, 000000 0. 000000; 01 55.00
56.00 | RADIOISOTOPE 0 0 0., 000609 Q. 000000 0] 56.00
57.00 1CT SCAN 0; 0 0. 0006060 0. 000000 0} 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 O 0. 000060; {.000000 0} 58.00
£9.00 | CARDIAC CATHETERIZATION 0 [ . 000000 0. 000000 0} 59,00
60,00 | LABCRATORY 0 99, 560 0. 000000, 0. 000000 8,812 60.00
60,01 BLOCD LABORATORY 0 0 0. 000000] 0. 000000 0| 60.01
61.00 {PBP CLINICAL LAB SERVECES-PRGM ONLY 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 [t 0.080000 0.0006000 0| 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 0. 000000 0.006000 G| 63.00
64.00 | INTRAVENOUS THERAPY 0 0 0. 000000, 0. 000000 0} 64.00
65.00 |RESPIRATORY THERAPY 0 0 0. 0C0000, 0. 600000 0} 65.00
66.00 | PHYSICAL THERAPY 0 0 0.000090 Q. 000000, 0} 66.00
67.00 |GCCUPATIONAL THERAPRY 0 0 0. 0000900 0. GODO0; 0! 67.CG0
68.00 | SPEECH PATHOLOGY [s; 0 0. 006000 0. 000000, 0 68.00
69.00 | ELECTROCARDICLOGY 0 0 0. 000000 0, 0G0000; 0! 69.00
70.00 | ELECTROENCEPHALOGRAPHY G 0 0. 000600 0. 0060000 0! 70.00
71..00 |MEDICAL SUPPLIES CHARGED TG PATIENTS 0 0 0.000009 {.000000] 0! 71.00
72.00 1IMPL, DEV. CHARGED TG PATIENTS 0 O 0.900000 0. 000000] 0§ 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0 275,886 G.000000; {4.000000 34,999] 73.00
74.00 IRENAL DIALYSIS 0 0 G.00000C; 0.000000 01 74.00
75.00 |ASC {NON-DISTINCT PART) 0 j; G.000000; 0.000000 gl 75.00

CUTPATIENT SERVICE: COST CENTERS i e :
88.00 |RURAL HEALTH CLINIC 0 G . 000000 0.,000000 0| 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER ¢ 0 0. 000000 0.9000000 0| 89.00
90,00 | CLINIC 0 420,055 0. 0600000 0.000000 G| 96.00
91.00 | EMERGENCY 0 0 0. 600000 0.006000 G| 91.00
92.00 |OBSERVATION SEDS {NON-DISTINCT PART) 1] 0 0. 060000 0.000000 0l 92.00
. |OTHER REIMBURSABLE COST CENTERS iR

94,00 |HOME PROGRAM DIALYSIS 0 000000 0. CO0G0Y; 94.00
95.00 | AMBULANCE SERVICES 95.00
96,00 | DURABLE MEDICAL EQUIP-RENTED v} 0 0. 0006000 0. 000000 0} 96.060
97.00 | DURABLE MEDICAL EQUIP-SOLD G 0 0. 000000 0. 000000 0| 97.60
98.00 |OTHER REIMBURSABLE COST CENTERS G 0 0.000600 0. 000000 0] 98.00
200,00 Total (Tines 50-199) O 795,50 43,8111200.00

MCRIF32 - 2.23.130.C




Health rFinancial Systems BHC MEADOWS HOSPITAL tn Lieu of Form cM5-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS erovider CON: 154041 | Period: worksheet D

THROUGH COSYS From 01/01/2011 | Part Iv

To 1273172011 | pate/Time Prepared:
471772012 10:10 am

Title XvITT Hospital PPS
SAALFEENG
50.00 |OPERATING ROOM G 0 0 0 0} 50,900
51.00 |RECOVERY ROOM 0 0 0 G 0} 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 0 [t 0] 52.00
53.00 | ANESTHESIOLOGY 0 0 0 0 0] 53.00
54,00 | RADIOLOGY~DIAGNOSTIC 0 0 0 0 0! 54.00
55.00 | RADIOLOGY~THERAPEUTIC 0 0 0 0 0! 55.00
56.00 | RADTOISOTOFE 0 0; 0 0 01 56.00
57.00 {CT SCAN 0 0 0 0 0 57.00
58.00 [MAGNETIC RESONANCE IMAGING (MRI) 0 0 0 0 0 58.00
59,00 | CARDIAC CATHETERIZATION 0 G o 0 04 59,00
60.00 |LABORATORY 0 0 i 0 0| 60.00
60.0%1 |BLOOD LABORATORY 0 0 0 0 ] 60.01
61.00 |PRP CLINICAL LAB SERVICES~FPRGM ONLY 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 &) 0 G} 62,00
63,00 {8,000 STORING, PROCESSING & TRANS, s; 0 0 0 0} 63,00
64.00 | INTRAVENQUS THERAPY 0 0 0 G 0} 64,00
65,00 {RESPIRATORY THERAPY 0 0 0 G 0] 65.00
66,00 | PHYSICAL THERAPY 0 0 0 0 0] 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0] 67.00
68.00 | SPEECH PATHOLOGY 0 a - 0 0 0] 68.00
69.00 | ELECTROCARDIOLOGY 0 O 0 0 0] 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 . 0 0 01 70,00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 O 0 0} 71,00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 01 72.00
73.00 |DRUGS CHARGED TO PATIENTS Of ¢ 0 0 0] 73.00
74.00 |RENAL DIALYSIS 0 0 0 0 0} 74,00
75.00 {ASC (NON-DISTINCY PARY) 0 0 0 0 0] 75.00
OUTPATIENT: SERVICE  COST, CENTERS: S : :
88.00 |RURAL HEALTH CLINIC 0] 0 i 0] 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER ¢ 0 0 0 0} 89,00
90,00 {CLINIC 0 0 0 0 0} 9¢.90
91.00 | EMERGENCY 0 0 0 G 0} 91.00
92.00 {OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0] 92.00
OTHER REIMBURSABLE: ‘COST: CENTERS E
94,00 |HOME PROGRAM DIALYSIS ¢ 0 0 0 Qi 94.00
95.00 |AMBULANCE SERVICES 95.00
96.00 |DURABLE MEDICAL EQUIP-RENTED ¢ 0] 0 0 0! 96.0C
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 0 0 0f 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 G 0 0 0i 98.00
200.00| Total (VTines 50-199) 0 [ b 0 01200,00

§ MCRIF3Z - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CCN: 154041 reriod: worksheet D

THROUGH COSTS From $1/01/2011] part IV

To  12/31/20111 pate/Time Prepared:
4/17/2012 10:10 am

Title XVIIT Hospital i PPS

5C.00 |OPERATENG ROOM 0 0 50.00
51.00 |RECOVERY ROOM 0 0 51.00
52.00 |DELIVERY ROOM & LABOR ROOM 0 0 1 52.00
53.00 [ANESTHESIOLOGY 0 0 53,00
54.00 | RADIOLOGY-DIAGNOSTIC 0 0 54.00
55.00 {RADIOLOGY-THERAPEUTIC 0 Of 55.00
56.00 | RADIOISOTOPE O 0 56.00
57.00G iCT SCAN 0 0 57.00
58.00 |MAGNETIC RESONANCE IMAGING (MRI) 0 0 58.00
59,00 | CARDIAC CATHETERIZATION 0 v 59.00
60.00 |LABORATORY 0 G 60.00
60.01 {BLOOD LABORATORY G 0 60.01

61,00 PBP CLINICAL LAB SERVICES-PRGM ONLY 61.00

62.00 |WHOLE B8LOOD & PACKED RED BLOOD CELLS 0 0 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0 0 63.00
64,00 |INTRAVENOUS THERAPY 0 0 64,00
65,00 |RESPIRATORY THERAPY 0 0 65.00
66.00 | PHYSICAL THERAPY 0 0 66.00
67.00 |OCCUPATIONAL THERAPY 0 0 67.00
68.00 | SPEECH PATHOLOGY 0 0 68.060
68.00 | ELECTROCARDYOLOGY 0 0 69,00
70.00 | ELECTROENCERHALOGRAPHY 0 0 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 71.00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0 0 72.00
73.00 IDRUGS CHARGED TO PATLENTS 9 ; 73.00
74,00 |RENAL DIALYSIS 9 0 74,00
75,00 1ASC (NON-DISTINCT PART) 0 ; 75.00
OUTEATIENT SERVICE COST: CENTERS:
88.00 |RURAL HEALTH CLINIC 0] 0 88.00
89.00 |FEDERALLY QUALIFIED HEALTH CENTER i 0 89,00
90.00 |CLINIC 0 G 90.00
91.00 |EMERGENCY 0 0 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0 0 92.00

OTHER: REIMBURSABLE :COST: CENTERS
94,00 |HOME PROGRAM DIALYSIS 94.00
95,00 |AMBULANCE SERVICES 95.00

o]

96,00 |DURABLE MEDICAL EQUIP~RENTED v v 96.00
97.00 |DURABLE MEDICAL EQUIP-SOLD 0 0 97.00
98.00 |OTHER REIMBURSABLE COST CENTERS 0 0 98,00
200.00{Total (lines 50-199) 0 0 200,00

1 MCRIF32 - 2.23.13CG.0



Health Fimancial Systems

BHC MEADOWS HOSPITAL

in Lieu of Form (MS-2552-30

COMPUTATION QOF INPATIENT OPERATING COST Provider CCN: 154041 | Perio Worksheet D-1
. From 01/01/2011
To 12/31/2011 | pate/time Prepared:
4/17/2012 10:10 am
Title XVIIT Hospital PPS

U e

(2]

10.
il,
1z2.
13.
14.
15.
16.
17.
18.
19.
20,

2%,

23.
24.
25,

26.

28.
29.
30.
31.
32.
33.
34,
35.
36.
37.

.00
.00
.00
.00
00

e]
GO
.00
.00

oC
00
00
G0

iﬂstructions)

Total swing-bed cost (see
General 1npat1ent routine service cost net of sw 1ng—bed cost (T1ne 21 mxnus 1xne 26)

Inpat}ent days (including prwvate room days and swwng ~bed days, echudzng newborn) 6,578
Inpatient days (including private room days, excluding swing-bed and newborn days) 6,578
private room days (exciuding swing-bed and observation bed days) 0
semi-private room days (exciuding swing-bed and observation bed days) 6,578
Total swing-bed SNF type inpatient days (including private room days) through pecember 31 of the cost 0
reporting period

Total swing-bed SNF type inpatient days (including private room days) after December 31 of the cost G
reporting period (if calendar year, enter Q on this 1ine)

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

Total swing-bed NF type inpatient days (including private room days) after becember 31 of the cost 4]
reporting period (if calendar year, enter 0 on this line)

Tota'l inpatient days including private room days applicable to the Program (excluding swing-bed and 359
newborn days)

swing-bed SNF type inpatient days applicable to title XVIIE only (1nc?ud1ng private room days) 0
through pecember 31 of the cost reporting period (see instructions)

swing-bed SNF type finpatient days applicable to title XviIz only {including private room days) after ]
pDecember 31 of the cost reporting period (if calendar year, enter O on this line)

swing-bed NF type inpatient days applicable to titles v or XIX cnly (including private rcom days) 0
through becember 31 of the cost reporting period

swing-bed NF type inpatient days applicable to titles v or XX only (inciuding private room days) 4]
after becember 31 of the cost reporting period (if calendar year, enter 0 on this line)

Medically necessary private room days appiicable to the program (excluding swing-bed days) 0
Total nursery days (vitie v or XiX only) 0
Nursery days (title v or Xix only) 0
SWING BEDADIUSTMENE bty
Medicare rate for swing-bed SNF services applicable to services through December 31 of the cost 0.¢0
reporting period

Medicare rate for swing-bed SNF services appiicable to services after December 3% of the cost 0.00
reporting period

medicaid rate for swing-bad 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 December 31 of the cost 0.00
reporting period

Total general jnpatient routine service cost {see instructions) 3,460,837
swing~bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0
5 x 1ine 17)

swing-bed cost applicable to SNF type services after December 31 of the cost reperting period (line 6 0
x Tine 18)

swing-bed cost applicable to NF type services through December 31 of the cost reporting period (1ine 0
7 x Tine 19)

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

PRIVATE ROOM. DIFFERENTIAL ADIUSTMENT:

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

semi-private room charges (excliuding swihg-bed charges)

General inpatient routine service cost/charge ratio (line 27 + Tine 28)

Average private room per diem charge (Tine 29 + Tine 3)

Average semi~private room per diem charge (Iine 30 + Tine 4)

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

private room cost differential adjustment (Jine 3 x Tine 35)

General inpatient routine service cost net of swing-bed cost and private room cost differential (iine
27 minus Tine 36)

12,529,917
0
12,529,917
0.276206
6.00
1,904.82
0.00

0.60

0
3,460,837

HOSPLTAL AND: SUBPROVIDERS ONLY:

PROGRAMsINPATIENT OPERATING COST ‘BEFORE:PASS THROUGH: CO

Adjusted general inpatient routine service cost per diem (see 1nstﬁuct1ons)
Program general inpatient routine service cost (line 9 x Tine 38)
Medically necessary private room cost applicable to the program (Fine 14 x 11ne 35)

Total Program genera'l inpatient routine service cost (Iine 39 + Tine 40}

526.12
188,877

188,877

19.00
20.90

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
41.900

MCRIF32 - 2.23.130.0



Health #inancial Systems - BHC MEADOWS HOSPITAL In tieu of Form CmMs-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 154041 | Period: worksheet D-1

From 01/01/2011 .
To  12/31/2011 | pate/Time Prepared:
A4/17/2012 310:10 am

Title XVIIT Hospital PPS
0
Intensive Care Type Inpatient:Hospital Units
43.00 |INTENSIVE CARE UNIT ¢ 0 0.00 i} 0} 43.00
44,00 | CORONARY CARE UNIT G 0 0.00 0 0} 44.00
45,00 |BURN INTENSIVE CARE UNIT 0 0 0.00 0 0| 45.00
46.00 [SURGICAL INTENSIVE CARE UNIT ¢ 0 0.00 v 0] 46.00
47,00 jOTHER SPECIAL CARE (SPECIFY) ) 47.00

48.00
49.00

48.00 jpProgram inpatieant ancillary service cost {Wkst. D-3, col. 3, Tine 200)
49.00 |Total Program inpatient costs (su of Tines 41 through 48)(see 1n5truct1ons)
PASS  THROUGH: COSTADJUSTMENT

50.00 |Pass through costs applicable to Program inpatient routine services (from wkst. D, sum of Parts I and 10,120 50.00
1IT)
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of parts II 500} 51.00
and IV)
52.00 {Total Program excludable cost {sum of Tines 50 and 51) 10,620 52.00
53.60 |Total program inpatient operating cost exc?ud1ng capital re'lated, non-physician anesthetist, and 214,917 53.00
medical education costs (line 49 mi 1i 52)
TARGET: AMOUNT. 'AND L TMLT. COMPUTATICI
54.0C {rProgram discharges . Gl 54.900
55,0G {rarget amount per discharge : 0.06| 55.00
56,00 {Target amount (line 54 x Yine 55) Gl 56.00
57.00 ipifference between adjusted inpatient operating cost and target amount (Jine 56 minus 1ine 53) Gl 57.00
58.00 {Bonus payment (see instructions) 0} 58.00
59.00 {Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00| 5%.00
market basket
60.00 {Lesser of Tines 53/54 or 55 from prior year cost report, updated by the market basket 0.00) 60.00
61.00 iIf line 53/54 is less than the lower of lines 55, 59 or 60 enter the lesser of 50% of the amount by 0! 61.00

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

62.00 |Relief payment (see instructions) 0] 62.00

63.00 |Allowable Inpatient cost plus incentive payment (see instructions) 0, 63.00
PROGRAM TNPATIENT  ROUTINE SWING BED COS

64.00 |Medicare swing-bed SNF inpatient routine costs through december 31 of the cost reporting period (See 0] 64.00
instructions) (title XvIIT only) )

65.00 |Medicare swing-bed SNF inpatient routine costs after pecember 31 of the cost reporting period (See 0] 65.00
instructions) (title XVIII only)

66.00 {Total Medicare swing-bed SnF inpatient routine costs (Yine 64 plus Tine 65)(title XVIII only). For 0} 66.00
CAK (see instructions)

67.C0 [Title v or XIX swing-bed NF inpatient routine costs through becember 31 of the cost reporting period 0} 67.00
{¥ine 12 x line 19D

68.00 [Title V or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period Qi 68.00

(1ine i3 x 1ine 20)
69.00 |Total title v or XIX swing-bed NF inpatient routine costs (1ine 67 + line 68
PART. LYY = SKILLTED NURSING . FACILITY, OTHER NURSING FACILITY; ANDIICE/MR ONLY

69.00

70.00 iskiltled nursing facility/other nursing fac11}ty/ICF/MR routine service cost (line 37) 70.00
71.00 adjusted general inpatient routine service cost per diem (line 70 + Iine 2) 71.00
72.00 |program routine service tost (1ine 9 x tine 71) 72.00
73.00 |{Medically necessary private room cost applicable to Program (line 14 x Tine 35} 73.00
74.00 {Total Program general inpatient routine service costs (line 72 + line 73) 74.00
75.00 icapital-related cost allocated to inpatient routine service costs (from woerksheet B, Part II, column 75.00
26, tine 45)
76.00 (prer diem capital-related costs (line 75 = line 23 76.00
77.00 jprogram capital-related costs (line 9 x Tine 76 77.00
78.00 |Inpatient routine service cost (line 74 mirus line 772 ) 78.00
79.00 |Aaggregate charges to beneficiaries for excess costs {from provider records) 78.00
8G.00 |Total program routine service costs for comparison to the cost limitation (line 78 minus line 79) 80.00
8L.00 |Inpatient routine service cost per diem Timitation 81.00
82.00 |Inpatient routine service cost Haitation (line 9 x Tine 81) 82.00
83.00 |Reasonable Tnpatient routine service costs (see instructions) 83.00
84.00 |pProgram inpatient ancillary services (see instructions) 84.00
85.00 jutitization review ~ physician compensation (see instructions) 85.00
86.00 {Total program 1npat1ent operating costs (sum of Tines 83 through 86.00
PART: CCOMPUTATION: ‘OF: OBSERVATION BED PASS:THROUGH 'COST.
87.00 |Total observation bed days (see instructions) 0 87.00
88.00 |[adiusted general inpatient routine cost per diem (line 27 + Tine 2 0.00{ 88.00
89.00 |ohsetrvation bed cost (line 87 x Tine 88) (see instructions) Qi 89.00

MCRIF32 - 2.23.13G.0



Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form CM5-2552-10
COMPUTATION OF INPATIENT OPERATING COST provider CCN: 154041 | reriod: worksheet D-1
From (01/01/2011
To  12/31/2011 | pate/Time Prepared:
4/17/72012 10:10 am

Title XvIT

UTA 5 SERV) : : : i semEAE 2]
90.00 icapital-related cost 185,432 3,460,837 0.053580 (! 90.00
91,00 |Nursing Scheol cost 0 3,460, 837 0. 000000 0 0] 91,00
92.00 |Allied health cost 0 3,460,837 0.0000600 0 01 92,00
93.00 iA17 other Medical Education 0 3,460,837 G. 00000 0 01 93.00

MCRIF32 - 2.23.130.0



Hea'lth Financial Systems

BHC MEADOWS HOSPITAL

In tieu of Form (M$-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 154041 | Period: worksheet D-1
From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
4/17/2012 10:10 am
Title XIX Hospital Cost

[ R R

[=1]

10.
11.

12.

i7.
i8.
18.
20.

21,
22,

23.

38,
39.
40,
41.

.00
.00
.00
G0
.00

.00
.00
.00

00
00

00
0o
00
ale]

-

27 minus line 36)

Inpatzent days (inciuding private room days and swing-bed days, echud1ng newborn) 6,578
Inpatient days (incliuding private room days, excluding swing-bed and newborn days) 6,578
Private room days {excluding swing-bed and observatfon bed days) ¢
semi-private room days (excluding swing-bed and cbservation bed days) 6,578
Total swing-bed SNF type inpatient days {including private room days) through December 31 of the cost ¢]
reporting period

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

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

Total swing-bed NF type inpatient days (including private room days) after pecember 31 of the cost 0
reporting per1od (if calendar year, enter 0 on this line)

Total inpatient days including private room days applicable to the Program (excluding swing- bed and 758
newborn days)

swing-bed SNF type inpatient days applicable to title XVIIL only (including private room days) 0
thraugh pecember 31 of the cost reporting period (see instructions)

swing~bed SNF type inpatient days applicable to title XvIII onlty (ingluding private room days) after 0
pecember 31 of the cost reporting period (if calendar year, enter & on this Tine)

Sswing-bed NF type #npatient days applicable to titles V or XIX only (including private room days) 0
through December 31 of the cost reporting period

swing-bed NF type inpatient days appiicable to tities Vv or XIX only {including private room days) 0
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) 0
Total nursery days (title v or XIX only) ¢
Nursery days (title Vv or XIX only) [
SWINGIBED ADIUSTMENT

medicare rate for swing ed SNF services app?1cab1e to services through bDecember 31 of the cost 0.00
reporting period

madicare rate for swing-bed SNF services applicable to services after becember 31 of the cost 4.00
reporting period

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

medicaid rate for swing-bed NF services applicable to services after becember 31 of the cost ¢.00
reporting pericd

Total general inpatient routine service cost {see instructions) 3,460,837
swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line 0
5 x 1ine 17)

swing-bed cost applicable to SNF type services after pecember 31 of the cost reperting period (line 6 0
x 1ine 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 December 31 of the cost reporting period (FHine 8 ]
x Tline 20}

Total swing-bed cost (see instructions) Q
General inpatient routine service cost net of swing-bed cost (iine 21 minus line 26) 3,460,837
Genera"l mpatzent routine service charge (excluding swing-bed charges) 12,529,917
Private room charges (exciuding swing-~bed charges) ;
semi-private room charges (excluding swing-bed charges) 12,529,917
General inpatient routine service cost/charge ratio (line 27 + line 28) 0.276206
average private room per diem charge {(line 29 + Tine 3) 0.00
Average semi-private room per diem charge (Jire 30 + Tine 4) 1,904.82
Average per diem private room charge differential (Jine 32 minus Tine 33)(see instructions} 0.00
Average per diem private room cost differential (Tine 34 x Tine 31) 0.00
Private room cost differential adjustment (Iine 3 x line 35) 0
ceneral inpatient routine service cost net of swing-bed cost and private room cost differential (line 3,460,837

PART IT: OSPITAL AND!SUBPROVIDERS: ONLY.

PROGRAMIINPATIENT OPERATING: COST BEFORE ! PASS  THROU

Adjusted general inpatient routine service cost per dmem (see instructions)

Program general inpatient routine service cost (line 9 x Tine 38)

medically necessary private room cost applicabie to the program (Tine 14 x line 35)
Tota'l Program general inpatient routine service cost {iine 39 + Tine 40)

526.12
398,799
0
398,799

18.00

20.00

21.00
22.060

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

MCRI¥32 -~ 2.23.136.90



Heaith Financial Systems

BHC MEADOWS HOSPITAL

in tieu of Form €Ms-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 154041 | Period:
erom 01/01/2031

worksheet D-1

To 12/31/2011 1 bate/Time Prepared:
4/17/2012 10:10 am
Hospital Cost

Title XIX
¥

NURSERY (t1t1e vV & xxx onTy) 42.00
Intensive Care Type Inpatient:Hospitaliunit: ;

INTENSIVE CARE UNXIT G O 0.00 0 0} 43.00
CORONARY CARE UNIY 0 G 0.00 0 0 44.00
BURN INTENSIVE CARE UNIT 0 0 0.00 0 0! 45.00
SURGICAL INTENSIVE CARE UNIT 0 0 0.00 0 0} 46.00
OTHER SPECIAL CARE (S?Ecm) 47.00

Program inpatient ancillary service cost (wkst. D-3, col. 3, line 200)
Tetal program inpatient costs (sum of 11nes 41 throu h 48) (see instructions)

PASS: THROUGH: COST: ‘ADJUSTMENT!

Pass through coests appiicable to Pragram inpatient routine services (from wkst. D, sum of Parts I and
IIn

pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of parts II
and 1V)

Total Program excludable cost (sum of linegs 50 and 51)

Total Program inpatient operating cost exc?ud1ng capital related, non-physician anesthetist, and
medical education costs (Tine 49 minug Iine 523

TARGET ' AMOUNT 'AND: LIMET  COMPUTATION

program discharges

Target amount per discharge
target amount {line 54 x iine 55}
rifference betweeh adjusted inpatient operating cost and target amount (line 56 minus line 53)

Bonus payment {see instructions)

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

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

If line 53/54 is less than the lower of Tines 55, 59 or 60 enter the lesser of 50% of the amount by
which operating costs (line 53) are less than expected costs (lines 54 x 603, or 1% of the target
amount (line 36), otherwise enter zero (see instructions) .

Relief payment (see instructions)

Allowable Inpatient cost p1us incentive payment €see instructions)

PROGRAM | INPATIENT. ROUTINE SWING BED COS

Medicare swing-bed SNF inpatient routine costs through December 31 of the cost reporting per1od {See
instructions) (title XVIII onqy)

Medicare swing-bed SNF inpatient routine costs after pecember 3% of the cost reporting period (See
ipstructions)(title XVIII only)

Total Medicare swing-bed SNF inpatient routine costs (line 64 plus line 65)(title XvIII only). For
CAH (see tinstructions)

Title v or XIX swing-bed N¥ inpatient routine costs through December 31 of the cost reporting period
{(Vine 12 x Tine 19)

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

Total title v or XiX swing-bed N¥ inpatient routine costs (line 67 + line 638)

PART I - SKTLEED NURSING FACILITY; ‘OTHER NURSING FACILITY,!:AND: TCF/MR'ONLY:

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

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

program routine service cost (line ¢ x line 71

Medically necessary private rcom cost applicable to Program (line 14 x Tine 35)

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

capital-related cost allecated to inpatient routine service costs (from worksheetr 8, Part II, column
26, lire 45)

rer diem capital-related costs (Jine 75 = Tine 2)

Program capital-retated costs (line ¢ x Tine 76)

Inpatient rodtine 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 (Iine 78 minus line 79)
Inpatient routine service cost per diem limitation

Inpatient routine service cost limitation (Fine 9 x Tine 81)
reasonable inpatient routine service costs (see instructions)
pProgram inpatient anciliary services (see instructions)
uritization review - physician compensation (see instructions)
Tota? Program inpatient operating costs (sum of Tines 83 throu

T COMPUTATION: OF OBSERVATION:BED!'PASS THROUGH: COST:

Total ohservation bed days (see ingtructions)
adjusted general inpatient routine cost per diem (Tine 27 + Vine 2

Observation bed cost (Tine 87 x Tline 88) (see instructions)

MCREIF32 ~ 2.23.130.0



Health Financial Systems

BHC MEADOWS HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COSY

Provider CCN: 154041 |period:

Te

From Q1/01/2011

12/31/2011

worksheet D-1

Date/Time Prepared:
4/17/2012 10:10 am

Title Xz

olimn:

Hospital
otal

90.00
91.00
92.00
93.00

COMPUTATION: OF OBSERVAT:

Capital-related cost
Nursing School cost

Allied heaith cost

A1l other Medical Education

oo

RO

¢.000000
0.000000
0. 000000
0.000000

o000
cooo

90.00
91.00
92.00
93.00

MCRIE32 - 2.23.130.0



Health Financial Systems BHC MEADOWS HOSPITAL In tieuw of Form CMS-2552-10
INPATIENT ANCILEARY SERVICE COST APPORTIONMENT provider CCN: 154041 | period: worksheetr D-3

From Q1/Q1/2011
To 12/31/2011 | pate/Time Prepared:
4/17/2012 10:10 am
Hospital PPS

Title XvIrTz

INP NT: ROUTINE SERVICE CO
30.00 |ADULTS & PEDIATRICS

31.00 |INTENSIVE CARE UNET

32.00 |CORONARY CARE UNIT

33.00 {8URN EINTENSIVE CARE UNIT
34,00 |SURGICAL INTENSIVE CARE UNIT
40,00 | SUBPROVIDER - IPF

41,00 |SUBPROVIDER - IRF

42,00 | SURBPROVIDER

43,00 |NURSERY

ANCTLULARY I SERVICE COST CENTERS

50.00 | OPERATING ROOM 0.000000, 0 0 50.00
51.00 {RECOVERY ROOM 0. 000000, 0 01 51.00
52.00 IDELIVERY ROOM & LABOR RODM 0. 000000 0 0; 52.00
53.00 | ANESTHESIOLOGY (. 006000, 0 0] 53.00
54.00 | RADIOLOGY-DIAGNOSTIC {. 000000 0 0] 54.00
55.00 | RADIOLOGY~THERAREUTIC {.00C000 0 0! 55.00
56.00 | RADIOISOTOPE 0.000000 0 0] 56.00
57.00 [CT SCAN G.006000 0 0] 57.00
58.00 [ MAGNETIC RESONANCE IMAGING (MRI) G.000C00] 0 0: 58.00
52.00 | CARDIAC CATHETERIZATION 0. 000000} 0 0} 59.00
60.00 | LABORATORY G.479791 8,812 4,228 60.00
60.0% |BLOOD LABORATORY G.. 000600 0 0 60.01
61.00 |PBP CLINICAL LAB SERVICES-PRGM ONLY 0. 000000 0 0} 61.00
62.00 |WHOLE BLOOD & PACKED RED BLOOD CELLS 0. 000000 0 0; 62.00
63.00 |BLOOD STORING, PROCESSING & TRANS. 0. 000000 0 0] 63.00
- 64.00 | INTRAVENGUS THERAPY 0. 000000 0 0] 64.00
65.00 |RESPIRATORY THERAPY 0.000000; 0 0| 65.00
66.00 | PHYSICAL THERAPY 0. G00000; 0 0] 66.00
67.00 |OCCUPATIONAL THERAPY 0. 600000, 9 G| 67.00
68.00 |SPEECH PATHOLOGY 0. GD0000; O 0| 68.00
69.00 | EL.ECTROCARDIOLOGY 0. GD0000) b G| 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0.600000 0 G| 70.00
71.00 |MEDICAL SUPPLIES CHARGED TQ PATLENTS 0. G000 0 G| 71.00
72.00 {IMPL. DEV. CHARGED TO PATIENTS 0. 000000 0 G| 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0.826669 34,999 32,432] 73.00
74,00 [RENAL DIALYSIS 0. 000000 0 0} 74.00
75,00 |ASC (NON-DISTINCT PART) 0. 000000 G O 75.00

OUTPATIENT: SERVICE COST CENTERS.

88,00 |RURAL HEALTH CLINIC 0.0060000 0} 88.00
89,00 | FEDERALLY QUALTFIED HEALTH CENTER 0.060000, 0| 89.00
90,00 {CLINIC 0.585440 G 0] 90.00
91,00 | EMERGENCY 0.000000 G 01 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT P 0, 000000 0 0] 92.00

OTHER: REIMBURSABLE COST . CENTEKRS:

94.00 HOME PROGRAM DEALYSIS 0. 000000, ¢ 0! 94,00
95.00 | AMBULANCE SERVICES 95.00
96.00 | DURABLE MEDICAL EQUIP-RENTED 0.000000 0 0] 96.00
97.00 I DURABLE MEDICAL EQUIP-SOLR . 000000 0 0] 97.06
98.00 [OFHER REIMBURSABLE COST CENTERS 0. 000000 0 0] 98.060
200.00itotal (sum of Tines 50-94 and 96-98) 43,811 36,660{200.00
201,00 Less #BF CHinic Laboratory Services-Program only charges (1ine 61) 0 201.0C
202.00iNet Charges (line 200 mirus Tine 201) 43,811 202.00

MCRIF32 -~ 2.23.130.0



Health Financial Systems BHC MEADDWS HOSPITAL In Lieu of Form CM5-2552-10

INPATIENT ANCILLARY SERVECE COST APPORTIONMENT pProvider CCN: 154041 | period: worksheet D-3

From 01/01/2011

To  12/31/20011 | pate/Time Prepared:

4/17/2012 10:10 am
Cost

Title XIX Hospital

I

INPATIENT: INE: [
30.00 {ADULTS & PEDIATRICS 1,442,150 30.00
31.00 |INTENSIVE CARE UNIT 0 31.90
32.00 |CORONARY CARE UNIT 0 32.00
33.00 |BURN INTENSIVE CARE UNIT 0 33.00
34 .00 |SURGICAL INTENSIVE CARE UNIT 0 34.00
40.0G0 |SUBPROVIDER - IPF ' 0 40.00
41.00 |SUBPROVIDER - IRF 0 41.00
42.00 | SUBPROVEIDER 0 42.00
43.00 |{NURSERY . 0 4300

50.0C |OPERATING ROOM 0. 000000 O 0] 50.00
51,00 | RECOVERY RODM 0. 0060300 0 01 51.00
52.00 iDELIVERY ROOM & LABOR ROOM 0.000000 0 0] 52.00
53,00 | ANESTHESIOLOGY 0.000000 0 0! 53.00
54,00 | RADIOLOGY-DIAGNOSTIC 0.000000 0 0] 54,00
55,00 | RADTOLOGY-THERAPEUTIC $.000000 0 () 55.00
56,00 | RADTOXSOTOPE 0. 000000 0 0] 56.00
57.00 {CY SCAN (. 000000 0 a1 57.00
58.00 {MAGNETIC RESONANCE IMAGING (MRI) (.000000 0 0f 58.00
59,00 1 CARDIAC CATHETERIZATION 0.000000; 0 04 58.00
60.00 | LABCRATORY C.479791 5,518 2,647 60.00
60,01 {BLOOD LABORATORY . 000000 0 0f 60.01
61.00 {PBP CLINICAL tAB SERVICES-PRGM ONLY G. 000000 0 0 61.00
62.00 {WHOLE BLOOD & PACKED RED BLOOD CELLS 0. 000000; 0 0} 62.00
63.00 {BLOCD STORING, PROCESSING & TRANS. - 0. 000000 0 0} 63.00
64.00 | INTRAVENOUS THERAPY G. 000000 0 0} 64.00
65.00 {RESPIRATORY THERAPY 6. 000000 0 0| 65.00
66.00 |PHYSICAL THERAPY 0. 000000 0f 0j 66,00
67.00 |OCCUPATIONAL THERAPY 0.000000; Q 0l 67.00
68.00 |SPEECH PATHOLOGY 0.900000! Of 0} 68,00
63.00 |ELECTROCARDIOLOGY 0. 000000 0 0l 69.00
70.00 |ELECTROENCEPHALOGRAPHY 0.000000 O 0] 79.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0.000006 i 01 71,00
72.00 |IMPL. DEV. CHARGED TO PATIENTS 0.000000! 0 0} 72.00
73.00 |DRUGS CHARGED TO PATIENTS 0.92666% 29,711 27,532 73.00
74.00 |RENAL DIALYSIS 0.000000; 0] 0] 74.00
75.00 |ASC (NON-DISTINCT PART) 0.000000 ) 0] 75.00
OUTPATIENT SERVICE 'COST.CENTERS 3
88.00 |RURAL HEALTH CLINIC 0.000000) 0 0] 88.00
89.00 | FEDERALLY QUALIFIED HEALTH CENTER 0.000000; 0 0] 89.00
90.00 |CLINIC 0.585440) b 0] 9¢.00
91.00 | EMERGENCY 0.000000] 0 0| 91.00
92.00 |OBSERVATION BEDS (NON-DISTINCT PART) 0, 600000; . 0] 92.00
OTHER : RETMBURSABLE  COST::CENTERS: i 1 i : i EERRER
94,00 [HOME PROGRAM DIALYSIS 0.600000 { G| 94.00
95.00 |AMBULANCE SERVICES 95.00
96,00 |DURABLE MEDICAL EQUIP-RENTED 0. 600000, t: 0] 96.00
97.00 [DURABLE MEDICAL EQUIP-S0LD 0.000000 0 G} 97.00
98.0G0 {OTHER REIMBURSABLE COST CENTERS 0. 600000 ¢ G| 98.00
200.00i Total (sum of lines 50-%4 and 96-98) 35,229 30,179]20G.00
201.00{ Less PRP Clinic Laboratory Services-Program only charges (Fine 61) ¢ 201.00
202.00iNet Charges (Tline 200 minus Tine 201) 35,229 202.00
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Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form CMS-2552~10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 154041 | Period: worksheet. E
From Q1/01/2C11 | Part B
To  12/31/2011 | pate/Time Prepared:
4/17/2012 10G:10 am
Title Xviix Hospital prs
PA MEDIC‘AL-.‘- B :
1.00 imedical and other services (see 1nstruc=:1ons) 4 1.00
2.00 medical and other services reimbursed under OPPS (see instructions) 9y 2.00
3,00 [PPS payments 0 3.00
4.00 jOuttier payment (see instructions) 0| 4.00
5.00 |Enter the hospital specific payment to cost ratio (see instructions) 0.00G 5.00
65.00 iLine 2 times line 5 0] 6.00
7.00 isum of line 3 plus line 4 divided by line 6 0.00f 7.00
8.00 |Transitional corridor payment {see instructions) 0| 8.00
9,00 |ancillary service other pass through costs from worksheet b, Part Iv, column 13, line 200 0l 9.00
10.00 jorgan acquisitions 0| 10.00
11.00 |{Total cost {sum of lines 1 and 10) (see instructions) Q! 311.00
COMPUTATION OF: LESSER OF:COST OR CHARGE
Reasonable charges:
12.90 |Aancillary service charges 6] 12.00
13.00 |organ acquisition charges (from Worksheet D-4, part IIX, iine 6%, col. 4) 0§ 13.00
14.00 |Total reasonable ch rges (sum of Tines 12 and 13) 0} 14.00
Customary: charges:: B
15.00 [Aggregate amount actually collected from patients 1iable for payment for services on a charge basis 0} 15.00
16.00 |amounts that would have been realized from patients Tiable for payment for services on a chargebasis 01 16.00
had such payment been made in accordance with 42 CFR 413.13(e)
17.0C |Ratio of Tine 15 to line 16 (not to exceed 1.000000) 0.0000C0] 17.00
18.00 |Total customary charges {see instructions) | 18.00
19.00 |Excess of customary charges over reasonable cost (complete onrly 1f Tine 18 exceeds 1ine 11) (see G| 19.00
instructions)
20.00 tExcess of reasonable cost over customary charges (compiete only if Tine 11 exceeds Tine 18) (see G| 26.00
instructions)
21.00 [Lesser of cost or charges (line 11 minus line 20} (for CAH see instructions) 0] 21.00
22.00 Interns and residents (see instructions) 0} 22.900
23.00 |cost of teaching physicians (see instructions, 42 CFR 415.160 and CMS Pub. 15-1, section 2148) 0| 23.00
24.00 |{Total prospective payment {sum of Tines 3, 4, 8 and 9 0] 24.00
COMPUTATION : OF REIMBURSEMENT SETTLEMENT
25.00 |peductibles and coinsurance (for CAH, see instructions) 0y 25.00
26.00 |peductibles and Coinsurance relating to amount on Tine 24 (for CAH, see 1nstruct1ons) 0} 26.00
27.00 |subtotal {(lines 21 and 24 - the sum of lines 25 and 26) plus the sum of Tines 22 and 23} (for cax, 0} 27.00
see instructions}
28.00 |pirect graduate medical education payments (from worksheet E-4, line 50) 0] 28.00
29.00 [ESRD direct medical education costs (from worksheet E-4, Yine 36} 0 29,00
30.00 |subtotal (sum of lines 27 through 29) 0] 30.00
31.00 {Primary payer payments 0! 31.00
32.00 {subtotal (Vine 30 minus iine 31) . 01 32.00
AULOWABLES BAD: DEBTS: (EXCLUDE: BAD: DEBTS! FOR: PROFESSIONAL 'SERVICES)
33.00 |Composite rate ESRD (From worksheet I-5, Tine 11) 01 33.00
34.00 {allowable bad debts (see instructions) 01 34.00
35.00 ladjusted reimbursable bad debts (see instructions) 01 35.00
36.00 iallowable bad debts for dual eligible beneficiaries (see instructicns) 0} 36.00
37.00 |subtotal (sum of lines 32, 33, and 34 or 35) (line 35 hospital and subprovider only) 0y 37.00
38.00 {MSP-LCC reconciliation amount from PS&R 0| 38.00
39.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) G| 39.00
39.99 |RECOVERY OF ACCELERATED DEPRECIATION Gl 39.99
40.00 |Subtotal (lime 37 plus or minus %ines 39 minus 38) G| 46.00
41.00 |Interim payments G| 41.00
42.00 |Tentative settlement (for contractors use only) 0] 42.00
43.00 |Balance due provider/program (line 40 minus the sum of Iines 41, and 42) 0] 43.00
44.00 |pProtested amounts (honallowable cost report items) in accor'dance w1th ¢MS pub. 15-XI, section 115.2 0} 44.00
TO. BE: COMPLETED BY! CONTRACTOR: L i
90.00 |original outlier amount (see ‘instructions)
91.00 lcutier reconciliation adjustment amount (see instructions)
92.00 {The rate used to calculate the Time value of Money
93,00 {Time value of Money (see instructions)
94.00 {Total (sum of Yines 91 and 93)
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Health Financial Systems

BHC MEADOWS HOSPITAL

in Lieu of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

provider CCN: 154041

worksheet E

pPericd;
From 01/01/2011 | Part B

To  12/31/2011 | Date/Time Prepared:
4/17/2012 10:10 am
Title XvIIiz Hospital PPS

IWORKSHELT. OVERREIDE

112.00{override of Ancillary service charges (line 123

Gi112.99
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#ealth Financial Systems BHC MEADOWS HOSPITAL _ In Lieu of Form CMS-2552-10
ANALYSTS OF PAYMENTS TQ PROVIDERS FOR SERVICES RENDERED Provider CCN: 154041 | Pertiod: worksheet E-1

' From 01/01/2011 1 Part I

To  12/33/20%1) pate/Time Prepared:
4/17/2012 10:10 am

Title XVIIT Hospital - PPS
sl i i : it i L00: 3 uii i :
1.00 |Total imterim payments paid to provider 195,968 0p 1.00
2.00 |Interim payments payable on individual bills, either 0 01 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting pericd. If none,
write "NONE" or enter a zero
3.00 |List separately each retroactive Tump sum adjustment 3.00
amount based on subseguent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write ” " or enter 63
program to Provider i : i
3.01 (ADIUSTMENTS TO PROVIDER 0 0] 3.01
3.02° ¢ 0 3.02
3.03 0 0] 3.03
3.04 0 0] 3.04
3.05 0 0] 3.05
Provider 1o Program G
3.50 |ADJUSTMENTS TO PROGRAM 0; 0f 3.50
3.51 0 0} 3.51
3.52 0] 0] 3.52
3.53 0; 0] 3.53
3.54 0 G| 3.54
3.99 Isubtotal (sum of Tlines 3.01-3.49 minus sum of lines 0 6] 3.99
3.50~3.98)
4.00 {votal interim payments (sum of Tines 1, 2, and 3,99 195,968 0} 4.00
(transfer to Wkst. E or wkst. £-3, Tine and column as
appropriate)
TO: BE COMPLETED BY. CONTRACTUR
5.00 |List separately each tentative settliement payment after 5.00
desk review. Alsc show date of each payment. If ncone,
write "NONE" or enter a zero. (1)
Program: to Provider ]
5.0% |TENTATIVE TO PROVIDER 0 0f 5.01
5.02 0 0 5.02
5.03 0 g; 5.03
Providerito Program
5,50 {TENTATIVE TO PROGRAM G 0} 5.50
5.51 O G| 5.51
5.52 0 6] 5.52
5.99 Isubtotal (sum of Yines 5.0G1-5.49 minus sum of 1ines 0 ¢l 5.99
5.50-5.98)
6.00 ipetermined net sertlement amount {balance due) based on 6.00
the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER 34,283 0] 6.01
6.02 SETTLEMENT TO PROGRAM 0 0F 6.02
7.00 |Total Medicare program liability (see instructions) 230,251 0 7.00
§.00 |Name of Contractor | 8.00
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#ealth Financial Systems BHC MEADOWS HOSPITAL I Lieu of Form CmMS-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCON: 154041 | Period: worksheet E-3

From 01/01/2011 | part II

o 12/31/2011  bate/Time Prepared:
4/37/2012 10:10 am

Title XVITI Hospital PPS

PART Y EDICAR PART ALSERVICES: . B
1.00 |{Net rFederal IPF PPS Payments (excludi ng outlier, ECT, and medical education payments) 243,731 1.00
2.00 iNet IPF PPS Outiier Payments G| 2.00
3.00 [Net IPF PP$S ECT Payments G| 3.00
4,00 iunweighted intern and resident FTE count in the most recent cost report filed on or before november 0.06] 4.00

15, 2004. (see tinstructionhs)
5.00 iNew Teaching program adjustment. (see instructions) 0.00f 5.00
65.00 jCurrent year's unweighted FTE count of I&R other than £TEs in the first 3 years of a "new teaching 0.00| 6.00

program™. {see inst.) '
7.00 |Current year's unweighted I& FTE count for residents within the first 3 vears of a "new teaching .00} 7.00

program”. {see inst.)
§.00 |xntern and resident count for IPF PPS medical education adjustment (see instructions) 0.00{ 8.00
9.00 |average Daily Census (see instructions) 18.021918; 9.060
10.00 |Medical Education Adjustment Factor {((1 + (line &/Tine %)) raised to the power of .5150 -1}. 0.000000} 10.C0
11.00 |Medical Education adjustment (3ine I multiplied by Tine 10). 0; 11.00
12.00 |Adjusted Net IPF PPS Payments (sum of ¥ines 1, 2, 3 and 11) 243,731 12.00
13.00 {nursing and ATHed Health mManaged Care payment {see ‘instruction) 0] 13,00
14.00 [organ acquisition ' 0] 14,00
15.00 |[Cost of teaching physicians (from Worksheet D-5, Part II, column 3, Tine 20} (see instructions) 0] 15.00
16.00 |subtotal (see instructions) 243,731 16.00
17.00 {Primary payer payments 1,812} 17.00
18.00 |subtotal (line 16 Tess Tine 17). 241,819 18.00
19.00 {peductibles 52,008} 19.00
20,00 | subrortal (Nine 18 minus line 19) 189,811 20.00
21.00 | Coinsurance 2,2641 21.00
22.0C {subzotal (line 20 minus Tine 21) 187,547] 22.00
23,00 |Allowable bad debts {exclude bad debts for professional servmes) (see instructions) 61,006] 23.00
24,00 |Adjusted reimbursable bad debts (see instructions) 42,704] 24.00
25.00 |allowable bad debts for dual eligible beneficiaries (see instructions) 21,600| 25.00
26.00 isubtotal (sum of Tines 22 and 24) 230,251 26.00
27.00 |pirect graduate medical education payments (from worksheet £-4, 1ine 49} 0| 27.00
28.00 jother pass through costs (see ‘instructions) G| 28.00
29.00 joutlier payments reconciliation Gl 29.00
36.00 !OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) G| 36.00
30.99 |Recovery of accelerated bepreciation 0| 30.99
31.00 |Total amount payable to the provider (see instructions) 236,251 31,00
32.00 |Interim payments 195,968| 32.00
33.00 {Tentative settlement (for contractor use only) 0} 33.00
34,00 {palance due provider/program (line 31 minus the sum lines 32 and 33) 34,283} 34,00
35.00 |protested amounts (nona'llowable cost report 1tems) in accordance wrth ™ Pub _15-2,

. {COMPLETED  BY:‘CONTRACTOR:
50.00 [original cutlier amount from Worksheet £-3, part II, line 2
51.00 |outlier reconciliation adjustment amount (see instructions)
52.00 |The rate used to calculate the Time value of Money
53.00 |Time value of Money (see instructions)
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Health Financial Systems

EHC MEADOWS HOSPITAL

In Lieu of Farm CM$-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

pProvider CCN: 154041 Period;
From G1l/01/2011
To  12/31/2011

worksheet E-3
Part viI

Date/Time Prepared:
471772012 10:10 am

Title XIX

Hospital

Cost

O VB N =

COMP

UTATION:: OF NET: COST. OF: COVERED ' SERVICES
Tnpatient hospital/SNF/NF services 428,978
Medical and other services 0
organ acquisition (certified transpiant centers only) 0
subtotal (sum of Yines %, 2 and 3) 428,978
Inpatient primary payer payments 1]
gutpatient primary payer payments 0
subtotal (line 4 less sum of Iines 5 and & 428,978

Routine servzce charges 1,442,150
ancillary service charges 35,229
organ acquisition charges, net of revenue 0
Incentive from target amount computation Q
Total reasonab?e charges {sum of Tines 8 through 11) 1,477,379

CUSTOMARY: CHRGE

amount actually collected from patients iiable for payment for servuces an 2 charge basis
Amounts that would have been realized from patients liable for payment for services on a charge basis
had such payment been made in accordance with 42 CFR 413.13(e)

Ratio of Tine 13 to Tine 14 (not to exceed 1.000000)

Total customary charges (see instructions)

Excess of customary charges over reasonable cost (complete only if line 16 exceads Tline 4) (see
instructions)

excess of reasonable cost over customary charges (complete only if Tine 4 exceeds 1ine 16) (see
instructions)

interns and Residents {see instructions)

cost of Teaching Physicians {(see instructions)

cast of covered services (enter the lesser of Tine 4 or line 16)

)
0

0.000000
1,477,379
1,048,401

G

0
428,978

FROSPECTIVE  PAYMENT . AMOUNT:

other than outlier payments

outTier payments

Program capital payments

capital exception payments (see instructions)

Routine and ancillary service other pass through costs
subtotal (sum of Tines 22 through 26)

customary charges (title v or XIX PPS covered services only)
Titles V or XX enter the sum of lines 27 and 21.

COMPUTATION ! OF ‘REIMBURSEMENT: SETTLEMENT.

excess of reasonable cost (from Tine 18)

subtotal (sum of Tines 19 and 20, plus 29 minus lines 5 and 6)
peductibles

Coihsurance

Allowable bad debts {see instructions)

utitization review

subtotal €sum of lines 31, 34 and 35 minus sum of Tines 32 and 33)
OFHER ADJUSTMENTS (SEE INSTRUCTIONS) {SPECIFY)

subtotal (Tine 36 x lire 37)

birect graduate medical education payments (from wkst. E-4)

Total amount payable to the provider (sum of ¥ines 38 and 39)
interim payments

galance due provider/program (line 40 minus 41)

protested amounts Chonallowable cost report items) in accordance with cMs pub 15-2, section 115.2

428,978
0

0
0
0
428,978
0
428,978
Q
428,978
341,286
87,692
g

O U A
OO
COOOO0QO
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Health Financial Systems BHC MEADOWS HOSPITAL : In tiew of Form ¢MS-2552-10
BALANCE SHEET (EF you are nonproprietary and do not maintain provider CON: 154041 Peﬂog:lml/zt}ll worksheet G

fund-type accounting records, complete the General Fund column oniy) From .

e 9 e : Y To  12/31/2011 | pate/Time Prepared:

' : 1471772012 10:10 am

Endow und|plan I

CURENT ASSETS

1.00 |cash on hand in banks ~22,764 G 0! 1.00
2.00 |Temporary jinvestments 0 ¢ 0f 2.00
3.00 |Notes receivable ' 0 0] 0] 3.00
4.00 |Accounts receivabie 1,262,862 0 0] 4.00
5.00 |other receivable : H 0l 01 5.00
6.00 {Allowances for uncollectible notes and accounts receivable -443,266 [t 0 6.00
7.00 |Inventory 24,404 ¢/ 0p 7.00
8.00 |Prepaid expenses 51,571 0 0 8.00
2.00 |Other current assets ' 96,553 0 0f 9.00
1G.00 |pue from cother funds : 0 0 0f 10.00
11.00 {Total current assets (sum of lines 1-10) 969, 360, 0 Q] 11.00

FIXEDASSETS

12.900 {Land 171, 500 12.00
13.00 |Land improvements ¢ 13.00
14.00 jaccumulated depreciation ¢ 14.00
15.00 {Buildings 3,081, 696 15.00
16.00 |Accumulated depreciaticn -188,264 16,80
17.00 {Leasehold improvements 0] 17.90
18.00 Accumulated depreciation 0 18,90
19.0C |Fixed equipment 333,917, 19.00
20.00 |Accumulated depreciation -61,790) 20.00
21.00 |automobiles and trucks 0

22.00 Accumulated depreciation 0
23.00 iMajor movable equipment 0
24,00 taccumulated depreciation 0
25.00 (Minor equipment depreciable 0
26.00 jAaccumulated depreciation 0
27.00 HIT designated Assets 0
28.00 jAccumulated depreciation 0
29.00 Minor equipment-nondepreciable 0
30,00 {Total fixed assets (sum of Iines 12.29) 3,337,059

o000 000000OOOOC
CCO00COoooO0DRRRRD OO O]
Ead
3
<
S

OTHER -ASSET!
31.00 |Investments
32.00 |peposits on leases

33.00 |pue from owners/officers

34.00 |other assets ‘

35.00 |Total other assets (sum of Tines 31-34)
36.00 |Total assets (sum of lines 11, 30, and 35)
CURRENT LIABICITIES:

COCOOCQUNO OO oo OO0 oo oo SO oo o oo O

oo oo
w
o
<
(=]

37.00 |Accounts pavable 0 0 0l 37.00
38.00 |salaries, wages, ahd fees payable 0 0 0l 38.00
39.00 |Payroll taxes payable 0 0 0f 39.00
40.00 |Notes and Jloans payable (short term) b 0 01 40.00
41.00 |Deferred income 0 0 0 0! 41.00
42.00 |Accelerated payments 0 42.00
43.00 |bue to other funds 0 0 Q 01 43.00
44.00 {other current 1iabilities 0 0 0 0 44.00
45.00 |Total current 1iabilities (sum of lines 37 thru 44) 545,675 0 0 0] 45.00

L.ONG.'TERM LIABILITIES

46.00 |Mortgage payable 0 0 0 01 46.00
47.00 |Notes payable 9 s} 0 0] 47.00
48.00 |unsecured loans 0 i 0 0] 48.00
49.00 |other ltong term liabilities 6,711,156 0 0 0] 49,00
50.90 |Ttotal long term Tiabilities (sum of lines 46 thru 48 6,711,156 0 0 0] 50,00
51.00 [Total iiabilites {sum of tines 45 and 50O 7,256,831 0 0 0f 51.00
CAPITAL: ACCOUNTS'
52.00 iGeneral fund balance -2,050,298 52.00
53.00 |Specific purpose fund 0 53,00
54.0C |ponor created - endowment fund balance ~ restricted 0 54.00
55.CC [ponor created - endowment fund balance - unrestricted 0 55.00
56.0C |Governing body created ~ endowment fund balance 0 56.00
§7.00 {Plant fund balance - invested in plant 0] 57.00
58.00 iplant fund balance - reserve for plant improvement, 0] 58.00
replacement, ahd expansion
59,00 ivotal furd balances (sum of Tines 52 thra 58) -2,050,298 ¢ 0 0! 59.00
60.00 {Total liabiTities and fund balances {sum of Tines 51 and 5,206,533 G 0 0] 60,00
59)
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Health Financial Systems ) BHC MEADOWS HOSPLTAL . in Liey of Form CM5-2552-10
STATEMENT OF CHANGES IN FURD BALANCES Provider CCN: 154041 | Period: worksheet G-1

from 01/01/2011 .
To 12/31/2011 ! pate/Time Prepared:
1 4/17/2012 3010

P
1.00 |[fund balances at beginmring of period -125, 315 1.60
2.00 |Net ircome (loss) (from wkst. G-3, Tine 29) ) -1,924,983 2.00
3.00 |Total (sum of line 1 and Tine 2) ~-2,050,298 0 3.00
4.00. |Aadditions (credit adjustments) (specify) 0 O 4.00
5.00 0 0 5.0C
6.09 0 0 6.00
7.09 0 0 7.00
.00 0 G 8.00
.00 0 s 9.00
10.60 |Total additions (sum of line 4-9) 0 0 10.00
11.00 |subtotal (line 3 plus Tine 10) -2,050,298 0 11.00
12.060 {peductions {debit adiustments) (specify) 9 0 12.00
13.00 O 0 13.00
14.00 0 0 14.00
15.00 0 0 15.00
16.00 0 0 16.00
i7.00 0 0 17.00
18.00 [7votal deductions (sum of lines 12-17) 0 0 18.00
19.00 iFund balance at end of period per balance -2,050,298 G 19.00
sheet (Tine 11 minus ¥Tine 18)
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Health Financial Systems BHC MEADOWS HOSPITAL In Lieu of Form (M$-2552-10
STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 154041 | period: worksheet G-1

From 01/01/2011
To  12/31/2011 | pate/Time Prepared:
4/317/2012 10:10 am

1.00 |Fund¢ balances at beginning of perio ¢ 0 1.00
2.00 |Net income (loss) (from wkst. G-3, Hne 29) 2.00
3.06 |Total {sum of Yine 1 and line 2) 0 0 3.00
4.00 iadditions (credit adjustments) {(specify) &) 0 4.00
5.00 0 0 - 5.00
6.00 0 0 6.00
7.00 O 4] 7.00
8.00 0 0 8.00
9.00 0 0 9.00
10,00 ivotal additions {sum of Tine 4-9) . 0 s 10.08
11.00 {subtotal (iine 3 plus Iime 10} 0 6 11.60
12.00 ipeductions (debit adjustments) (specify) 0 0 12.00
13.00 0 0 13.060
14.00 0 0 14.00
15.00 0 0 15.06
16.00 0 0 16.00
17.00 0 0 17.00
18.00 |Total deductions (sum of Tines 12-17) [ 0 18.00
19.00 |{fund balance at end of period per balance 0 0 19.00
sheet (Tine 11 minus Tine 18)
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Health financial Systems

BHC MEADOWS HOSPITAL

I tieu of Form CMS-2552-10

D00 SO VT P LU R R
[
()

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES provider CCN: 154041 | Period: worksheet G-2 Parts
From 01/0%1/2011
To  12/31/2011 ! pate/Time Prepared:
4/17/2012 10:10
ota
General:
Hospital 20,307,033 20,307,033] 1.
SUBPROVIDER - IPF 0 ol 2.
SURPROVIDER - IRF 0 o} 3.
SUBPROVIDER 0 0 4.
Swing bed - SNF 0 0] 5.
swing bed - NF 0 0l 6.
SKYLLED NURSING FACILETY 0 o 7.
NURSING FACTLITY 9 0 8.
OTHER LONG TERM CARE 0 0 9.
Total general inpatient care services (sum of lines 1-9) 20,307,033 20,307,033] 10.
Intensive Care Type Inpatient Hospital Service
INTENSIVE CARE UNIT 0 01 11.
CORONARY CARE UNIT 0 0 12,
BURN INTENSIVE CARE UNET 0 0f 13
SURGICAL INTENSIVE CARE UNIT 0; 0F 14
OTHER SPECTAL CARE {(SPECIFY) 15
Total intensive care type inpatient hospital services (sum of lines 0 0f 16
11-15)
Total inpatient routine care services (sum of Tines 10 and 16) 20,307,033 20,307,033 17
ancillary services 0 0 0] 18
Cutpatient services 0 1,114,809 1,114,809] 19.
RURAL HEALTH CLINIC 0 ¢ 0] 20.
FEDERALLY QUALTFIED HEALTH CENTER 0 0 0] 21.
HOME HEALTH AGENCY 0 0| 22
AMBUEANCE SERVICES 0 0 0| 23.
CMHC 0 G| 24.
CORF 0 o G| 24.
AMBULAYORY SURGTCAL CENTER (D.P.) 0 0 G| 25.
HOSPICE 0 0 0} 26.
OTHER (SPECIFY) 0 0 0| 27.
Total patient revenues (sum of Tines 17-27) (transfer column 3 to wkst. 20,367,033 1,114,809 21,421,842 28.
G-3, line 1) .
PARTTI = OPERATING -EXPENSES [5i7 i an il i i B S
operating expenses (per wkst. A, column 3, Tine 200} 1¢,133,063 29.
BAD DEBT 156,999 30.
0 31.
0 32
0 33,
o} 34,
0 35,
Total additions (sum of Tines 30-3%) 156,099 36.
DEDUCT (SPECIFY) 0 37.
0 38.
0 39,
0 40.
O 41
Total deductions (sum of Tines 37-41) 0 42
Total operating expenses (sum of Tines 29 and 36 minus line 42)(transfer 10,290,062 43
to wkst. G-3, Hine 4)
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Health Pinancial Systems BHC MEADOWS HOSPITAL

In Lieu of Form ¢M5-2552-10

STATEMENT OF REVENUES AND EXPENSES Frovider CCN: 154041

period:
From 0L/01/201%
TO 12/31/20611

worksheet G-3

Date/Time Prepared:
772 :

1.00 Total patient revenues (from wkst. G-2, Part I, column 3, line 28) 21,421,842 .

2.00 |Less contractual allowances and dzscounts on pat1ents accounts 13,087,977 2.00
3.00 INet patient revenues {line I minus Tine 2) 8,333,8651 3,00
4,00 iLess total operating expenses (from wkst. G- 2, part I, 1ine 43) 10,290,062; 4.00
5.00 |Net income from servu:e te patients (line 3 minus line 4) -1,956,197] 5.00
6.00 Contr'&but%ons. donatmns, bequests, etc 0 6.00
7.00 Ilincome from investments 0; 7.00
8.00 |Revenues from telephone and telegraph service 01 8.00
9.00 {Revenue from television ahd radie service 07 9.00
10.00 {Purchase discounts 0 10.00
11.00 {Rebates and refunds of expenses 01 11.00
12.00 {parking Tot receipts 0 12.00
13.00 {Revenue from laundry and linen service 01 13,00
14.00 {Revenue from meals sold to emplovees and guests 20,113! 14.00
15.00 {Reverue from renta’l of living quarters 0f 15.00
16.00 {Revenue from sale of medical and surgica'l supplies to other than patients 0 16.00
17.00 {Revenue from sale of drugs to other thaa patients 0} 17.00
18.00 iRevenue Trom sale of medical records and abstracts 4,619} 18.00
19,00 {yuition (fees, sale of textbooks, uniforms, ervc.) 01 19.00
20,00 |Revenue Trom gifts, Tlowers, coffee shops, and canteen 0 20.00
21.00 |Rental of vending machines 1,407} 21.00.
22.00 [rRental of hospital space 0 22.00
23.00 [Governmental appropriations . 0} 23,00
24.00 iMISC 5,075 24,00
25.00 [7Total other +income (sum of lines 6-24) 31,214) 25.00
26.00 [Total (Vine 5 plus line 25) -1,924,983 26,00
27.00 |OTHER EXPENSES (SPECIFY) aQf 27.00
28.00 | Total other expenses (sum of iine 27 and subscripts) 0f 28.00
29.00 -1,924,983) 29.00

Net ihcome (or loss) for the period (line 26 minus line 28)
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