Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM$-2552-10
This report is required by law {42 USC 1395¢; 42 CFR 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 1385g). OoMB NO. 0938-0050
HOSPLITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 140015 |Period: worksheet 3
AND SETTLEMENT SUMMARY From 10/01/2011 | Parts I-IIT

To  09/30/2012 | pate/Time Preparad:
2/28/2013 3:19

ﬁ'E’ ART:" O EgPQRT §I§~m§ B et
Provider 1.[ X 1Electronically filed cost report Date: 2/28/2013 Time: 3:19 pm
use only 2.[ Imanually submitted cest report
3.[ 0 ]If this is an amended report enter the number of times the provider resubmitted this cost report
4.{ F ]Medicare Utilization. Enter "F" for full or "L" for low.
Contractor 5.[ 1 ]Cost meport Status 6. Date Received: 10.NPR Date:
use only (1) As submitted 7. Contractor No. 11.Contracter's Vendor Code: 4
(2) settled without audit 8. [ N ]JInitial Report for this Provider ccN12.[ O JIf 1ine 5, celumn 1 is 4: Enter
(3) settled with Audit 8. [ N ]Final Report for this provider ccN number of times reopened = 0-9,

(4) Reopened
(5) Amended

EERTAFICATION . ST
NTATTON OR FALSIFICATION OF ANY INFORMATION CONMTAINED IN THIS COST REPORT MAY BE P SHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FIME AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTIOM, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HERFBY CFRTIFY that I have read the above certification 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 BLESSING HOSPITAL ( 140015 )} for the cost reporting period beginning 10/01/2011 and ending
09/30/2012 and to the best of my knowledge and belief, this report and statement are true, correct, complete and
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 Tlaws and regulations regarding the provision of health care
services, and that the services identified in this cost report were provided in compliance with such laws and
reguTations.

Encryption Information (signed)
ECR: Date: 2/28/2013 Time: 3:19 pm officer or Administrator of Provider(s)
qJabgcSUtTHOSKZ FYAOMYXYIOygtYD

40rNx0p1Z0FPQCcab3bt5PLNXBec51a

yviwlvwol : 0TIMF9 Title

PI: Date: 2/28/2013 Time: 3:19 pm

QM5: INS72CYeaT55hah0rh . hhsFéyl

RABIX0viUo6xavkPcFmacvGHHUNOUK Date
[EART
1.00 |Hospital 0 6,332 334,661 2,010,093 0| 1.00
2.00 |subprovider - IPF 0 5,620 12 0] 2.00
3.00 |subprovider - IRF 0 ~-51,044 0 0] 3.00
4.00 (SUBPROVIDER I 0 0 0 ol 4.00
5.00 |Swing bed - SNF 0 0 0 ol 5.00
6.00 |swing bed - NF 0 o 6.00
7.00 |[SKILLED NURSING FACILITY 0 1,546 0 o 7.00
8.00 ([NURSING FACILITY 0 0| 8.00
9.00 ([HOME HEALTH AGENCY I 0 0 0 o[ 9.00
10.00 [RURAL HEALTH CLINIC I 0 4,663 | 10.00
11.00 |FEDERALLY QUALIFEIED HEALTH CENTER I 0 0 0| 11.00
12.00 [CMHC T 0 0 0| 12.00
200.00[Total 0 -37,546 339,336 2,010,093 0[200.00

The above amounts represent “due to" or "due From" the applicable program Tor the element of the above complex indicated. ~
According to the Paperwork Reduction act of 1995, no persons are required to respond to a collection of information unless -+t
displays a valid oMB control number. The valid oMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection ‘is estimated 673 hours per response, +including the time to review
instructions, search existing resources, gather the data needed, and complete and review the +information collection. If you
have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMS,
7500 security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop C€4-26-05, Baltimore, Maryland 21244-1850.

MCRIF3Z2 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

HOSPLITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 140015

period: worksheet §-2

From 10/01/2011 | Part I

Te 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Straet: 1005 BROADWAY
i QUINCY

Zip Code'62301 i

C_ount H

ADAMS

.00

3.00 Hosp1ta1 BLESSING HOSPITAL 140015 99914 1 07/01/1966] N P o 3.00
4,00 ;subprovider - IPF BLESSING PSYCHIATRIC 145015 99914 4 10/01/1993( N P o 4.00
UNIT AT 14TH ST
5.00 [subprovider - IRF BLESSING REHAB UNIT 147015 99914 5 10/01/1985] N P o} 5.00
6.00 [Subprovider - (Other) 6.00
7.00 [swing Beds - SWF 7.00
8.00 |swing Beds - NF 8.00
9.00 (Hospital-Based SNF BLESSING SKILLED CARE 145643 99914 06/20/1989| N P N 9.00
UNIT
10.00 |Hospital-Basad NF 10.00
11.00 |Hospital-Based OLTC 11.00
12.00 |Hospital-Based HHA BLESSING HOME CARE 147031 99914 12/01/1984| N P N 12.00
13.00 |Separately Certified ASC 13.00
14.00 |Hospital-Based Hospice HOSPICE OF ADAMS COUNT | 141501 93914 06/01/1984 14.00
15.00 |Hospital-Based Health Clinic - RHC |GOLDEN CLINIC 143422 93914 09/08/1996) N 0 N 15.00
16.00 [Hospital-Based Health cCTinic - FQHC 16.00
17.00 |Hospital-Based (CMHC) I
18.00 |Renal pialysis
19.00 |Jother

23.

00

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

09/30/2012

Znpatient PPS Enformation.

poes this facility qualify for and is 1t current1y rece1v1ng payments for
disproportionate share hospital adjustment, in accordance with 42 cFR §412.1067? In
column 1, enter "Y" for yes or "N" for no. Is this facility subject to 42 CFR Section
§412.06(c)(2)(Pickle amendment hospital?) In column 2, enter "Y" for yves or "N" for no.

which method is used to determine Medicaid days on 1ines 24 and/or 25 below? In column

1, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. Is the
method of +didentifying the days in this cost reporting period different from the method
used in the prior cost reporting period?

in _column 2, enter "Y"” for yes or "N" for no.

23.00

24

25.

00

Qg

If this provider is an IPPS hospital, enter the 3,901 0
in-state Medicaid paid days in col. 1, in-state
Medicaid eligible unpaid days in col. 2,
out-of-state Medicaid paid days in col. 3,
out-of-state Medicaid eligible unpaid days in col.
4, Medicaid HMO paid and eligible but unpaid days in
column 5, and other Medicaid days in column 6.

If this provider is an IRF, enter the in-state
Medicaid paid days in col. 1, the in-state Medicaid
eligible unpaid days in col. 2, out-of-state
Medicaid days in col. 3, out-of-state Medicaid
eligible unpaid days in col. 4, Medicaid HMO paid

5, and other

276 0 33

and eligible but unpaid days in col.
Medicaid days in col. 6.

24.00

25.00

26.

27.

35.

00

00

00

Enter your standard geographic classification (not wage) status at the beginming of the
cost reporting period. Enter "1" for urban or "2" for rural.

Enter your standard geographic classification {not wage) status at the end of the cost
reporting period. Enter in column 1, "1" for urban or "2" for rural. If applicable,
enter the effective date of the geographic reclassification in column 2.

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

effect in the cost reporting period.

2 ' 26,00
2 27.00
1 35.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSTNG HOSPITAL In Lieu of Form (MS-2552-10
HOSPTITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 140015 |Period: worksheet s-2

From 10/01/2011 | part I

To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

36,00 Enter applicable beginning and ending dates of SCH status. Subscript Tine 36 for number| 10/01/2011 09/30/2012 36.00
of periods in excess of one and enter subsequent dates.

37.00 [1f this is a Medicare dependent hospital {(MDH), enter the number of periods MDH status 0| 37.00
in effect in the cost reporting period.
38.00 (Enter applicabTe beginning and ending dates of MDH status. Subscript line 38 for number 38.00

of periods in excess of one and enter subsequent dates.

39.00 [poes the facility potentially qualify for the inpatient hospital adjustment for low N 39.00
voTume hospitals as deemed by CMS according to the Federal Register? Enter in column 1
"y" for yes or "N" for no. additionally, does the facility meet the mileage
requirements in accordance with 42 CFR 412.101(h)(2)7 Enter in celumn 2 "¥" for ves or
"N" for no.

45.00 |poes this fac111ty qua11fy and receive Cap1ta1 payment for disproportionate share +in accordance N N N 45.00

with 42 CFR Section §412.3207 (see instructions)
46.00.|Is this facility eligible for additional payment exception for extraordinary circumstances N N N 46.00
pursuant to 42 CFR §412.348(F)7 I1f yes, complate Worksheet L, Part III and L-1, Parts I through
TII.
47.00 [Is this a new hospital under 42 CFR §412.300 pPpPs capital? Enter "y for yes or "N" for no. N N N 47.00
48.00 Ts the fac111ty electing full Federa1 capital payment? Enter "Y" for yes or "N" for no N N N__| 48.00

¥" for yes Y 56.00

56.00 Is this a hosp1ta1 involved in training residents in approved GME programs? Enter
or "N" for no.

57.00 41f line 56 is yes, is this the first cost reporting period during which residents in approved N 57.00
GME programs trained at this Facility? Enter "¥" for yes or "N” for no in columh 1. If column .1
is "Y" did residents start training in the first month of this cost reporting period? Enter "y"
for ves or "N" for no in column 2. If column 2 is "¥", complete Worksheet E-4. If column 2 is
"N", complete Worksheet D, Part III & IV and D-2, Part II, if applicable.

58.00 |If Tine 56 is yes, did this facility elect cost reimbursement for physicians’ services as N 58.00
defined in CM5 Pub. 15-1, section 21487 If yes, complete worksheet D-5.

59.00 [are costs claimed on Tine 100 of worksheet A? If yes, complete Worksheet D-2, pPart I. N 59.00

60.00 [are you claiming nursing school and/or allied health costs for a program that meets the Y 60.00

(L

Iproyider-operate

"y or for no

61.00 [pid your facility receive additional FTE slots under ACA section 55037 N 0.00)| 0.00 61.00
Enter "Y' for yes or "N" for no in column 1. If "¥", effective for
portions of cost reporting periods beginning on or after July 1, 2011
enter the average number of primary care FTE residents for IME in column
2 and direct GME in column 3, from the hospital’s three most recent cost
[reports end1ng and subm1tted beFore March 23 2010 (see 1nstruct1ons)
CATPEOV STons ATFacty] 1:Re and Sarvices. Adminstration CHRSAY. ...
62.00 [Enter the number of FTE res1dents that your hosp1ta1 trained in this 0.00 62.00
cost reporting period for which your hospital received HRSA PCRE funding
(see instructions)
62.01 |Enter the number of FTE residents that rotated from a Teaching Health (.00 62.01
Center {THC) into your hospital dur1ng in this cost reporting period of
HRSA THC program. (see instru ns)
Feaching Haspitals that ¢ gidents. ' g5 i
63.00 |Has your facility trained residents in non-provider sett uring this
cost reporting period? Enter "¥" for ves or "N" for no in column 1. Tf
ves, complete lines 64-67. {see instructions)

63.00

h ins: i ; etare a0ne 30, : ﬂ
64.00 Enter in coTumn T, if 11ne 63 1is yes, or your fac111ty trained res1dents 0. 00 0.00 0.000000 64.00
in the base year period, the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all non-provider
settings. Enter in column 2 the number of umweighted non-primary care
resident FTEs that trained +in your hospital. Enter in column 3 the ratio
of (column 1 divided by (column 1 + column 2)). (see instructions)

MCRIF3Z2 - 3.6.137.0



Health Financial Systems

BLESSING HOSPLITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 140015

period:
From 10/01/2011
To 09/30/2012

Worksheet $-2
part I

Date/Time Prepared:

Code

00

2/28/2013 2:41 pm
SIRatio Ceals

65. 00

Enter ‘in column 1, if line 63
is yes, or your facility
trained residents +in the base
year period, the program name.
Enter in column 2 the program
code, enter in columh 3 the
number of unweighted primary
care FTE residents attributable
to rotations occurring in all
non-provider settings. Enter in
column 4 the number of
unweighted primary care
resident FTEs that trained in
your hospital. Enter in co'lumn
5 the ratio of {column 3
divided by (column 3 + column

4)). (see instructions)

.00 0.0

0000000

66.00

(col

1 di

Enter in celumn 1 the number of unweighted non-primary care resident
FTEs attributable to rotations occurring in all non-provider settings.
Enter in column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital.
ided by (celumn 1 + col

0.00] 0.00

0, 000000

66.00

0o

67.00

If Tine 63 is yes, then, for
each primary care residency
program in which you are
training residents, 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 fn
nonprovider settings for each
applicable program. Enter in
coiumh 4 the number of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in column 5 the ratio of column
3 divided by the sum of columns
3 and 4. Use subscripted tines
67.01 through 67.50 far each
additional primary care
program. If you operated a
primary care program that did
not have FTE residents in a
nonprovider setting, enter zero
in column 3 and complete all
other columns for each

applicable program.

0.00 0.00

0. 000000

MCREF32 - 3.6.137.0
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Health Financial Systems BLESSING HOSPITAL In Lie

) of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 140015 |Perio
From 10/01/2011
To  09/30/2012

Worksheet 5-2
Part T

pate/Time Prepared:
2/28/2013 2:41 pm

70.

71,

75.

76.

00
00

00

00

t peyehiatrie Facility PPs.

Is this facility ah Inpatient Psychiatric Facility (IPF), or does 1t contain an IPF subprovider?
Enter “¥" for yes or "N" for no.

If 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 "vy" for yes or "N" for no. Column 2: Did
this facility train residents in a new teaching pregram in accordance with 42 CFrR §412.424

{d) (L (1) (D)7 Enter “Y" for yes or "N" for no. Column 3: If column 2 is Y, enter 1, 2 or 3
respectively in column 3. (see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in column 3, or if the subsequent academic years of the new teaching

program in_existence, enter 5. (see instructions)

ft:RehabiTitatl

Is facility an Inpa acility (IRF), or does it contain an IRF
subprovider? Enter "Y" for ves and "N" for no.

If line 75 yes: Column 1: pid the facility have a teaching program in the most recent cost
reporting period ending on or before November 15, 20047 Enter "¥" for yes or "N" for no. CoTumnh
2: pid this facility train residents in a new teaching program in accordance with 42 CFr
§412.424 ()Y (I1i)(DI7 Enter "Y" for yes or "N" for no. Column 3: If column 2 is v, enter 1, 2
or 3 respectively in column 3. (see instructions} If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the
new teaching program in existence, enter 5. (see instructjons)

1 70.00

71.00

75.00

76.00

85,
86,

Enter "Y" i

00
Q0

Did this facility establish a new Other subprovider (excluded unit) undeir 42 CFR Section
£ i

Ts this a new hospital under 42 CFR Section §413.40(f)(1)(i) TEFRA? Enter "Y" for yes or "N" for no.

85.00
86,00

9¢.
91.
92,
93.
94,

95
96.

00

00

00

00

oo

.00

00

97.00

105,
106.

107.

108.

Does th1s fac111ty have t1t1e Vv and/for XIX 1npat1ent hosp1ta1 5erv1ces7 Enter ¥" for N
yes or "N" for no in the applicable column.
Is this hospital reimbursed for title v and/or XIX through the cost report either in N
full or +in part? Enter "¥" for yes or "N" for no in the applicable column.

Are title XIX NF patients occupying titTe XVITI SNF beds (dual certification)? (see

instructions) Enter "v" for yes or "N" for no in the applicahle column.

poes this facility operate an ICF\MR facility Tor purposes of title v and XIX? Enter N
"y" for yes or "N" for no in the applicable column.
Does title ¥ or XIX reduce capital cost? Enter "Y" for yes, and "N" for no in the N

applicable column.

If Tine 94 is "v", enter the reduction percentage in the applicable column.
Does title V or XIX reduce operating cost? Enter "Y' for yes or "w" for no in the N
applicable column.

0.00

0.00

0.00

If Tine 96 is "v", enter the reduction percentage in the applicable column,
i Providers: R

0.00

00

00

00

00|poe

his hospital qua11Fy as a Cr111ca Access Hosp1ta1 (CAH)? N
If this facility qualifies as a CAH, has it elected the all-inclusive method of payment
for outpatient services? (see instructions)

Column 1: If this facility qualifies as a CAH, is it eligible for cost reimbursement
for I &R training pregrams? Enter "y" for yes or "N" for no in column 1. (see
instructions) IF yes, the GME elimination would not be on Worksheet B, Part I, column
25 and the program would be cost reimbursed. IFf yes complete worksheet p-2, Part II.
Column 2: If this facility is a caH, do I&Rs in an approved medical education program
train in the CAH's excluded IPF and/or IRF unit? Enter "v" for yes or "N" for no in
column 2. (see +instructions)

Is this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N
CFR Section §412.113(c). Enter "Y" for ves or "N" for no

90.00

91.00
92.00
93.00
94,00

“|105.00

106.00

107.00

108.00

109,

00

=
=

If this hosp1ta1 qualifies as a CAH or a cost provider, are N
therapy serv1ces provided by outside supplier? Enter "y"
' £

109.00

115.

116.
1.

118,

00y

00
00

00

Is this an all-inclusive rate prov1der7 Enter "Y" for yes or "N" for no in column 1. IF yes,
enter the method used (A, B, or E only) in column 2. If column 2 is "E", enter in columm 3
aither "93" percent for shﬂrt term hospital or "98" percent for Tohg term care (includes
psychiatric, rehabilitation and long term hospital providers) based on the definition in CMs
15-1, §2208.1,

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

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

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

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

115.00

116.00
117.00

118,00

MCRTF32 - 3.6.137.0



Hea'lth Financial Systems

BLESSING HOSPITAL

Inh Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX TDENTIFLICATION DATA

provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

worksheet $-2
Part I

bate/Time Prepared

2/28/20

1 pm

1300,

.01[List amounts of malpractice premiums and paid losses:

734,004

118.02

119.00
120.00

121.00

125.00
126.00
127.00
128.00
125.00
130.00
131.00
132.00
133.00

134.00

140.00

Are malpractice premiums and paid Tosses reported in a cost center other than the
Administrative and General? If yes, submit supporting schedule Tisting cost centers
and amounts contained therein.

DO NOT USE THIS LINE

Is this a SCH or EACH that qualifies for the ocutpatient Hold Harmless provision in ACA
§3121 and applicable amendments? (see instructions) Enter in column 1 "y" for yes or
"N" for no. Is this a rural hospital with < 100 beds that qualifies for the outpatient
Hold Harmless provision in ACA §3121 and applicable amendments? (see instructions)
Enter in coelumn 2 "Y" for yes or "N" for no.

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

Transplant Canter Information

poes this facility operate a transp]ant center? Enter Y for yes and N" for no, If
yes, enter certification date(s) (mm/dd/yyyy) below.

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

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

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

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

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

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

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

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

1f this is an organ procurement organization (0PO), enter the OPO number in column 1
and termination date, i

“125.

AT Providers

are there any re1ated organization or home off1ce costs as deF1ned in CMS Pub 15 1
chapter 107 Enter "Y" for yes or "N" for no in column 1. If yes, and home office costs
imed, enter in column 2 the home office chain number. (see jnstructions)

14H132

140.

118.

119.
120.

121.

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

134.

00

00
00
00
00
Q0
00
00
00
Y

00

00

141.00

142.00

ofiie ot i " i pie :
Name: BLESSING CORPORATE SERVICES Name : NATIONAL GOVERNMENT 141.
SERVICES
Street: BROADWAY AT 11TH STREET PO BOX 142.
QUINCY IL Zip Code: 62301

144,004
145.00

Are provider based physicians costs included in worksheet A7

If costs Tor renal services are c1a1med oh Worksheet A, line 74, are they costs for inpatient

144,
145,

147.00
148.00
149.00

p éﬁious]y filed cost répoF{?
section 4020) IF yes,

Has the cost allocation methodology changed from th
Enter "¥" for yes or "N for no in column 1. (See CMS Pub. 15-2,
enter the approval date (mm/dd/yyyy) in column 2.

Was there a change in the statistical basis? Enter "¥" for yes or "N for no.

Was there a change in the order of allocation? Enter "Y" for yes or "N" for no.

Was there a change to the simplified cost finding method? Enter "¥" for yes or "N" for

no.

146,

147.
148.
149.

I
155. 00|Hospital

156.00|subprovider - IPF N N
157.00/subprovider - IRF N N
158. DD|SUBPROVIDER

159.00|SHF N N
160 . 00\HOME HEALTH AGENCY N N
161 Q0 CMHC N

156.
157.
158.
159.
160.
161.

MCRIF32 - 3.6.137.0



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

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCW: 140015 |Period:
From 10/01/2011
To 09/30/2012

worksheet §-2

Part I

Date/Time grepared

2/28/20

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

166.00/1F T1ine 165 is yes, for each
campus enter the name in coTumn
0, county 1in column 1, state in
column 2, zip code in columa 3,
CBSA in column 4, FTE/Campus 1in
column_5

166.00

ogy 3 AVE AN TS { ¥ ; ; ]
167.00[Ts this prov1der a mean1ngfu1 user under Section §1886(n)7 Enter 'Y" for yes or "N" For na.
168.00/Tf this provider is a CAH (line 105 is "¥") and +is a meaningful user (line 167 is "¥"), enter the
reasonable cost incurred for the HIT assets (see instructions)
169.00|2f this provider 1s a meaningful user (1ine 167 is "v") and is not a C€AH (line 105 is "N"), enter the
transition factor. (see instructions)

167.00
168.00

169.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE RETMBURSEMENT QUESTIONNAIRE

Providar CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

worksheet $-2

Part IT

Date/Time Prepared:
2/28/2013 2:41 pm

.00

Has the prov1der changed ownersh1p immediately prior to the beginning of the cost
reporting period? If yes, enter the date of the change in column 2. (see instructions)

1.00

Y/N

.00

.00

|reTationships? (see instr ctions)

Has the provider terminated participation in the Medicare Program? If

yes, enter in column 2 the date of termination and im column 3, “v" for
voluntary or "I" for involuntary.

Is the provider invelved in business transactions, including management Y

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

2.00

3.00

.00

.00

Column 1:

Were the financial statements prepared by a Cert1f1ed Pub11c ¥
Accountant? Column 2: If yes, enter "A" for audited, "¢" for Compiled,
or "R" for Reviewed. Submit complete copy or enter date available in
column 3. (see instructions) If no, see instructions.
Are the cost report total expenses and total revenues different from N

those on the filed financial statements? IFf ves, submit reconciliation.

5.00

10.

11.

.00

.00
.00

.00

00

00

atiohdl Aetivitiss

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

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

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

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

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

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

ksheet A7 If ves,

If yes, is the provider is

1z,
13,

14,

15,

00
00

00

00

15 the provider seeking reimbursement for bad debts7 IF yes, see 1nstruct1ons
If Tine 12 is yes, did the provider’s bad debt collection policy change during this co
period? If yes, submit copy.

If Tline 12 1is yes, were patient deductib]es and/or COo- ayments waived7 If es

see ins

st reporting

tructions

12.00
13,00

14.00

Réd ComplBment..

rid total beds ava11ab1e change from the prior cost reparting period? If yes, see 1nst

ructions.

| 15.00

16.

17.

18.

19.

20,

00

00

00

00

oo

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

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

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

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

the other adjustments:

01/28/2013

16.00

17.00

18.00

19.00

20.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Ljeu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARFE RETIMBURSEMENT QUESTIONNALRE

pProvider CCN: 140015 |Period:
From 10/01/2011
To 09/30/2012

worksheet s-2
Part II
Date/Time Prepared‘

2/28/2013 2:41 pm

21. 60

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

21.00

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

¥ Kby S
‘Have assets been relifed for Mechare purposes If yes, see instructions
Have changes occurred +in the Medicare depreciation expense due to appraisals made during the cost
reporting period? If yes, see instructions.

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

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

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

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

N 23,

[ENterast EXpense. -

were new loans, mortgage agreements or 1etters of cred1t entered 1nto dur1ng the cost report1ng
period? If yes, see instructions.

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

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

Has debt been recalled before scheduled maturity without iissuance of new debt? If yes, see
instructions

Pilrchased Sar

Have changes or new agreements occurred in patient care services furn1shed through contractua1
arrangements with suppliers of services? If yes, see instructions.
If Tine 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If

structions.
ased Physicians

Are services furnished at the provider facility under an arrangement with provider- based physicians?
If yes, see instructions.

1f line 34 is yes, were there new agreements or amended existing agreements with the provider-based
physicians during the cost reportihg period? If yves, see instructions.

00
N 24.00
N 25.00
N 26.00
N 27.00
N ] 28.00
N 29.00
N 30.00
N 31.00
N 32.00
N 33.00
Y 34.00
N 35.00

36.00
37.00

38.00
39.00

40.00

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

If 1ine 36 is yes , was the fiscal year end of the home office different from that of N
the provider? If yes, enter in column 2 the fiscal year end of the home office.

If Tine 36 is yes, did the provider render servicas to other chain components? If yes, Y

see instructions.
1f Tine 36 is yes,
instructions.

did the provider render services to the home office? If yes, see Y

41.00

42.00

43.00

CONNIE ZIEGLER

il ¢
Enter the first name, Jast name ‘and the title/position

held by the cost report preparer in columns 1, 2, and 3,

respectively.

Enter the employer/company name of the cost report BLESSTNG CORPORATE SERVICES
preparer.

Enter the telephone number and email address of the cost [217-223-8400, X4159
report preparer in columns 1 and 2, respectively. M

CZIEGLER@BLESSINGHOSPITAL.CO

41.00

42.00

43.00

MCRIF3Z - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONMAIRE provider CCH: 140015 |Period: worksheet §-2

From 10/01/2011 | part IT

To 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

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

17.00 |was the cost report prepared using the PS&R Y 01/28/2013 17.00
Report for totals and the provider's records
for allocation? I either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)

18.00 [If Tine 16 or 17 is yes, were adjustments N 18.00
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
19.00 |If Tine 16 or 17 1is yes, were adjustments N 19.00
made to PS&R Report data for corrections of
other PS&R Report information? I yes, see
instructions.

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

21.00 |was the cost report prepared only using the N 21..00
provider's records? IT yes, see
instructions,

G rt i Prepafer Contact Thformation

41.00 |[Enter the first name, last name and the title/position DIRECTOR OF REVENUE 41.00
held by the cost report preparer in columns 1, 2, and 3, [INTEGRITY
respectively.

42.00 |Enter the employer/company name of the cost report 42.00
preparer.

43.00 |Enter the telephone number and email address of the cost 43.00

report preparer in columns 1 and 2, respectively.

MCRIF32 -~ 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

of Form CM5-2552-10

HOSPITAL AMD HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 140015

Te

Period:
From 10/01/2011
09/30/2012

worksheet S-3
Part I

Date/Time Prepared:
2/28/2013 2:41 pm

8 exclude Swing Bed, observation Bad and
Hospice days)

HMO

HMO IPF Subprovider

HMO IRF Subprovider

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

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT

QTHER SPECIAL CARE (SPECIFY)

NURSERY

Total (see instructions)

CAH visits

SUBPROVIDER - IPF

SURPROVIDER - IRF

SURPROVIDER

SKEILLED NURSING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

CMHC - CWMHC

RURAL HEALTH CLINIC

FEDERALLY QUALTFIED HEALTH CENTER

Total (sum of Tines 14-26)

oObservation Bed Days

Ambulance Trips

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

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

Hospital Adults & pPeds. (columns 5, 6, 7 and

31.

43.

40.

41.

44,

101.

116.

B8.

00

00
00
Q0

00

00
09

00

164

25

189

60

20

287

60,024

9,150

69,174

21,960
6,588

7,320

0.00

0. 004

0.00

MCRIF32 -~ 3.6.137.0



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

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 140015 |Period: worksheet 5-3

From 10/01/2011 | Part I

To  09/30/2012 | pate/Time Prepared:
_____12/28/2013 2:41

1.00 |Hospital adults & Peds. (columns 5, 6, 7 and 0 20,812 4,120 32,977 1.00

8 exclude Swing Bed, Observation Bed and

Hospice days)
2.00 |HMO 650 b 2.00
3.00 |HMO IPF Subprovider 0 ¢ 3.00
4,00 |[HMO IRF Subprovider 0 ¢! 4,00
5.00 |[Hospital Adults & Peds. Swing Bed SNF 0 0 ¢ 0 5.00
6.00 |[Hospital Adults & Pads. Swing Bed NF 0 ¢ 0 6.00
7.00 |Total adults and Peds. (exclude observation o] 20,812 4,120 32,977 7.00

beds) (see 1dinstructions)
8.00 INTENSIVE CARE UNIT 0 3,100 345 5,242 8.00
9.00 CORONARY CARE UNLT 9.00
10.00 [BURN INTENSIVE CARE UNIT 10.00
11.00 [SURGLCAL INTENSIVE CARE UNIT 11.00
12.00 [OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 [NURSERY [¢] 1,438 2,483 13.00
14.00 |Total (see instructions) 0 23,912 5,903 40,702 14,00
15.00 |CAH visits 0 0 0, 0 15.00
16.00 |SUBPROVIDER - IPF 0 1,925 4,557 11, 440 16.00
17.00 [SUBPROVIDER - IRF 0 3,480 309 4,949 17.00
18.00 [SUBPROVIDER 18.00
19.00 [SKILLED NURSING FACILITY 0 4,569 14 5,710 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 0 27,831 o © 40,107 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 [HOSPICE 0 0 0 2400
25.00 jCMHC - CMHC 25.00
26.00 [RURAL HEALTH CLINIC 0 2,665 0 7,735 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of Tlines 14-26) 27.00
28.00 |observation Bed Days 0 0 7,936 28.00
29.00 |Ambulance Trips 0 29.00
30.00 |Employee discount days (see instruction) 674 30.00
31.00 |Employee discount days - IRF 84 31.00
32.00 jrabor & delivery days (see instructions) ¢ 0 32.00
33.00 [LTCH non-covered days 0 33.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form ¢M$-2552-10

HOSPITAL AWD HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

worksheet s-3
part I

Date/Time Pre
2/28/2013 2:4

pared;
1 pm

Hospital Aadults & Peds. (columns 5, 6, 7 and
8 exclude Swing Bed, Observaticn Bed and
Hospice days)

.00 [HMO

.00 [HMO IPE Subprovider

HMO IRF Subprovider

.00 |Hospital Adults & peds. swing Bed SNF
.00 |Hospital Adults & Peds. Swing Bed NF

.00 [Total Adults and Peds. (exclude observation
heds) (see instructions)

INTENSIVE CARE UNIT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

NURSERY

Total (sae instructions)

CAH visits

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKILLED NURSING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

CMHC - CMHC

RURAL HEALTH CLINIC

FEDERALLY QUALTFIED HEALTH CENTER

Total (sum of lines 14-263

obhservation Bed Days

ambulance Trips

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

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

16.

o

17.

71

.29

.00

.00
.00
.00

46

1,702.96 0.
28.21 0.
71.46 1]
30.19 0.
41.86 0.
30.67 0.

7.41 0

1,912.76 Q.

0
00 0
00 0
.00 0
00
00
00
.00
00)

MCRTF32 - 3.6.137.0

5,41%

147

5,419

292
274




Health Financial Systems BLESSING HOSPITAL In bEieu of Forin €M5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 140015 |Pariod: worksheet $-3

From 10/01/2011 | Part I

To 09/30/2012 | Date/Time Prepared;
2/28/2013 2:41 pm

1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 1,465 10,054 1.00

& exclude swing Bed, observation Bed and

Hospice days)
2.00 |HMO 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMQO IRF Subprovider 4.00
5.00 |[Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |[Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 7.00

beds) (see instructions)
8.00 INTENSIVE CARE UNIT 8.00
9.00 CORONARY CARE UNIT 9.00
10.00 [BURN INTENSIVE CARE UNIT 10.00
11.00 ! SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECLFY) 12.00
13.00 |NURSERY 13.00
14,00 |Total (see instructions) 1,465 10, 054 14.00
15.00 [CAH visits 15.00
16.00 [SUBPROVIDER - IPF 746 1,920 16.00
17.00 | SUBPROVIDER - IRF 27 387 17.00
18.00 | SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19,00
20.00 [NURSING FACILITY 20.00
21.00 [OTHER LOWG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER {D.P.) 23.00
24.00 |HOSPICE 24.00
25.00 |CMHC -~ CMHC 25.00
26.00 |RURAL HEALTH CLINIC 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of Tines 14-26) 27.00
28.00 |observation Bed Days 28.00
29.00 |Ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 |employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
33.00 |LTCH non-covered days 33.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

u of Form CMS-2552-10

HOSPITAL WAGE TNDEX INFORMATTON

Provider CCN: 140015

period:
From 10/01/2011
To  09/30/2012

worksheet $-3
Part IT

2/28/2013

Date/Time Prepared:

2:41 pm

1.00
2.00

3.00

.01
Q0
.00
.00

~N &L

8.00

10.00

11.00
12.00
13.00
14.00
15.00

16.00

17.00
18.00

19.00
20.00

21.00
22.00

22.01
23.00
24.00
25.00

26.00
27.00
28.00

29.00
30.00
31.00
32.00
33.00

34.00
35.00

36.00
37.00
38,00
39.00
40.00
41.00

SALARIES

Total salaries (see
instructions)
Non-physician anesthetist Part
A

Non-physician anesthetist Part
B

physician-rart A -
Administrative

Physicians - Part A - Teaching
physician-Part B
Non-physician-Part B

Interns & residents (in an
approved program)

Contracted interns and
residents (in an approved
programs)

Home office personnel

SNF

Excluded area salaries (see
instructions)

200.00

21.00

44 .00

102,598,374
0
0
703,499
0
6,527,771

566,138
1,033,081
0
D

1,399,044
15,623,804

0 102,598,374| 4,116,205, 90)
0 0 0.00
0 0 0.00
0 703,499 4,272.00]
0 0 6.00
0 6,527,771 25,388.00
0 566,138 20,803.58
0 1,033,081 39,548.00
0 0 .00
0] 0 0.00
-9, 364 1,389,680 64,795.55
801,422 16,425,226 560,227.60

164.68

257.12

26.12

OTHER:WAGES: & RFLATED. ¢OST

contract labor (see

instructions)

Contract management and 0O 0 0 0.00 0.00
administrative services

Contract labor: physician-part O 0 0 0.00 0.00
A - Administrative

Home office salaries & 441,240 0 441,240 1,588.95 277.69
wage-related costs

Home office: Physician Part A 0 0 0 0.00) 0.00
- Administrative

Home office and Contract 0 0 0 0.00 0.00
physici Teaching

EEL ATED Cos = s T e

wage-related costs (core) wkst 29,289,836

5-3, Part Tv Tine 24

wage-related costs (other)wkst| 0 0 0

5-3, Part 1v line 25

Excluded areas 5,271,991 0 5,271,991

Non-physician anesthetist Part 0 0 0

A

Noh-physician anesthetist part 0 0 0

B

rhysician pPart a - 62,004 0 62,004

Adiministrative

physician part A - Teaching 0 0 Q

Physician Part B 191,373 0 191,373

wage~related costs {RHC/FQHC) 134,162 0 134,162

Interns & residents (in an 356,510 0 356,510

approved progral

OVERHEAD COSTS = DIRECT - SALARTES: ' T
Employee Benefits 4.00 2,361,505 0 2,361,505 157,701.77 14.97
Administrative & General 5.00 12,963,165 0 12,963,165 517,502.52 25.05
Administrative & General under 0 0 0 0.00 0.00
contract (see inst.)

Maintenance & Repairs 6.00 2,351,700 0 2,351,700 116, 068.74 20. 26
operation of Plant 7.00 0 0 0 0.00 0.00
Laundry & Linen Service .00 64,383 4] 64,383 5,550.32 11.60
Housekeeping 9.00 2,061,643 0 2,061,643 166,270.38 12.40
Housekeeping under contract 0 0 0 0.00 0.00
(see instructions)

Dietary 10.00 2,141,400 -1,470,285 671,115 54,489 82 12.32
Dietary under contract (see 0 0 0 0.00) 0.00
instructions)

cafeteria 11.00 0 1,470,285 1,470,285 119,719,084 12.28
Maintenance of Personnel 12.00 0 0 0 0. 00| 0.00]
Nursing Administration 13.00 5,270,173 -15,301 5,254,872 212,944.92 24.68
Central Services and Supply 14.00 0 0 0 0.00 0.00
Pharmacy 15.00 0 0 0 0.00) 0.00
medical Records & Medical 16.00 1,722,065 0 1,722,065 105,149 24 16.38

Records Library

11.00
12.00
13.00
14.00

15.00

16.00

MCRIF3? - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Liew of Form CM5-2552-10

HOSPITAL WAGE INDEX INFORMATION

Provider CCn: 140015

period:
From 10/01/2011
To  09/30/2012

2/28/2013 2:4

worksheet s-3
Part 11

Date/Time Prepared:
1 _pin

a

42.00 [social service
43.00 |0other General Service

0.00 43.00

MCRIF32Z - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Fort CM$-2552-10
HOSPITAL WAGE INDEX INFORMATION Provider CCN: 140015 |Period: Worksheet S-3

From 10/01/2011 | Part III

To  09/30/2012 | Date/Time Prepared:

2/28/2013 2:41
G taarty]
PART. ILL OSPI] TWAGE ] 3 JARY :
1.00 |mMet salaries (see 94,471,384 0 94,471,384 4,030,466.32 23,44 1.00
instructions)
2.00 |Excluded area salaries (see 17,022,848 792,058 17,814,906 625,023.15 28.50| 2.00
instructions)
3.00 |subtotal salaries (line 1 77,448,536 -792,058 76,656,478 3,405,443.17 22.51 3.00
minus Tine 2)
4.00 [subtotal other wages & related 443,971 0 443,971 1,628.95 272,55 4.00
costs (see inst.)
5.00 |subtcotal wage-related costs 29,351,840 0 29,351, 840 0. 00 38.29) 5.00
(see inst.)
6.00 |Total (sum of 1ines 3 thru 5) 107,244,347 ~792,058 106,452,289 3,407,072.12 31.24/ 6.00
7.00 |Total overhead cost (see 28,936,034 -15, 301 28,920,733 1,455,396.81 19.87] 7.00
instructions)

MCRIF3Z2 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

) of Form CM5-2552-10

HOSPITAL WAGE RELATED COSTS

Provider CCN: 140015

Period:
Erom 10/01/201%

To

09/30/2012

wWorksheet $-3
Part Iv

pate/Time Prepared

2 28/201

1 p,...

E ;
401K Employer Contr1but1ons

Tax Sheltered Annuity (TSA) Employer Contribution

.00 |Nonqualified Defined Benefit Plan Cost (see instructions)

Sow N
=]
=)

.00 Qua11f1ed Def1ned Benef1t P1an Cost (see 1n5truct1ons)

.00 401K/TSA P1an Adm1n15trat1on fees

~N o
(=
[=]

Legal/Accounting/Management Fees-Pension P1an
.00 Emp1oyee Mapqggg Care_Program Adm1n1st

Torganization)..

HEALT

8.00 Hea1th%Insurance (Purchasedkor Se1f Funded)

9.00 |Prescription Drug Plan
10.00 |pental, Hearing and vision Plan

11.00 |Life Insurance (I employee is owner or beneficiary)

12.00 |Accident Insurance (If employee is owner or heneficiary)

13.00 |pisability Insurance {If employee is owner or beneficiary)
14.00 |Long-Term care Insurance (If employee is owner or beneficiary)

15.00 | 'workers' Compensation Insurance

16.00 |Retirement Health Care Cost (Only current year, not the extraordinary accrual required by FASB 106,

18,176,438
]

]

127,277

0

273,066

0

165,341

0

17.00 .FICAﬂEmp1oyer5 portion only

18.00 |Medicare Taxes -~ Employers Portion only

19.00 |unemployment Insurance

20.00 |State or Federal Unemployment Taxes

6,638,341
0
124,070

[BTHER

21.00 |Executive Deferred Compensat1on (Other Than Ret1rement Cost Reported on 11nes 1 through 4 above (see

instructions))
22.00 |pay care cost and Allowances
23.00 |Tuition Reimbursement

24,00 Tota1 Wage ReTated cost (Sum of lines 1 -23)

‘Rel]dted [Cost

25.00 OTHER WAGE RELATED COSTS (SPECIFY)

ERE e

MCRIF3Z - 3.6.137.0



Health Financial $ystems BLESSING HQSPITAL In Lieu of Form €Ms-2552-10
WAGE INDEX PENSION COST SCHEDULE provider CCN: 140015 |Period: worksheet -3

From 10/01/2011| Part Iv Exhibit 3
To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

wage Index Fiscal year ending

2.00 |Provider cost reporting period used for wage Endex year shown on Tine 1. 10/01/2011 09/30/2012

3.00 |midpoint of provider's cost reporting period shown on 1ine 2. (adjust response to 04/01/2012
first of month)
4,00 |pate beginning the 3-year averaging peried. (subtract 18 months from midpoint shown on | 10/01/2010 4.00
Tine 3)
5.00 |pate ending the of the 3-year averaging period. (add 18 months to midpoint shown on 09/30/2013 5.00
line 3)
2 e -
5ot el d.to AR e Jperi i S i
6.00 |Effective date of pension p1an 6.00
7.00 |First day of the provider cost reporting period containing the pension plan effective 7.00
date.
8.00 |starting date of the adjusted averaging period. (date on Tine 7 if first of the month, 8.00

otherwise to first of the month immediately preceding or following the date in line
7). If this date occurs after the period shown on line 2 (Step 1), stop here and see
instructions. No cost is reportable for a period which is excluded from the averaging

period, — N i

[c¥ap 31 Avarage pPension. contribltidn Diring the Averdging Perded o 0 - e 1
9,00 |Reginning date of averaging period from Tine 4 or line 8. 10/01/2010 9.00
10.00 |Ending date of averaging period from line 5 09/30/2013 i 10.00

Enter provider contributions made during the averaging period shown on lines 9 & 10.
add additional 1ines as necessary if more than 15 contributions are made during the
cost reporting period. (Data may be grouped within the averaging period to agree with
documentation records (enter beginning date of grouped date range))

12.00 |Total number of months included +in the averaging period 36| 12.00
13.00 |votal contributions made during averaging period 0| 13.00
14.00 [Average meonthly contribution. (line 13 divided by Tine 12) 0| 14.00
15.00 |wumber of months in provider cost reporting period shown on Tine 2. 12| 15.00
16.00 Average pension contributions. (line 14 mu1t1p11ed by line 15) 0| 16.00

.énsioh CostiTor Wage Indéx:

18.00 |Reportable prefunding instalIment. (line 17 multiplied by 1ine 15 divided by 12)

19,00 |Total Pension Cost for wage Index. (line 16 plus 1

18)

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Liey of Form CMS-2552-10
HOSPLITAL CONTRACT LABOR AND BENEFLIT COST Provider CCN: 140015 |Period: worksheet $-3

From 10/01/2011 | Part v

To 09/30/2012 | Date/Time Prepared:
2/28/2013 2 41 m_

&G é!‘i. ificat : R e S
1.00 |Total fac1'|1ty s contract l1abor and beneht cost 2,731 0 1.00
2.00 |[Hospital 2,731 0] 2.00
3.00 ([subprovider - IPF 0 0f 3.00
4.00 |[subprovider - IRF 0 0| 4.00
5.00 |subprovider - (other) 0 0| 5.00
6.00 |[sSwing Beds - SNF 0 0| 6.00
7.00 |[swing Beds - NF 0 0] 7.00
8.00 [Hospital-Based SNF 0 0| 8.00
9.00 |[Hospital-Based WF 9.00
10.00 |Hospital-Based oLTC 10.00
11.00 |Hospital-Based HHA 0 0 11,00
12.00 |separately certified ASC 12.00
13.00 |Hospital-Based Hospice 0 0| 13.00
14.00 |Hospital-Based Health Clinic RHC 0 0 14.00
15.00 [Hospital-Based Health Clinic FQHC 15.00
16.00 [Hospital-Based-CMHC 16.00
17.00 [Renal Dpialysis 0 0 17.00
18.00 |other 0 0f 18.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

HOME HEALTH AGENCY STATISTICAL DATA

provider CCN: 140015
Component CCN: 147031

Period:
From 10/01/2011
To 09/30/2012

Worksheet s-4

Date/Time Prepared:
2/28/2013 2:41 pm

Home Health

Agency T

PPS

0.00 |county

OME “HEALTH: AGENCY . STATISTICA

1.00 |Home Health Aide Hours
unduplicated Census Count (see instructions)

1,864

.0 _701.00

3.00 Adm1nwstrator and Assistant Adm1n1strator(s)
4.00 |pirector{s) and Assistant Director(s)
5.00 |other Administrative Personne]

6.00 |Direct Nursing Service

7.00 |Nursing Supervisor

8.00 |pPhysical Therapy Service

9.00 |Physical Therapy Ssupervisor

10.00 |occupational Therapy Service

11.00 |occupationa® Therapy Supervisor
12.00 |speech Pathology Service

13.00 |Speech Pathology Supervisor

14.00 [Medical social Service

15.00 [Medical social Service Supervisor
16.00 [Home Health Aide

17.00 [Home Health Aide Supervisor

18.00 |other (speciTy)

(=
=]
Lo e Lo Bl e Bl Jlan o B o o B o B B Bl o)

=

lcororococoncaoRuwoo
(%]
=
=
o
o
S

HOME : HEALTH ‘AGENCY. ‘CBSA -CODES

19.00 [enter in column 1 the number of CBSAs where
vou provided services during the cost
reporting period.

20.00 [List those CBSA code(s) in column 1 serviced
during this cost reporting period (Tine 20
contains the first code).

40.00 0.
0,

7.

18.

0.

6.

0.

2.

Q.

G.

0.

1.

0.

4,

0.

99914

99926

PES ACTEVETY CDAT,

21.00 [skilled Nursing visits

22.00 [skilled Nursing visit Charges

23.00 |Physical Therapy visits

24.00 [physical Therapy visit Charges

25.00 |occupational Therapy visits

26.00 |occupational Therapy visit Charges

27.00 |speech Pathology visits

28.00 [speech pathology visit charges

29.00 [Medical social service visits

30.00 [Medical social service visit Charges
31.00 |Howe Health Aide visits

32.00 [Howme Health Aide visit Charges

33.00 (Total visits (sum of Tines 21, 23, 25, 27,
29, and 31)

34.00 |other Charges

35.00 [Total charges (sum of Tines 22, 24, 26, 28,
30, 32, and 34)

36.00 [Total Mumber of Episodes (standard/non
outlier)

37.00 [Total Number of outlier Episodes

38.00 |Total Non-Routine Medical Supply Charges

3,213,611

1,200

26,570

2,390 307 132
351,330 45,129 19,404
185 51 93
27,195 7,497 13,671
70 9 50
10,290 1,323 7,350
20 0 0
2,940 0 0

0 0 0

0 0 0

1,372 3 16
112,504 246| 1,312
4,037 370 291

0 0 0
504,259 54,195 41,737
132 z24

64 0f
17,059 780 528

3,813,802| 35.00
1,35%6| 36.00

64| 37.00
44,937| 38.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA Provider CCN: 140015

Period:
From 10/01/2011
To 09/30/2012

worksheet S-7

Date/Time Pre
2/28/2013 2:4

pared:
1 _pm

1.00 |If this facility contains a hospital-based SNF, were all patients under managed care

1.00

.00

or was there no Medicare utilization? Enter "v" for yes in column 1 and do not
complete the rest of this worksheet.

2.00 |[poes this hospital have an agreement under either section 1883 or section 1913 for
swing beds? Enter "Y" for yes or "N" for no in column 1. If yes, enter the agreement
date (mm/dd/yyyy) in column 2,

3.00 RUX

4.00 RUL

5.00 RVX

6.00 RVL

7.00 RHX 2

8.00 RHL 2

9.00 RMX

10.00 RML 1

11.00 RLX

12.00 RUC

13.00 RUB

14.00 RUA

15.00 RVC 2

16.00 RVE

17.00 RVA 1

18.00 RHC 5

19.00 RHB 3

20.00 RHA 1,4

21.00 RMC 1

22.00 RMB

23.00 RMA 1

24.00 RLB

25.00 RLA

26.00 ES3

27.00 ESZ

28.00 ESL

29.00 HEZ

30.00 HEL

31.490 HD2

32.400 HD1

313.00 HC2

3400 HCL

35.00 HBZ2

36.00 HEL 1

37.00 LE2

38.00 LEL

39.00 LD2

40,00 LDl

41,00 LC2

42,00 LC1

43,00 LBZ

44,00 LBL

45.00 CE2

46.00 CEL

47.00 cD2

48.00 ol

49,00 2

50.00 ccl

51.00 CB2

52.00 CB1

53.00 ca2

54.00 cal

55.00 SE3

56.00 SE2

57.00 SEL

58.00 55C

59.00 558

60.00 554

61.00 182

62.00 IBl

63.00 IAZ

64.00 Al

65.00 BB2

66.00 BBL

67.00 BAZ

68.00 BAl

N

L]

5]
COOC oo oo OOoO OO OO NONOBEDOO O WS ™~

[wleleojelejejejejejelejeljelelelelelelojelelelelelolelelelelo]lo]lelelolo]le]lololeloelolelojejejejejejojejelelalale]eloeloloelo]lololo]o]lo]fo]

N

(=2}

v
CoOCoOoOOOoCOC OO OHOOMANONOROWNO W™
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Health Financial Systems BLESSING HOSPITAL

In Lieu of Form CMsS-2552-10

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA Provider CCN: 140015

worksheet 5-7

Period:
From 10/01/2011
To

09/30/2012 | pate/Time Prepared:

L2/28/2013 2:41

200.00

COoOOOoOUnNOoOoOoOoOOoO O

DO oOoOODDE O DO

SNF SERVICES

201.00|enter +in column 1 the SNF CBSA code or 5 character non-CBSA code if a rural facility,
in effect at the beginning of the cost reporting period. Enter in column 2, the code

in_effect on or after october 1 of the cost reporting period (i applicable)

201.00

i 1 5
202.00| staffing 1,399,044 31.45 Y 202.00
203.00| Recruitment, 0 0. 00| 203.00
204.00| Retention of employees 0 0. 00| 204,00
205.00| Training 0 0.00 205,00
206.00| OTHER (SPECIFY) 0 0. 00| 206.00
207.00| Total SNF revenue (Worksheet G-2, Part I, line 7, column 3) 4,448,743 207.00

MCRIF32 - 3.6.137.0



Health Financial Systeis

BLESSING HOSPITAL

Ih Lieu of Form CMs-2552-10

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA

Provider CCN: 140015

To

Period:
From 10/01/2011

09/30/2012

worksheet 5-7

pDate/Time Prepared:

2/28/2013 2:4

1 pm

1.00 |If this facility contains a hospital-based SNF, were all patients under managed care
or was there no Medicare utilization? enter "Y" for yes in column 1 and do not

complete the rest of this worksheet.

2.00 |poes this hospital have an agreement under either section 1883 or section 1913 for

swing beds? Enter "Y" for yes or "N" for no in column 1. If yes, enter the agreement

1,00

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

NF:Da

RVC
RVE
RVA
RHC
RHB
RHA
RMC
RMB
RMA
RLB
RLA
ES3
ES2
ESL
HE2
HE1
HD2
HD1
HC2
HCL
HBZ
HBL
LE2
LEL
LD2
LDl
LC2
LCL
LB2
LBl
CE2
CEL
cD2
cpl
cc2
ccl
CB2
CcBl
CAZ
CAl
SE3
SE2
SE1
SSC
SSB
SSA
IB2
IRl
A2
TAL
BB2
BB1
BA2
BAL

214

[=2]

i
CoOooLLOooOCOOOOOODOMMNOMNORDRO O WO

R =Rl el =Rl el ==l =R =l === ReReReR=R=R=R=EoRolslalaelelelolefelele)oisleleRolelololela Lol ke le o]l le]ele]e]=}-]--is )]

(=23

i
OO0 oo OREOCDONMINONOS RO NO WO
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Health Firancial Systems BLESSING HOSPITAL

In Lie

) of Forth CMS-2552-10

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA

Provider CCN: 140015

Period:
From 10/01/2011
To 09/30/2012

Worksheet $-7

pate/Time Prepared:
2/28/2013 2:41 pm

F T ol

LBOOCOVNOOOD DDl

loooooooooooo

201.00( Enter in column 1 the SNF CBSA code or 5 character hon-CBSA code if a rural facility,

ffec fte ber 1 of th riod

in effaect at the beginning of the cost reporting period. Enter in column 2, the code

f pp1‘;ab1

99914

99914 201.00

i
202.00
203.00| Recruitment
204.00| retention of employees
205.00| Training
206.00| OTHER (SPECIFY)
207.00| Total SNF revenue (worksheet G-2, Part I, line 7, column 3)

s, 3
1,399,044 31.45 Y 202.00
0 0.00 203.00
0 0.00 204.00
0 0.00 205.00
0 0.00 206.00
4,448,743 207.00

MCRIF32 - 3.6.137.0



Heaith Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFEED HEALTH CENTER
STATISTICAL DATA

provider CCN: 140015
Coimpenent CCN: 143422

Period: worksheet $-8
From 10/01/2011
To  09/30/2012 | pate/Time Prepared:

2/28/2013 2:41 pm

Rural Health

Clinic (RHC) I

Cost

Street

clial

‘Community Health Center (Section 330(d), PHS Act)

4,

5.00 |migrant Health Center (Section 329(d), PHS Act)

6.00 |Health services for the Homeless (Section 340(d), PHS Act)
7.00 |appalachian Regiona’l Commission

8.00 |Look-aAlikes

9.00 |OTHER (SPECIFY)

pl el e ] v I )

4.
5.
6.00
7.
8.

poes this facility operate as other than an RHC or FQHC? Enter "Y" for yes or "N" for
no in column 1. If yes, indicate number of other operations in column 2.{Enter in
subscripts of Tine 11 the type of other operation{s) and the operating hours.)

12.00
13.00

Have you received an approval for an exception to the productivity standard?

Is this a consolidated cost report as defined in <MS Pub. 104-04, chapter 9, section
30.87 Enter "Y" for yes or "N" for no in column 1. If yves, enter in column 2 the
number of providers included in this report. List the names of all providers and

numbers below

14.00 [Provider name, CCN number

15.00

Have you provided all or substantially all N 0
GME cost? Enter "Y" for yes or "N" for no in
column 1. If yes, enter in columns 2, 3 and
4 the number of program visits performed by
Intern & Residents for titles ¥, XVIIE, and
XIX, as applicable. Enter in column 5 the
number of total visits for this provider.
(see Tnstructiohs)

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

HOSPITAL-BASED RURAL HEALTH CLINTC/FEDERALLY QUALIFIED HEALTH CENTER

STATLSTICAL DATA

Provider CCN: 140015 |Period:

From 10/01/2011

Component CCN: 143422 (To  09/30/2012

Worksheet $-8

pate/Time Prepared:
2/28/2013 2:41 pm

Rural Health

Clinic (RHC) I

Cost

2.00

2.00 [city, state, zip Code, County

ADAMS

3

Facilit

11.00

11.00 [cTinic

[17:00

MCRIF3Z2 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

in Lieu of Form CMS-2552-10

HOSPITAL-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED HEALTH CENTER

STATISTICAL DATA

Provider CCN: 140015
Component CCN: 143422

Period: Worksheet 5-8

From 10/01/2001

To  09/30/2012 | pate/Time Prepared:

2/28/2013 2:41 pm

Rural Health
Clinic (RHCY I

Cost

rid

MCRIF32 - 3.6.137.0



Hea'lth Financial Systems BLESSING HOSPITAL

In Lieu of Form (Ms-2552-10

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

Provider CCN: 140015
Component CCN: 143422

Period:
From 10/01/2011
To  09/30/2012

worksheet $-8

Date/Time Prepared:
2/28/2013 2:41 pm

Rura’l Health
clinfc (RHC) I

Cost

Faci 11ty hours of operations (1) : S
11.00 [clinic |

11.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL IDENTIFICATION DATA Provider CCN: 140015 |Period: worksheet 5-9

From 10/01/2011 (| Parts I & II
Compohent CCN: 141501 |To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

Hospice I
oL e ENROEL] : i S
1.00 [Continucus Home Care 0 0 0 0 0! 1,00
2.00 |Routine Home Care 15,671 225 0f 119 570} 2.00
3.00 |rnpatient Respite Care 24 0 0f 0f 0] 3.00
4.00 ([General Inpatient Care 326 31 0f 0 48| 4.00
5.00 |[Total Hospice Pays 16,021 256 0] 119 618] 5.00
Part i = CENSUS DATA . e e B o IR
6.00 |[Number of Patients Receiving Hospice care 523 23 0 7 42| 6.00
7.00 |[Total Number of Unduplicated Continuous Care 0.00 0.00 7.00
IHours Billable to Medicare
8.00 |Average Length of Stay (line 5/Tine 6) 30.63 11.13 0.00 17.00 14.71( 8.00
9.00 |uUnduplicated Census Count 510 23 0 8 421 9.00

MCRIF3?2 - 3,6.137.0



Health Finahcial Systems RLESSING HOSPITAL In Lieu of Form CM5-2552-10
HOSPITAL IDENTIFICATION DATA pProvider CCN: 140015 |Period: Worksheet 5-9

From 10/01/2011 | Parts I & II
Component CCN: 141501 jTo  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

Hospice I
1.00 cant1 nuous Home Care 0 1.00
2.00 |Routine Home Care 16,466 2.00
3.00 |Inpatient Respite Care 24 3.00
4,00 |General Inpatient Care 405 4.00
5.00 |Total chspné](:f Days 16, 895 5.00
6.00 |Number of Patients Receiving Hosp1ce care 588 6.00
7.00 |Total wWumber of uUnduplicated Continuous Care 7.00
Hours Billable to Medicare
8.00 |average Length of Stay (line 5/1ine 6) 28.73 8.00
9.00 |unduplicated Census Count 575 9.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSTING HOSPITAL In Lieu of Form CM§-2552-10

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA Provider CCN: 140015 |Period:

From 10/01/2011
TO 09/30/2012

worksheet $-10

pate/Time Prepared:

P

: 2/28/2013 2:41

Cost ta charge ratio (WDrksheet C, Part I 11ne 202 column 3 d1v1ded by 11ne 202 column 8) 1.00
MEdlcatd (4ee Tnstrictions for Gach. Lineyis s G

Net revenue from Medicaid 15,057,530 2.00
id you receive DSH or supplemental payments from medicaid? Y 3.00
If Tine 3 is "yes", does Tine 2 <include all DSH or supplemental payments from Medicaid? N 4.00
1If Tine 4 is "no", then enter DSH or supplemental payments from Medicaid 6,478,682 5.00
medicaid charges 88,690,298| 6.00
Medicaid cost (1ine 1 times line &) 25,565,777 7.00
Difference between net revenue and costs For Medicaid program (1ine 7 minus sum of Tlines 2 and 5; if 4,029,565| 8.00
< zerg then enter zero)

stiate childreh!s HeaTth Insurance -Erogram. (SCHLP) tsee instructions. Tor each dTNe) i e g i

Net ravenue from stand-alone SCHIP of 9.00
Stand-alone SCHIP charges 0f 10.00
stand-alone SCHIP cost (1ine 1 times Tine 10} 0] 11.00
pifference between net revenue and costs For stand-alone SCHIP (Tine 11 minus Tine 9; if < zero then 0} 12.00

enter zero)
y : ahilixed

- {ndTgent care program (See instructions

Total unreimbursed cost for Medicaid , SCHIP and state and Tlocal indigent care programs (sum of lines

Net revanue from state or local indigent care program {(Not fincluded on Tines 2, 5or 9 .
charges for patients covered under state or Jocal indigent care program (Not included in lines 6 or 14,00
10)

state or Tocal indigent care program cost (line 1 times line 14) 0| 15.00
pifferance between net revenue and costs for state or local indigent care program (line 15 minus Tine 0| 16.00
13; if < zero then enter zero)

Gheompensated (cafe €see 1nSErUCEIONs TOr:each  11ne;

Private grants, donations, or endowment income restricted to funding charity care 17.00
Government grants, appropriations or transfers for support of hospital operations 18.00

4,029,565| 19.00

1gat1on of patients approve for char1ty care (at fu11 26 ?70 644 37,135,567
charges excluding non-reimbursable cost centers) for the entire facility
Cost of initial obligation of patients approved for charity care (line 1 7,716,879 10,704,661,
times Tine 20)
Partial payment by patients approved for charity care 61,001 2,702,816
Cost f charit (1ine 21 11ne 22) 7,655,878 8,001, 845

63,906, 211
18,421,540| 21.00

2,763,817| 22.00
15,657,723

24.00

25.00
26.00
27.00
28.00
29.00
30,00
31.00

poes the amount in Tine 20 column 2 include charges for patient days beyond a length of stay Tlimit
imposed on patients covered hy Medicaid or other indigent care program?

If T1ine 24 is "yes," charges for patient days beyond an iindigent care program's length of stay Timit
Total bad debt expense for the entire hospital complex (see instructions)

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

Non-Medicare and Non-Reimbursable bad debt expense (1ine 26 minus line 27)

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

cost of non-Medicare uncompensated care (line 23 column 3 plus Tine 29)

Total unreimbursed and uncompensated care cost (line 19 plus Tine 30)

23,089,158| 26.00
1,365,076| 27.00
21,724,082| 28.00
6,262,162 29.00
21,919,885 30.00
25,949,450| 31.00

MCRIF32 - 3.6.137.0



Health Finan

cial Systems

BLESSTING HOSPITAL

In Lieu of Form C(mMs$-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Period:
From 10/01/2011
09/30/2012

Provider CCN: 140015

To

Worksheet A

Date/Time Prepared:

2/28/2013 2:41 pm
assiflad ]

= i

1. 1.
1.01 |00101{CAP REL COSTS~BUTLER BUILDING 5,020 5,020 22,884 27,904 1.
1.02 |00102| CAP REL COSTS-OLD BUILDING & FIXT 235,390 235,390 43,955 279,345 1.
1.03 |00103|CAP REL COSTS-NEW BUILDING & FIXT 3,090,325 3,090,325 473,564 3,563,889 1.
1.04 |00104|CAP REL COSTS-14TH STREET 309,692 309,692 1,336,606 1,646,298 1.
1.05 |00105|CAP REL COSTS~MOB PHASE I 0 0 225,716 225,716 1.
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 9,998,565 9,998,565 507,279 10,505,844| 2.
3.00 |00300|0OTHER CAP REL COSTS 0 0 0 ol 3.
4.00 [00400| EMPLOYEE BRENEFITS 2,361,505 37,793,770 40,155,275 0 40,155,275 4.
5.00 |00500|ADMINISTRATIVE & GENERAL 12,963,165 51,535,221 64,498,386 333,953 64,832,339 5.
6.00 [00B00|MAINTENANCE & REPAIRS 2,351,700 3,640,897 5,992,597 0 5,992,597 6.
8.00 [00800 LAUNDRY & LINEN SERVICE 64,383 968,346 1,032,729 0 1,032,729 8.
9.00 [00900] HOUSEKEEPING 2,061,643 405,799 2,467,442 0 2,467,442 9.
10.00 (01000 DIETARY 2,141,400 2,670,301 4,811,701 -3,303,714 1,507,987 10.
11.00 (01100 CAFETERIA 0 0 0 3,303,714 3,303,714| 11.
13.00 |01300, NURSING ADMINISTRATION 5,270,173 927,528 6,197,701 -15,347 6,182,354 13.
16.00 [01600{ MEDICAL RECORDS & LIBRARY 1,722,065 880,995 2,603,060 0 2,603,060 16.
20,00 j02000| NURSING SCHOOL 2,507,907 1,107,363 3,615,270 834,161 4,449,431 20,
21,00 |02100| I&R SERVICES-SALARY & FRINGES APPRVD 1,033,081 0 1,033,081 0 1,033,081| 21.
22,00 (02200 I&R SERVICES-OTHER PRGM COSTS APPRVD 0 1,514,899 1,514,899 0 1,514,899 22.
23.00 |02300| PARAMED ED PRGM-(SPECIFY) 0 0 0 23
23.01 {02301 PARAMED ED PRGM-RADIOLOGY 225,390 4,765 0 23
23.02 |02302| PARAMED ED PRGM-LABORATORY 74,774 724 0 23
INPATIENT ROUTINE:SERVICE COST. CENTERS o0 2 S i ]
30.00 |03000| ADULTS & PEDIATRICS 13,970,923 1,112,228 15,083,151 -549, 663 14,533,488| 30.
31.00 [03100[ INTENSIVE CARE UNIT 3,778,276 459,955 4,238,231 -283,233 3,954,998| 31.
403.00 [04000| SUBPROVIDER - IPF 3,520,894 89,928 3,610,822 -46,694 3,564,128| 40.
41.00 (04100 SUBPROVIDER ~ IRF 1,475, 486 257,428 1,732,914 -13,930 1,718,984 41
43.00 (04300 NURSERY 455,107 70,487 525,594 -77,980 447,614| 43.
44 .00 (04400 SKILLED NURSING FACILITY 1,399,044 123,634 1,522,678 -29,069 1,493,609 44.
ANCILLARY . SERVECE. COST -CENTERS 3= ; B Mo BB i
50.00 |05000| OPERATING ROOM 7,659,873 15,625,244 11,982, 50,
52.00 |05200{ DELIVERY ROCOM & LABOR ROOM 1,192,051 224,254 1,325,612| 52,
53,00 |05300{ ANESTHESTOLOGY 181,172 444,298 462,866( 53.
54,00 |05400| RADIOLOGY-DIAGNOSTIC 4,762,220 3,209,721 7,662,130 54,
60,00 (06000 LABORATORY 3,021,510 2,606,613 5,587,912( 60.
62.00 06200/ WHOLE BLOOD & PACKED RED BLOOD CELLS 185,447 1,143,527 1,328,974| 62,
65.00 [06500| RESPIRATORY THERAPY 1,881,334 354,974 2,144,277| 65.
66.00 (06600 PHYSICAL THERAPY 1,573,324 212,983 1,773,751| 66.
67.00 (06700 OCCUPATIONAL THERAPY 578,588 9,803 586,730 67.
68.00 (06800] SPEECH PATHOLOGY 271,079 8,913 279,983 277,979| 68.
69.00 [06900| ELECTROCARDIOLOGY 1,423,508 3,337,822 4,761,328 -2,636,706 2,124,622| 649.
70.00 07000} ELECTROENCEPHALOGRAPHY 291,702 73,326 365,028 0 365,028 70.
71.00 |07100|MEDICAL SUPPLTES CHARGED TO PATTENTS 685,369 434,232 1,119,601 5,559,925 6,679,526| 71.
72.00 [07200(IMPL. DEV. CHARGED TO PATIENTS 0 0 0 9,207,245 9,207,245| 72.
73.00 [07300|DRUGS CHARGED TO PATIENTS 3,046,304 14,247,391 17,293,695 -82 17,293,613| 73.
74.00 (07400) RENAEL DIALYSIS 0 741,158 741,158 740,663| 74.
OUTPATIENT SERVICE €OST CENTERS R it
88.00 [08800[ RURAL HEALTH CLINIC 358,399 431,280 789,679 787,386| 88.
91.00 [09100[ EMERGENCY 10,290,236 1,359,741 11,649,977 -119, 546 11,530,431] 91.
92.00 OBSERVATTON BEDS (NON-DISTINCT PART)

R REZMBURSABLE. COST CENTERS.

101. 00 HEALTH AGENCY 1,027,

SPECIAL: PURBOSE €OST CENTERS:: R a :
113.0{11300| INTEREST EXPENSE 2,770,041 2,770,041 L 770,041 0113
116. 0011600 HOSPICE 1,602,036 573,163 2,175,199 ~30 2,175,169|116.
118. 00 SUBTOTALS (SUM OF LINES 1 99,207,722 166,039,175 265,246,897 15,347 265,231,550/118.

NONRETMBURSABLE COST CENTERS 2 e e Lhe At
190.00{19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0(190.
192.00{19200( PHYSICIANS" PRIVATE OFFICES 2,815,383 104,783 2,920,166 0 2,920,166]192.
192.0119201 FASTCARE 413,528 102, 407 515,935 0 515,935{192.
193, 00119300 NONPAID WORKERS 0 0 0 0, 0[193.
193. 0119301 ADULT DAY CARE 0 0 O 0 0[193
193.02/19302| DENMAN SERVICES 0 0 0, 0l 0[193
193_03|E9303|MEALS ON WHEELS 0 0 ¥ D 0|193
193. 04| 19304| UNUSED SPACE 0 0 0 0 0]193
193_ 0519305 HEALTH EDUCATTON 0 0 ¢ 15, 347] 15,347]193.
193.06[19306| RENTED SPACE 0 0 0 0 0]193.
183. 0719307 AUGUSTA PHARMACY 16T, 741 780,754 942,495 t 942,495(193.
200. 00| TOTAL {SUM OF LINES 118-199) 102,598,374| 167,027,119 269,625,493 0 269,625,493|200.

MCRIF32 - 3.

6.137.0



Health Financial Systems

BLESSING HOSPLTAL

In Liey of Form (Ms-2552~10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

period:
From 10/01/2011
To 09/30/2012

Provider CCN: 140015

| 2/28/2013 2:41

worksheet A

pate/Time Prepared:

5

1.00 |[00100|CAP REL COSTS-BLDG & FIXT
.01 |00101{ CAP REL COSTS-BUTLER BUILDING
.02 |00102{CAP REL COSTS-0LD BUTILDING & FIXT
.03 |00103|CAP REL COSTS-NEW BUILDING & FIXT

1

1

1

1.04 |00104{CAP REL COSTS-14TH STREET
1.05 |00105/CAP REL COSTS-MOB PHASE I
2.00 |00200|CAP REE COSTS-MVBLE EQUIP
3.00 [00300|OTHER CAP REL COSTS
4.00 |00400| EMPLOYEE BENEFITS
5.00 {00500/ ADMINISTRATIVE & GENERAL
6.00 [O0600[MATINTENANCE & REPAIRS
§.00 [O0800(LAUNDRY & LINEN SERVICE
9.00 [00900(HOUSEKEEPING

10,00 (01000 DIETARY

11,00 (01100 CAFETERTA

13,00 (01300 NURSING ADMINISTRATION
16.00 |01600) MEDICAL RECORDS & LIBRARY
20.00 [02000{ NURSING SCHOOL

21,00 |02100{ I&R SERVICES-SALARY & FRINGES APPRVD
22,00 |02200f T&R SERVICES-OTHER PRGM COSTS APPRVD

23.00 |02300( PARAMED ED PRGM-{(SPECIFY)
23.01 |02301 PARAMED ED PRGM-RADIOLOGY
23.02 |D2302| PARAMED ED PRGM-LABORATORY

86,601
-850, 222
-170,749
-368,375
0
-16, 300,505
-2B,757,969
~575,775
-20,363
-241,5%0
-11%,942
-1,297,910
174,724
-112, 440,
2,924,068

27,904

279,345
3,650, 490

796,079

54,967
10,137,469
0
23,854,770
38,074,370
5,416,822
1,012,366
2,225,852
1,396,045
2,005,804
6,007,630
2,490,620
1,525,363
1,033,081
1,514,899
0
152,364
52,670

[ENPATTENT ROUTINESERVICE COST 'CENTER

30.00 |03000[ADULTS & PEDIATRICS
31.00 |03100] INTENSIVE CARE UNLT
40,00 |04000{ SUBPROVIDER - IPF

41.00 |04100| SUBPROVIDER - IRF

43.00 |04300| NURSERY

44,00 |04400| SKILLED NURSING FACILITY

14,527,796
3,936,474
3,564,128
1,703,266

447,614

1,493,127

ANCILLARY: SERVILCE: COST CENTERS

50.00 {05000 OPERATING ROOM

52.00 |05200| DELIVERY ROOM & LABOR ROOM
53.00 {05300 ANESTHESIOLOGY

54.00 |05400 RADIOLOGY-DIAGNOSTIC
60.00 (06000| LABORATORY

62,00 [06200|WHOLE BLOOD & PACKED RED BLOOD CELLS

65.00 [06500| RESPIRATORY THERAPY
66.00 [06600| PHYSICAL THERAPY

67 .00 [06700| OCCUPATIONAL THERAPY
68.00 [06800|SPEECH PATHOLOGY

69.00 [06900| ELECTROCARDIOLOGY
70.00 (07000| ELECTROENCEPHALOGRAPHY

71.00 [07100| MEDICAL SUPPLIES CHARGED TC PATIENTS
72.00 [07200|IMPL. DEV. CHARGFD TQ PATIENTS

73.00 |07300{DRUGS CHARGED TO PATIENTS
NAL DTA ]

-937,726
0
0
0
-65, 585
0
-17,683
-15,595
0
0f
-33,472
~-38,507]
-2,231
0f
-2,311,160

0

11,044,591
1,325,612
462,866
7,662,130
5,522,327
1,328,974
2,126,594
1,758,156
586,730
277,979
2,091,150
326,521
6,677,295
9,207,245
14,982,453
740,663

ST CENTERS =0

88.00 [08800 RURAL HEALTH. CLINIC
91.00 09100 EMERGENCY

INCT PART)

-38,835
-6,592,698

748,551
4,937,733

BSERVATION BEDS (NON-D)
IMBURSABLE COST CEN

WM Wwhn P P
o
wu

101.00

118.00

[ HOME HEALTH AGENCY [§] 3,852,941 101.00

[SPECTAL: PURFOSE: COST CENTERS oo e
113.00|11.300{ INTEREST EXPENSE 0] 0 113.00
116. 00) 11600 HOSPICE -29,065 2,146,104 116.00
SUBTGTALS (SUM OF LINES 1-117) -60,043,623 205,187,927 118.00

NONREEMBURSABLE: COST ‘CENTERS : B
190.00|19000| GIFT, FLOWER, COFFEE SHOP & C 0 0 190.00
182.00|19200| PHYSICIANS' PRIVATE OFFICES 0f 2,920,166 192.00
192.01)19201( FASTCARE 0 515,935 192.01
193.00/19300 NONPAID WORKERS 0 0 193.00
193.01)19301|ADULT DAY CARE 0f 0 193.01
193.02|19302| DENMAN SERVICES 0 0 193.02
193.03|19303| MEALS ON WHEELS 0f 0 193.03
193.04|19304| UNUSED SPACE 0 0 193.04
193.05/19305 HEALTH EDUCATION 0 15,347 193.05
193.06/19306|RENTED SPACE 0 0 193,06
193.07|19307| AUGUSTA PHARMACY O 942,495 193.07
TOTAL (SUM OF LINES 118-199) ~-60,043,623 209,581,879 200.00

200.00

MCRIF3Z - 3.6.137.0



Health Financial Systems BLESSING HOSPLTAL In Lieu of Form CM5-2552-10
RECLASSIFICATIONS pProvider CCN: 140015 (period: worksheet A-6

From 10/01/2011
To 09/30/2012 | bate/Time Prepared:
2/28/2013 2:41

Lncreases
A= RECLASS [CAFETERTA COS
1.00 |CAFETERIA 1.00
1.00 1.00
I3 RECLASS CAPTTAL: RELATED. ENSURANCE &
1.00 |CAP REL COSTS-BUTLER 1.00
BUILDING
2.00 |CAP REL COSTS-OLD BUILDING & 2.00
FIXT
3.00 |CAP REL COSTS-NEW BUILDING & 3.00
FIXT
4.00 |cAP REL COSTS-MVBLE EQUIP | 4.00
TOTALS
[E. = HECLASS HEAL
1.00 |[MEALTH EDUCATION 1.00
TOTALS
G~ RECEASS ‘INTEREST EXPENSE - .iii. - SIEEER
1.00 |CAP REL COSTS-NEW BUILDING & 1.03 0 410,074 1.00
FIXT
2.00 |CAP REL COSTS-14TH STREET 1.04] 0 1,336,606 2.00
3.00 |CAP REL COSTS-MVBLE EQUIP 2 0 3.00
4.00 |ADMINISTRATIVE & GENERAL 5 0 4.00
1.00 1.00
51,800
RECLASS CHARGEABLE. MEDICAL - BUPPL AR
1.00 |MEDICAL SUPPLIES CHARGED TO 71.00 0 5,559,925 1.00
PATIENTS
2.00 |IMPL. DEV. CHARGED TO 72.00) ) 9,207,245) 2.00
PATIENTS
3.00 0.00 0 0 3.00
4.00 .00 0 0 4,00
5.00 .00 0 0 5.00
65.00 .00 o 0 6.00
7.00 0.00 0 0 7.00
3.00 0.00 0 0 8.00
9.00 0. 00 0 0 9.00
10.00 0.00 0 0 10.00
11.00 0.00 0 0 11.00
12.00 0.00 0 0 12.00
13.00 0.00 0 0 13.00
14.00 0.00 0 0 14.00
15.00 0.00 0 0 15.00
16.00 0.00 0 0 16.00
17.00 0.00 0 0 17.00
18.00 0.00 0 0 18,00
19.00 0.00 0 0 19,00
20.00 0.00 0 0 20,00
21.00 0.00 Q 0 21,00
22.00 0.00 Q 0f 22,00
23,00 | o.oop, o 0 23,00
14,767,170]
1.00  [NURSING SCHOOL 0 1.00
2.00 0 2.00
3.00 0 3.00
4,00 0 4,00
5.00 0 5.00
6.00 0 6.00
7.00 0 7.00
8.00 0 8.00
9.00 0 9.00
10.00 0 10.00
11.00 0 11.00
2,00 | | Qo o 0 12.00
[TOTALS 0
R RECUASS “RENT: EXPENS T e
1.00 |[CAP REL COSTS-MOB PHASE T 1.05 0 225,716 1.00
200 | 000 o 0 2.00
TOTALS 0f 225,716
500.00 |Grand Total: Increases 2,325,471 19,784,238 500.00

MCRIF3Z ~ 3.6.137.0



Health

Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

RECLASSIFICATIONS

Provider CCN: 140015

Period:
From 10/01/2011
09/30/2012

To

worksheet A-6

2/28/2013 2:

Date/Time Prepared
41

= A N
o [
o o

ENNTP S
(=]
[=]

=
|-
[=]

E e~ AN
o
(]

TOTALS

O RECLASS CAPLIAL RELATED 1

TOTALS

|2 RECLASS HEALTH EDUCATION

NURSTING ADMINISTRATION

TOTALS

G .= RECLASS INTEREST (EXPENSE ..

INTEREST EXPENSE

% RECLASS ER PHYSICYAN MALE

ADMINISTRATIVE & GENERAL

TOTA LS

CRECLASS: CHARGEABLE MEDICAL: GUPPLEES.

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY
OPERATING ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESTIOLOGY
RADIOLOGY-DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY
PHYSICAL THERAPY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDIOLOGY

DRUGS 'CHARGED TQ PATIENTS
RENAL" DIALYSIS

RURAL HEALTH CLINTC
EMERGENCY

ADULTS & PEDTATRICS

HOME HEALTH AGENCY
HOSPICE

TOTALS

180, 964
153,548
1,256
11,328
36,119
19,705
11,053,184
65,649
162, 604
239,565
40,211
92,031
12,556
1,661
2,004
2,600,390
82

495

2,293

=R =R RN NN YN N R N-N-N-N~-N-R-R-R-R~T}

tECLASS TPRECEPTOR PA

ADULTS & PEDTATRICS
ADULTS & PEDTATRICS
INTENSTVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKTLLED NURSING FACILITY
OPERATTNG ROOM

DELIVERY ROOM & LAROR ROOM
ELECTROCARDIOLOGY
EMERGENCY

ADULTS & PEDIATRICS
TOTALS

RECLASS: RENT EXPENS

OPERATING ROOM
RADIOLOGY-DIAGNOSTIC

TOTALS

Grand Total: Decreases

2,325,471

19,784,238

O~ QYN
OO Co oo
oo oCoCcooo

o

(R
P-‘D@
OOO
oo o

12. 00
13.00
14.00
15,00
16.00
17.00
18.00
19.00
20.00
21.00
22.00
23.00

SO G W A W P e

(=g =R e e e e o
OO o oSS

w
=
=3

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

RECONCELTATION OF CAPITAL COSTS CENTERS

Provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

worksheet A-7
Parts I-TIII
pate/Time Prepared:
2/28/2013 2:41 pin

155,500

155, 500

1.00 0 1.00
2.00 |[Land Improvements 5,697,771 711,023 0 711,023 0| 2.00
3.00 [Buildings and Fixtures 96,177,101 1,474,477 0 1,474,477 170,675] 3.00
4.00 :Building Improvements 3,564,673 0 0 0 0 4.00
5.00 |Fixed Eguipment 35,413,331 969, 610 0 969, 610 0| 5.00
6.00 |movable Equipment 122,766,017 12,805,591 0 12,805,591 1,696,987 6.00
7.00 |HIT designated Assets 0 0 0 0 gl 7.00
8.00 [subtotal (sum of Tines 1-7) 276,327,249 16,116,201 v 16,118,201 1,867,662 8.00
9.00 |Reconciling Items 0 0 0 0 0} 9.00
10.00 [Total (Iine 8 minus Tline 9) 276,327,249 16,116, 201 0f 16,116, 20 1,867,662| 10.00
i oF

1.00 |CAP REL COSTS-BLDG & FIXT 0 0 0 0| 1.00
1.01 |CAP REL COSTS-BUTLER BUILDING 5,020 0 0 0 0| 1.01
1.02 |[CAP REL COSTS-OLD BUILDING & FIXT 235,390 0 0 0 0| 1.02
1.03 |[CAP REL COSTS-NEW BUILDING & FIXT 3,000,325 0] 0 o) 0| 1.03
1.04 |[CAP REL COSTS5-14TH STREET 309,692 0 0 0 0| 1.04
1.05 CAP REL COSTS-MOB PHASE I 0 0 0 0 0| 1.05
2.00 |CAP REL COSTS-MVBLE EQUIP 9,998,565 0 0 0f 0| 2.00
3.00 |Total (sum of lines 1-2) 13,638,992 0 0 0| 0| 3.00
COMPUTATION -OF - RATL F

CONCELIATION OF

ENTER:

00 CAP REL COSTS-BLDG & FIXT
.01 CAaP REL COSTS-BUTLER BUILDING

.02 CAP REL COSTS-OLD BUILDING & FIXT
REL COSTS-NEW BUILDING & FIXT
.04 CAP REL COSTS-14TH STREET

05 CAP REL COSTS-MOB PHASE T

£ CAP REL COSTS-MVBELE EQUIP

.00 |Total (sum of Tines 1-2)

WO e e
o
w
[
>
)

0 0 0 0. 000000

307,247 0 307,247 0.001132
86,039,885 0 86,039,885 0.317136
35,217,887 0 35,217,887 0.129810,
15,863,498 0 15,863,498 0.058471
0 0 0 0.000000
133,874,622 0] 133,874,622 0,493451]
271,303,139 0 271,303,139 1.000000

coooocooo
W R R e e e
=
)

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Provider CCN: 140015

Period: worksheet A-7

From 10/01/2011 | Parts I-TII
To  09/30/2012

pate/Time Prepared:
2/28/2013 2:41 pm

=
(=}
f=]

.00 |vand Improvements

.00 |Buildings and Fixturas

.00 |Building Improvements

00 |Fixed Equipment

Movable Equipment

00 [HIT designated Assets

.00 |subtotal {sum of 1ines 1-7)
.00 |Reconciling Items

(.00 |Total (Tine 8 minus Tine 93

HO g Wl
<
<

12,863,856
6,408,794
97,480,903
3,564,673
36,382,941
133,874,621
0
290,575,788
0

[ef=jolalaalelele)e]

S WoONAU AW
(=)
=]

[

RECdNQILiATION

FROM WORKSHEET A, COLU!

COSTS-BLDG & FIXT
COSTS-BUTLER BUILPING
COST5-0LD BUTLDING & FIXT
COSTS-NEW BUTLDING & FIXT
COSTS-14TH STREET
COSTS-MOB PHASE T
COSTS-MVBLE EQUIP

W R e

0
0
0
0
0
0
0
0

5,020
235,390
3,090,325
309,692

0
9,998,565

g N b et b e el el
=
St

13,638,992

.00 | REL COSTS-BLDG & FIXT

1

1.01 REL COSTS-~BUTLER BUILDING
1.02 REL COSTS-OLD BUILDING & FIXT
1.03 REL COSTS-NEW BUILDING & FIXT
1.04 REL COSTS-14TH STREET

1.05 REL COSTS-MOB PHASE I

2.00 REL COSTS-MVBLE EQUIP

3

.00 |Total (sum of lines 1-2)

DO D O o0

000000 ok

0] 0 0| 1.00
O 5,020 0] 1.01
0 235,390 0| 1.02
0] 3,015,287 0 1.03
0] 306, 601 0] 1.04
0] 0 54,967 1.05
0f 9,932,936 0f 2.00
0 13,495,234 54,967 3.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
RECONCILIATION OF CAPETAL COSTS CENTERS Provider CCN: 140015 |Period: wWorksheet A-7

From 10/01/2011 | Parts I-III

To  09/30/2012 | Date/Time Prepared:
2/28/2013 2141

PARL.LLL RECONCTLIATION. OF. CAPLT
1.00 |CAP REL COSTS-BLDG & FIXT 0 0 0 0| 1.00
1.01 |CAP REL COSTS-BUTLER BUILDING 0 22,884 0 0 27,904 1.01
1.02 |CAP REL COSTS-OLD BUILDING & FIXT 0 43,955 0 0 279,345 1.02
1.03 |CAP REL COSTS-NEW BUILDING & FIXT 571,713 63,490 0 0 3,650,490, 1.03
1.04 |CAP REL COSTS-14TH STREET 489,475 0] 0 0 796,076| 1.04
1.05 |CAP REL COSTS-MOB PHASE I 0 0 0 0 54,967 1.05
2.00 |[CAP REL COSTS-MVELE EQUIP 198,826 5,707 0 0 10,137,469 2.00
3.00 |votal (sum of Tines 1-2) 1,260,014 136,036 0 0 14,946,251 3.00

MCRIF32 ~ 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form ¢M5-2552-10

ADJUSTMENTS TO EXPENSES

Provider

CCN: 140015

Period:
From 10/01/2011
To 09/30/2012

Worksheet A-8

Date/Time Prepared:

12/28/2013 2:41 pm
Workshe

N

V1 W
(=
L=

23.

24,

25.

26.
26.

26.

.00
.01
.02
.03

.00

00
Qo
00

00
01

02

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

Investment income - CAP REL
BUILDING (chapter 2)
Investment income - CAP REL
BUILDING & FIXT {(chapter 2)
Investment income - CAP REL
BUILDING & FIXT (chapter 2)
Investment income - CAP REL
STREET (chapter 2)
Investment income - CAP REL
I (chapter 2}

Investment income - CAP REL
EQUIP (chapter 2)
Investment income - other (chapter 2)

Trade, quantity, and time discounts (chapter
8)

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

Telephone services (pay stations excluded)
{chaptar 21)

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

provider-based physician adjustment

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

Laundry and Tinen service
cafeteria-employees and guests

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

sale of drugs to other than patients

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

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

Thterest expense on Medicare overpayments
and borrowings to repay Medicare
overpayments

Adjustment for respiratory therapy costs in
excess of lTimitation (chapter 14)

Adjustment for physical therapy costs 1in
excess of limitation (chapter 14)
Utilization review - physicians'
compensation (chapter 21)

Depreciation - CAP REL COSTS-BLDG & FIXT
Depreciation - CAP REL COSTS-BUTLER BUILDING

COSTS5-BUTLER

COST5-0LD

COSTS-NEW

COSTS-14TH

CO5T5-MOB PHASE

COSTS-MVBLE

Depreciation - CAP REL COSTS-0OLD BUTLDING &
FIXT

Depreciation - CAP REL COSTS-NEW BUILDING &
FIXT

Depreciation - CAP REL COSTS-14TH STREET
Depreciation - CAP REL COSTS-MOB PHASE I
Depreciation - CAP REL COSTS-MVBLE EQUIP

Non-physician anesthetist

pPhysicians' assistant

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

CAH HIT Adjustment for Depreciation and
Interest

RENTAL TNSURANCE EXPENSE

DAMAGEDR GOODS

CHILD CARE CENTER

GUEST TRAYS

mwmm >

A-8-3

A-8-3

WmmE >

414,022

0
0

-155,955

~20,261

0

-18, 870,975
G
-1,345,935

0
~1,297,910
Of
O

-2,249,435
-12,721
2,902,774
-81,328

0

0

SO

oo

-9,210
-14,742
-1,674,835

CAP REL COSTS~BLDG & FIXT

CAP REL COSTS-BUTLER
BUILDING

CAP REL COSTS-0LD BUTLDING &
FIXT
CAP REL
FIXT
CAP REL

COSTS-NEW BUILDING &
COSTS-14TH STREET

CAP REL COSTS-MOB PHASE I

CAP REL COSTS-MVBLE EQUIP

ADMINISTRATIVE & GENERAL

IADMINESTRATIVE & GENERAL

CAP REL COSTS-MVBLE EQUIP

CAFETERTA

DRUGS CHARGED TCQ PATIENTS
MEDLCAL RECORDS & LIBRARY
NURSING SCHOOL

DIETARY

RESPIRATORY THERAPY
PHYSICAL THERAPY
#%% Cost Center Deleted ##%

[CAP REL COSTS-BLDG & FIXT
{CAP REL COSTS~BUTLER
BUTLDING

CAP REL COSTS-0OLD BUILDING &
FIXT

CAP REL COSTS~NEW BUTLDING &
FIXT

[CAP REL COSTS-14TH STREET
CAP REL COSTS-MOB PHASE I
[CAP REL COSTS-MVELE EQUIP
“Ev Cost Center Deleted %%

QOCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ADMINISTRATIVE & GENERAL
IADMINISTRATIVE & GENERAL
EMPLOYEE BENEFTTS

~2,090

DIETARY

1

[

65.
66.

114.

[

=
NSO N R [

(=2

o

fae N N N

.00
.01
.02
.03
.04
.05
.00

.00
.00

.00

.00

.00
.00

.00

00

00

00
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Health Financial Systems

BLESSING HOSPITAL

In Lie

u of Form CMS-2552-10

ADJUSTMENTS TO EXPENSES

period:
From 10/01/2011
To  08/30/2012

Provider CCN: 140015

worksheet A-8

pate/Time Prepared:

2/28/2013 2:41 pm
shast

=

BOOKKEEPING FEES
RADTOLOGY TUTTTON

PRINT SHOP

HEALTH PROMOTIONS
HOUSEKEEPING SERVICES
ADVERTISTING

RENTAL PROPERTY EXPENSE

RENTAL PROPERTY EXPENSE
REAL ESTATE TAXES ON RENTAL
RENTAL PROPERTY EXPENSE
DIETARY CONSULT AUTOS
INTEREST INCOME

INTEREST INCOME

INTEREST IMCOME

INTEREST IMCOME

DIETARY OUTSIDE SERVICES-SALARIES
DIETARY OUTSIDE SERVICES-BENEFITS
PHYSICIAN RECRUITMENT

NURSING SCHOOL ADVERTISEING
LOBBYING EXPENSE

TRANSFER TO PARENT

HOSPICE PROFESSIONAL FEES

ER PHYSICIAN BENEFITS

ALCOHOL RELATED EXPENSES

BOOK TO MEDICARE DEPRECTATION

ROOK TO MEDICARE DEPRECIATION
GROUND FEES

LABORATORY TULTION

CV SURGEON BEMEFITS

ILLINY ER PHYSICIAN BENEFITS
SELF-FUNDED HEALTH INSURANCE
LEASED EQUIPMENT

STUDER GROUP EXPENSE

TRAUMA ON-CALL

NOM-HOSPLTAL DEPRECIATION
LOSS ON EARLY EXTINGUISHMENT OF DEBT

MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME

MISCELLANEDUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS TNCOME
MISCELLANEQUS TNCOME

BPS EXPENSES

ECHO QUTREACH SALARIES
ECHO QUTREACH BEMEFITS
PHARMACY COVERAGE SALARIES
PHARMACY COVERAGE BEMEFITS
PHARMACY COVERAGE EXPENSES
MEDICAL RECORDS SALARIES
MEDICAL RECORDS BENEFITS
MEDICAL RECORDS EXPENSES
PAIN MANAGEMENT NP SALARIES
PAIN MANAGEMENT NP BENEFITS
PAIN MANAGEMENT NP EXPENSES

s
PPPrPPPPEPPPPIOOAR RESREAREFIEIGCE PEFFIPRPEER BPRPEPPP>RPPERRPIP PRRPRP PRPOOD O
S

-1,623,072ADMINISTRATIVE & GEMERAL

-12,361,006EMPLOYEE BENEFITS

-10, 668, 087|ADMINISTRATIVE & GENERAL

AL ISR
-120,366
-77,791[PARAMED ED PRGM-RADIOLOGY
-63,234/ADMINISTRATIVE & GENERAL
-171, 899NURSING ADMINISTRATION
-241, 590HOUSEKEEPTNG
-317,526/ADMINISTRATIVE & GENERAL
-155,118/CAP REL COSTS-NEW BUILDING &
FIXT
~2,786/CAP REL COSTS-MVBLE EQUIP
~70,726MAINTENANCE & REPAIRS
-67,744|MATNTENANCE & REPAIRS
-4,443|CAP REL COSTS-MVBLE EQUIP
-213,688[CAP REL COSTS-NEW BUILDING &
FIXT
-847,131cAP REL COSTS-14TH STREET
-302,746/CAP REL COSTS-MVBLE EQUIP
-271,902|ADMINISTRATIVE & GENERAL
-28,524|DEETARY
-10,115[EMPLOYEE BENEFITS
~432,323ADMINISTRATIVE & GENERAL
=21, 294[NURSING SCHOOL
~31, 405ADMINISTRATIVE & GENERAL

-29,065H0SPICE
~740, 358EMPLOYEE BENEFITS
-3, 000|ADMINISTRATIVE & GENERAL
80, 080|CAP REL COSTS-NEW BUILDING &
FIXT
34, 313|CAP REL COSTS-MVBLE EQUIP
-60, 705MAINTENANCE & REPAIRS
-22,828PARAMED ED PRGM-LABORATORY
-74,297EMPLOYEE BEMNEFITS
-106, 305EMPL.OYEE BENEFXTS

-3,122|CAP REL COSTS-MVBLE EQUIP
-333,494ADMINISTRATIVE & GENERAL
-672, 320lADMINISTRATIVE & GENERAL

-69,330/CAP REL COSTS-MVBLE EQUIP
375, 327|/CAP REL COSTS-NEW BUILDING &
FIXT
-62, B65|ADMINISTRATIVE & GENERAL
-5, 545|LABQRATORY
~15, 595(PHYSTCAL THERAPY
-2,283|0PERATING ROOM
-7,145|RESPIRATORY THERAPY
-31,054ELECTROENCEPHALOGRAPHY
-190ADMINISTRATIVE & GENERAL
~-18, 784ADMINISTRATIVE & GENERAL
~509, 280IADMINISTRATIVE & GENERAL

-3,091cAP REL COSTS-14TH STREET

-2,B25NURSING ADMINISTRATION

-2,231MEDICAL SUPPLIES CHARGED TO

PATLENTS
-4 LABORATORY
-9, 424{ELECTROCARDIOLOGY
-2,179MEDICAL RECORDS & LIBRARY
-94, 442|ADMINISTRATIVE & GENERAL

-12, 683|ELECTROCARDIOLOGY

-4, 496|EMPLOYEE BENEFITS
-40,709|DRUGS CHARGED TQ PATIENTS
-14, 435/EMPLOYEE BENEFITS
~21,016[DRUGS CHARGED TO PATIENTS
-64, 503MEDICAL. RECORDS & LIBRARY
-22,873EMPLOYEE BENEFITS
-33,037MEDICAL RECORDS & LIBRARY
-50,567/0PERATING ROOM
~17,931|EMPLOYEE BENEFLTS

-900j0PERATING ROOM

50.00; 33.67
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Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
ADJUSTMENTS TO EXPENSES Provider CCN: 140015 | Period: worksheet A-8
From 10/01/2011
To 09/30/2012 | Date/Time Prepared:
] 2/28/2013 2:41 pm
aFkshest
b

ion

33.68 [NP AND PA IN URGENT CARE SALARIES A -156,273{EMERGENCY ' 91.00| 33.68

33.69 {NP AND PA IN URGENT CARE BENEFITS A -55,414[EMPLOYEE BENEFITS 4.00| 23.69
33.70 ¢ 0.00| 33.70
50.00 | TOTAL (sum of Tines 1 thru 49) {Transfer to -60,043,623 50.00

worksheet A, column 6, Tine 200.)

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
ADIUSTMENTS TO EXPENSES Provider CCN: 140015 |Period: Worksheet A-8

From 10/01/2011
To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

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

1.01 |Investment Tncome - CAP REL COSTS-BUTLER 0 1.01
BUILDING (chapter 2)

1.02 Ihvestment income - CAP REL COSTS-OLD 0 1.02
BUILDING & FIXT (chapter 2)

1.03 |Investment income - CAP REL COSTS-NEW 0 1.03
BUELDING & FIXT (chapter 2)

1.04 [ Investment income - CAP REL COSTS-14TH 0 1.04
STREET {chapter 2)

1.05 [Investment income - CAP REL COSTS-MOB PHASE 0 1.05
I {chapter 2)

2.00 |Investment income - CAP REL COSTS-MVBLE 0 2.00
EQUIP (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 |RrRefunds and rebates of expenses (chapter 8) 0 5.00

6.00 |Rental of provider space by suppliers 0 6.00
(chapter 8)

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

8.00 ([Television and radio service (chapter 21) 9 8.00

9.00 Iprarking lot (chapter 21) 0 9.00

10.00 | Provider-based physician adjustment 0 10.00

11.00 |sale of scrap, waste, etc. (chapter 23) 0 11.00

12.00 [RrRelated organization transactions (chapter 0 12.00
10

13.00 |Laundry and Tinen service 0 13.00

14.00 |cafeteria-employees and guests 0 14.00

15.00 |Rental of quarters to employee and others 0 15.00

16.00 |sale of medical and surgical supplies to 0 16.00
other than patients

17.00 |sale of drugs to other than patients 0 17.00

18.00 |sale of madical records and abstracts 0O 18.00

19.00 |Nursing school (tuwition, fees, books, etc.) 0 19.00

20.00 {vending machines 0 20.00

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

22.00 [Interest expense oh Madicare overpayments 0 22.00
and borrowings to repay Medicare
overpayments

23.00 |Adjustment for respiratory therapy costs in 23.00
excess of limitation (chapter 14)

24,00 [Adjustment for physical therapy costs din 24.00
excess of Timitation (chapter 14)

25.00 |utiTization review - physicians® 25.00
compensation (chapter 21)

26.00 [Depreciation - CAP REL COSTS-BLDG & FIXT 0 26.00

26.01 |Depreciation - CAP REL COSTS-BUTLER BUILDING 0 26.01

26.02 |Depreciation - CAP REL COSTS-OLD BUILDING & 0 26,02
FIXT

26.03 [Depreciation - CAP REL COSTS-NEW BUTLDING & 0l 26.03
FIXT

26.04 |Depreciation - CAP REL COSTS-14TH STREET 0 26.04

26.05 |pepreciation - CAP REL COSTS-MOB PHASE I 0 26.05

27.00 |pepreciation - CAP REL COSTS-MVBLE EQUIP 0 27.00

28.00 |Non-physician Anesthetist 28.00

29.00 |Physicians' assistant 0 29.00

30.00 |Adjustment for occupational therapy costs fn 30.00
excess of Timitation (chapter 14)

31.00 |adjustment for speech pathology costs in 31.00
excess of Timitation (chapter 14)

32.00 |CAH HIT Adjustment for Depreciation and 0] 32.00
Interast

33.00 |RENTAL INSURANCE EXPENSE 0 33.00

33.01 |DAMAGED GOODS 0f 33,01

33.02 |CHILD CARE CENTER 0f 33.02

33.03 |GUEST TRAYS 0f 33.03

33.04 |BOOKKEEPING FEES 0f 33.04

33.05 |RADIOLOGY TUITION 0 33.05

33.06 |PRINT SHoP 0 33.06

33.07 |HEALTH PROMOTIONS 0 33.07

33.08 |HOUSEKEEPING SERVICES 0 33.08

33.09 |ADVERTISING 0 33.09

33.10 |RENTAL PROPERTY EXPENSE 9 33.10

MCRIF3Z ~ 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form (MS-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN: 140015

Period:
From 10/01/2011
To 09/30/2012

Worksheet A-8

pate/Tima Pre
2/28/2013 2:4

pared:

1 pm

RENTAL ﬁROPERTY EXPENSE

REAL ESTATE TAXES ON RENTAL
RENTAL PROPERTY EXPENSE
DLETARY CONSULT AUTOS
INTEREST INCOME

INTEREST INCOME

INTEREST INCOME

INTEREST INCOME

DIETARY OUTSIDE SERVICES-SALARIES
DIETARY QUTSIDE SERVICES-BENEFITS
PHYSICIAN RECRUITMENT

NURSING SCHOOL ADVERTISING
LOBBYING EXPENSE

TRANSFER TO PARENT

HOSPICE PROFESSIOMAL FEES

ER PHYSICIAN BENEFITS

ALCOHOL RELATED EXPENSES

BOOK TO MEDICARE DEPRECIATION
BOOK TO MEDICARE DEPRECIATION
GROUND FEES

LABORATORY TUITION

Cv SURGEON BENEFITS

ILLINI ER PHYSICIAN BENEFITS
SELF-FUNDED HEALTH INSURANCE
LEASED EQUIPMENT

STUDER GROUP EXPENSE

TRAUMA ON-CALL

NON-HOSPITAL DEPRECIATION
LOSS ON EARLY EXTINGUISHMENT OF DEBRT
MISCELLANECGUS TINCOME
MISCELLANEOUS TINCOME
MISCELLANEQUS TINCOME
MISCELLANEQUS TNCOME
MISCELLANEQUS INCOME
MTSCELI.ANEOUS TNCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS EINCOME
MISCELLANEOUS ENCOME
MISCELLANEOUS ENCOME
MISCELLANEOUS INCOME

BPS EXPENSES

ECHO OUTREACH SALARIES

ECHO OUTREACH BENEFITS
PHARMACY COVERAGE SALARIES
PHARMACY COVERAGE BENEFITS
PHARMACY COVERAGE EXPENSES
MEDICAL RECORDS SALARIES
MEDICAL RECORDS BEMNEFITS
MEDICAL RECORDS EXPENSES

PAIN MAMAGEMENT NP SALARIES
PAIN MAMAGEMENT NP BENEFITS
PAIN MAMNAGEMENT NP EXPENSES
NP AND PA IN URGENT CARE SALARIES
NP AND PA IN URGENT CARE BENEFITS

TOTAL (sum of Tlines 1 thru 49) (Transfer to
worksheet A, column 6, Tline 200.)

Jury

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL In Lieu of Form CMs-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZ
OFFICE COSTS

ATIONS AND HOME Provider CCN: 140015 |Period: worksheet A-8-1
Frem 10/01/2011
To  09/30/2012 | pate/Time Prepared:

2/28/2013 2:41 pm

L N N Ty
<
=

00 | TOTALS {sum of Tlines 1-4). Tramsfer column
6, 1ine 5 to Worksheet A-8, column 2, Tine
12.

6.00MAINTENANCE & REPAIRS BIO-MED 1.00

8.00[LAUNDRY & LINEN SERVICE LAUNDRY 2.00

88.00RURAL HEALTH CLINIC EAST ADAMS RENT 3.00
5. 00ADMINISTRATIVE & GENERAL HOME OFFICE 4.00

4. 00EMPLOYEE BENEFITS BCS BENEFITS 4.01

1.05{CAP REL COSTS-MOB PHASE I SURGERY RENT 4.02

1.05/CAP REL COSTS-MOB PHASE I RADIOLOGY RENT 4.03

1.05/CAP REL COSTS-MOB PHASE I  |WOUND RENT 4.04

5.00

* The amounts on iines 1-4 (and subscripts as appr
appropriate. Positive amounts increase cost and ne
which has not been posted to Worksheet A, columns 1

opriate) are transferred in detail to worksheet A, column 6, Tines as
gative amounts decrease cost. For related organization or home office cost
and/or 2, the amount allowable should be indicated in column 4 of this part.

g er

[B. INTERRELATLONS R RGANL

TON(S).

B/OR . HOME OFFIC

The Secratary, by virtue of the authority granted u
the information requested under part B of this work

This information is used by the Centers for Medicar
the costs applicable to services, facilities, and s
control represent reasonable costs as determined un
part of the request information, the cost report is
reimbursement under title XVILI.

nder section 1814(b) (1) of the sccial Security Act, reguires that you furnish
sheet.

e and Medicaid Services and its intermediaries/contractors in determining that

upplies furnished by organizations related to you by common ownership or

der section 1861 of the Secial Security Act. If you do not provide all or any
considered -incomplete and not acceptable for purposes of claiming

6.00
7.00
8.00
9.00
10.00
100.00(G. other (financial or non-financial)
specify:

G 0.00 6.00
G 0.00 7.00
G 0.00 8.00
B 0.00 9.00
0. 00 10.00

BROTHER/SISTER 100.00

(1) use the following symbols to indicate interrela

A. Individual has financial interest (stockholder,
B. Corporation, partnership, or other organization
C¢. Provider has financial interest in corporation,
D. pDirector, officer, administrator, or key person
organization.

E. Individual is director, officer, administrator,
F. Director, officer, administrater, or key person
provider.

tionship to related organizations:

partner, etc.) in both related organization and in provider.

has financial interest in provider.

partnership, or other arganizaticn.

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

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

MCRIF3Z ~ 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME provider CCN: 140015 |Period: worksheet A-8-1
OFFICE COSTS From 10/01/2011 .
To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Figh

HOME: OFFLCE COST : S T
1.00 464,400 841,000 -376,600 0 1.00
2.00 918,029 038,302 -20,363 0 2.00
3.00 32,116 70,951 -38,835 0 3.00
4.00 6,606,190 6,140,051 466,139 0 4.00
4.01 -1,205,527 ¢ -1,205,527 0 4.01
4.02 16,789 68,573 -51,784 10 4.02
4.03 16,903 70,246 -53,343 10 4.03
4.04 21,275 86,897 -65,622 10 4.04
5.00 |70TALS (sum of lines 1-4), Transfer column 6,870,175 8,216,110 -1,345,935 5.00

6, line 5 to wWorksheet A-8, column 2, Jine

12.

* The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to Worksheet A, column 6, lines as.
appropriate. Positive amounts increase cost and negative amounts decrease cost. For related organ1zat1on or home office cost
i h has not been posted to Worksheet A, columns 1 and/or 2, the amount allowable should be indic ted An column 4 of this part.

The Secretary, by v1rtue of the author1ty granted under sect1on 1814(b)(1) of the Social Security Act, requires that you furnish
the information requested under Part B of this worksheet.

This information is used by the 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 owhership or
control represemt reasonable costs as determined under section 1861 of the social security Act. If you do not provide all or any
part of the requast information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVILI.

6.00 DENMAN SERVICES 0.00BIO-MED MAINT 6.00

7.00 DENMAN SERVICES 0. 00LAUNDRY SVCS 7.00

8.00 BLESS FOUND 0.00/FUND RATISING 8.00

9.00 BLESS CORP SVCS 0.00HOME QFFICE 9.00

10.00 0..00] 10.00

100.00|G. other {Ffinancial or non-financial) 100,00
specify:

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

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

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

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

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

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

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

MCRIF32 - 3.6.137.0



Health Financial Systems

BL.LESSING HOSPITAL

In Lieu of Form CM5-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

Worksheet A-8-2

Date/Time Prepared:

2/28/2013 2:4% pm

00 4007 .
1. 5.00 1,370,262 1,225,298 1.00
2.00 5.00ADMINISTRATIVE & GENERAL 240,038 0| 2.00
3.00 5.00ADMINISTRATIVE & GENERAL 1,859,479 1,859,479 3.00
4.00 4,00[EMPLOYEE BENEFITS 12,913 12,913 4.00
5.00 30.00ADULTS & PEDIATRICS 12,606 0| 5.00
6.00 31.00{INTENSIVE CARE UNIT 36,000 0| 6.00
7.00 31.00INTENSIVE CARE UNIT 4,650 4,650 7.00
8.00 41.00/SUBPROVIDER - IRF 36,000 8.00
9.00 44 . 00/SKILLED NURSING FACTLITY 1,250 0| 9.00
10.00 60. O0|LABORATORY 60,000 60,000| 10.00
11.00 65.00RESPIRATORY THERAPY 10, 800 0| 11.00
12.00 65.00RESPIRATORY THERAPY 10,800 o 12.00
13.00 70 . ONELECTROENCEPHALOGRAPHY 15,000 0| 13.00
14.00 69, O0ELECTROCARDIOLOGY 11,700 0| 14.00
15.00 69, BOELECTROCARDIOLOGY 15,900 0| 15.00
16.00 70.D0|ELECTROENCEPHALOGRAPHY 4,438 0| 16.00
17.00 91. 00|[EMERGENCY 25,350 0| 17.00
18.00 91. 00[EMERGENCY 84,400 0} 18.00
19.00 91. 00|EMERGENCY 5,404,151 5,404,151 19.00
20.00 91. 00|EMERGENCY 312,570, 0| 20.00
21.00 91.00[EMERGENCY 149,333 149,333| 21.00
22.00 91.00[EMERGENCY 505,078 505,078 22.00
23.00 91. 00[EMERGENCY 155, 677 155,677 23.00
24.00 50_00OPERATING ROOM 116,853 0| 24.00
25.00 5. 00ADMINISTRATIVE & GENERAL 8,128,259 8,128,259( 25.00
26,00 50.00|0PERATING ROOQM 189,382 189,382| 26.00
27.00 50.00[OFERATING ROOM 618,542 618,542 27.00
28.00 5.00IADMINTISTRATIVE & GENERAL 37,322 37,322| 28.00
200,00 19,428,753 18,350,084|200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form €M5-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 140015 |Preriod: worksheet A-8-2
From 10/01/2011

To 0973072012 | pate/Time Prepared:
2/2 13 2:4

1.00 144,96 159,800 1,024 78,671 3,934 1.00
2.00 240,038 208,000 1,488 148,800 7,440 2.00
3.00 0 0 0 0 o 3.00
4.00 0 0 0 0 0| 4.00
5.00 12,6086 159,800 90 6,914 346| 5.00
6.00 36,000 159,800 283| 22,126 1,106| 6.00
7.00 0 0 0 0 0| 7.00
8.00 36,000 159,800 264 20,282 1,014 8.00
9.00 1,250 159, 800 10 768 38| 9.00
10.00 0 0 0 0 0| 10.00
11.00 10, 800 159, 800 72 5,531 277| 11.00
12.00 10, 800 159,800 72 5,531 277( 12.00
13.00 15,000 159, 800 120 9,219 461| 13.00
14.00 11,700 159, 800 90 6,914 346 14.00
15.00 15,900 182,900 106 9,321 466| 15.00
16.00 4,438 159, 800 36 2,766 138| 16.00
17.00 25,350 159, 800 195 14,981 749| 17.00
18.00 84,400 159,800 422 32,421 1,621| 18.00
19.00 0 0 0 0 0| 19.00
20.00 312,570 159, 800 1,988 152,732 7,637| 20.00
21.00 0 0 0 0 0| 21.00
22.00 0 0 0 0 0| 22.00
23.00 0 0 0 0 0| 23.00
24.00 116,853 182,900 464 40,801 2,040| 24.00
25.00 0 0 0 0 0| 25.00
26.00 0 0 o 0 0| 26.00
27.00 o 0 0 0 0| 27.00
28.00 0 0 0 0 0| 28.00
200.00 1,078,669 6,729 557,778 27,890|200.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 140015

pPeriod:
From 10/01/2011
To  09/30/2012

worksheet A-8-2

Date/Time Prepared:

2013 231

i

B, 00

el R I I R N R
OO0 OD
SO0 OoOCoC OO0

COOCOCoOoo OO0 OO0 OO

COO0O oo IIERLODDDOO00 OO

COoCoOoOooO00D000ORLDDOOO0D0D000C
COOCOC O OO0 ODO OO OO0 DO

78,671
148,800
0

0

6,914
22,126
0
20,282
768

0

5,531
5,531
9,219
6,914
9,321
2,766
14,981
32,421
0
152,732

=R R AL
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Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 140015 | Period; worksheet A-8-2
From 10/01/2011
To  09/30/2012 | pate/Time Prepared:
2 2:41 pm

: CAR0: it
1.00 1,291,591 1.00
2.00 91,238 2.00
3.00 1,859,479 3.00
4.00 12,913 4.00
5.00 5,692 5.00
6.00 13,874 6.00
7.00 4,650 7.00
8.00 15,718 8.00
9.00 482 9.00
10.00 60,000 10.00
11.00 5,269 11.00
12.00 5,269 12.00
13.00 5,781 13.00
14.00 4,786 14.00
15.00 6,579 15.00
16.00 1,672 16.00
17.00 10, 369 17.00
18.00 51,979 18.00
19.00 5,404,151 19.00
20.00 159, 838 20.00
21.00 149,333 21.00
22.00 505,078 22.00
23.00 155,677 23.00
24.00 76,052 24.00
25.00 8,128,259 25.00
26,00 183,382 26.00
27.00 618,542 27.00
28.00 37,322 28.00
200.00 520,891 18,870,975 200.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

pProvider CCN: 140015

period:
From 10/01/2011
To 09/30/2012

worksheet B
Part I

Date/Time Prepared:

2/28/2013 2:

41 pm

(LS T T N S G O S S
=)
i

118.

190.
192.
192.
193.
193.
193.
193.
193.
193.

193,

[GENE

Al SERVICE  COSE . CENTERS::

00100
00101
00102
00103
00104
00105
00200
00400
00500
00600
00800
00900
01000
01100
01300
01600
02000
02100
02200
02300
02301,
02302

COSTS-BLDG & FIXT
COSTS-BUTLER BUILDING
COSTS-0LD BUILDING & FIXT
COSTS-NEW BUILDING & FIXT
COSTS-14TH STREET
COSTS-MOB PHASE I

CAP REL COSTS-MVBLE EQULP
EMPLOYEE BENEFITS

ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION

MEDICAL RECORDS & LIBRARY

NURSING SCHOOL

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

PARAMED ED PRGM-RADIOLOGY

PARAMED ED PRGM-LABORATORY

27,904

279,345
3,650,490

796,076

54,967
10,137,469
23,854,770
38,074,370
5,416,822
1,012, 366
2,225,852
1,396,045
2,005,804
6,007,630
2,490,620
1,525,363
1,033,081
1,514,899
0
152,364
52,670

foae I e R e e e R e |

v
[+-]
~
~

22,02

D00 000D O OO0 D O

27,904

0
0
0
0

279,345
0
0
0

12,546
71,386
36,402

3,801

8,000
0
0f
6,956

[

CoOooOoONOooOOO
=
=
&
hJ

3,650,480
0
0

189,962
673,264
454,884
0

3,002
92,171
27,994
57,709
173,151

PENPATIENE: ROUTIN

SERVECE: COST CENTERS

03000
03100
04000
04100
04300
04400

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUEPROVIDER - IPF
SUEPROVIDER -~ IRF
NURSERY

NURSING FACILITY

14,527,796
3,936,474
3,564,128
1,703,266

447,614

SO0

1o OO0 O O Of
=

674,625
100,752
0
45,139
22,561
68,753

05000
05200
05300
05400
06000
06200
06500
06600
06700
06800
06900
47000
07100
07200
07300
07400

ANCILLAR

QUTPATEENT

SKILLED

1,493,177

OPERATING ROQM
DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY

RADIOLOGY~DIAGNOSTIC

LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSICAL THERAPY

QCCUPATTONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDTCAL SUPPLIES. CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS

BRUGS CHARGED TO PATIENTS

11,044,591

1,325,612

462, 860!
7,662,130
5,522,327
1,328,974
2,126,594
1,758,156

586,730

277,979
2,091,150

326,521
6,677,295
9,207,245
14,982,453

740,663

=== R - - RN =R =N—R=N=1

CCCODODO0OO0D0 00
=
(5]
w
~

209,097
0

5,530
273,111
99,243
0

0
43,377
0

0
37,692
0
29,568
48,957
32,252

08800
09100

RURAL HEA
FMERGENCY
OBSERVATION BEDS (NON-DISTINCT PART)

748,551
4,937,733

00
00
01
00
01
02
03
04
05

07

11300

605
TNTEREST EXPENSE

11600 HOSPICE 2,146,104 0 0 0

SUBTOTALS (5UM OF LINES 1-117) 205,187,927 0 27,904 270,715
INONRE IMBURSABLE S COSTCENTER! 2 it
18000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 5,438
19200\ PHYSICIANS' PRIVATE OFFICES 2,920,166 0 o 0
19201| FASTCARE 515,935 0 0 0
19300 NONPALD WORKERS 0 0 0 0
19301 ADULT DAY CARE 0 0 0 0
19302{ DENMAN SERVICES 0 0 0 0 8,157
19303 MEALS ON WHEELS 0 0 0 0 0
19304| UNUSED SPACE 0 0 0 2,286 1,819
19305/ HEALTH EDUCATION 15,347 0 0 0 0
19306| RENTED SPACE 0 0 0 906 128,395
19307| AUGUSTA PHARMACY 942,495 0 0 0 1]

[ T I e e e N
f=
o

B
= O
oo
L=} f=]

16.

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

worksheet B
Part I

b _

Date/Time Prepared:
/28/2013 2:41

300.00 Cross Foot Adjustments

201.00 Negative Cost Centers
202.00 TOTAL (sum 1lines 118-201)

209,581, 870

oo

0 0

27,904 279,345

0
3,650,490

200.00
201.00
202.00

MCRIF32 - 3.6.137.0



Health Finan

cial systems

BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 140015

period:
From 10/01/2011
To 0973072012

Worksheet 8
Part I

Date/Time Prepared:

272872013 2:41 pm

1.00 00100 CAP REL COSTS-BLDG & FIXT 1.00
1.01 00101 CAP REL COSTS-BUTLER BUILDING 1.01
1.02 |00102|CAP REL COSTS-OLD BUILDING & FIXT 1.02
1.03 |00103|CAP REL COSTS-NEW BUILDING & FIXT 1.03
1.04 |00104|CAP REL COSTS-14TH STREET 796,076 1.04
1.05 |00105|CAP REL COSTS-MOB PHASE I 0 54,967 1.05
2.00 |00200{CAP REL COSTS-MVBLE EQUIP 10,137,469 2.00
4.00 |00400( EMPLOYEE BENEFITS 1,388 0 180,012 24,238,678 4,00
5.00 |00500| ADMINISTRATIVE & GENERAL 198,613 0 3,237,538 3,369,716 45,624,885 5.00
6.00 |00600|MAINTENANCE & REPAIRS 181,887 0 155,151 613,079 6,864,102 6.00
8.00 |00B00|LAUNDRY & LINEN SERVICE 1,157 0 5,983 16,784 1,040,091 8.00
9.00 |00900] HOUSEKEEPING 8,099 0 106,790 537,462 2,889,205 9.00
10.00 |01000| DIETARY 12,255 0 47,672 167,521 1,715,664 10.00
11.00 |01100| CAFETERIA 15,759 0 0 383,297 2,432,854| 11.00
13.00 [01300|NURSING ADMINISTRATION 11,735 0 873,532 1,369,924 8,327,486| 13.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 3,488 0 195,453 432,120 3,295,894| 16.00
20.00 |02000| NURSING SCHOOL 21,900 0 88,597 871,264 2,529,151| 20.00
21.00 102100: I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 269,320 1,302,401 21.00
22.00 (02200 I&R SERVICES-OTHER PRGM COSTS APPRVD 0] 0 18 1,514,917 22.00
23.00 (02300 PARAMED ED PRGM-(SPECIFY) 0] 0 0 0] 23.00
23.01 {02301 PARAMED ED PRGM-RADIOLOGY 0 0 0 215,331| 23.01
23.02 |02302 PARAMED ED PRGM LABORA1ORY 0] 0) 0 73 266 23.02

INPAT R &
30.00 |03000 ADULTS & PEDIATRICS 0 264,496 3,546,045 19, 027 290 30.00
31.00 |03100| INTENSIVE CARE UNIT 0f 189,826 951,173 5,200,630f 31.00
40.00 (04000 SUBPROVIDER -~ IPF 0f 12,386 906,037 4,558,527| 40.00
41.00 ({04100 SUBPROVIDER - TIRF 0 28,044 383,975 2,162,285| 41.00
43,00 |04300| NURSERY 0 8,110 107,732 586,017| 43.00
44,00 |04400| SKTLLED NURSING FACTLITY 0 2,834 362,284 1,926,998] 44.00

ANCILLARY SERVECE. GOST CENTERS S
50.00 |05000| OPERATING ROOM 0 39,078 1,494,984 1,796,429 14,607,155( 50.00
52.00 |05200| DELTVERY ROOM & LABOR ROOM 0 O 34,069 305,726 1,674,837 52.00
53.00 |05300| ANESTHESTOLOGY 0 0 127,967 47,231 644,936 53.00
54.00 |05400| RADTOLOGY-DIAGNOSTIC 0 15,889 1,636,813 1,241,492 10,829,435 54.00
60.00 |06000| LABORATORY 1,034 U 283,389 787,696 6,693,689 G0.00
62.00 (06200 WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 418,345 1,378,142] 62.00
65.00 |06500| RESPIRATORY THERAPY 0 0 0f 490, 456| 2,630,681 65.00
66.00 (06600 PHYSICAL THERAPY 0 0 7,759 410,159 2,223,988| 66.00
67.00 |06700{ OCCUPATIONAL THERAPY 0 0 2,990 150, 836| 744,065( 67.00
68.00 |06800| SPEECH PATHOLOGY 0 0 0 70,667 349,834] 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 655,128 358,328 3,154,997] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 16,082 76,046 423,320( 70.90
71.00 |07100(MEDICAL SUPPLIES CHARGED TO PATIENTS 15,602 0 28,916 67,270 6,818,651 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 25,834 0 47,887 111,403 9,441,326| 72.00
73.00 |07300|DRUGS CHARGED TC PATIENTS 1,007 0 224,180 783,547 16,024,127 73.00
74.00 |07400| RENAL. DIALYSIS 0 0 0] 0 740,663 74.00

[OUFEATIENT, SERVLLE. COST CENTERS cE T EEATT
§8.00 |08800|RURAL HEALTH CLINIC 0 0 0f 93,433 841,984 88.00
91.00 (09100| EMERGENCY 25,216 0 139,207 998,745 6,261,388| 91.00
92.00 (09200 OBSERVATTON BEDS (NON-DISTINCT PART) 0| 92.00

OTHER SF 0% S w

21, 496 4,626,498|101.00
] T'

113.00[11300| INTEREST EXPENSE 113.00
116.00/11600] HOSPICE 22,867 0 9,711 410,067 2,588,749(116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 638,978 54,967 10,127,018 23,350,760 203,985,459|118.00

NONRE IMBURSABLE COST CENTERS T BT
190.00/19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 9,669 0 0 0 15,107{190.00
192. 0019200 PHYSICIANS' PRIVATE OFFICES 64,410 0 3,589 733,959 3,722,124{192.00
192.01]19201 FASTCARE 0 ) 6,085 107, 805 629,825(192.01
193.00/19300 NONPAID WORKERS 0 0 0 0 0(193.00
193.0119301 ADULT DAY CARE 0 0 0 0 0193.01
193.02|19302| DENMAN SERVICES 5,849 0 293 0 14,299(193.02
193.03|19303[ MEALS ON WHEELS 0 0 0 0 0193.03
193.04/19304| UNUSED SPACE 45,647 0 0 0 49,752(193.04
193.05/19305 HEALTH EDUCATION 0 0 0 3,989 19,336(193.05
193.06/19306| RENTED SPACE 31,523 0 0 0 160,824(193.06
193.07|19307| AUGUSTA PHARMACY 0 0 484 42,165 985,144 /193,07
200. 00 cross Foot Adjustments 0{200.00
201. 001 Negative Cost Centers 0f 0 0 0 0]201.00
202. 001 TOTAL (sum Tlines 118-201) 796,076 54,967 10,137,469 24,238,678 209,581,870|202.00
MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form cmMs-2552-10

COST ALEOCATION - GENERAL SERVICE COSTS Provider CCN: 140015 |Perio worksheet B

From 10/01/2011 Part I

To 09/30/2012 | pate/Time Prepared:
/2013 2:41

.00 [00100[CAP REL COSTS-BLDG & FIXT

1 1.

1.01 [00101|CAP REL COSTS-BUTLER BUILDING 1.01
1.02 |[00102(CAP REL COSTS-OLD BUTLDING & FIXT 1.02
1.03 |00103|CAP REL COSTS-NEW BUTLDING & FIXT 1.03
1.04 |00104 CAP REL COSTS-14TH STREET 1.04
1.05 |00105(CAP REL COSTS-MOB PHASE I 1.05
2.00 |00200{CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS 4,00
5.00 |D0S500] ADMINISTRATIVE & GENERAL 45,624,885 5.00
6.00 |00600| MAINTENANCE & REPAIRS 1,910,101 8,774,203 6.00
8.00 (00800 LAUNDRY & LINEN SERVICE 289,430 36,301 1,365,822 8.00
9.00 [00900| HOUSEKEEPING 803,991 113,585 2,074 3,808,855 9.00
10.00 [01000| DIETARY 477,425 257,406 6,293 52,872 2,509,660| 10.00
11.00 (01100| CAFETERTA 677,000 144,040 0 115,840 0| 11.00
13.00 !01300{NURSING ADMINISTRATION 2,317,323 118,840 0 55,267 0| 13.00
16.00 [01600{MEDICAL RECORDS & LIBRARY 917,162 146,634 0 41,082 0| 16.00
20.00 |02000|NURSING SCHOOL 703,797 718,634 0 108,987 0| 20.00
21.00 |02100| &R SERVICES-SALARY & FRINGES APPRVD 362,424 0 0 0 0| 21.00
22,00 |02200| T&R SERVICES-OTHER PRGM COSTS APPRVD 421,562 0 0 0 0] 22.00
23.00 (02300 PARAMED ED PRGM- (SPECIFY) 0 0 0 0 0 23.00
23.01 (02301 PARAMED ED PRGM-RADICLOGY 59,921 8,692 0 2,248 0| 23.1
23.02 02302 PARAMED ED PRGM-LABORATORY 20,388 8,692 0) 0 0| 23.02

TENT ROUTINE: SERVICE COST. CENTERS ... o ST

30.00 03000 ADULTS & PEDIATRICS 5,294,718 1,516,475 590, 861 959, 695 1,378,985| 30.00
31.00 (03100 INTENSIVE CARE UNIT 1,447,200 384,685 74,614 276,482 216,894| 31.00
40.00 |04000{ SUBPROVIDER - IPF 1,268,520 415,730 41,702 249,033 472,981} 40.00
41.00 |04100( SUBPROVIDER - IRF 107,891 44,207 95,870 206,511 41.00
43.00 |04300| NURSERY 46,593 25,460 0| 43.00

44.00 [04400| SKILLED NURSING FACILITY 141,985 90,159
ANCILLARY. SERVICE COST. CENTERS

50.00 |05000| OPERATING ROOM 4,064,791 752,711 173,068 457,648

234,289

0| 50.00
52,00 |05200| DELIVERY ROOM & LABOR ROOM 466,064 64,010 22,029 100,954 0| 52.00
53.00 [05300| ANESTHESIOLOGY 179,469 21,999 0 0 0f 53.00
54.00 (05400| RADIOLOGY-DIAGNOSTIC 3,013,550 620, 850 110,444 188,313 0| 54.00
60.00 (06000| LABORATORY 1,862,680 210,611 1,521 70,410 0| 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 383,501 6,485 0 1,105 0| 62.00
65.00 (06500 RESPIRATORY THERAPY 732,050 107,453 799 75,826 0| 65.00
66.00 [06600| PHYSICAL THERAPY 618,878 125,342 4,376 64,404 0} 66.00
67.00 [06700| OCCUPATIONAL THERAPY 207,054 27,659 0 0f 0f 67.00
68.00 [06800|SPEECH PATHOLOGY 97,350 9, 366 0 0f 0| 68.00
69.00 106900/ ELECTROCARDIOLOGY 877,954 177,949 28,843 28,886 0| 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY 117,799 36,823 10,229 13,817 0 70.00
71.00 |07100|MEDICAL SUFPPLIES CHARGED TO PATIENTS 1,897,453 146,415 7,157 25,902 0| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 2,627,276 242,481 11,851 42,850 0| 72.00
73.00 ]07300|DRUGS CHARGED TO PATIENTS 4,459,098 77,537 Q 13,565 0| 73.00
74.00 107400 RENAL DIALYSIS 2 0 0 Q| 74.00

OUTPATIENT SERVICE COSTICENTERS i st g 3 ¥

88.00 [O8800(RURAL HEALTH CLINIC 234,302 0 0 663 0| 88.00

91.00 |09100( EMERGENCY 1,742,381 558,827 179,238 338,013 0| 91.00
OBSERVATION BEDS (NON-DISTIN

OFHER  REIMBURSABLE COST CENTERS -
101. 00[10100] HOME_HEALTH_AGENCY
RPOSE COST CENTERS.
INTEREST EXPENSE f
HOSPICE 720,382 125,123 2,509 23,875 0[116.00
SUBTOTALS (SUM QOF LINES 1-117) 44,067,549 7,560,785 1,361,193 3,674,925 2,509,660(|118.00
REIMBURSARLE: €OST - CENTERS: § T T b e Bt

GIFT, FLOWER, COFFEE SHOP & CANTEEN 4,204 95,780

1,287,434

[=3]
N
w

4, 0 0/199.00

PHYSICIANS PRIVATE OQFFICES 1,035,770 352,444 0 0 (192,00

FASTCARE 175,264 0 0 0 0[192.01

NONPAID WORKERS ¢ 0 0 0 0193.00

ADULT DAY CARE 0 0 0 0 0/193.01

DENMAN SERVICES 3,979 48,850 0 22,991 01193.02

MEALS ON WHEELS ¢ D 0 0 0/193.03

UNUSED SPACE 13,845 271,556 0 0 0/193.04

HEALTH EDUCATION 5,381 0 0 0 0/153.05

RENTED SPACE 44,753 444 788] 0 110,939 0[193.06

193.07|19307| AUGUSTA PHARMACY 274,140 0f 0f 0 0[193.07
200.00 Cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0] 0] 0 0[201.00
202.00 TOTAL (sum lines 118-201) 45,624,885 8,774,203 1,365,822 3,808,855 2,509, 660(202.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Liew of Form ¢M5-2552-10

COST ALLOCATION - GEMERAL SERVICE COSTS

Provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

Date/Time Prepared
2/28/2013 2:41 pin_

NG SCHOOLL

1.00 |00100|CAP REL COSTS-BLDG & FIXT
1.01 |00101{CAP REL COSTS-BUTLER BUILDING
1.02 [00102} CAP REL COSTS-OLD BUILDING & FIXT
1.03 {00103/ CAP REL COSTS-NEW BUILDING & FIXT
1.04 (00104 CAP REL COSTS-14TH STREET
1.05 |[00105|CAP REL COSTS-MOB PHASE I
2.00 [00200{ CAP REL COSTS-MVELE EQUIP
4.00 00400 EMPLOYEE BENEFITS
5.00 [DOS00|ADMINISTRATIVE & GENERAL
6.00 |DOBOO| MAINTENANCE & REPAIRS
8.00 |00800| LAUNDRY & LIMNEN SERVICE
9.00 |00900| HOUSEKEEPING
10.00 |01000| DIETARY
11.00 |01100| CAFETERIA 3,369,734
13.00 {01300 NURSING ADMINISTRATION 246,272 11,065,188
16.00 |01600{MEDICAL RECORDS & LIBRARY 119,911 0 4,520,683
20.00 |02000{ NURSING SCHOOL 146,717 0 0 4,207,286
21.00 [02100|I&R SERVICES-SALARY & FRINGES APPRYD 0 0 0 0
22.00 [02200|I&R SERVICES-OTHER PRGM COSTS APPRVD 45,703 0 0 0
23.00 [02300| PARAMED ED PRGM- (SPECIFY) 0 0 0 0
23.01 |02301| PARAMED ED PRGM-RADIOLOGY 9,998 0 0 0
23.02 [02302] PARAMED ED PRGM-LARQRATORY 2,543 0 0] 0]
INPATIENT -ROUTINE SERVICE COST. CENTERS .. Bty
30.00 |03000| ADULTS & PEDIATRICS 687,666 3,883,792 2,461,639
31.00 |03100{ INTENSIVE CARE UNIT 158,033 892,530 387,182
40,00 (04000 SUBPROVIDER - IPF 176,603 997,433 844,303
41,00 |04100( SUBPROVIDER - IRF 70,317 397,122 368,634 31,544
43,00 |04300| NURSERY 16,121 91,035 11,678 56,675
44,00 |04400| SKILLED NURSTNG FACILITY 74,965 423,404 8,223 0
ANCTLLARY. SERVICE COST CENTERS -3 i el
50.00 |05000| OPERATING ROOM 337,296 1,904,954 4] 206,595
52.00 |05200/ DELIVERY ROOM & LABOR ROCM 50,827 287,077 0 165,518
53.00 |05300| ANESTHESIOLOGY 12,744 71,965 0 0
54.00 (05400 RADIOLOGY-DIAGNOSTIC 205, 834 0 0 0
60.00 |06000| LABORATORY 170,481 0 0 0
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 8,556 0 0 0
65.00 |06500{ RESPIRATORY THERAPY 88,637 0 0 0
66.00 |06600( PHYSICAL THERAPY 56,099 0 0 0
67.00 (06700 OCCUPATIONAL THERAPY 23,514 0 0 0
68.00 [06800| SPEECH PATHOLOGY 9,367 0 0 0
69.00 [06900| ELECTROCARDIOLOGY 59,172 0 0 26,691
70.00 [07000| ELECTROENCEPHALOGRAPHY 17,111 0 0 0
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 21, 666 0 0 0
72.00 (07200|IMPL. DEV. CHARGED TO PATIENTS 35,884 0 0 0
73.00 07300 DRUGS CHARGED TO PATIENTS 110,817 0 0 0
74.00 |07400| RENAL DIALYSTS 0 0 0 0
GUTPATIEY CE €057 CENTERS L i
88.00 [08800[RuRA TH CLINIC 0 0 0 0
91.00 {09100| EMERGENCY 182,437 1,030,384 29,024 135,708
92,00 |09200| OBSERVATION BEDS (NoN DISTINCT PART)
{OTHER IREA e
101.00[10100| EALTH AGENCY
SPECIAL: PURPOSE. COST:CENTERS ™
113.00{11300( INTEREST EXPENSE
116.00{11600| HOSPICE 429,512
118.00 SUBTOTALS (SUM OF LINES 1- 117) 10,999,286
NGNRﬁ&@?UKSABLE LOST-GENTERS o
190.00{19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0O 0
192. 00{19200| PHYSTCIANS' PRIVATE OFFICES 43,160 0 0 0
192.01{19201| FASTCARE 0 65,902 0 0
193.00[19300| NONPAID WORKERS 0 0 0 0
193.0119301 ADULT DAY CARE 0 0 0 0
193.02(19302, DENMAN SERVICES 0 0 0 0
193.03|19303{ MEALS ON WHEELS 0 0 0 0
193.04/19304| UNUSED SPACE 0 0 0 0
193.05/19305( HEALTH EDUCATION 757 0 0 0
193.06{19306) RENTED SPACE [¢] O 0 0
193.07|19307| AUGUSTA PHARMACY 0 0f 0 0
200.00 Cross Foot Adjustments 0
201.00 Negative Cost Centers 0 0 0 0
202.00 TOTAL (sum Tines 118-201) 3,369,734 11,065,188 4,520,683 4,207,286

CRAL SERVICE COST CENTERS

N N el
= NeReloleNole o Ro o N
OO OVAEWNRED

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

Ih Lieu of Fori (mMs-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 140015

Period:
From 10/01/2011
To 09/30/2012

worksheet B

Part I

pate/Time Pr‘epared
8/2013 1

ERS.

1.00 [00L00[CAP REL COSTS-BLDG & FTIXT 1.00
1.01  |Q0101{CAP REL COSTS-BUTLER BUILDING 1.01
1.02 |00102|CAP REL COSTS-OLD BUILDING & FIXT 1.02
1.03 |00L03|CAP REL COSTS-NEW BUILDING & FIXT 1.03
1.04 |00104|CAP REL COSTS-14TH STREET 1.04
1.05 |00105{CAP REL COSTS-MOB PHASE I 1.05
2.00 [00200[CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |00400| EMPLOYEE RENEFITS 4.00
5.00 |00500|ADMINISTRATIVE & GENERAL 5.00
6.00 |00GOD|MATINTENANCE & REPAIRS 6.00
8.00 |00800|LAUNDRY & LINEN SERVICE 8.00
9,00 |00900| HOUSEKEEPING 9.00
10.00 {01000 DIETARY 10.00
11.00 |0L1100] CAFETERIA 11.00
13.00 |01300| NURSING ADMINXISTRATION 13.00
16.00 (01600 MEDICAL RECORDS & LIBRARY 16.00
20.00 (02000 NURSEING SCHOOL. 20.00
21.00 (02100 T&R SERVICES-SALARY & FRINGES APPRVD 1,664,825 21.00
22.00 |02200| T&R SERVICES-OTHER PRGM COSTS APPRVD 0 1,982,182 22.00
23.00 |02300| PARAMED ED PRGM-(SPECIFY) 0 0 0 23.00
23.01 (02301 PARAMED ED PRGM-RADIOLOGY 0 0 0 296,190 23.01
23.02 |02302| PARAMED ED PRGM-LABORATORY 0 0f 0f 0 23.02

ENPATIENT -ROUTINE SERVICE CO8T CENTERS
30.00 |03000/ADULTS & PEDIATRICS 1,098, 600 1,308,020 0 0 0| 30.00
31.00 |03100| INTENSIVE CARE UNIT 106,475 126,772 0 0o 0f 31.00
40.00 |04000] SUBPROVIDER - IPF 37,664 44,843 0f O 0} 40.00
41,00 |04100| SUBPROVIDER - IRF 59,753 71,144 0 O 0] 41.00
43,00 |04300| NURSERY 38,935 46,357 0 O 0| 43.00
44,00 (04400 SKELLED NURSING FACILITY 0 0 0 0 0| 44.00

ANCELEARY: SERVICE  COSTCENTERS i i
50.00 |05000| OPERATING ROOM 87,008 103,593 0 O 0| 50.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300| ANESTHESIOLOGY 3,893 4,636 0 B 0| 53.00
54.00 105400| RADIOLOGY-~DIAGNOSTIC 25,983 30,930 0 296,190 0| 54.00
60.00 |06000| LABORATORY 10,409 12,393 0 0 104,889 60.00
62.00 [06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
65.00 (06500 RESPIRATORY THERAPY 0 0 0f 0 0| 65.00
66.00 [06600| PHYSICAL THERAPY 0 0 0f 0 0| 66.00
67.00 [06700| OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 [06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 29,877 35,572 0f 0 0| 69.00
70,00 07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 07100 MEDICAL SUPPLTES CHARGED TO PATIENTS 0 0 0o 0 0| 71.00
72.00 07200 IMPL. DEV. CHARGED TQ PATIENTS 0 0 0 0 0| 72.00
73.00 |07300| DRUGS CHARGED TO PATEENTS 3,893 4,636 0 0 0| 73.00
74.00 |07400| RENAL _DIALYSTS 0 0 0f 0] 0| 74.00

OUTEA - BER OST CENTERS:
$8.00 [08800/ RURAL WEALTH CLINIC .
91.00 |09100| EMERGENCY 162,335 193,280 0f 0 0| 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 92.00

K REIMBURSARLE COST CENTERS :

IS ] ¢ NTERS.: =
113.00 11300 INTEREST EXPENSE 113.00
116.900|11600| HOSPICE o] 0 0[116.00

F_LINES 1—117) 104,889|118.00
190.00|19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 Q 0 0 0[190.00
192.00/19200 PHYSICIANS" PRIVATE OQFFICES 0 0 0 0 0[192.00
192.01|19201| FASTCARE 0 0 0f 0 0[192.01
193.00{19300| NONPAID WORKERS 0 0 0 0 0[193.00
193.01/19301) ADULT DAY CARE 0 0 0 0 0[193.01
193.02(19302| DENMAN SERVICES 0 0 0 0 0{193.02
193.03|19303| MEALS ON WHEELS 0 0 0 0 0{193.03
193.04(19304| UNUSED SPACE 0 0 0 0 0[193.04
193.05/19305 HEALTH EDUCATION 0 0 0f 0 0]193.05
193.06{19306| RENTED SPACE 0 0 O 0 0193.06
193.07|19307| AUGUSTA PHARMACY 0 0 0 0 0193.07
200.00 Cross Foot Adjustments 0 0 0f 0 0]200.00
201.00 Negative Cost Centers 0 0 0 0 0]201.00

MCRIF32 - 3.

6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Forim CMS-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 140015 |Period: worksheet B

From 10/01/2011 [ Part 1

To  09/30/2012 | Dat

E/Time Prepared:

28,

pm

2100

22:00

202.00] [ToTAL (sum Tines 118-201)

1,664,825

1,982,182

wll
0 296,190

IO ]
104,889(202.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 140015

Period:
From 1070172011
09/30/2012

To

worksheet B
Part 1

Date/Time Prepared:
L om

2/28/2013

CECOST. CENTER
1.00 |00100[CAP REL COSTS-BLDG & FIXT
1.01 |00101{ CAP REL COSTS-BUTLER BUILDING
1.02 |00102|CAP REL COSTS-OLD BUTLDING & FIXT
1.03 |00103|CAP REL COSTS~MEW BUILDING & FIXT
1.04 |00104|CAP REL COSTS-14TH STREET
1.05 |00105/CAP REL COSTS-MOR PHASE I
2.00 |00200{CAP REL COSTS-MVBLE EQUIP
4.00 [00400|EMPLOYEE BENEFITS
5.00 |00500(ADMINISTRATIVE & GENERAL
6.00 [0OG00|MAINTENANCE & REPAIRS
8.00 |[00B00|LAUNDRY & LIMEN SERVICE
9.00 [00900|HOUSEKEEPING
10.00 |01000|DIETARY 10
11.00 {01100; CAFETERIA 11
13.00 |01300| NURSING ADMINISTRATION 13
16.00 |01600) MEDICAL RECORDS & L.IBRARY 16.
20.00 |02000{ NURSING SCHOOL 20.
21.00 (02100 1&R SERVICES-SALARY & FRINGES APPRVD 21.
22.00 |02200| IR SERVICES-OTHER PRGM COSTS APPRVD 22
23.00 |02300| PARAMED ED PRGM- (SPECIFY)
23,01 |02301 PARAMED ED PRGM-RADTOLOGY
23.02 |02302| PARAMED ED PRGM-LABORATORY

ANPATIENT. ROUTINE SERVICE COST CENTERS
30.00 |03000| ADULTS & PEDIATRICS 41,288,114 -2,406,620| 38,881,494 30.
31.00 |03100| INTENSTVE CARE UNIT 9,526,621 -233,247 9,293,374 31.
40.00 |04000| SUBPROVIDER - IPF 9,340,105 -82,507 9,257,508 40.
41.00. |04100| SUBPROVIDER - IRF 4,216,986 -130,897 4,086,089 41.
43.00 |04300| NURSERY 1,086,779 -85,292 1,001,487 43
44.00 {04400 SKTLLED NURSING FACILITY 3,885,799 0 3,885,799 44

ANCELIARY “SERVICE /COST CENTERS . -
50.00 [05000]OPERATING ROOM 22,699,319 -190, 601 22,509,218 50.
52.00 [05200|DELIVERY ROOM & LABOR ROOM 2,831,318 0 2,831,316 52
53.00 |05300| ANESTHESIOLOGY 939,642 -8,520 931,113 53.
54,00 |05400]{ RADIOLOGY-DIAGNOSTIC 15,321,535 -56,919 15,264,616 54,
60.00 |06000[ LABCRATORY 9,137,083 -22,802 9,114,281 60
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 1,777,789 0 1,777,789 62
65.00 [06500| RESPIRATCRY THERAPY 3,635,446 0 3,635,444 65
66.00 [06600| PHYSICAL THERAPY 3,093,087 0 3,093,087 66
67 .00 [06700| OCCUPATIONAL THERAPY 1,002,292 0 1,002,292 67
68.00 |06800|SPEECH PATHOLOGY 465,917 0 465,917 68
69.00 |06900| ELECTROCARDIOLOGY 4,419,941 -65,449 4,354,492 69.
70.00 |07000| ELECTROENCEPHALOGRAPHY 619,099 0 619,099 70.
71.00 {07100/ MEDICAL SUPPLIES CHARGED TG PATEENTS 8,917,244 0 8,917,244 71.
72.00 |07200|IMPL. DEY. CHARGED TO PATIENTS 12,401,668 0 12,401,668 72.
73.00 [07300|DRUGS CHARGED TO PATIENTS 20,713,673 -8,529 20,705,144 73.
74.00 |07400| RENAL DIALYSIS _ 946,770 0 946 70 74.

OUTPATIENT SERVICE COST CENTERS :
88.00 |08800{ RURAL HEALTH CLINIC 1,076,949 0 1,076,949
91..00 09100 EMERGENCY 10,813,015 -355,615 10, 457,400

09200| OBSERVATION BEDS (NON-DTISTINCT PART) 0

OTHER REIMBURSABLE:COST CENTERS: o

H EALTH A 6,827,147 6,827,147
RPOSE

1130{¥ INTEREST EXPENSE
116.00(11600i HOSPICE 3,982,491 3,982,491 116
118.00 SUBTOTALS (5 OF LINES 1-117) 200,966,327 197,319,320 118

Bl EIMBURSABLE:C RS : o
190.00]@000 GIFT, FLOWER, COFFEE SHOP & CANTEEN 119,720 0 119,720 190
192.00{19200 PHYSICIANS' PRIVATE QFFICES 5,153,498 0 5,153,498 192
192.01j19201| FASTCARE 870,991 0 870,991 192
193.00{19300| NONPAID WORKERS 0 0 0 193
193.01)19301 ADULT DAY CARE 0 0 0 193
193.02|19302| DENMAN SERVICES 90,119 0 90,119 193
193.03|19303|MEALS ON WHEELS 0 0 0 193
193 04| 19304/ UNUSED SPACE 335,153 0 335,153 193
193.05/19305(HEALTH EDUCATION 25,474 0 25,474 193
193.06/19306/ RENTED SPACE 761,304 0 761, 304 193
193.07|19307[ AUGUSTA PHARMACY 1,259,284 0 1,259,284 193
200.00 Cross Foot Adjustments 0 ¢ 0 200
201.00 Negative Cost Centers 0 0 0 201

1.
1.
1.
1.
1.
1.
2.
4.
5.
6.
8.
9.

MCRTF3Z2 - 3.6.137.0




Health Financial Systems
COST ALLOCATION - GENERAL SERVICE COSTS

BLESSING HOSPITAL In Lieu of Form CMS-2552-10
Provider CCN: 140015 |[Pariod: worksheet B
From 10/01/2011 | pPart T
To  09/30/2012 | bate/Time Prepared:
1.2/28/2013 2:41 pn

ustihent
25007 0.
202.00] [TOTAL (sum Tines 118-201)

209,581,870, -3,647,007| 205,934,863

202.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSTIMNG HOSPTITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140015 |Period:
From 10/01/2011
To 09/30/2012

Worksheet B
Part IT

Date/Time Prepared:
2/28/2013 2

1 nm

GENERAL SERVICE COST CENT

.00 |00100(CAP REL COSTS-BLDG & FIXT
.01 |00101{CAP REL COSTS-BUTLER BUILDING
.02 |00102{CAP REL COSTS-OLD BUILDING & FIXT
.03 100103|CAP REL COSTS-NEW BUILDING & FIXT
.04 |00104{CAP REL COSTS-14TH STREET
00105/ CAP REL COSTS-MOB PHASE T
.00 |00200|CAP REL COSTS-MVBLE EQUIP
.00 [00400| EMPLOYEE BENEFITS
.00 [00500] ADMINISTRATIVE & GENERAL
.00 [00B00 MAINTENANCE & REPAIRS
00 |00800| LAUNDRY & LINEN SERVICE
.00 |00900| HOUSEKEEPING
10.00 |01000[ DIETARY
11.00 |01100[ CAFETERIA
13.00 {01300} NURSING ADMINISTRATION
16.00 |01600|MEDICAL RECORDS & LIBRARY
20.00 |02000| NURSING SCHOOL
21.00 |02100| T&R SERVICES-SALARY & FRINGES APPRVD
22.00 |02200|I&R SERVICES-OTHER PRGM COSTS APPRVD
23.00 [02300| PARAMED ED PRGM-(SPECTFY)
23,01 |02301{ PARAMED ED PRGM-RADTOLOGY
23.02 [02302| PARAMED ED PRGM-LABRORATORY

BN ANRERRER R R
o
(V. 1

12,546
71, 389
36,402

w1
oo
-~
~ oo

L

8 000

22,02

Lo C oo
OO0 ONDOO0 00

189,962
673,264
454,884
0
3,002
92,171( 10.00
27,994 11,00
57,709| 13.00
173,151} 16,00
0

= = T B e =
[ en R en [ en [ en I en B o Y onc B o B B )
OO OV B P O

w
=)
L=

0
0
0] 23.00
4,209
0

INFATIENT ROUTENE SERVICE COST CENTERS'

30.00 |03000[ADULTS & PEDIATRICS
31.00 |03100| INTENSIVE CARE UNIT
40.00 [04000| SUBPROVIDER - IPF

41.00 (04100| SUBPROVIDER - IRF

43.00 04300 NURSERY

44.00 (04400 SKILLED NURSING FACILITY

cooooo
lcooooo
-
3
=

674,625 30.00
100,752( 31.00

0| 40.00
45,139( 41.00
22,561 43.00
68,753| 44.00

ANCTELARY  SERVICE "COST  CENTERS -

50.00 [05000; OPERATING ROOM

52.00 (05200 DELIVERY ROOM & LABOR ROOM

53.00 |0530{0{ ANESTHESIOLOGY

54,00 |05400( RADIOLOGY-DIAGNOSTIC

60.00 |06000| LABORATORY

62,00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS
65.00 |06500| RESPIRATORY THERAPY

66,00 |06600] PHYSICAL THERAPY

67.00 |06700) OCCUPATIONAL THERAPY

68.00 |06800| SPEECH PATHOLOGY

69.00 |06900| ELECTROCARDIOLOGY

70.00 |07000( ELECTROENCEPHALOGRAPHY

71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 (07200 IMPL. DEV. CHARGED TO PATIENTS
73.00 07300/ DRUGS CHARGED TO PATIENTS

74.00 (07400 RENAL DIALYSIS

831,462
0
13,416
953,406
75,934
O
78,439
47,835
0Of
2,490
167,536
31,312
122,251

12 699
4,671

loooooooococcoocooo
oo CoDooo oo

.

v

W

e |

209,097 50.00
0| 52.00

5,530| 53,00
273,111 54.00
99,243 60.00
0| 62.00

0| 65.00
43,377| 66.00
0| 67.00

0! 68.00
37,692 69.00
0| 70.00
29,568| 71.00
48,957| 72.00
32,252( 73.00
4] 74.00

OUTPATIENT -SERVICE COST-CENIER

83.00 |08800( RURAL HEALTH CLINIC
91.00 |09100| EMERGENCY
92.00 09200 OBSERVATION BEDS (NON- -DISTIN

PART) .

32,433
82

0} 88.00
145,116; 91.00

EIMBURSABLE COST CENTERS

Gii ER-RE
101.00 10100 HOME HEALTH AGENCY

101.00

PECIAL 'PURPOSE COST CENTERS .

113.00]11300| INTEREST EXPENSE
116. 00[11600| HOSPICE
118.00 SUBTOTALS (SUM OF LINES 1-117)

108,704
2,617,853

113.00
0[116.00
3,512,119(118.00

NONREIMBEURGABLE. COST CENTERS

190.00/19000{ GIFT, FLOWER, COFFEE SHOP & CANTEEN

192.00{19200{ PHYSICIANS' PRIVATE OFFICES
192.01]19201| FASTCARE

193.00{19300| NONPAID WORKERS

193, 0119301 ADULT DAY CARE

193, 02|29302| DENMAN SERVICES
193.03[19303| MEALS ON WHEELS
19304119304 UNUSED SPACE
193.05|19305| HEALTH EDUCATION
193.06/19306( RENTED SPACE
193.07|19307| AUGUSTA PHARMACY
200.00 cross Foot Adjustments

11,004
67,553

cCocCcoC oo oo

0f 0 0
0 27,904 270,715

0 5,438
0 0 0
0 0 0
0 0 0
0 0 0
0 0 0
0 0 0
0 0 2,286
0 0 0
0 0 906
0 0 0

0[126.00
0[192.00
0192.01
0|193.00
0/193.01
8,157(193.02
0[193.03
1,819(193.04
0[193.05
128,395(193.06
0[193.07
200.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

U of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140015

period:
From 10/01/2011
To  09/30/2012

worksheet B
Part II :
pDate/Time Prepared:
2/28/2013 2:41 pm

0[201.00

Negative Cost Centers

201.00] |
TOTAL (sum lines 118-201)

202.00

2,696,410

o0

279,345

3,650,490(202.00

MCRIF32 -~ 3.6.137.0



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

ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 140015 | Period: worksheet B

From 10/01/2011| Part IT

To 09/30/2012 | Date/Time Prepared:
/287201 1

 RELATED €0STS

.00 [00L00[CAP REL COSTS-BLDG & FIXT

1 1.00
1.01  |00101f CAP REL COSTS-BUTLER BUILDING 1.01
1.02 |00102|CAP REL COSTS-OLD BUILDING & FIXT 1.02
1.03 |00103|CAP REL COSTS-NEW BUILDING & FIXT 1.03
1.04 |00104|CAP REL COSTS-14TH STREET 1.04
1.05 |00105|CAP REL COSTS-MOB PHASE I 1.05
2.00 |00200| CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400 EMPLOYEE BENEFITS 1,388 0 180,012 383,908 383,908 4.00
5.00 |00500( ADMINISTRATIVE & GENERAL 198,613 0 3,237,536 4,190, 298 53,371 5.00
6.00 |D0GOO|MAINTENANCE & REPAIRS 181,887 0 155,151 834, 990 9,710 6.00
8.00 |00B00| LAUNDRY & LINEN SERVICE 1,157 0 5,983 10, 941 266/ 8.00
9.00 |00900| HOUSEKEEPING 8,099 0 106,790 125,891 8,513 9.00
10.00 {01000 DIETARY 12,255 0 47,672 152,811 2,653| 10.00
11.00 |01100| CAFETERTA 15,759 0 0 43,753 6,071| 11.00
13.00 |01300[NURSING ADMIMNISTRATION 11,735 0 873,532 954, 616 21,697| 13.00
16.00 |01600{MEDICAL RECORDS & LIBRARY 3,488 0 195,453 373,154 6,844| 16.00
20.00 |02000| NURSING SCHOOL 21,900 0 88,597 132,524 13,799| 20.00
21.00 |02100| I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 0 4,266| 21.00
22.00 |02200| T&R SERVICES-OTHER PRGM COSTS APPRVD 0 0 18 18 0| 22.00
23.00 |02300| PARAMED ED PRGM-(SPECIFY) 0 0 0 0 0| 23.00
23.01 |02301{ PARAMED ED PRGM-RADIOLOGY 0 0 0 4,209 931| 23.01
23.02 [02302[ PARAMED ED PRGM-LABORATORY 0 0] 0 1,103 309| 23.02

ENPATIENT -ROUTINE SERVICE-COST CENTERS - £
30.00 |03000|ADULTS & PEDIATRICS 0

264,408 1,030,250  56,172| 30.00

0
31.00 |03100| INTENSIVE CARE UNIT 0 0 189,826 347,737 15,065| 31.00
40,00 |04000| SUBPROVIDER ~ IPF 75,976 0 12,386 88,362 14,350| 40.00
41.00 {04200/ SUBPROVIDER - IRF 0 0 28,044 77,860 6,082| 41.00
43.00 |04300] NURSERY 0 0 8,110 30,671 1,706| 43.00
44,00 |04400| SKILLED NURSING FACILITY 0 0

2,834 92,118 ”__‘5,?38 44.00

ANCILLARY: BERVIGE COST CENTERS -

39,078

50.00 |05000{ OPERATING ROOM 3} , 494,984

52.00 |05200/ DELIVERY ROOM & LAEBOR ROOM 0 34,069 4,842| 52.00
53.00 [05300{ ANESTHESIOLOGY 0 0f 127,967 748| 53.00
54 .00 [05400{ RADIOLOGY-DIAGNOSTIC 0 15,889 1,636,813 19,663| 54.00
60.00 [0G000 LABORATORY 1,034 0 283,389 459,600 12,476| 60.00
62.00 |06200/WHOLE ELOOD & PACKED RED BLOOD CELLS 0 0 0 823 766| 62.00
65.00 [0G500{ RESPIRATORY THERAPY 0 0 0 92,070 7,768| ©5.00
66.00 |06600| PHYSICAL THERAPY 0 0 7,759 103,508 6,496| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 2,990 6,499 2,389| 67.00
68.00 |06800| SPEECH PATHOLOGY 0 0f 0 3,678 1,119 68.00
69,00 |06200| ELECTROCARDIOLOGY 0 0 655,128 873,055 5,675| 69.00
70.00 |07000{ ELECTROENCEPHALOGRAPHY 0 0] 16,082 52,065 1,204| 70.00
71.00 (07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 15,602 0l 28,916 196, 337 1,065| 71.00
72.00 [07200{ IMPL. DEV. CHARGED TO PATIENTS 25,834 0 47,887 122,678 1,764| 72.00
73.00 |07300{ DRUGS CHARGED TO PATIENTS 1,007 0 224,180 258,127 12,410| 73.00
74.00 (07400 RENAL DIALYSIS 0 0; 0 0 0| 74.00

[DUTPATIENT SERVIGE COST CENTERE. o =
88.00 |08800) RURAL HEALTH CLINIC 0

o 32,433 1,480| 88.00

=]

91. 00 |09100{ EMERGENCY 25,216 0 139,207 324,992 15,858 91.00

92.00 (09200 ORSERVATION BREDS {NON-DISTINCT PART) 0 92.00
OTHER REIMBURSARLE. COST. CENTERS 5

10100 10100i HOME HEALTH AGENCY

SPRCIAL: PURPDSE COST. CENTERE -

113.00/11300{ INTEREST EXPENSE 113.00
116. 00| L1600 HOSPICE 141,282

118.00] SUBTOTALS (SUM OF LINES 1 117) 17,249,554

NONREIMBURSABLE “COST. €ENTERS Gn '

120.00/12000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 9,669 0 0 15,107 0[190.00
192.00/19200| PHYSICIANS' PRIVATE OFFICES 64,410 0 3,589 79,003 11,625(192.00
1922.01)19201 FASTCARE 0 0 6,085 73,638 1,707(192.01
123.00]19300| NONPATD WORKERS 0 0 0 0f 0[193.00
1923.01)19301 ADULT DAY CARE 0 0 0 0 0[193.01
193.02(19302| DENMAN SERVICES 5,849 0 293 14,299 0[193.02
193.03[19303| MEALS ON WHEELS 0 0 0 0 0(193.03
193.04]19304| UNUSED SPACE 45,647 0 0 49,752 0[193.04
193.05(19305| HEALTH EDUCATION 0 0 0 0 63 (193,05
193.06/19306| RENTED SPACE 31,523 0 0 160, 824 0(193.06
193.07(19307| AUGUSTA PHARMACY 0 0 484 484 668(193.07
200.00 Cross Foot Adjustments 0 200.00
201. 00y Negative Cost Centers 0 0 0 0 0f201.00
20200 TOTAL (sum Tines 118-201) 796,076 54,967 10,137,469 17,642,661 383,908|202.00

MCRIF32 - 3.6.137.0



Health Finan

cial Systems

BLESSING HOSPITAL

In Lie

U of Form CMS-2552-10

ALLOCATION OF CAPLITAL RELATED COSTS

Provider CCN: 140015 |Period:
From 10/01/2011
To  09/30/2012

worksheet B
Part IT

Date/Time Prepared:

2/28/2013 2:41 pn_

00105
.00 100200
.00 00400
J00  |00500
.00 00600
.00 00800
.00 |00900

10.006 {01000,

11.00 {01100

13.00 (01300

16.00 |01600

20.00 |02000

21.00 |02100

22.00 02200

23.00 |02300

23.01 (02301

23.02 02302

COSTS BLDG & FIXT
COSTS-BUTLER BUILDING
COSTS-0LD BUILDING & FIXT
COSTS-NEW BUILDING & FIXT
COSTS-14TH STREET

CAP REL COSTS-MOB PHASE I

CAP REL COSTS-MVBLE EQUIP

EMPLOYEE BENEFITS

ADMINISTRATIVE & GENERAL

MAINTENANCE & REPAIRS

LAUNDRY & LINEN SERVICE

HOUSEKEEPTNG

DIETARY

CAFETERTA

NURSTNG ADMINISTRATION

MEDICAL RECORDS & LIBRARY

NURSING SCHOOL

I&R SERVICES-SALARY & FRINGES APPRVD

I&R SERVICES-OTHER PRGM COSTS APPRVD

PARAMED ED PRGM-{SPECLFY)

PARAMER ED PRGM-RADIOLOGY

PARAMED ED PRGM-LABORATORY

4,243,669
177,664
26,921
74,781
44,407
62,970
215,540
85,308
65,462
33,710
39,211

0
5,573

1,022,364
4,230
13,235
29,993
16,783
13,847
17,086
83,735

1,013
1,013

233,147

OSSOSO OO D

TNBAT;

LENT. ROUTINE. SERVICE: CO8T: CENTE

1,896

30.00 (03000
31.00 |03100
40.00 (04000
41.00 (04100
43,00 (04300
44.00 [04400

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKTLLED NURSING FACILITY

ANECTL

492,452
134,608
117,988
55, 966
15,168

176,699
44,823
48,441
12,571
5,429

16,544

42,358
64 222,484
195 3,088
0 6,766
0f 3,228
0 2,400
0f 6,366
0 0
0 0
0 0
0 131
0 0
18,325 56,059
2,314 16,150
1,293 14,547
1,371 5,600
150

128,108
20,149
43,940
19,185

0

1,

LARY SERVICE COST. CENTERS o3

50.00 {05000
52.00 |05200
53.00 |05300
54.00 |05400
60.00 (06000
62.00 (06200
65.00 (06500
66.00 (06600
67.00 [06700
68.00 (06800
69.00 (06900
70.00 (07000
71.00 (07100
72.00 (07200
73.00 (07300
74.00 07400

OPERATING ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESEOLOGY

RADIOLOGY-DIAGNOSTIC

LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLLES CHARGED TO PATIENTS
IMPL. DEVY. CHARGED TQ PATIENTS

DRUGS CHARGED TO PATIENTS

378,077
43,350
16,693

280, 298

173,253
35,670
68,090
57,563
19,259

9,055
81,661
10,957

176,487

244,370

414,752

19,17

5,522
683

3,425
47

RENAL DIALYSIS
ERS.

£8.00 |08800
91.00 |09100

PATTENT . SERVICE.

Hloooooooocooo0CoO

RURAL HEALTH CLINIC
EMERGENCY

RT)

21,793
162,064

101.00 10100|HOME HEALTH AGENCY

OBSERVATION BEDS (MON-— DISTINCT
CREIMBURSABLE COST. CENTERS &4

IRPOSE COLT "CENTER

INTEREST EXPENSE

116.00| 11600 HOSPICE 67,005 14,579 73] 1,395 0
118.00 SUBTOTALS (SuUM OF LINES 1-117) 4,098,817 233,147
HREIMBURSABLE :COST CENTER T e T =
190.00|19000; GIFT, FLOWER, COFFFE SHOP & CANTEEN 391 11,160 144 0
192.00|19200] PHYSICIANS' PRIVATE OFFICES 96, 340 41,067 O 0]
192.01|19201 FASTCARE 16,302 0 O 0
193.00|19300| NONPATD WORKERS ¢ 0 0f 0
193.01{19301| ADULT DAY CARE ¢ 0 0 0
193.02|19302| DENMAN SERVICES 370| 5,692 v, 0
193.03|19303| MEALS ON WHEELS 0 0, 0f b}
193.04{19304| UNUSED SPACE 1,288 31, 641 B 0
193.05/19305{HEALTH EDUCATION 500) 0| 0 0
193.06{19306| RENTED SPACE 4,163 51,826 0 41R 8
193.07|19307| AUGUSTA PHARMACY 25,498 0| 0 0
200.00 Cross Foot Adjustments
201.00 Negative Cost Centers 0 0 0 0 0
202.00 TOTAL (sum Tines 118-201) 4,243,669 1,022,364 42,358 222,484 233,147

= I N e
k=== =R=R=R=R=-R=-E=
OSSO ETRLIRS

MCRIF32 - 3,

6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140015

Period:
From 10/01/2011 | Part II

worksheet 8

To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
GENERAL - SERVICE ‘€08 NEERS
1.00 [00100|CAP REL COSTS-BLDG & FIXT 1.00
1.01 {00101/ CAP REL COSTS-BUTLER BUILDING 1.01
1.02 [Q0102|CAP REL COSTS-OLD BUILDING & FIXT 1.02
1.03 [00103|CAP REL COSTS-NEW BUILDING & FIXT 1.03
1.04 [00104|CAP REL COSTS-14TH STREET 1.04
1.05 [00105|CAP REL COSTS-MOB PHASE I 1.05
2.00 [00200{ CAP REL COSTS-MVBLE EQUIP 2.00
4.00 [00400| EMPLOYEE BENEFITS 4.00
5.00 |00500| ADMINISTRATIVE & GENERAL 5.00
6.00 (00600 MATNTENANCE & REPAIRS 6.00
8.00 [00800{ LAUNDRY & LINEN SERVICE £.00
9.00 [00900{ HOUSEKEEPING 9.00
10.00 [0L000{ DIETARY 10.00
11.00 [01100| CAFETERIA 136,343 11.00
13,00 |01300{ NURSING ADMINISTRATION 9,964 1,218,892 13.00
16.00 |01600|MEDICAL RECORDS & LIBRARY 4,852 0 489,644 16.00
20,00 |02000[ NURSING SCHOOL 5,936 0 0 307,822 20.00
21,00 |02100( T&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 21.00
22,00 |02200( T&R SERVICES-OTHER PRGM COSTS APPRVD 1,849 0 0 22.00
23.00 |02300( PARAMED ED PRGM- (SPECIFY) 0 0 0 23.00
23.01 |02301 PARAMED ED PRGM-RADIOLOGY 405 o 0 23.01
23.02 |02302| PARAMED ED PRGM-LABORATORY 103 0 0 23.02
ENPATEENT (ROUTINE: SERVE ST CENTERS:
30.00 (03000{ ADULTS & PEDIATRICS 27,824 427,823 266,625 30.00
31.00 |03100| INTENSIVE CARE UNIT 6,394 98, 317 41,936 31.00
40,00 |04000| SUBPROVIDER - IPF 7,146 109,873 91,448 40.00
41.00 |04100| SUBPROVIDER - IRF 2,848 43,745 39,927 41.00
43,00 |04300| NURSERY 652 10,028 1,265 43.00
44,00 |04400) SKILLED NURSING FACILITY 3,033 486, 640 45,299 44,00
IANCILLARY  SERVICE COST-CENTERS™ r i :
50.00 (05000 OPERATING ROOM 13,647 209,841 0 50.00
52,00 |05200| DELIVERY ROOM & LABOR ROOM 2,057 31,623 ¢ 52.00
53.00 |05300| ANESTHESIOLOGY 516 7,927 0l 53.00
54.00 |05400 RADIOLOGY~DIAGNOSTIC 8,328 0 0 54.00
60,00 |06000| LARORATORY 6,898 v 0 60.00
62,00 {06200 WHOLE BLOOD & PACKED RED BLOOD CELLS 346 0f 0f 62.00
65.00 |06500| RESPIRATORY THERAPY 3,586 O ¢ 65.00
66.00 [06600| PHYSICAL THERAPY 2,270 O 0l 66.00
67.00 {06700 OCCUPATIONAL THERAPY 951 0 0 67.00
68.00 [06800| SPEECH PATHOLOGY 379 0 0 68.00
69.00 |06900| ELECTROCARDIOLOGY 2,394 0 0 69.00
70.00 |[07000| ELECTROENCEPHALOGRAPHY 692 0 0 70.00
71.00 {07100/ MEDICAL SUPPLIES CHARGED TO PATIENTS 877 0 0 71.00
72.00 {07200/ IMPL. DEV. CHARGED TQ PATIENTS 1,452 0 0 72.00
73.00 |07300{ DRUGS CHARGED TO PATIENTS 4,484 o 0l 73.00
74.00 |07400) RENAL DIALYSIS 0 0 0 74.00
[CUFPATIENT SERVICE COST. CENTERS
88.00 |08800| RURAL HEALTH CLINIC 0 0 0 88.00
91.00 |09100| EMERGENCY 7,382 113,503 3,144 91,00
92.00 |09200| OBSERVATION BEDS {NON-DISTINCT PARTY 92.00
OFHER REIMHURSAREE “COST CENTERS - o ]
101.00[10100]| HOME_HEALTH AGENCY 101.00
SPECIAL PURPOSE COST CENTERS . ]
113.00{ 11300 INTEREST EXPENSE 113.00
116.00|11600| HOSPICE 116.00
118.00, | SUBTOTALS (SUM OF LINES 1-117) 118.00
NONREIMBEIRSABLE -COST CENTERS o 1
190.00Q|19000( GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 190,00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 1,744 0 0 192,00
192.01|19201| FASTCARE 0 7,259 0 192,01
193.00|19300| NONPAID WORKERS 0 0 0 193,00
193.01/19301| ADULT DAY CARE 0 0f 0 193.01
193.02|19302( DENMAN SFRYVICES 0 0f 0 193.02
193.03|19303(MEALS ON WHEELS 0 0 0 193,03
193.04/19304{ UNUSED SPACE 0 0f 0 193.04
193.05/19305( HEALTH EDUCATION 31 0f 0 193.05
193.06| 19306 RENTED SPACE 0 0 0 193.06
193.07|19307| AUGUSTA PHARMACY 0 0f 0 193.07
200.00 Cross Foot Adjustments 307,822 200.00
201.00 Megative Cost Centers 0 O 0 0 201.00
202.00 TOTAL (sum Tines 118-201) 136,343 1,218,892 489, 644 307,822 202.00

MCRIF32 - 3.6.137.0




Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form ¢M$-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

worksheet B
Part TI

Date/Time Prepared:

2/28/2013 2:41

pm

00 (00400
00 {00500
00 [00600
00 |00800
00 |00900
01000
01100
01300
01600
02000
02100
02200
02300
02301
02302

BB R RRR
©
vl

03000
03100
04000
04100
04300
04400

TREATIE

CAP REL COSTS-BLDG & FIXT

CAP REL COSTS-BUTLER RUTLDING

CAP REL COSTS-OLD BUTLDING & FIXT
CAP REL COSTS-NEW BUTLDING & FIXT
CAP REL COSTS-14TH STREET

CAP REL COSTS-MOB PHASE I

CAP REL COSTS-MVBLE EQUTIP

EMPLOYEE BENEFITS

ADMINISTRATIVE & GENERAL

MAINTENANCE & REPAIRS

LAUNDRY & LINEN SERVICE

HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION

MEDICAL RECORDS & LIBRARY

NMURSING SCHOOL

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

PARAMED ED PRGM-RADIOLOGY

37,976

41,078

12,262

PARAMED ED PRGM- LABORATORY i

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACILITY

ANGILEARY : SERVICE, €OST- CENTHERS

05000
05200
05300
05400
06000
06200
06500
06600
06700
06800
06900
07000
07100
07200
07300
07400

OPERATING ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDTCAL SUPPLIES CHARGED TOQ PATIENTS
IMPL. DEV. CHARGED TO PATIENTS

DRUGS CHARGED TO PATIENTS
RENAL DIALYSIS

OUTPATIENT SERVICE COST CENTERS

08800
092100
09200

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

OTHER:

“REIMBURSABLE COST CENTHRE

101, 00{10100]

HOME HEALTH AGENCY

SPECTAL . PURPOS ST CENTES

113.00(11300
116.00/11600

INTEREST EXPENSE
HOSPICE
SUBTOTALS (SUM OF LINES 1-117)

NONREIMBURSABLE OS5 T CENTER

190.00[13000
192.00/19200
192.01)19201
193.00|19300,
193.01)19301
193.02/19302
193.03/19303
193.04{19304
193.05/19305
193.06|19306]
193.07|19307

GIFT, FLOWER, COFFEE SHOP & CANTEEN

PHYSICIANS' PRIVATE QFFTCES
FASTCARE

NONPAID WORKERS

ADULT DAY CARE

DENMAN SERVICES

MEALS ON WHEFLS

UNUSED SPACE

HEALTH EDUCATION
RENTED SPACE

AUGUSTA PHARMACY

Cross Foot Adjustments
Negative Cost Centers

37,976

41,078

12,262

o o

4,424

L@woOUn R NERRR R R
=
(%,

101.00

113.00

116.00
118.00

190.00

192.00
192.0%
193.00
193.01
193.02
193.03
193.04
193.05
193.06
193.07
200.00
201.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS Provider ccn: 140015 |Period: Worksheet B

From 10/01/2011 | Part II

To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm_

2500 ; 3.0
202.00| |TOTAL (sum Tines 118-201) 37,976 41,078 0 12,262 4,424(202.00

MCREF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL Ih Lieu of Form CMSs-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 140015 |Period: worksheet B

From 10/01/2011 | Part II

To 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

1.00 [0OD100[CAP REL COSTS-BLDG & FIXT

1.00

1.01 |00101|CAP REL COSTS-BUTLER BUILDING 1.01
1.02 |00102|CAP REL COSTS-CLD BUTLDING & FIXT 1.02
1.03 [00103|CAP REL COSTS-NEW BUILDING & FIXT 1.03
1.04 (00104|CAP REL COSTS-14TH STREET 1.04
1.05 |00105{CAP REL COSTS-MOBR PHASE T 1.05
2.00 |00200{CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400{ EMPLOYEE BENEFITS 4.00
5.00 [00500|ADMINISTRATIVE & GENERAL 5.00
6.00 [00600|MAINTENANCE & REPATRS 6.00
8.00 |OOB00|LLAUNDRY & LINEN SERVICE 8.00
9.00 [Q0900| HOUSEKEEPTING 9.00
10.00 01000 DIETARY 10.00
11.00 [01100] CAFETERIA 11.00
13,00 (01300 MURSING ADMINISTRATION 13.00
16.00 |01600{ MEDICAL RECORDS & LIBRARY 16.00
20.00 {02000{ NURSING SCHOOL 20.00
21.00 |02100|I&R SERVICES-SALARY & FRINGES APPRVD 21.00
22.00 |02200 I&R SERVICES-OTHER PRGM COSTS APPRVD 22.00
23.00 |02300| PARAMED ED PRGM-{SPECIFY) 23.00
23.01 |02301 PARAMED ED PRGM-RADICLOGY 23.01
23.02 |02302| PARAMED ED_PRGM-LABORATORY ] 23.02

ENEATTENT ROUTENE SERVICE -COST. CENTERS: e e B B
30.00 |03000| ADULTS & PEDIATRICS 2,680, 346 0 2,680, 346 30.00
31,00 |03100| INTENSIVE CARE UNIT 727,493 0 727,493 31.00
40,00 |04000| SUBPROVIDER - IPF 537,388 0 537,388 40,00
41,00 [04100| SUBPROVIDER - IRF 265,152 0 265,152 41.00
43,00 [04300| NURSERY 66,556 0 66,556 43.00
44,00 (04400 SKILLED NURSING FACILITY 287,505 0 287,505 4400
IANGIY.LARY  SERVICE CosT CENTERS i 7 £

50.00 [05000| OPERATING ROOM 3,347,574, 0 3,347,574 50.00
52.00 [05200| DELIVERY ROOM & LABOR ROOM 139,409 0 139,409 52.00
53.00 [05300] ANESTHESIOLOGY 176,702 0 176,702 53.00
54.00 [05400) RADIOLOGY-DIAGNOSTIC 3,274,274 0 3,274,274 5400
60.00 106000| LABORATORY 680,927 0 680,927 60.00
62.00 [06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 38,426 0 38,426 62.00
65.00 06500/ RESPIRATORY THERAPY 188,488 0 188,488 65.00
66.00 |06600| PHYSECAL THERAPY 188, 340 0 188, 340 66.00
67.00 [06700| OCCUPATIONAL THERAPY 32,321 0 32,321 67.00
68.00 [06800|SPEECH PATHOLOGY 15,322 0 15,322 £68.00
69.00 [06900| ELECTROCARDIOLOGY 986,100 0 286,100 69.00
70,00 [07000| ELECTROENCEPHALOGRAPHY 70,333 0 70,333 70.00
71,00 |07100|MEDXCAL SUPPLIES CHARGED TO PATIENTS 393, 561 0 393,561 71.00
72.00 [07200|IMPL. DEV. CHARGED TO PATIENTS 401,389 0 401,389 72.00
73.00 (07300 DRUGS CHARGED TO PATIENTS 700,769 0 700,769 73.00
19,171 0 19,171 74.00

RENAL DIALYSIS

RURAL HEALTH CLINIC

55 ,74757 » 0 55,?45 £8.00
EMERGENCY 717,320 0 717, 320] 21.00
0 22.00

OBSERVATION BEDS (NON DISTINCT PART)
T - BT =

256,853

256,853

2R

113.00{11300 INTEREST EXPENSE 113.00

116.00}11600) HOSPICE 281,224 0 281,224 116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 16,528,688 0 16,528,688 118.00
NONREIMBURSABLE €0ST CENTERS R =
190.00|19000{ GIFT, FLOWER, COFFEE SHOP & CANTEEN 26,802 0
192.00/19200 PI-IYSICIANS' PRIVATE OFFICES 229,781 0
192.01|19201| FASTCARE 98, 906 0
193.00{19300] NONPAID WORKERS 0 0
193.01119301{ ADULT DAY CARE 0 0
193.02|19302| DENMAN SERVICES 21,704 0
193.03|19303|MEALS ON WHEELS 0 0
193.04|19304| UNUSED SPACE 82,681 0
193.05|19305 HEALTH EDUCATION 594 0f
193.06|19306| RENTED SPACE 223,293 0f
193.07|19307| AUGUSTA PHARMACY 26,650 0f
200.00 Cross Foot Adjustments 403,562 0
201.00 Negative Cost Centers 0 0

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

ALLOCATION OF CAPITAL RELATED COSTS

To

In Lieu of Form ¢Ms-2552-10
Provider CCN: 140015 |Period: worksheet B

From 10/01/2011| Part IT

09/30/2012 | Date/Time Pre
/201

pared:

400

0

2/28

1 pm

202. 00| |ToTAL (sum Tines 118-201)

17,642

661

0 17,642,661

202.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASTS

Provider CCN: 140015

pPeriod: worksheet B-1
From 10/01/2011

To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41

CO5T

1.00 REL COSTS-BLDG & FIXT 0
1.01 REL COSTS-BUTLER BUILDING 0 18,141
1.02 REL COSTS-0LD BUILDING & FIXT 0 0 130,726
1.03 REL COSTS-NEW BUILDING & FIXT 0 0 0 447,544
1.04 REL COSTS-14TH STREET 0 0 0 0 258,596
1.05 REL COSTS-MOB PHASE T 0 0 0 0 0
2.00 [00200|CAP REL COSTS-MVBLE EQUIP
4.00 [00400| EMPLOYEE BENEFITS 0 0 5,871 23,289 451
5.00 [00500|ADMENISTRATIVE & GENERAL 0 0 33,407 82,541 64,516
6.00 (00600 MAINTENANCE & REPAIRS 0 3,821 17,035 55,768 59,084
8.00 [00800|LAUNDRY & LINEN SERVICE 0 0 1,779 0 376
9.00 100900 HOUSEKEEPING 0 0 3,744 368 2,631
10.00 [01000; DIETARY 0 0 0 11,300 3,981
11.00 (01100( CAFETERIA 0 0 0 3,432 5,119
13.00 |Q1300/ NURSING ADMINISTRATION 0 0 3,255 7,075 3,812
16.00 |01600| MEDICAL RECORDS & LIBRARY 0 0 497 21,228 1,133
20.00 02000 NURSING SCHOOL 0 14,320 0 0 7,114
21.00 (02100 I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 0 0
22.00 (02200 I&R SERVICES-OTHER PRGM COSTS APPRVD 0 0 0 0 0
23.00 |02300| PARAMED ED PRGM-(SPECIFY). 0 0 0 0 ¢]
23.01 02301 PARAMED ED PRGM-RADIOLOGY 0 0 0 516 0
23.02 102302 PARAMED ED PRGM-LABORATORY 0 0 516 0 0
ENPATLENT. ROUTINE SERVICE E0ST LENTERSL L : e
30.00 {03000/ ADULTS & PEDIATRICS 0 0 6,705 82,708 0
31.00 |03100| INTENSIVE CARE UNIT 0 0 10,485 12,352 [¢]
40,00 [04000| SUBPROVIDER - IPF 0 0 0 0 24,680
41.00 (04100| SUBPROVIDER - IRF 0 0 871 5,534 0
43.00 [04300 NURSERY 0 0 0 2,766 0
44.00 (04400 SKILLED NURSING FACILITY 0 0 0 8,429 0
ANGIEEARY SERVICE COSTLCE i
50.00 |05000{ OPERATING ROOM 0 0 10,752 0
52.00 |05200| DELIVERY ROOM & LABOR ROOM 0 0 4,413 0
53.00 |05300| ANESTHESIOLOGY 0 0 628 0
54,00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0
60,00 06000 LABORATORY 0 0 0 336
62,00 |06200]WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 385 0
65.00 06500 RESPIRATORY THERAPY 0 0 6,379 0
66.00 |06600] PHYSICAL THERAPY 0 0 2,123 0
67.00 [06700| OCCUPATIONAL THERAPY 0 0 1,642 0
68.00 [06800|SPEECH PATHOLOGY 0 0 556 0
69.00 [06900| ELECTROCARDIOLOGY 0 0 5,943 0
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 2,186 0
71.00 ;07100 MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 3,625 5,068
72.00 [07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 6,002 8,392
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 322 3,954 327
74.00 (07400 RENAL DIALYSIS 0 0 0 0 0
OUTPATIENT. £

83.00 [08800,
09100

N“OBSERVATION BEQS (NON DISTINCT PART)

RURAL HEALTH CLINIC
EMERGENCY

113.00[11300
116.00/11600

INTEREE‘;‘I; EXPENSE
HOSPLCE
SUBTOTALS_(SUM OF | INES 1-117)

tETMBURSABLE COST . CENTERS

18,141

192.00|19200
192.01|19201
193.00|19300
193.01|19301]
193.02|19302
193.03|19303
193.04{19304
193.05/13305
193.06(19306
193.07|19307

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

NONPAID WORKERS

ADULT DAY CARE

DENMAN SERVICES

MEALS ON WHEELS

UNUSED SPACE

HEALTH EDUCATION

RENTED SPACE

AUGUSTA PHARMACY

Cross Foot Adjustments
Negative Cost Centers

mRopalaelelelegalals]

jmgepeleleleele]e]l=]e]

0 7,428
126,687 207,564
2,545 0 3,141
0 0 20,923

0 0 0

0 0 0

0 0 0

0 1,000 1,900

0 0 0
1,070 223 14,828
0 0 0
424 15,741 10,240
0 0 0

- I e e e
coooDoCoCoOoOOO
DO O OO AP O

5|101.00

113.00
116.00
118.00

190.00
192.00
192.01
193.00
193.01
193.02
193.03
193.04
193.05
193.06
193,07
200,00

201.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Liew of Form CMs-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 140015 |Period: worksheet B-1
From 10/01/2011
To 09/30/2012 | pate/Time Prepared:

2/28/2013 2:41 pm

E 2Ly : :

202.00 Cost to be allocated (per wkst. B, o 27,904 279,345 796,076/|202.00
part I)

203.00 Unit cest multiplier (wkst. B, Part I) 0. 000000 1.538173 2.136874 8.156718 3.078454|203.00

204.00 Cost to be allocated (per wkst, B, 204.00
pPart II)

205.00 unit cost multiptier (Wkst. B, Part 205.00
I1)

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

Ih Lieu of Form CMS-2552-10

COST ALLOCATION -~ STATISTICAL BASIS

provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

worksheet B-1

pate/Time Prepared:

2.

2/28/2013 2

RRREEOEOURNBHERPRRRER
o P N e -
o
S

02200
02300
02301
02302

NTERS

COSTS-BLDG & FIXT
COSTS-BUTLER BUILDING
COSTS-0LD BUILDING & FIXT
COSTS-NEW BUILDING & FIXT
COSTS-14TH STREET

COSTS-MOB PHASE I

CAP REL COSTS-MVBLE EQUIP

EMPLOYEE BENEFITS

ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS

LAUNDRY & LINEN SERVICE
HOUSEXKEEPING

DIETARY

CAFETERTA

NURSING ADMINISTRATION

MEDICAL RECORDS & LIBRARY

NURSING SCHOOL

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

PARAMED ED PRGM-RADIOLOGY

PARAMED ED PRGM-LABORATORY

11,672

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

9,929,233
176,314
3,171,032
151,964
5,860
104,596
46,693

0f
855,589
191,438
86,777
0
18]

92,976,883
12,925,843
2,351,700
64,383
2,061,643
642,591
1,470,285
5,254,872
1,657,562
3,342,068
1,033,081
0
0
225,390
74,774

-45,624, 885

163,956,985
6,864,102
1,040,091
2,889,205
1,715,664
2,432,854
8,327,486
3,295,894
2,529,151
1,302,401
1,514,917

0
215,331
7

EENPATIENT ‘ROUTINE SERVICE COST CENTERS.

03000
03100
04000
04100
04300
04400

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

SKILLED NURSING FACTILITY

259,063
185,927
12,132
27,468
7,943
2,776

_ 1,389,680

13,602, 310 0
3,648,521 0
3,475,459 0
1,472,884 0

413,246 0
0

19,027,290
5,200,630
4,558,527
2,162,285

586,017
1,926,998

ANCILLARY. SERVICE COST CENTERS  ® " o

05000
05200
05300
05400
06000
06200
06500
06600
06700
06800
06900
070004
071004
072004
073004
074001

QOPERATING ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESIOLOGY
RADICLOGY-DIAGNOSTIC
LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSICAE. THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDTOLOGY
ELECTROENCEPHALOGRAPHY

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

1,464,275
33,369
125,338
1,603,191
277,568

0
0
7,600
2,929
0
641,671
15,752
28,322
46,903
219,575

6,890, 894

1,172,731
181,172
4,762,220
3,021,510
185,447
1,881,334
1,573,324
578,588
271,070
1,374,507
291,702
258,041
427,328
3,005,595
0

OO DD OOO

14,607,155
1,674,837
644,936
10,829,435
6,693,689
1,378,142
2,630,681
2,223,988
744,065
349,834
3,154,997
423,320
6,818,651
9,441,326
16,024,127

OUTPATIENT - SERVICE (COST CENTERS ool

740,663

08800,
09100
09200,

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

358,399
3,831,072

o O

6,261,388

§41,084]

OTHER:REIMBURSARLE COST CENVERS &

101.00[10:1.00

SPECL

HOME HEALTH AGENCY

PURPOSECOST EENTERS

2,826,665 0]

1,626,498

113.00{11300
116.00{11600
118.00

INTEREST EXPENSE
HOSPICE
SUBTOTALS (SUM OF LINES 1-117)

11,672

2,588,749
158,360,574

NONREIMBURSABLE COST CENTERS

190.00{19000
192.00{19200
192.01119201]
193.00)19300
193.01)19301
193.02|19302
193.03|19303
193.04|19304
193.05/19305
193.06|19306
193.07|19307

GIFT, FLOWER, COFFEE SHOP
PHYSICIANS' PRIVATE OFFICES
FASTCARE

NONPALID WORKERS

ADULT DAY CARE

DENMAN SERVICES

MEALS ON WHEELS

UNUSED SPACE

HEALTH EDUCATION

RENTED SPACE

AUGUSTA PHARMACY

Cross Foot Adjustments

CANTEEN

0
0
0
0
0
0
0
0
0
0
0

1,572,971 0
89,570,929 -45,624,885
0 0
2,815,384 0
413,528 0

0 0

0 0

0 0

0 0

0 0

15,301 0

0 0

161,747, 0

15,107
3,722,124
629,625

0

0

14,299

0

49,752
19,336
160,824

985,144/

CEOUANRRERRERR

MCRIF32 - 3.6.137.0
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Health Financial Systems

BLESSIMNG HOSPITAL

In Lieu of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 140015

Period:
From 10/01/2011
To 09/30/2012

worksheet B-1

Date/Time Prepared:

2/28/2013

201.00 Negative Cost Centers

202.00 cost to be allocated (per wkst.
Part I}

203,00 unit cost multiplier (wkst. B,

204.060 Cost to be allocated (per wkst.
Part II)

205.00 unit cost multiplier (Wkst. B,
II)

B,

Part I)
B,

Part

54,967

4.709304

10,137,469 24,238,678
1.020972 0, 260696
383,908

04.004129

45,624,885

0.278274
4,243,669

0.025883

201.00
202.00

203.00
204.00

205.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CmMs-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 140015 |pPeriod: worksheet B-1

From 10/01/2011

To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41

GENE] 5 LCE - C0S]
00 {00100|CAP REL COSTS BLDG & FIXT
01 00101} caP REL COSTS-BUTLER BUXLDING
(02 [00102|CAP REL COSTS-OLD BUILDING & FIXT
03 [00103|CAP REL COSTS-NEW BUILDING & FIXT
04 [00104|CAP REL COSTS-14TH STREET
00105|CAP REL COST5-MOB PHASE I
00 [00200|CAP REL COSTS-MVBLE EQUIP
00 |00400( EMPLOYEE BENEFITS
00 |00500| ADMINISTRATIVE & GENERAL
00 [00G00| MAINTENANCE & REPAIRS 520,884
00 |00800[LAUNDRY & LINEN SERVICE 2,155 1,524,426
.00 00900 HOUSEKEEPING 6,743 2,315 103,376

el R e el ol
=
v

OO0 MU P D R B R R
[=
w1

10.00 {01000| DIETARY 15,281 7,024 1,435 197,226 10.00
11.00 [01100| CAFETERIA 8,551 0 3,144 0 432,067 11.00
1.3.00 |01300| MURSING ADMINISTRATION 7,055 0 1,500 0f 31,577| 13.00
16.00 |01600{ MEDICAL RECORDS & LIBRARY 8,705 0 1,115 0f 15,375| 16.00
20.00 |02000{ NURSING SCHOOL 42,662 0 2,958 0 18,812| 20.00
21.00 |02100| I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 0 0 21.00
22.00 |02200{ I&R SERVICES-OTHER PRGM COSTS APPRVD 0] 0 0 0 5,860( 22.00
23.00 |02300{ PARAMED ED PRGM-{SPECIFY) 0] 0 0 0 Q| 23.00
23.01 |02301f PARAMED ED PRGM-RADIOLOGY 516 0 61 0 1,282| 23.01
23.02 |02302| PARAMED ED PRGM-LABORATORY 516 0 0 0 326| 23.02
INPATIENT. ROUTINE SERVICE GOST CENTERS i S i 1
30.00 |03000( ADULTS & PEDIATRICS 90,026 659,473 26,047 108,370 88,173| 30.00
31.00 |03100| INTENSIVE CARE UNIT 22,837 83,279 7,504 17,045 20,263| 31.00
40.00 |04000| SURPROVIDER - IPF 24,680 46,545 6,759 37,170 22,644| 40.00
41.00 |04100} SURPROVIDER ~ IRF 6,405 49,340 2,602 16,229 9,016| 41.00
43.00 |04300] NURSERY 2,766 5,397 691 0 2,067| 43.00
44_00 [04400| SKTLLED NURSING FACILITY 8,429 44,135 2,447 18,412 9,612| 44.00
ANCELLEARY - SERVICE. COST CENTERS ;i oo e SR T
50.00 |05000| OPERATING ROOM 44,685 198, 746 12,421 0 43,248| 50.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 3,800 24,587 2,740 0 6,517 52.00
53.00 |05300| ANESTHESIOLOGY 1,306 0] 0 0 1,634| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTLC 36,857 123,269 5,111 0 26,392| 54.00
60.00 |06000| LABORATORY 12,503 1,698 1,911 0 21,85%| 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 385 0 30 0 1,097| 62.00
65.00 |06500| RESPIRATORY THERAPY 6,379 892 2,058 0 11,365| 65.00
66.00 |06600| PHYSICAL THERAPY 7,441 4,884 1,748 0 7,193| 66.00
67.00 |06700| GCCUPATIONAL THERAPY 1,642 U 0 0 3,015{ 67.00
68.00 |06800| SPEECH PATHOLOGY 556 o 0 0 1,201) 68.00
69.00 |06900| ELECTROCARDIOLOGY 10,564 32,192 784 0 7,587 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 2,186 11,417 375 O 2,184( 70.00
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 8,692 7,988 703 0 2,778 71.00
72.00 |07200| IMPL. DEY. CHARGEDR TO PATIENTS 14,395 13,227 1,163 0 4,601 72.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 4,603 0 911 0 14,209( 73.00
74,00 |07400| RENAL DIALYSIS 0] 0] 0 0 0| 74.00

OUTPATIENT SERVECE 'COST CENTERS.:
88.00 |08800| RURAL HEALTH CLINIC
91,00 |09100| EMERGENCY

92.00 (09200 OBSERVATION BEDS (NON DISTINCT PART) 92.00

Pjﬂ =R ] ABLE €4 3
101.00{10100 HOME HEA TH AGENCY

ISPEETAL PURPO
113.00{11300 INTEREST EXPENSE .
116.00{11600| HOSPICE 7,428 2,800 648 0 9,751]116.00
118.00 SUBTOTALS (SUM OF LINES 1-117)

NOWRETIMBURSABLE, COST CENTERS .
190.00{19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 5,686 5,166 0 Q 0(190.00
192,00{19200 PHYSICIANS' PRIVATE OFFICES 20,923 0f 0 0 5,534|192.00
192.01|19201) FASTCARE o 0f 0 0 0[192.01
193.00|19300| NONPAID WORKERS 0 0 0 0 0[193.00
193.01|19301) ADULT DAY CARE 0 0 0 0 01193.01
193.02|19302| DENMAN SERVICES 2,800 0Of 624 0 0[193.02
193.03|19303|MEALS ON WHEELS 0 0 0 0 0[193.03
193.04|19304| UNUSED SPACE 16,121 iy 0 0 0]193.04
193.05{19305 HFALTH EDUCATION 0 0 0 0 97|193.05
193, 06|19306( RENTED SPACE 26,405 0 3,011 0 0[183.06
193.07|19307| AUGUSTA PHARMACY 0 0 0f 0 0[183.07
200.00 Cross Foot Adjustments 200,00
201.00 Negative Cost Centers 201.00

MCRIF3Z - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM5-2552-10

COST ALLLOCATION - STATISTICAL BASIS

Provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

worksheet B-1

Date/Time Prepared:
8/2013 2:4

Gt B. e = 0:00.

202,00 Cost to be allocated (per wkst. B, 8,774,203 1,365,822 3,808,855 2,509,660 3,369,734|202.00
part I)

203.00 unit cost multiplier (wWkst. B, Part I) 16.844831 0.895958 36. 844674 12.724793 7.7991011203.00

204.00 cost to be allocated (per wkst. B, 1,022,364 42,358 222,484 233,147 136,343(204.00
part II)

205.00 unit cost multiplier (wkst. B, Part 1.962748 0.027786 2.152182 1.182131 0.3155%60/|205.00
ir)

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM$-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 140015

period:
From 10/01/2011
To  09/30/2012

12/28/2013

worksheet B-1

Date/Time Pr'eliar'ed:
H)

CENTERS

.04 |00104) CAP REL COSTS-14TH STREET
00105/ CAP REL COSTS-MOB PHASE I
00 [00200|CAP REL COSTS-MVBLE EQUIP
00 [00400( EMPLOYEE BENEFITS
.00 1005000 ADMINTSTRATIVE & GENERAL
.00 |00600; MAINTENANCE & REPAIRS
.00 |00800| LAUNDRY & LINEN SERVICE
.00 [00900i HOUSEKEEPING
10.00 |01000 DIETARY
11.00 |01100[ CAFETERIA
13.00 [01300( NURSING ADMINISTRATION
16.00 |01600|MEDICAL RECORDS & LIBRARY
20.00 |02000{ NURSING SCHOOL

WO NAEMNBRRERRR
o
(9,

21.00 |02100| I&R SERVICES-SALARY & FRINGES APPRVD
22,00 |02200| T&R SERVICES-OTHER PRGM COSTS APPRVD

23,00 |02300| PARAMED ED PRGM-(SPECIFY)
23.01 |02301| PARAMED ED PRGM-RADIOLOGY
23.02 |02302| PARAMED ED PRGM-LABORATOR
TNPATIENT ROUTINE:S :

.00 00100 CAP REL COSTS BLDG & FIXT

.01 |[00101| CAP REL COSTS-BUTLER BUILDING

.02 |00102| CAP REL COSTS-OLD BUILDING & FIXT
.03 |00103|CAP REL COSTS-NEW BUILDING & FIXT

1,695,489

120000 Q0

24,275

20,952

20,952

“RVICE - COST CENTERS

30.00 (03000|ADULTS & PEDIATRICS
31.00 [03100|INTENSIVE CARE UNIT
40,00 04000 SUBPROVIDER - IPF

41.00 (04100 SUBPROVIDER - IRF

43.00 [04300| NURSERY

44,00 [04400| SKILLED NURSING FACILITY

595,103
136,760
152,834
60, 850
13,949

64,877

1,340

13,826

13,826
1,340

ANCTLLARY: SERVICE "COST. CENTERS:

50.00 {05000/ OPERATING ROOM

52.00 [05200(DELIVERY ROOM & LABOR ROOM
53.00 (05300 ANESTHESIOLOGY

54,00 (05400 RADIOLOGY-DIAGNOSTIC

60.00 |06000| LARORATORY

62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS

65.00 |06500| RESPIRATORY THERAPY
66.00 |06600( PHYSICAL THERAPY
67.00 106700 OCCUPATIONAL THERAPY
68.00 |0G800({ SPEECH PATHOLOGY
69.00 |06900| ELECTROCARDIOLOGY
70.00 |07000| ELECTROENCEPHALOGRAPHY

71.00 (07100[MEDICAL SUPPLTES CHARGED TO PATIENTS
72.00 |07200( IMPL. DEV. CHARGED TC PATIENTS

73.00 |07300( DRUGS CHARGED TQ PATIENTS
74.00 |07400| RENAL DTALYST

201,891 '

43,988
11,027
0

flefolofolalalelelelele]l]

=
i

o]
=W
G P
B o

1,095

w
~
CLOOONOO O oo

w
-~

OUTPATIENT SERVICE COST CENTERS

88.00 [08800] RURAL HEALTH CLINIC
91.00 |09100] EMERGENCY

0
157,883

92.00 |09200] OBSERVATION BEDS (NON-DISTINCE PA T)

OTHER " HETMBURSABLE  COST CENTERS:

90,416

101.00|10100[ HOME HEALTH AGENCY
SPECIAL PURPOSE. COST CENIERS

113.0011300] INTEREST EXPENSE
116.00|11600| HOSPICE
118.00

SUBTOTALS (SUM OF LINES 1-117)

65,813
1,685,391

24,275

20,952

[NONRETMEGRSABEE: COST CENTERS 5

190.00|19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN

192,00(19200| PHYSICTANS' PRIVATE OFFICES
182, 01|19201| FASTCARE

193, 00|1.9300 NONPALD WORKERS
193.01)19301{ ADULT DAY CARE

193.02|19302| DENMAN SERVICES
193.03|19303| MEALS ON WHEELS
193.04|19304| UNUSED SPACE
193.05|19305|HEALTH EDUCATION
193.06|19306| RENTED SPACE

193. 0719307 AUGUSTA PHARMACY

=
[=]
o
w
oo

20000000 Q0

SO0 OO o oo

200D O00O0 OO

0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0

=
O A

20,

=
S WOooMU N R
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Health Financial Systems

BLES5ING HOSPITAL

In Liev of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

worksheat B-1

Date/Time Prepared:
2/28/2013 2:

P

20

200.00 Cross Foot Adjustments

201.00 Negative Cost Centers

202,00 Cost to be allocated (per wkst. B,
Part I)

203.00 Unit cost multiplier (Wkst. B, Part I)

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

205.00 unit cost multiplier (wkst. B, Part
I1)

11,065,188

6.526252
1,218,892

0.718903

=20
4,520,683 4,207,289 1,664,825
42.934317 173.317652 79. 459002
489, 644 307,822 37,976
4.650300 12.680618 1.812524

1,982,182

94.605861
41,078

1.960577

“1200.00

201.00
202.00

203.00
204.00

205.00

MCRIF3Z2 - 3.6.137.0



Health Fimancial Systems

BLESSING HOSPITAL

Ih Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

pProvider CCN: 140015

Period:
From 10/01/2011
To 09/30/2012

worksheet B-1

Date/Time Prepared
/2 13 1]

00100[ CAP REL COSTS-BLDG & FIXT

00104| CAP REL COSTS-14TH STREET
00105/ CAP REL COSTS-MOB PHASE I
CAP REL COSTS-MVBLE EQUIP
00400| EMPLOYEE BENEFITS

00500| ADMINISTRATIVE & GENERAL
00600| MATINTENANCE & REPAIRS
00800| LAUNDRY & LINEN SERVICE
00900| HOUSEKEEPING

DIETARY

11.00 (01100| CAFETERTA

13.00 |01300{ NURSING ADMINISTRATION
16.00 [01600|MEDICAL RECORDS & LIBRARY
20.00 [02000| NURSING SCHOOL

D0 WA R e
=]
== -2--0 = X-]

[=)

=1

[a¥]

o

S

=
f=
o
o
=]
=
=
[=3
<

21.00 (02100| I&R SERVICES-~SALARY & FRINGES APPRVD
22.00 [02200| I&R SERVICES-OTHER PRGM COSTS APPRVD

23.00 [02300| PARAMED ED PRGM-(SPECIFY)
23.01 [02301| PARAMED ED PRGM-RADIOLOGY
23.02 [02302| PARAMED ED PRGM-ELABORATORY

00101| CAP REL COSTS-BUTLER BUILDING
00102|CAP REL COSTS~OLD BUILDING & FIXT
00103 CAP REL COSTS-MNEW BUILDING & FIXT

oo o

100

100

'NPATIENT ROUTINE SERVICE COST GENTERS

30.00 {03000/ ADULTS & PEDIATRICS
31.00 |03100| INTENSIVE CARE UNIT
40.00 (04000{SUBPROVIDER - IPF

41.00 (04100 SUBPROVIDER - IRF

43.00 [04300| NURSERY

44.00 (04400 SKILLED NURSING FACILITY

[ R [ e e Y s Y ]

cCocococoo

cCocCoCco oo

ANGTIELA SERVICE €O5T CENTE

50.00 [05000] OPERATING ROOM

52.00 |05200{ DELIVERY ROOM & LABOR ROOM
53.00 |05300| ANESTHESIOLOGY

54.00 |05400 RADTIOLOGY-DIAGNOSTIC

60'.00 [06000 LABORATORY

62.00 (06200|WHOLE BLOOD & PACKFD RED BLOOD CELLS

65,00 (06500 RESPIRATORY THERAPY
66.00 (06600] PHYSICAL THERAPY

67.00 [06700[ OCCUPATIONAL THERAPY
68.00 [06800; SPEECH PATHOLOGY
£69.00 (06200} ELECTROCARDIOLOGY
70.00 |07000; ELECTROENCEPHALOGRAPHY

71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 |07200| IMPL. DEV. CHARGED TO PATIENTS

73.00 |07300|DRUGS CHARGED TOQ PATIENTS
74.00 |07400| RENAL DIALYSIS

Bhl=gelelelelelololelololw ool

CoC OO0 oo oOoOoOo o

CoCoC oo ooooDo0 ool

OUTPATTENT BERVICE ‘COST ‘CENTERS

88.00 |08800| RURAL HEALTH CLINIC
91.00 [09100| EMERGENCY
09200

| OBSERVATION BEDS (NON DISTINCT PART)

.O0{11300| INTEREST EXPENSE
116.00/11600| HOSPICE
SUBTOTALS (5UM OF LIN

A-117)

1o o

409

NONRE TMEURSABL ECOST -CENTE]

190.00/19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN

192.00/19200| PHYSICIANS ' PRIVATE OFFICES
192.01/19201| FASTCARE

193.00/19300| NONPATD WORKERS
193.01/19301| ADULT DAY CARE
193.02(19302| DENMAN SERVICES
193,03{19303|MEALS ON WHEELS
193.0419304{ UNUSED SPACE
193.05[19305{ HEALTH EDUCATION
193.06:19306| RENTED SPACE
193.07]19307| AUGUSTA PHARMACY

Cross Foot Adjustments
Negative Cost Centers

(e gen oo o le]

COoCOoOoCoCoOoOOO0

SO0 Oo OO0

[ R R e =
o
Ll

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS$-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 140015 |Period: worksheet B-1

From 10/01/2011
To  09/30/2012 | bate/Time Prepared:
: | 2/28/2013 2:41 pm

- G TR 02

202.00 cost to be allocated (per wkst. B, 0 296,190 104,889 202.00
Part I)

203.00 Uit cost multiplier (wkst. B, Part I) 0.000000( 2,961.900000| 1,048.890000 203.00

204. 00 Cost to be allocated (per wkst, B, 0 12,262 4,424 204.00
part II)

205.00 unit cost muTtiplier (wkst. B, Part 0. 000000 122.620000 44, 240000 205.00
I

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

Ih Lieu of Form ¢MS-2552-10

COMPUTATTION OF RATTIO OF COSTS TC CHARGES

Provider CCN: 140015

worksheet C

Part I

Date/Time Prepared:
2/28/2013 2:41 pm

Period:
From 10/01/2011
To 09/30/2012

Title XVIIT

spital PPS_

Ho

%

THPA T ROUTINE. SERVECE: Cn i -
30,00 [03000|ADULTS & PEDIATRICS 38,881,494 38,881,494 , 887,186 30.00
31.00 [03100{ INTENSIVE CARE UNIT 9,293,374 9,293,374 9,307,248| 31.00
40.00 (04000| SUBPROVIDER -~ IPF 9,257,598 9,257,598 9,257,598 40.00
41.00 (04100| SUBPROVIDER ~ IRF 4,086,089 4,086,089 4,101,807 41.00
43,00 [04300[NURSERY 1,001,487 1,001,487 1,001,487 43.00
44.00 [04400[SKILLED NURSING FACILITY 3,885,799 3,885,799 3, 886,281| 44.00
ANCTLLARY SERVICE. COST CENTERS. o e e
50.00 05000(OPERATING ROOM 22,509,218 22,509,218 22,585,270 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 2,831,316 2,831,316 2,831,316 52.00
53.00 |05300|ANESTHESIOLOGY 931,113 931,113 931,113| 53.00
54.00 |05400| RADIOLOGY~-DIAGNOSTIC 15,264,616 15,264,616 15,264,616 54.00
60.00 {06000[ LABORATORY 9,114,281 9,114,281, 9,114,281| 60.00
62.00 {06200/ WHOLE BLOOD & PACKED RED BLOOD CELLS 1,777,789 1,777,789 1,777,78%| 62.00
65.00 {06500 RESPIRATORY THERAPY 3,635,446 0 3,635,446 3,645,984 65.00
66.00 |06600| PHYSICAL THERAPY 3,093,087 0 3,093,087 3,093,087 66.00
67.00 |06700 OCCUPATIONAL THERAPY 1,002,292 0 1,002,292 1,002,292 67.00
68.00 |06800 SPEECH PATHOLOGY 465,917 0 465,917 465,917| 68.00
69.00 |069001 ELECTROCARDIOLOGY 4,354,492 4,354,492 4,365,857 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 619,099 619,099 626,552 70.00
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 8,917,244 8,917,244 8,917,244 71.00
72.00 |07200| IMPL. DEV. CHARGED TO PATIENTS 12,401, 668 12,401, 668 12,401,668 72.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 20,705,144 20,705,144 20,705,144 73.00
74.00 |07400| RENAL DIALYSIS _ 946,770 946,770 946,770| 74.00
OUTPATIENT: SERVICE, €0ST CENTERS:: i 3
88.00 [08800[ RURAL HEALTH CLINIC ,076,949 1,076,949 0 1,076,949| 88.00
91.00 09100 EMERGENCY 10,457,400 10,457,400 222,186 10,679,586 91.00
92.00 [09200| OBSERVATION REDS (NON-DISTINCT PART) 7,543,009 7,543,009 7,543,009| 92.00
OTHER-REIMBURSARLE - €OST “CENTERS = it i
101, 0010100 HOME_HEALTH AGENCY 6,827,147] 101.00
ISPEGLAL PURPOSE -COST. CENTERS . .ooonih s T
113.00{11300] INTEREST EXPENSE 113.00
116. 00{11600} HOSPICE 3,982,492 3,982,491 3,982,491(116.00
200. 00| subtotal (see instructions) 204,862,329 0 204,862,329 363,360 205,225,689)200.00
201. 00 Less Observation Beds 7,543,009 7,543,009 7,543,009(201.00
202. 00f Total (see instructions) 197,319,320 0 197,319,320 363,360, 197,682,680)202.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CoN: 140015 |Period:
From 10/01/2011
To 09/30/2012

wWorksheet C

part I

Date/Time Prepared:
2/28/2013 2:41 pm

PPS

ITNFAT
30.00 |03000|ADULTS & PEDIATRICS
31.00 |03100| INTENSIVE CARE UNIT
40.00 [04000| SUBPROVIDER - IPF

41.00 [04100|SUBPROVIDER -~ IRF

43.00 (04300; NURSERY

4400 [04400/ SKILLED MURSING FACILITY

IENT RobiINE-éﬁRVfCEvCGST~CENTEE§

55,604,365
28,929,735
20,149,452
4,875,727
2,707,980
4,400,105

55,604, 365
28,929,735
20,149,452
4,875,727
2,707,980
4,400,105|

ANCILEARY. SERVICE. COST CENTERS. iy

50.00 |05000 OPERATING ROOM

52.00 {05200{ DELIVERY ROOM & LABOR ROOM
53.00 [05300| ANESTHESIOLOGY

54.00 |05400( RADIOLOGY-DIAGNOSTIC

60.00 {06000| LABORATORY

62.00 |06200|WHOLE BLOOD & PACKED RED BlLOOD CELLS

65.00 |06500| RESPIRATCRY THERAPY
66.00 |06600| PHYSICAL THERAPY

67.00 |06700} OCCUPATIONAL THERAPY
68.00 |06800| SPEECH PATHOLOGY
69.00 |06%900| ELECTROCARDIOLOGY
70.00 |07000| ELECTROENCEPHALOGRAPHY

71.00 |07100| MEDICAL SUPPLIES CHARGED TOQ PATIENTS
72.00 |07200{IMPL. DEV. CHARGED TO PATIENTS

73.00 [07300{DRUGS CHARGED TO PATIENTS
74.00 (07400 RENAL DIALYSIS

“31,727,096

3,667,958
5,696,320
18,089,450
26,156,937
3,207,960
5,907,837
4,944,643
2,967,961
1,147,914
24,762,160
218,050
22,516,322
23,101,758
49,339,076
1,912,045

450,719
7,791,074
82,894,535
44,210,190
1,355,343
2,790,078
1,067,233
218,558
532,287
29,921,551
2,506,472
22,044,010
10,135,120
47,226,170
288,280,

43,357,743

65,084,839
4,118,677
13,487,394
100,984,045
70,367,127
4,563,303
8,697,915
6,011,881
3,186,519
1,680,201
54,683,711
2,724,522
44,560,332
33,236,878
96,565,249
2,200,325

COoOLLDOLDOLOCOOD OO0 O

.200116
.373130
. 214416

.345844

.687433
.069036
.151159
.129525
.389584
.417968
.514496
.314541
.277298
079631

227232

430286

.000000| 50.00
.000000| 52.00
.000000| 53.00
.000000| 54.00
.000000| 60.00
.000000| 62.00
.000000| 65.00
.000000| 66.00
.000000| 67.00
.000000| 68.00
.000006| 69.00
.000000| 70.00
.000000| 71.00
.000000| 72.00
.000000| 73.00
000000] 74.00

COO0ODLOLDOoODOOLDDOoDOOD

OUTPATTENT BERVICE 05T CENTERS.

88.00 [08800|RURAL HEALTH CLINIC
91.00 |09100| EMERGENCY

§2.00 |09200 OBSERVATION BEDS (NON-DISTINCT PART}

0
7,784,723
2,538,744

806,633
24,289,309

11,516,408

806,633
32,074,032
14,055,150

326039

336672

0.000000( 91.00

OTHER -REIMAURSARLE €COST CENTERS

000000] 92.00

5,171,511

5,171,511]

l101.00

101.00 HOME HEALTH AGENCY
SPECTAL PURPOSE:COST CEM

113.00 11300 INTEREST EXPENSE
116.00/11600| HOSPICE

200.00 subtotal (see instructions)
201..00 Less Observation Beds
202,00 Total (see instructions)

0
342,354,323

342,354,323

3,593,324
342,166,608

342,166,608

3,593,326
684,520,931

684,520,931

113.00
116.00
200.00
201.00
202.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

0 of Form €MS-2552-10

COMPUTATION OF RATIO OF COSTS T(Q CHARGES

Provider CCN: 140015

Period:
From 10/01/2011
To  09/30/2012

worksheet C

Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIII

Hospital

PES

30.00 03000 ADULTS & PEDIATRICS
31.00 |03100| INTENSIVE CARE UNIT
40.00 |04000| SUBPROVIDER - IPF
41,00 |04100| SUBPROVIDER - IRF
43,00 04300 NURSERY

44.00 {04400 SKILLED NURSING FACILITY
ANGILUARY: SERVICE [COST CENTERE -

347013

50.00 05000 OPERATING ROOM 0 50.00
52.00 [05200|DELIVERY ROOM & LABOR ROCM 0.687433 52.00
53.00 |05300{ ANESTHESIOLOGY 0.069036 53.00
54.00 05400 RADIOLOGY-DIAGNOSTIC 0.151159 54.00
60.00 |06000| LABORATORY 0.129525 60.00
62.00 |06200(WHOLE BLOOD & PACKED RED BLOOD CELLS 0.389584 62.00
65.00 (06500 RESPIRATORY THERAPY 0.419179 65.00
66.00 [06600| PHYSICAL THERAPY 0.514496 66.00
67.00 (06700 OCCUPATIONAL THERAPY 0.314541 67.00
68.00 {06800| SPEECH PATHOLOGY 0.277298 68.00
62.00 |06900| ELECTROCARDIOLOGY 0.079838 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0.229968 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TQ PATIENTS 0.200116 71.00
72.00 (07200/IMPL. DEV. CHARGED TO PATEENTS 0.373130 72,00
73.00 |07300{ DRUGS CHARGED TO PATIENTS 0.214416 73.00
74.00 |07400[ RENAL DIALYSIS 0.430286 74,00
[ ATLENT SERVICE £0ST CENTERS SR
88.00 08800 RURAL HEALTH CLINIC .
91.00 09100 EMERGENCY 0.332967 91.00
SERVATION BEDS (NOI INCT PART) 0.536672) 92.00
INBURSABLE COGT. € A :
101.00, 10100] HOME HEALTH_AGENCY 101.00
e RS St CENTE
113. 0011300 INTEREST EXPENSE 113.00
116. 00{11600| HOSPICE 116.00
200.00 subtotal (see instructions) 200.00
201.00 Less Observation Beds 201.00
202.00 Total {see instructions) 202.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form ¢M5-2552-10

COMPUTATION OF RATIO OF €OSTS TO CHARGES

Provider CCN: 140015

Period:
From 10/01/2011
To 09/30/2012

worksheet ¢

Part T

Date/Time Prepared:
2/28/2013 2:41 pm

Cost

Hospital
g8

EN 5

30.00 |03000{ ADULTS & PEDIATRICS
31.00 |03100{ INTENSIVE CARE UNIT
40.00 |04000| SUBPROVIDER - IPF

41.00 [04100| SUBPROVIDER - IRF

43.00 |04300{ NURSERY

44.00 [04400| SKILLED NURSING FACILITY

38,881,494
9,293,374
9,257,598
4,086,089
1,001,487
3,885,799

38,88

9,293,374
9,257,598
4,086,089
1,001,487
3,885,799,

oo o o ol

QOO OO O
=
st
=
=3

ANCILLARY SERVICE COST CENTER

50.00 05000/ OPERATING ROOM 22,509,218 22,509,218 0
52.00 |05200i DELIVERY ROOM & LABOR ROOM 2,831,316, 2,831,318 0
53.00 |05300{ ANESTHESIOLOGY 931,113 931,113 0
54.00 [05400( RADIOLOGY-DIAGNOSTIC 15,264,616 15,264,616 0
60.00 |06000] LABORATORY 9,114,281 9,114,281 0
62.00 |06200| WHOLE BLCOD & PACKED RED BLOOD CELLS 1,777,789 1,777,789 0
65.00 |06500{ RESPIRATORY THERAPY 3,635,446 0 3,635,446 0
66.00 |06600| PHYSICAL THERAPY 3,003,087 0 3,093,087 0
67.00 (06700) OCCUPATIONAL THERAPY 1,002,292 0 1,002,292 0
68.00 |06800| SPEECH PATHOLOGY 465,917 0 465,917 0
69.00 [06900| ELECTROCARDIOLOGY 4,354,492 4,354,492 0
70.00 |07000| ELECTROENCEPHALOGRAPHY 619,099 619,099 0
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 8,917,244 8,917,244 0f
72.00 |07200{ IMPL. DEV. CHARGED TO PATIENTS 12,401,668 12,401, 668 0
73,00 [07300| DRUGS CHARGED TO PATIENTS 20,705,144 20,705,144 0
74.00 |07400| RENAL LYSIS 946,770, 946,770 0

000000 Od o o,
o
&
o
(=]

OUTPATEENT.

88.00 |08800| RURAL HEALTH CLINTIC 1,076,949 1,076,949 O} 88.00
91.00 |09100| EMERGENCY 10,457, 400§ 10,457,400 0 91.00
92.00 |09200| OBSERVATION BEDS ngN—DIST CT_PART) 7,543,009 7,543,009 92.00

101. 00{10100 HOME HEALTH AGENCY

ETHER&RE;MEQRSAELEiﬁOST?C3NT£
SPECIAL PURPOSE 'COST. CENTE

113.00{11300| INTEREST EXPENSE
116.00/11600| HosPICE

200. 00 subtotal (see +instructions)
201. 00 Less Observation Beds
202. 00 Total (see instructions)

3,982,491
204,862,329
7,543,009

197,319,320

[

3,982,491

204,862,329 0,
7,543,009

197,319,320 0f

[~
L
o
(=]
o
[=1

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 140015 | Period: worksheet C

From 10/01/2011| part I

To 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
cost

Hospital

TNPATIENT ROUTINE BER

30.00 {03000/ ADULTS & PEDIATRICS 55,604,365 55,604, 365 ) 30.00

31.00 |03100| INTENSIVE CARE UNIT 28,929,735 28,929,735 31.00

40.00 |04000| SUBPROVIDER - IPF 20,149,452 20,149,452 40.00

41.00 |04100| SUBPROVIDER - IRF 4,875,727 4,875,727 41.00

43,00 |04300| NURSERY 2,707,980 2,707,980 43.00

44.00 |04400| SKILLED NURSING FACILITY ] i 4,400,105 4,400,105 44.00
ANCTLLARY SERVICE COST-CENTERS i tios i et Lo o '

50.00 |05000] OPERATING ROOM 31,727,006 43,357,743 65,084,830 345844 ~000000| 50.00

0 0
52.00 |05200{ DELIVERY ROOM & LABOR ROOM 3,667,958 450,719 4,118,677 0.687433 0.000000| 52.00
53.00 |05300| ANESTHESIOLOGY 5,696,320 7,791,074 13,487,394 0.069036 0.000000| 53.00
54.00 |05400| RADIOLOGY~DIAGNOSTIC 18,089,450 82,894,595 100,984,045 0.151159 0.000000| 54.00
60.00 |06000| LABORATORY 26,156,937 44,210,190 70,367,127 0.129525 0.000000| 60.00
62.00 [06200/WHOLE BLOOD & PACKED RED BLOOD CELLS 3,207,960 1,355,343 4,563,303 0.389584 0.000000| 62.00
65.00 [06500| RESPIRATORY THERAPY 5,907,837 2,790,078 8,697,915 0.417968 0.000000| 65.00
66,00 [06600| PHYSICAL THERAPY 4,944,648 1,067,233 6,011, 881 0.514496 0.000000| 66.00
67.00 |06700 OCCUPATIONAL THERAPY 2,967,961 218,558 3,186,519 0.31454] 0.000000| 67.00
68.00 [06800 SPEECH PATHOLOGY 1,147,914 532,287 1,680,201 0.277298 0.000000; 68.00
69.00 |06900 ELECTROCARDIOLOGY 24,762,160 29,921,551 54,683,711 0.079631 0.000000; 69.00
ELECTROENCEPHALOGRAPHY 218,050 2,506,472 2,724,522 0.227232 ‘0.000000| 70.00
MEDICAL SUPPLIES CHARGED TO PATIENTS 22,516,322 22,044,010 44,560,332 0.200116 0.000000| 71.00
IMPL. DEV. CHARGED TO PATIENTS 23,101,758 10,135,120 33,236,878 0.373130 0.000000| 72.00
DRUGS CHARGED TO PATIENTS 49,339,076 47,226,170 96,565,246 0.214416 0.000000, 73.00
RENAL DIALYSIS 1,912,045 88,280 0 000 74.00
TIENT BERVICGE €0ST LENTERS o et :
RURAL HEALTH CLINIC 806,633 806,633 .335116 0.000000| 88.00
EMERGENCY 24,289, 309 32,074,032 . 326039 0.000000( 91.00

OBSERVATION BEDS (NON-DISTINCT PART)

el AL e 11,516,409
OTHER REIMBURSABLE. COST CENTERG - - S

536672

0.000000] 22.00

101.00[10100] HOME HEALTH AGENCY ! 0l 5,171,511 5,171,511 | 101,00
[EFECTAL- PURPOSE COST. CENTERS 7. : T T I
113.00|11300| INTEREST EXPENSE 113.00
11.6.00| 11600 HOSPICE 0 3,593,326 3,593,329 116.00
200.00 Subtotal (see instructions) 342,354,323 342,166,608 684,520,931 200.00
201,00 Less Ohservation Beds 201.00
202.00 Total (see instructions) 342,354,323 342,166,608 684,520,931 202.00

MCRIF32 ~ 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form cM$-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 140015

period:
From 10/01/2011
To  09/30/2012

worksheet C

Part I

pate/Time Prepared:
2/28/2013 2:41 pm

Hospital

Co

SING FACILITY

E COST CENTERS. i

50.00 |05000| OPERATING ROOM 0. 000000 50.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 0.000000 52.00
53.00 |05300{ ANESTHESIOLOGY 0.000000 53,00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0.000000) 54,00
60,00 {06000| LABORATORY 0.000000 60.00
62.00 (06200 WHOLE BLOOD & PACKED RED BLOOD CELLS 0.000000 62.00
65.00 (06500 RESPIRATORY THERAPY 0.000000 65.00
66.00 [06600| PHYSICAL THERAPY 0.000000 66.00
67.00 [06700| OCCUPATIONAL THERAPY 0.000000 67.00
68.00 |06800(SPEECH PATHOLOGY 0.000000 68.00
69.00 [06900| ELECTROCARDIOLOGY 0.000000 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0.000000 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.000000 71.00
72.00 [07200|IMPL. DEV. CHARGED TO PATEENTS Q. 000000 72.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 0.000000 73.00
74.00 [07400| RENAL DIALYSIS 0.000000 74.00
GUTPATIENT SERVICE COST CENTERS S
88,00 RURAL HEALTH CLINIC 0. 000000 88.00
91.00 EMERGENCY 0.000000 91.00

. 000000,

OBSERVATION BEDS (NON DISTINCT PART)

101. 00|10

113.00/ 11300 INTEREST EXPENSE
116.00|11600| HOSPICE

200.00 Subtotal {see instructions)
201.00 Less Observation Beds
202.00 Total (see instructions)

113.00
116.00
200.00
201.00
202.00

MCRTF32 ~ 3.6.137.0



Health Financial Systems

BLESSTNG HOSPITAL

In Lijeu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

Provider CCN: 140015

period:
From 10/01/2011
To  09/30/2012

worksheet D

part I

Date/Time Prepared:
2/28/2013 2:41 pm

1 OUTINE

30.00 (03000/ADULTS & PEDIATRICS 2,680, 346 0 2,680, 346 40,913
31.00 (03100 INTENSIVE CARE UNIT 727,493 727,493 5,242
40.00 |04000| SUBPROVIDER ~ IPF 537,388 0 537,388 11, 440
41.00 |04100| SUBPROVIDER -~ IRF 265,152 0, 265,152 4,949
43.00 |04300| NURSERY 66,556 66,556 2,483
44.00 |04400)SKILLED NURSING FACILITY 287,505 287,505 5,710
200.00 Total (1ines 30-199) 4,564, 440 4,564,440 70,737

MCRTF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

Inh Lieu of Form CMs-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

Provider CCN: 140015

Period: wWorksheet D

From 10/01/2011| Part I

To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Hospital PPS

Thpaeieh
Progran - day:

AT SROU ERVICE -COST CENTE

30.00 [D3000| ADULTS & PEDIATRICS 20,812 1,363,394 30.00
31.00 [03100| INTENSIVE CARE UNIT 3,100 430,218 31.00
40.00 |04000| SUBPROVIDER - IPF 1,925 90,417 40.00
41.00 |04100| SUBPROVIDER - IRF 3,480 186,458 41.00
43.00 |04300| NURSERY 0 0 43,00
44.00 |04400| SKILLED NURSING FACTLITY 4,569 230,049 44.00

Total (lines 30-199) 33,886 2,300,536 200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL Ih Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCN: 140015 |Period: worksheet n

From 10/01/2011 | part II

To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Title XVIII Hospital

&g SIhpatient
“ Progra
hi
ANCLEE: : ;
50.00 ;05000 3,347,574 65,084,839 0.051434 17,006,538 874,714( 50.00
52.00 [05200; DELIVERY ROOM & LABOR ROOM 139, 409 4,118,677, 0.033848 30,848 1,044 52.00
53.00 [05300| ANESTHESIOLOGY 176,702 13,487,394 0.013101 2,842,747 37,243] 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 3,274,274 100,984,045 0.032424 15,607,450 506,056| 54.00
60.00 [06000| LABORATORY 680,927 70,367,127 0.009677 15,676,075 151,697| 60.00
62,00 [06200(WHOLE BEOOD & PACKED RED BLOOD CELLS 38,426 4,563,303 0.008421 1,582,947 13,330] 62.00
65.00 [06500( RESPIRATORY THERAPY 188, 488 8,697,915 0.021670 5,289,765 114,629| 65.00
66.00 (06600 PHYSICAL THERAPY 188, 340 6,011,881 0.031328 1,511,859 47,364| 66.00
67.00 [06700| OCCUPATICNAL THERAPY 32,321 3,186,519 0.010143 616,984 6,258) 67.00
68.00 |06800( SPEECH PATHOLOGY 15,322 1,680,201 0.009119 380,205 3,467 68.00
69,00 |06900| ELECTROCARDIOLOGY 986,100 54,683,711 0.018033 13,481,457 243,111 65.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 70,333 2,724,522 0.025815 120,496 3,111| 70.00
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 393,561 44,560,332 0.008832 11,229,012 99,175| 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 401,389 33,236,878 0.012077 14,377,597 173,638| 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 700,769 96, 565,246 0.007257 29,817,424 216,385| 73.00
74.00 |07400| RENAL DIALYSIS 19,171 2,200,325 0 1,500,524 13,074| 74.00
[OUTPATIENT SERVICE COST CENTERS ; ' et R Rk
88.00 [08800| RURAL HEALTH CLINIC 55,745 806,633 0.069108 0 0| 88.00
91.00 |09100| EMERGENCY 717,320 32,074,032 0.022365 4,428,134 99,035| 91.00
92.00 [09200|OBSERVATION BEDS {NON-DISTINCT PART) 519,909 14,055,150 0.036991 1,844,975 68,247| 92.00
200.00 Total {1ines 50-199) 11,946,080, 559,088,730 137,345,037 2,671,578(200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL En Lieu of Form CM$-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 140015 | Period: worksheet D

From 10/01/2011 | Part, III

To 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

_Hospital
ed

; ROUTINE SERVICE COST CENTER
30.00 |03000| ADULTS & PEDIATRICS 3,080,373 0 0 0 3,080,373( 30.00
31.00 |03100{ INTENSIVE CARE UNIT 255,124 0 0 255,124( 31.00
40.00 [04000| SUBPROVIDER - IPF 232,766 0 0 0 232,766( 40.00
41.00 [04100|SUBPROVIDER - IRF 31,544 0 0 0] 31,544] 41.00
43,00 104300/ NURSERY 56,675 ¢ 0 56,675 43.00
44.00 {04400 SKILLED NURSING FACILITY 0 0 0 0| 44.00
200.00 Total (lines 30-192) 3,656,482 0f 0) 3,656,482(200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS Provider CCN: 140015 |Period: worksheet D

From 10/01/2011 | part III

To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

P

Title XVITT
(col Inp?
3]

Hospital

PATIEN ERV

50,812 1,566,935

30.00 |D3000|ADULTS & PEDIATRICS 40,913 0f 30.00
31.00 |03100{ INFENSIVE CARE UNIT 5,242 3,100 150,877 01 31.00
40.00 |04000; SUBPROVIDER - IPF 11,440 1,925 39,174 0| 46.00
41.00 [04100 SUBPROVIDER - IRF 4,949, 3,480 22,168 0| 41.00
43.00 [G4300| NURSERY 2,483 0 0 0| 43.00
44.00 (04400 SKILLED NURSING FACILITY 5,710f 4,569 0 0l 44.00
200.00 Total (lines 30-199) 70,737 33, 886 1,779,154 0]200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL En Lieu of Form CMS-2552-10
APPORTIOMMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH CODSTS Provider CCN: 140015 | Period: Worksheet D

From 10/01/2011| part IXIT

To  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm
PPS

Title XVIII Hospital

N7 ROUTINE SERVICE. COST CONTERG .
30.00 |03000/ADULTS & PEDIATRICS

0 0 .
31.00 |03100| INTENSIVE CARE UNIT 0 0 31.00
40.00 (04000| SUBPROVIDER - IPF 0 0 40.00
41,00 |04100| SUBPROVIDER ~ IRF 0 0 41.00
43.00 [04300| NURSERY 0 0 43,00
44,00 04400/ SKILLED NURSING FACILITY 0 0 44,00
200.00 Total (1ines 30-199) 0 0 200,00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

pProvider CCN: 140015

period:
From 10/01/2011
To  09/30/2012

worksheet D

Part Iv

Date/Time Prepared:
2/28/2013 2:41 pm

Hospital

oo

itle XVIIT

oth:

ANCILLARY “SERVICE COS

50.00 [05000[OPERATING ROOM

206,595 50,00

0 206,595 0f 0
52.00 |05200| DELIVERY ROOM & LABOR RODM 0 165, 51.8] 0 0 165,518| 52.00
53.00 [05300 ANESTHESIOLOGY 0 0 0 0 0f 53.00
54.00 |05400] RADIOLOGY-DIAGNOSTIC 0 0 296,190 0 296,190| 54.00
60.00 |06000| LABORATORY 0 0 104,889 0 104,889 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0] 62.00
65.00 (06500 RESPIRATORY THERAPY 0 0 O 0 0] 65.00
66.00 (06600| PHYSICAL THERAPY 0 0 0 0 0] 66.00
67.00 |06700|0CCUPATIONAL THERAPY 0 0 0 0 0] 67.00
68.00 06800} SPEECH PATHOLOGY 0 0 0 0 0] 68.00
69.00 |06900! ELECTROCARDIOLOGY 0 26,691 0 0 26,691] €9.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0} 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0} 71.00
72.00 |07200( IMPL. DEV. CHARGED TGO PATIENTS 0 0 0 0 0} 72.00
73.00 |07300[ DRUGS CHARGED TO PATIENTS 0 0 0 0 0| 73.00
74.00 |07400) RENAL DIALYSIS 0] 0 74.00
[OUTPATIENT -SERVICE COST:CENFERS
88.00 |08800| RURAL HEALTH CLINIC 0 0 0 0 0| 83.00
91.00 |09100( EMERGENCY 0f 135,708 0 0 135,708( 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 507,504 0 0 597,504| 92.00
200.00) Total (Tines 50-199) N 0 1,132,016 401,079 0 1,533,095(200.00

MCRIF32 - 3.6.137.0



Health Financiall Systems BLESSING HOSPITAL In Lieu of Form MS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCTILLARY SERVICE OTHER PASS Provider CCN: 140015 |Period: worksheet D
THROUGH COSTS From 10/01/2011 | part IV

To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

Hospital

GLEL WIEE COST CEN
50.00 |05000| OPERATING ROOM 206,595 65,084,839 0.003174 0.003174 17,006,538 50.00
52.00 |05200| DELIVERY ROOM & LABOR ROCM 165,518 4,118,677 0.040187 0.040187, 30,848| 52.00
53.00 |05300{ ANESTHESIOLOGY 0 13,487,394 0. 000000 0. 000000 2,842,747| 53.00
54,00 |05400( RADIOLOGY-DIAGNOSTIC 296,190 100,984,045 0.002933 0.002933 15,607,450( 54.00
60.00 |06000] LABORATORY 104,889 70,367,127 0.001491 0.001491] 15,676,075| 60.00
62.00 (06200 WHOLE BLOOD & PACKED RED BLOOD CELLS 0 4,563,303 0.000000 0.000000] 1,582,947| 62.00
65.00 |06500{ RESPIRATORY THERAPY 0 8,697,915 0.000000 (.. 000000 5,289,765] 65.00
66.00 (06600 PHYSICAL THERAPY 4] 6,011, 881 0000000, 0., 000000 1,511,859( 66.00
67.00 [06700| QCCUPATIONAL THERAPY 0 3,186,519 0.000000 0.000000 616,984| 67.00
68.00 [06800|SPEECH PATHOLOGY 0 1,680,201 0000040 0.0600000 380,205] 68.00
69.00 |06900| ELECTROCARDIOLOGY 26,691 54,683,711 0000488 0,000488 13,481,457( 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 2,724,522 0000000 0, 000000 120,496( 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 44,560,332 0.000000 0. 000000 11,229,012| 71.00
72.00 |07200| IMPL. DEV. CHARGED TO PATIENTS 0l 33,236,878 0. 000000 0. 000000 14,377,597} 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0f 96,565,246 0.000000 0. 000000 29,817,424 73.00
74.00 [07400[ RENAL DIALYSTIS 0 2,200,325 0. 000000, 0. 000000 1,500,524 74.00
OUTPATLENT SERVICE COST CENTERS -0 = : e
88.00 [08800{ RURAL HEALTH CLINIC 0 806,633 0.000000 0.000000 0| 88.00 .
91.00 |09100 EMERGENCY 135,708 32,074,032 0.004231 0.004231 4,428,134 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 597,504 14,055,150 0.042511 0.042511 1,844,975 92.00
200.00 Total (lines 50-199) 1,533,095 559,088,730 137,345,037|200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Liey of Form CMs-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCTLLARY SERVICE OTHER PASS Provider CCN: 140015 |Period: worksheet D
THROUGH COSTS From 10/01/2011 | part Iv

To  09/30/2012 ) Date/Time Prepared:
2/28/2013 2:41 pm

gl XVITT _
putpatient.s
p

tle

IANCTLLARY, SERVICE -COST CENTERS - Gt

50.00 {05000| OPERATING ROOM 10,110,205

52,00 |05200|DELIVERY ROOM & LABOR ROOM 2,757 3,859 .
53.00 |05300{ ANESTHESTOLOGY 1,086,744 1,521,441 0 0| 53.00
54.00 |05400) RADIOLOGY-DIAGNOSTIC 10,592,221 14,829,110 31,067 43,494| 54,00
60.00 |06000{ LABORATORY : 457,454 640,436] 682 955( 60.00
62.00 (06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 237,655 332,717 0 0| 62.00
65.00 |06500( RESPIRATORY THERAPY 0 559,189 782,865 0 0| 65.00
66.00 |06600! PHYSICAL THERAPY 0 118 164 0 0| 66.00
67.00 |06700{ OCCUPATIONAL THERAPY 0 521 729 0 0| 67.00
68.00 |06800( SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 6,579 4,545 140 6,363,195 2,218 3,105/ 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0f 313,941 439,517 0 ol 70.00
71.00 |07100(MEDICAL SUPPLIES CHARGED TO PATEENTS 0f 3,474,933 4,864,906 0 0| 71.00
72.00 (07200 IMPL. DEV. CHARGED TO PATIENTS 0 2,023,815 2,833,341 0 Q0| 72.00
73.00 [07300| DRUGS CHARGED TO PATIENTS O 7,300,789 10,221,104 0 Q0] 73.00
74.00 [07400| RENAL DIALYSIS 0 60,353 84,494 0 Q] 74.00

IOUTPATIENT BERVICE-COST CENTERS B R §

88.00 |08800| RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
91.00 (09100 EMERGENCY 18,735 2,305,175 3,227,245 9,753 13,654 91,00
92.00 09200/ OBSERVATION BEDS (NON-DISTINCT PART) 78,432 2,563,808 3,589,332 108, 990 152,586] 92.00
200. 00| Total (lines 50-199) 228,115 42,746,188 59, 844, 660, 175,742 246,039(200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL Inh Lieu of Form (Ms-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 | Period: Worksheet D

THROUGH COSTS From 10/01/2011| Part IV

To 09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm

PPS
ANCIELARY :SERVICE €OST
50,00 |05000[ OPERATING ROOM 0 0 0 0 50.00
52,00 |05200/DELIVERY ROOM & LABOR ROOM 0 0 0 0 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 53.00
54,00 |05400| RADIOLOGY~DIAGNOSTIC 0 0 0 0 54,00
60.00 |06000| LABORATORY 0 0 0 0 60,00
62.00 (06200 WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 62.00
65.00 (06500 RESPIRATORY THERAPY 0 0 0 0 65.00
66.00 (06600 PHYSICAL THERAPY 0 0f 0 0 66,00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0f 0 0 €8.00
69.00 [06900| ELECTROCARDIOLOGY 0 0 0 0 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 70.00
71.00 |07100/ MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 71.00
72.00 |07200: IMPL. DEV. CHARGED TQ PATIENTS 0 0 0 0 72.00
73.00 [07300| DRUGS CHARGED TQ PATIENTS 0 0 0 0| 73.00
74.00 |07400| RENAL DTIALYSI 0 0 0) 74,00
OUTPATVEENT SERVICE COST CENTERS i I o

88.00 (08800| RURAL HEALTH CLINIC 0f 0 0 0f 88.00
91.00 |09100| EMERGENCY 0f 0 0 0f 91,00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 92,00
200.00 Total (lines 50-199) 0 0 0 0 200.00

MCRIF32 - 3,6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMs-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 140015 |(Period: worksheet D

From 10/01/2011| Part vV,

To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

ital

RY: SERVICE COST. CENTERS: : i

PERATING ROOM 0.345844 7,221,575 10,110,205 0 0| 50.00

05200) DELIVERY ROOM & LABOR ROOM 0.687433 2,757 3,859 0 0| 52.00

05300 ANESTHESIOLOGY 0.069036| 1,086,744 1,521,441 0 0| 53.00

05400 RADIOLOGY-DIAGNOSTIC 0.151159 10,592,221 14,829,110 0 0| 54,00

06000| LABORATORY 0.129525 457,454 640,436 0 0| 60.00

06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0.389584 237,655 332,717 0 0| 62.00

06500{ RESPIRATORY THERAPY 0.417968 559,189 782,865 0 0| 65.00

06600] PHYSICAL THERAPY 0.514496 118 164 0 0| 66.00

06700 OCCUPATIONAL THERAPY 0.314541 521 729 0 0| 67.00

06800| SPEECH PATHOLOGY 0.277298 0 0 0 0| 68.00

06900| ELECTROCARDIOLOGY 0.079631 4,545,140 6,363,195 0 0| 69.00

07000{ ELECTROENCEPHALOGRAPHY 0.227232 313,941 439,517 0 0| 70.00

07100(MEDICAL SUPPLIES CHARGED TOQ PATIENTS 0.200116| 3,474,933 4,864,906 0 0 71.00

07200| IMPL. DEY. CHARGED TO PATIENTS 0.373130 2,023,815 2,833,341 0 0| 72,00

07300[ DRUGS CHARGED TO PATIENTS 0.214416 7,300,789 10,221,104 0 145,305| 73,00

07400 RENAL DIALYSIS 0.430286 60,353 84,494 0 0| 74.00
[OUTPATIENT: SERVICE (COST: CENTERS &

88.00 |08800[ RURAL HEALTH CLINIC .000000] 88.00

91.00 |09100( EMERGENCY 0.326039 2,305,175 3,227,245 0 0| 91.00

92.00 |09200| ORSERVATION BEDS (NON-DISTINCT PART) 0.536672 2,563,808 3,589,332 0 0 92.00

200.00 Subtotal (see instructions) 42,746,188 59,844,660 0 145,305|200.00

201.00 Less PBP Clinic Lab. Services-Program 0 0(201.00

only cCharges
202.00 Net Charges (Tine 200 +/- Tine 201) 42,746,188 59,844,660 0 145,305|202.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM$-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 140015 |pPeriod: Worksheet D

From 10/01/2011 [ Part v

To  09/30/2012 ] Date/Time Prepared:
2/28/2013 2:41 pm

[ANC Y. 1 OST-CENT i - ke o
50.00 |05000| OPERATING ROOM 2,497,538 3,496,554 0 0 50.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 1,895 2,653 0 0 52.00
53,00 |05300| ANESTHESIOLOGY 75,024 105,034 0 0 53.00
54,00 {05400| RADIOLOGY-DIAGNOSTIC 1,601,110 2,241,553 0 0 54.00
60.00 (06000| LABORATORY 59,252 82,952 0 0 60.00
62.00 [06200/WHOLE BLOOD & PACKED RED BLOOD CELLS 92,587 129,621 0 0j 62.00
65,00 [06500] RESPIRATORY THERAPY 233,723 327,213 0 ¢ 65.00
66.00 [06600| PHYSICAL THERAPY 61 84 0 0 66.00
67,00 |06700| OCCUPATIONAL THERAPY 164 229 4] 0 67.00
68.00 [06800|SPEECH PATHOLOGY 0 0f 0 0f 68.00
69,00 [06900] ELECTROCARDIOLOGY 361,934 506, 708] 0 0 6%.00
70.00 [07000| EL.ECTROENCEPHAL OGRAPHY 71,337 99,872 0 0f 70.00
71.00 |07100 MEDICAL SUPPLIES CHARGED TO PATIENTS 695,390 973, 546| 0 0 71.00
72.00 |07200{ IMPL. DEV. CHARGED TO PATIENTS 755,146 1,057,205 0 0 72.00
73.00 |07300[DRUGS CHARGED TO PATIENTS 1,565,406 2,191,568 0f 31,158 73.00
74,00 |07400) RENAL DIALYSIS 25,969 36,357 0 0 74.00
OUTPATEENT. SERVICE  EOST CENTERS - T
88.00 |08800| RURAL HEALTH CLINIC 0 0 0 0 88.00
91.00 |09100| EMERGENCY 751,577 1,052,208 0 0 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 1,375,924 1,926,294 0 0 92,00
200.00 Subtotal (see instructions) 10,164,037 14,229,651, 0 31,156 200.00
201.00 Less PBP Clinic Lab. Services-Program 0 201.00
only charges
202,00 Net charges (line 200 +/- Tine 201) 10,164,037 14,229,651 0 31,156 202.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATLENT ANCILLARY SERVICE CAPITAL COSTS

Provider CCN: 240015
Component CCN: 145015

Period:
From 10/01/2011
To 09/30/2012

worksheat D

Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIIT subprovider - PPS
IFF

50.00 (05000| OPERATING ROOM 3,347,574 65,084,839 0.051434 0
52.00 |05200(DELIVERY ROOM & LABOR ROOM 139,409 4,118,677 0.033848 0]
53.00 |05300| ANESTHESIOLOGY 176,702 13,487,394 0.013101 0
54.00 |05400{ RADIOLOGY-DIAGNOSTIC 3,274,274 100,984,045 0.032424 71,172
60.00 |06000] LABORATORY 680,927 70,367,127 0.009677 389,652
62.00 |06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 38,426 4,563,303 0.008421] 0|
65.00 |06500| RESPIRATORY THERAPY 188,488 8,697,915 0.021670 14,143
66.00 |06600( PHYSICAL THERAPY 188,340 6,011,881 0.031328 2,096
67.00 |06700| OCCUPATIONAL THERAPY 32,321 3,186,519 0.010143 593
68.00 |06800| SPEECH PATHOLOGY 15,322 1,680,201 0.009119 0
62.00 (06900| ELECTROCARDIOLOGY 986,100 54,683,711 0.018033 30,561
70.00 (07000| ELECTROENCEPHALOGRAPHY 70,333 2,724,522 0.025815 743
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 393,561 44,560,332 0.008832 8,187
72.00 |07200|IMPL. DEV. CHARGED TQ PATIENTS 401,389 33,236,878 0.012077 0
73.00 |07300{DRUGS CHARGED TO PATIENTS 700,769 96, 565, 246 0.007257 208,460
74.00 (07400 RENAL DIALYSIS 19,171 2,200,325 0.008713 4,326

GUTPATIENT  SERVICE TOST CENTERS i L SiTE T Geainha ERETE o
88.00 [DBBOO|RURAL HEALTH CLINIC 55,745 806,633 0.069108 0
91.00 [09100| EMERGENCY 717,320 32,074,032 0.02236%5 120,373
92.00 |[09200(0OBSERVATION BEDS (NON-DTSTINCT PART) ¢ 14,055,150 0. 000000 0
200,00, Total (1ines 50-199) 11,426,171 559,088,730 850,306

MCRIF32 -~ 3.6.137.0



Health Financial Systems BLESSTNG HOSPITAL In Lieu of Form €M5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATLENT ANCILLARY SERVICE OTHER PASS provider CCN: 140015 |Period: Worksheet b
THROUGH COSTS From 10/01/2011| Part Iv

Component CCN: 145015 [To 09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm

Title XVIII subprovider - PPS
— Ip
50.00 |05000{ OPERATING ROOM 0 206,595 0 0 206,595| 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 165,518 0 0 165,518| 52.00
53.00 (05300| ANESTHESTIOLOGY 0 0 0f 0 0] 53.00
54.00 (05400 RADIOLOGY-DIAGNOSTIC 0 0 296,190 0 296,190( 54.00
60.00 |06000 LABORATORY 0 0 104, 889 0 104,889| 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0] 62.00
65.00 |06500| RESPTRATORY THERAPY 0 0f 0 0 0] 65.00
66.00 |06600| PHYSTICAL THERAPY 0 0f 0 0 0| 66.00
67.00 (06700| OCCUPATIONAL THERAPY 0 0f 0 0 0| 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900 ELECTROCARDIOLOGY 0 26,691 0 0 26,691 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0f 0 0 0| 70.00
71.00 |07100; MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0f 0 0 0| 71.00
72.00 [07200{ IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0| 72.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 0 0 0 0 0| 73.00
74.00 {07400) RENAL DIALYSIS 0, 0 0 Q0 0| 74.00
QUIPATEENT. SERVICE:COST CENTERS
88.00 [08800| RURAL HEALTH CLINIC 0 0 0| 88.00
91.00 |09100| EMERGENCY 0 135,708 0 0 135,708| 91.00
92.00 |09200{ OBSERVATION BEDS (NON-DISTINCT PART) 0f 0 0 0 0l 92.00
200. 00 Total (lines 50-199) 0 534,512 401,079 0 935,591200.00

MCRIF32 - 3.6,137.0



Health Financial Systems

BLESSING HOSPTTAL

In Lieu of Form (M$S-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 140015
Componant CCN: 145015

Period:
Erom 20/01/2011
To  09/30/2012

worksheet D

Part Iv

Date/Time Prepared:

2/28/2013 2:41 pm

Title XVILII

subprovider -
IPF

PPS

18

ANCTLLARY SERVICE :COST EENTERS

50.00 |05000| OPERATING ROOM

52.00 |05200|DELIVERY ROOM & LABOR ROOM

53.00 |05300] ANESTHESIOLOGY

54.00 |05400[ RADIOLOGY-DIAGNOSTIC

60.00 |06000( LABORATORY

62.00 (06200 WHOLE BLOOD & PACKED RED BLOOD CELLS
65.00 (06500 RESPIRATORY THERAPY

66.00 |06600 PHYSICAL THERAPY

67.00 (06700| OCCUPATIONAL THERAPY

68.00 [06800|SPEECH PATHOLOGY

69.00 (06900 ELECTROCARDIOLOGY

70.00 |07000] ELECTROENCEPHALOGRAPHY

71.00 |07100| MEDICAL SUPPLIES CHARGED TOQ PATIENTS
72.00 |07200|IMPL. DEV. CHARGED TQ PATIENTS
73.00 |07300|DRUGS CHARGED TO PATIENTS

74.00 |07400| RENAL DIALYSIS

206,595

165,518
O
296, 190|
104,889

26,69

COoOOOOmROODSOD

65,084,839
4,118,677
13,487,394
100,584,045
70,367,127
4,563,303
8,697,915
6,011, 881
3,186,519
1,680, 201
54,683,711
2,724,522
44,560,332
33,236,878
96,565,246

RN RN =N =R =R =R R =)

.003174
. 040187
. 000000
002933
.001491
.000000
. 000000
000000
000000
0006000
000488
000000
000000
. 000000
.000000
000000

.003174
.040187
.000000
.002933
.001491
. 000000
060000
. 000000
000000
000000
000483
000000|
. 000000
. 000000,
. 000000
. 000000

SO0 0000000 O

71,172
389,652
0

14,143
2,096
593

0
30,561
743
8,187

0
208,460
4,326

[=R==13

[BUTPATIENT SERVICE GOST CERTERS - .

2,200,325

88.00 |[08800| RURAL HEALTH CLINIC

91.00 |09100| EMERGENCY

92.00 |09200{ OBSERVATION BEDS (NON-DISTINCT PART)
200,00 Total (1ines 50-199)

0
135,708
0

535,591

806,633
32,074,032
14,055,150

559,088,730

. 000000 0.000000
004231 0.004231
. 000000 0. 000000

120,373
0
850, 306

5

MCRIF3Z2 - 3.6.137.0



Health Fimancial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/QUTPATTENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 |Period: worksheet D
THROUGH COSTS From 10/01/2011( rpart Iv

Component CCN: 145015 |To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Title XVIII Subprovider - PPS
pE |
50.00 |05000| OPERATING ROOM 1] 0 0 0 0| 50.00
52.00 |05200/ DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300{ ANESTHESIOLOGY 0 0 0 0 0 53.00
54.00 |05400 RADIOLOGY-DIAGNOSTIC 209 4,326 0 13 0| 54.00
60.00 (06000 LABORATORY 581 0 0 0 0| 60.00
62.00 [06200|WHOLE BLOOD & PACKED RED BRLOOD CELLS 0 0f 0 0 0l 62.00
65.00 [06500{ RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0| 0 0 0| 67.00
68.00 |06800| SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 15 0 0 0 0| 69.00
70.00 |07000( ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 {07100/ MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
72.00 |07200/IMPL. DEV. CHARGED TQ PATIENTS 0 0 0 0 0| 72.00
73.00 (07300 DRUGS CHARGED TO PATIENTS 0 779 0 0f 0| 73.00
74.00 [07400| RENAL DIALYSIS 0 0 0 0 0| 74.00
OUTPATIENT (SERVICE COST CENTERS. s
88.00 |08800|RURAL HEALTH CLINIC G 0 0 0] 0f 88.00
91.00 |09100| EMERGENCY 509 0 0 0] 0| 91.00
92.00 {09200/ OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0| 0| 92.00
200,00 Total (1ines 50-199) 1,314 5,105 0 13 0(200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In tieu of Form cms-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCMN: 140015 |Period: worksheet D

THROUGH COSTS From 10/01/2011 | Part Iv

Component CCN:14s015 |To  09/30/2012 [ pate/Time Prepared:
2/28/2013 2:41 pm

Title XVIII Subprovider - PPS
IPF
RIS
AN ; !
50.00 |05000| OPERATING ROOM 0 0 0f 0f 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0f 0| 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0f 0| 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 0 G 0f 0f 54.00
60.00 |06000| LABORATORY 0 0f 0f 0f 60.00
62.00 (06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0y 0f 0f 62.00
65.00 |06500| RESPIRATORY THERAPY 0 0f 0f 0 65.00
66.00 (06600 PHYSICAL THERAPY 0 0f 0 0 66.00
67.00 (06700|0CCUPATIONAL THERAPY 0 0f 0 0 67.00
68.00 (06800 SPEECH PATHOLOGY 0 0f 0 0 68.00
69.00 (06900 ELECTROCARDIOLOGY 0 0f 0 0 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0f 0 0 70.00
71.00 (07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0f 0 0 71.00
72.00 |07200|{IMPL. DEV. CHARGED TO PATIENTS 0 0f 0 0 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0f 0 0 73.00
74.00 [07400| RENAL DIALYSIS 0 0f 0 0 74.00
OUTPATIENT SERVICE COSTCENTERS
88.00 |08B800[RURAL HEALTH CLINIC 0 0 88.00
91.00 |09100| EMERGENCY 0f 0 0 0 91.00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART} 0f 0 0 0 92.00
200.00 Total (Tines 50-199) 0f 0 0 0 200.00

MCRIF32 - 3.6.137.0



HeaTth Financial Systems

BLESSING HOSPITAL

In Lie

) of Form €MS-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND WACCINE COST

Provider CCN: 140015
Component CCN: 145015

Period:
From 10/01/2011
To  09/30/2012

worksheet D

Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIII

Subprovidar -
IPE

PPS

62.00 |06200
65.00 |06500
66.00 |06600
67.00 106700
68.00 |06800
69.00 06900
70.00 (07000
71,00 (07100
72.00 (07200
73.00 (07300
74.00 (07400

DELIVERY ROOM & LABOR ROOM
ANESTHESEOLOGY

RADIOLOGY-DTAGNOSTIC

LABORATORY

WHOLE BILLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSTCAL THERAPY

QCCUPATIONAL THERAPY

SPEECH PATHOL.OGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDTCAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS

DRUGS CHARGED TO PATIENTS

RENAL DIALYSIS

1oL OOCoOCOoOOoOOOC

. 345844
.687433
. 069036
.151159
.129525
.389584
417968
.514496|
. 314541
L277298
.079631)
.227232
. 200116
.373130
.214416

4,32

-~
i ~
e oo oot OO o

CoOCoOoOOO oo oo oS

CCo OO oo oo oo oo

COO0CLLLLLLLOCOOo
2]
[=}]
Qo
(=3

OUTPATEENT. SERVICE COST CENTERS

430286

88.00 |08800
91,00 |09100
92.00 (092004

RURAL HEALTH CLINIC

EMERGENCY

OBSERVATION BEDS (NON-DISTIMCT PART)
Subtotal (see instructions)

Less PBP Clinic Lab. Services-Program
on'ly Charges

Net Chargas (line 200 +/- Tine 201)

oo o

~000000]
.326039
. 536672

oo
o e e o}

[ =)
N
(=
(=]
[=}
o

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM$-2552-10
APPORTIOMMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 140015 |Period: worksheet D

From 10/01/2011 | Part v

Component, CCN: 145015 |To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

TitTe XVIiE Subprovider - PPS
50.00 |05000| OPERATING ROOM 0 0 0 0 50.00
52,00 |05200| DELIVERY ROOM & LABOR ROOM 0 0 0 0 52.00
53.00 |05300| ANESTHESIOLOGY 0 Of 0 0 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 654 0 0 0 54,00
60.00 06000 LABORATORY 0] 0 0 0 60,00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 62.00
65.00 |06500( RESPIRATORY THERAPY 0f 0 0 0 65,00
66.00 (06600 PHYSICAL THERAPY 0f 0 0 0 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 67.00
68.00 |06800| SPEECH PATHOLOGY 0 0 0 0 63.00
69,00 |06900| ELECTROCARDIOLOGY 0 0 0 0 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 ) 0 71,00
72,00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 167 0 0 0 73.00
74.00 [07400| RENAL DIALYSIS 0 0 74.00
OUTPATIENT SERVICE €OET TR
88.00 [0BBOO[RURAL HEALTH CLINIC 0 0 0 0 88.00
91.00 (09100 EMERGENCY 0 0 0 4] 91.00
92.00 (09200|OBSERVATION BEDS (WNON-DISTINCT PART) 0 0 0 0 92.00
200.00 subtetal (see instructions) 821 0 0 0 200.00
201.00 Less PBP Clinic Lab, Services-Program 0 201.00
only Charges
202.00 Net Charges (1ine 200 +/- Tine 201) 821 0 0 0 202.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING

HOSPITAL

In Lieu of Form (MS-2552-10

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

Provider CCN: 140015
componenht CCN: 14T0L5

Period:
From 10/01/2011
To 09/30/2012

worksheet D
Part II

Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIIX

Subprovider -

PPS

IRF
hardes||
ANE. " SERVICE: €08 e DEie LR T e
50.00 |05000; OPERATING ROOM 3,347,574 65,084,839 0.051434 18,497 951
52.00 |05200{ DELIVERY ROOM & LABOR ROOM 139,409 4,118,677 0.033848 0 1]
53.00 |05300( ANESTHESIOLOGY 176,702 13,487,394 0.013101 3,444 45
54.00 |05400| RADIOLOGY-DIAGNOSTIC 3,274,274] 100,984,045 0.032424 314,783 10,207
60.00 [06000] LARBORATORY 680,927 70,367,127 0.009677 426,716 4,129
62.00 |06200| WHOLE BLOOD & PACKED RED BLOOD CELLS 38,426 4,563,303 0.008421) 21,633 182
65.00 [06500| RESPIRATORY THERAPY 188,488, 8,697,915 0.021670 92,109 1,996
66.00 |06600| PHYSICAL THERAPY 183, 340 6,011,381 0.031328 1,292,391 40,488
67.00 |06700| OCCUPATIONAL THERAPY 32,321 3,186,519 0.010143
68.00 |06800|SPEECH PATHOLOGY 15,322 1,680,201 0.009119
69.00 |06800] ELECTROCARDIOLOGY 286, 100] 54,683,711 (.018033
70.00 [07000| ELECTROENCEPHALOGRAPHY 70,333 2,724,522 0.025815
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 393,561 44,560,332 0.,008832
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 401,389 33,236,878 0.012077
73.00 [07300| DRUGS CHARGED TO PATIENTS 700,769 96,565,246 0.
74.00 (07400, RENAL DIALYSIS 19,171 2,200,325 0,
IOUTPATIENT SERVICE T CENTER B b = R
88.00 |08800| RURAL HEALTH CLINIC 55,745 806,633 . 069108
91.00 [09100| EMERGENCY 717,320 32,074,032 022365
92,00 [09200{ OBSERVATION BEDS {(NON-DISTINCT PART) 0 14,055,150 0. 000000
200. 00| Total (Tines 50-199) 11,426,171 559,088,730 4,612,356 80,209

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

.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSTNG HOSPITAL In Liew of Form CMS5-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 |Period: worksheet D

THROUGH COSTS From 10/01/2011| part Iv

compohent CCN:14TOL5 | To 09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm
Title XvIII subprovider - PPS

_IRF

ARY . SERVIE
50.00 |05000| OPERATING ROOM 0 206,595 0 0f 206,595%| 50.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 0 165, 518 0 0 165,518| 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0| 33.00
54.00 |05400{ RADTOLOGY-DIAGNOSTIC 0 0 296,190 0 296,190| 54.00
60.00 [06000) LABORATORY 0 0f 104, 839 0f 104,889| 60.00
62.00 [06200{ WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
65.00 [06500{ RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 [06600{ PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 [06700{ OCCUPATIONAL THERAPY 0 0f 0 0 0| 67.00
68.00 |06800| SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 26,691 0 0 26,691 69.00
70.00 |07000[ ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 |07100[MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
72.00 |07200[ IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0| 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0| 73.00
74.00 [07400] RENAL DIALYSIS - 0 0 0 0 0] 74.00
OUTPATIENT: SERVICE “COST CENTERS i
88.00 |08800| RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
91,00 |09100| EMERGENCY 0 135,708 0 0 135,708| 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0| 92.00
200.00 Total (lines 50-199) 4] 534,512 401,079 0 935,591|200.00

MCRIF32 - 3.6.137.0



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

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 |Period: worksheet D
THROUGH COSTS From 10/01/2011 | Ppart IV

componant CCN: 1471015 [To  0%/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Title XVIII Subprovider - PPS

05000 206,595 65,084,839 0.003174 0.003174 50.00

. 05200 DELIVERY ROOM & LABOR ROOM 165,518 4,118,677 0.040187| 0.040187| 52.00
53.00 |05300|ANESTHESIOLOGY 0 13,487,394 0.000000 0. 000000 53.00
54.00 (05400) RADIOLOGY-DIAGNOSTIC 296,190 100,984,045 0.002933 0.002933 54,00
60.00 |06000; LABORATORY 104,889 70,367,127 0.001491 0.001491f 60.00
62.00 06200/ WHOLE BLOOD & PACKED RED BLOOD CELLS 0 4,563,303 0. 000000 0.000000] 62.00
65.00 [06500( RESPIRATORY THERAPY 0 8,697,015 0. 000000 0.000000 65.00
66.00 (06600 PHYSICAL THERAPY 0 6,011,881 0.000000 0.000000 66.00
B7.00 |06700{ OCCUPATIONAL THERAPY 0 3,186,519 0.000000 0. 000000 67.00
68.00 [06800| SPEECH PATHOLOGY 0 1,680,201 0.000000 0. 000000 68.00
69.00 [06900| ELECTROCARDIOLOGY 26,691 54,683,711 0.000488 0.000488 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0 2,724,522 0.000000 0. 000000 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TOQ PATIENTS 0 44,560,332 0.000000 0. 000000 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 33,236,878 0. 000000 0.000000 72.00
73.00 |07300{ DRUGS CHARGED TO PATIENTS 0 96,565,246 0. 000000 0. 000000 73.00
74.00 |07400| RENAL DIALYSIS 0 2,200,325 0. 000000, 0. 000009 74.00

OUTPATIENT SERVICE:COST CENTERS & . : o B =

88.00 |08800| RURAL HEALTH CLINIC 0] 806,633 . 000000 . 000000 0| 88.00
91.00 |09100| EMERGENCY 135,708 32,074,032 0.004231 0.004231 16,992| 91.00
92.00 |09200| OBSERVATION BEDS {NON-DISTINCT PART) 0 14,055,150 0.000000 0. 000000 0| 92.00
200.00 Total (lines 50-199) 935,591 559,088,730 4,612,356(200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form ¢M5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATEENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 | period: worksheet D
THROUGH €OSTS From 10/01/2011| Part IV

Compenent CCN: 147015 |To  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm
Title XVIII subprovider - PPS

IRF

itpationt

ANCILEARY SERVICE €OST CENTERS
50.00 |05000{ OPERATING ROOM 59 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROCM 0 52.00
53.00 |05300| ANESTHESIOLOGY 0 53.00
54.00 |05400] RADIOLOGY-DIAGNOSTIC 923 54,00
60.00 [06000; LABORATORY 636 60.00
62.00

62.00 (06200 WHOLE BLOOD & PACKED RED BLOOD CELLS 0
65.00 (06500 RESPIRATORY THERAPY :
66.00 [06600| PHYSICAL THERAPY 0
67.00 [06700| OCCUPATIONAL THERAPY 0
68.00 [06800| SPEECH PATHOLOGY 0
69.00 |06900| ELECTROCARDIOLOGY 6
70.00 [07000] ELECTROENCEPHALOGRAPHY 0
0
0
0
0

-

71.00 (07100 MEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 (07200 IMPL. DEV. CHARGED TO PATIENTS
73.00 |07300{ DRUGS CHARGED TO PATIENTS
74.00 |07400{ RENAL DIALYSIS

OUTPATIENT. SERVICE. COST CENIERS i
88.00 [08800{ RURAL HEALTH CLINIC 0

SO OOO oo ooS
OO0 DDODO OO0 00
[=lelolelalelelele]lelwlelool ]’

L]

~

o

<

0 ¢ 0 0| 88.00
91,00 |09100{ EMERGENCY 72 0 0 0 0] 91,00
92.00 |09200{ OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0| 92.00
200.00 Total (1ines 50-199) 1,706 0 0 0 0,200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMs-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 |Period: worksheat D

THROUGH COSTS From 10/01/2011 | Part IV

Component CCM: 147015 |Te  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm

Title XVIIT Subprovider - PPS
ANGILEARY  SERVICE  COST  CENTER
50.00 |05000| OPERATING ROOM 0 0 0 0 50.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 0 0 0 O 52.00
53.00 |05300) ANESTHESIOLOGY 0 0 0 0 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0 54.00
60.00 (06000| LABORATORY 0 0 0 0 60.00
62.00 (06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 62.00
65.00 [06500| RESPIRATORY THERAPY 0 0 0 0 65.00
66.00 [06600| PHYSICAL THERAPY 0 0 0 0 66.00
67.00 (06700| OCCUPATIONAL THERAPY 0 0 0 0 67.00
68.00 (06800|SPEECH PATHOLOGY 0 0 0 0 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 0 0 69.00
70.00 (07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 0 0 0 71.00
72.00 [07200{ IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 72.00
73.00 ]07300| DRUGS CHARGED TQ PATIENTS 0 0 0 0 73.00
74.00 |Q7400| RENAL DIALYSIS 0 0 0 0 74.00
FTPATLENT SERYVICE COB T CENTERS
88.00 |0B800{ RURAL HEALTH CLINIC 0 0 0 0 88.00
01.00 {09100| EMERGENCY 0 0 0 0 91.00
92.00 {09200{ OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 92.00
200.00 Total (¥ines 50-199) 0 0 0 0 200.00

MCRIF3Z2 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 140015

Component CCN:145643 | To

Period:

worksheet D

From 10/01/2011| rart 1v

09/30/2012 | bate/Time Preparad:

2/28/2013 2:41 pm

Title XVIII

skilled Nursing PPS

Facility
1

50.00
52.00
53.00
54.00
60.00
62.00
65.00
66.00
67.00
68,00
69.00
70.00
71.00
72.00
73.00
74.00

88.00
91.00
92.00
200.00

05200
05300
05400
06000
06200
06500
06600
06700
063800
06900
07000
07100
07200
07300
07400

DELIVERY ROOM & LABOR ROOM
ANESTHESTOLOGY

RADIOLOGY-DIAGNOSTIC

LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSICAL THERAPY

QCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

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

DRUGS CHARGED TO PATIENTS

RENAL DIALYSIS

OUTPATIENT (SERVICE COST. CENTERS: -

CODCCL OO OO OCCO

296,190{ 54.00
104,889 60.00
0] 62.00

26,69

[afeBejoleolelelelelelelelele]le]e]

llococococoRrocooo
~J
=
=
1=

03800
09100
09200

RURAL HEALTH CLINIC

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
Total (lines 50-198)

0
0
0

206,595 0
165,513 0
0 0

0 296,180

0 104,889

0 0

0 0

0 0

0 0

0 0
26,691 0
0 0

0 0

0 0

0 0

0 0

0 0
135,708 0
0 0
534,512 401,079

0| 838.00
135,708| 91.00
0| 92.00
935,591|200.00

cCo ook

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMs-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 |[Period: wWorksheet b

THROUGH COSTS : From 10/01/2011 | Part IV

Component CCN: 145643 | To 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Title XVIIT SkiTled Nursing PPS

Facility

&

FLLARY "SERVICE O TR e T
50.00 |05000| OPERATING ROOM 206,595 65,084,839 0.003174 0.003174] 22,006| 50.00
52.00 105200 DELIVERY ROOM & LABOR ROOM 165,518 4,118,677 0.040187 0.040187 0| 52.00
53.00 [05300| ANESTHESIOLOGY 0 13,487,394 0. 000000, 0. 000000 993 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 296,190 100,984,045 0.002933 0.002933 154,090 54.00
60.00 (06000 LABORATORY 104,889 70,367,127 0.001491 0.001491 672,555; 60.00
62.00 [06200/WHOLE BLOOD & PACKED RED BLOOD CELLS 0 4,563,303 0.000000 0.000000 50,748 62.00
65.00 |06500{ RESPIRATORY THERAPY 0 8,697,915 0. 000000 0.000000 196, 107| 65.00
66.00 |06600 PHYSICAL THERAPY 0 6,011,881 0. 000000 0.000000 084, 410| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 3,186,519 0. 000000 0.000000 674,189] 67.00
68.00 |06800| SPEECH PATHOLOGY 0 1,680,201 0. 000000 0. 000000 118,348] 68.00
69.00 |06900| ELECTROCARDIOLOGY 26,691 54,683,711 0.000488 0.000488 43,508| 69.00
70.00 (07000| ELECTROENCEPHALOGRAPHY 0 2,724,522 0.000000 0.000000 4,460| 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 44,560,332 0.000000 0.000000 289,139 71.00
72.00 [07200|/IMPL. DEV. CHARGED TO PATIENTS 0 33,236,878 0.000000 0.000000; 0| 72.00
73.00 {07300|DRUGS CHARGED TO PATIENTS 0 96,565,246 0.000000) 0.000000) 1,693,810| 73.00
74.00 |07400| RENAL DIALYSIS 0 2,200,325 G.000000 0.000000) 86,514| 74.00

OUTPATIENT SERVICE €OST CENTERS

88.00 [08800|RURAL HEALTH CLINIC . 0 806,633 0. 000000, 0. 000000 (0| 88.00
91.00 |09100) EMERGENCY 135,708 32,074,032 0.004231 0.004231 ¢ 91.00
92.00 |09200( OBSERVATION BEDS (NON-DISTINCT PART) 0 14,055,150 0. 000000 0.000000 0] 92.00
200.00 Total (lines 50-199) 935,591 559,088,730 4,990,877[200.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSTNG HOSPITAL

In Lie

U of Form CMs-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 140015
Component CCN: 145643

period:
From 10/01/2011
To  09/30/2012

worksheet D

Part Iv

Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIII skilled Nursing PPS
Facility
itpatie dutpatidn
; L LARY - SERVIE 51, EENTE
50.00 [05000| OPERATING ROOM 70 0 0 0 0| 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300{ ANESTHESIOLOGY 0 0 0 0 0} 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 452 0 0 0 0| 54.00
60.00 |068000| LABCRATORY 1,003 0 0 0 0| 60.00
62.00 |06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 82.00
65.00 |06500{ RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 21 0 0 0 0| 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0 0 0 0f 0| 70.00
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0O 0| 71.00
72.00 |07200/IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0| 72.00
73.00 |07300; DRUGS CHARGED TGO PATIENTS 0 0 0 0 0| 73.00
74.00 07400/ RENAL DIALYSIS 0 0 0 0 0| 74.00
[BUTPATIENT, SERVICE COST CENTERS, - T P
88.00 {08800 RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
91.00 |09100; EMERGENCY 0 0 0 O 0] 91.00
92.00 |09200{ OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0| 92.00
200.00 Total (lines 50-199) 1,546 0 4] 0 0|200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 |Period: Worksheet D

THROUGH COSTS From 10/01/2011 | Part IV

Component CCN: 145643 |To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIII skilled Nursing PPS
Facility
T
RY SERVICE
50.00 !05000| OPERATING ROOM 0 0 0 0 50.00
52.00 [05200|DELIVERY ROOM & LABOR ROOM 0 0 0 0 52.00
53.00 [05300| ANESTHESIOLOGY 0| 0 0 0 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0 54,00
60.00 |06000] LABORATORY 0 0 0 0 60,00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0f 0 0 0 62.00
65.00 (06500} RESPIRATORY THERAPY 0f 0 0 0 65.00
66.00 [06600| PHYSICAL THERAPY 0 0 0 0 66.00
67.00 [06700] OCCUPATIONAL THERAPY 0 0 0 0 67.00
68.00 [06800| SPEECH PATHOLOGY 0 0 0 0 68.00
69.00 06900 ELECTROCARDIOLOGY 0 0 0 0 69.00
70.00 |07000( EL.LECTROENCEPHALOGRAPHY 0 0 0 0 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 [¢] 0 71.00
72.00 |07200| IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 72.00
73.00 |07300!DRUGS CHARGED ‘TO PATIENTS 0 0 0 0 73.00
74.00 |07400{ RENAL DIALYSIS 0 0) 0; 0; 74.00
OUTPATLENT: SERVICE 'COST: CENTERS - :
88.00 |08800| RURAL HEALTH CLINIC 0 0f 0f 88.00
91.00 |09100| EMERGENCY 0 0 0 0 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 92.00
200.00 Total {1ines 50-199) 0 0 0 0) 200.00

MCRIF3Z2 - 3.6.137.0



Health Financial Systems

BLESSING HOSPTITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140015 |Period: worksheet, D-1
From 10/01/2011
To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
Title XVIII Hospital PPS

9.00

10.
11.
12.
13.
14.
15.
16.
i7.
18.
19.
20.

21.
22.

23.

00
oo
00
00
00
00
00
00
00
00

00
00

oo

Inpatient days (1nc1ud1ng pr1vate room days and 5w1ng -bed days, exc1ud1ng newborn)
Inpatient days (including private room days, excluding swing-bed and newborn days)

Private room days (excluding swing-bed and observation bed days). If you have only private room days,
do not complete this Tine.

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

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

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

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

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

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

Swing-bed SNF type inpatient days applicable to title XVIIT only (including private room days)
through pecember 31 of the cost reporting period (see instructicns)

swing-bed SWF type finpatient days applicable to title XVIII only (including private room days) after
December 31 of the cost reporting period (if calendar year, enter 0 on this line)

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

swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this 1ine)
Medically necessary private room days applicable to the Program (excluding swing-bed days)
Total nursery days (titTe Vv or XIX only)

Hursery days (title ¥V or XIX only)

SWING BED ADTUSTMERT

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

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

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

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

Total general inpatient routine service cost (see instructions)

swing-bed cost applicable to SNF type services through pecember 31 of the cost reporting period (line
5 x Tline 17)

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

X Tine 18)

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

swing-bed cost applicable to NF type services after December 31 of the cost reporting period (Tine 8
X linae 200

Total swing-bed cost (see
Genera1 inpatient routine

instructions}
service cost net of swing-bed cost (Tine 21 minus line 26)

38,887,186
0

0
0
0

0
38,887,186

General inpatient routine service charges (exc1ud1ng swing- be charges)

Private room charges (excluding swing-bed charges)

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

Geheral inpatient routine service cost/charge ratio (line 27 = Tine 28)

Average private room per diem charge (1ine 29 + Tine 3)

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

Average per diem private room charge differential (Tine 32 minus Tine 33)(see instructions)

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

pPrivate room cost differential adjustment (Tine 3 x Tine 35)

General ‘inpatient routine service cost net of swing-bed cost and private room cost differential (1ine

27 minus line 36)

54,717,297

0
54,717,297
0.710693

38,887,186

Adjusted genera1 1npat1ent routine service cost per diem (see 1nstruct1ons)

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

Medically necessary private room cost applicable to the program (Iine 14 x Tine 35)
Total Program general inpatient routine service cost (line 39 + Tline 40)

950.48
19,781,390
0
19,781,390

1.00
2.00
3.00

4.00
5.00

6.00

7.00

8.00

9.00
10.00
11.00
12.00
13.00
14.00
15.00
16.00
17.00
18.00
18.00
20.00

21.00
22.00

23.00

MCRIF32 -~ 3.6.137.0



Health Financial Systems

BLESSTNG HOSPITAL

In Lieu of Form CMs-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140015 |Period: worksheet D-1
From 10/01/2011
To  09/30/2012 | bate/Time Prepared:
272872013 2:41 pm
] Title XVIII Hospital PPS

prion:

L§URSERY (title V & XTX only)

Iitehsive: Card T¥pe Inpatient Hospita] Units:

INTENSIVE CARE UNIT 9,307,248 1,775.51
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

5504, 081

T

62.
63.

64.

65.

66.

.00

.00
.00
.00
-00

.00
.00

G0
00

00

G0

oo

Program inpatient anc111ary service cost (Wkst. D-3, col. 3, Tine 200)
Total Program 1npat1ent costs (sum of linas 41 through 48) (see instructions)

32,639, 406
57,924,877

PASS THROUGH: €OST ADIUSTMENTS:

Pass through costs app11cab1e to Program 1npat1ent rout1ne services (from wkst D sum of Parts I and
III)

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

Total pProgram excludable cost (sum of Tinas 50 and 51)

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

73,511,424
2,899,693

6,411,117
51,513,760

medical education costs {1ine 49 minus Tine 52)
TARGEE, AMOUNT: AND . LIMET GOMPUTATION = :

Program discharges

Target amount per discharge
Target amount (line 54 x Tine 55)
i fference between adjusted -inpatient operating cost and target amount (line 56 minus Tine 53)
Bohus payment (see instructions)

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

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

If 1ine 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 60), or 1% of the target
amount (line 56), otherwise enter zero (see finstructions)

Relief payment (see instructions)

Allowable Inpatient cost plus 1ncent1ve payment (see 1nstruct1ons)

updated and compounded by the

0.00

0.00

Medicare swing-bed SNF 1npat1ent ruut1ne costs through December 31 of the cost reporting period (See
instructions) (title XVITT only)

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

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

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

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

Total title v or XIX sw1ng -bed NF_inpatient routine costs (line 67 + 11ne 68)
) il NG FACTLITY, OTHER NURSING FACIEETY -/

ed nursing fac111ty/other nursing Facility/ICF/MR routine service cost (11ne 37)
Adjusted general -Hinpatient routine service cost per diem (Tine 70 + line 2)

Program routine service cost (line 9 x Tine 71)

Medically necessary private room cost applicable to pProgram (1ine 14 x Tine 35)

Total Program general inpatient routine service costs (line 72 + Tine 73)
Capital-related cost allocated to inpatient routine service costs (from worksheet B,
26, line 45)

per diem capital-related costs (1ine 75 + Tine 2}

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

Inpatient routine service cost (line 74 winus Tine 77)

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

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

Inpatient routine service cost limitation ¢line 9 x line 81)

Reasonable inpatient routine service costs {see instructions)

Program inpatient ancillary services (see instructions)

utilization review - physician compensation (see instructions)

Total Program 1npat1ent operat1ng €osts (sum of 11nes B3 thrnugh 85)

part II, column

PART. LV

0 AL 1)
Total observation bed days (see 1nstruct1ons)
Adjusted general inpatient routine cost per diem (line 27 + Tine 2)

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

7,936
950,48
7,543,009

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In

Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 140015

Period:

From 10/01/2011

worksheet D-1

Toe 09/30/2012 | pate/Time Prepared:

2/28/2013 2:41 pm

Title XVIIT

Hospital

PPS

90.00
91.00
92.00
93.00

RoUting: co

CoT Ul

ol SE

capital-related cost
Nursing School cost
Allied health cost
A1l other Medical Education

3,680, 346
3,080,373
0

0

38,887,186
38,887,186
38,887,186

38,887,186

,543

"~ 0.068926
0.079213 7.543
0.000000 7.543

0.000000 7,543

,009 519,908( 90.00

,009 597,504 91.00
, 009 . 0f 92.00

, 009 0f 93.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL In Lie

of Form CMS-2552-10

COMPUTATION OF INPATLIENT OPERATING COST Provider CCN: 140015 |Period: worksheet D-1
From 10/01/2011
Component CCN: 145015 1o 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
Title XvIII subprovider - PPS
IPF

9

10.
11.
12,
13.
14,
15.
16.
17.
18.
19.
20.

21.
22.

23.

.00

.00

00

00
00

00
00

00
.00
.00

.00
.00

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

anat1ent days (1nc1ud1ng pr1vate room days and sw1ng bed days, echud1ng newborn)
Inpatient days (including private room days, excluding swing-bed and newborn days)

private room days (excluding swing-bed and observation hed days). If you have only private room days,
do not complete this Tine.

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

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

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

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

Total swing-bed NF type dinpatient days {including private room days) after December 31 of the cost
reporting pericd (if calendar year, enter 0 on this Tine)

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

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

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

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

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

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

Total nursery days (title v or XIX only)

Nursery days (title V or XIX only)

o

NG BED ADJUSTMENT.

Medicare rate for swing-bed SNF services app11cab1e to services through December 31 of the cost

reporting period

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

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

Medicaid rate for swing-bed NF services applicable to services after December 31 of the cost 0,00
reporting period

Total general inpatient routine service cost (see instructions) 9,257,598
Swing-bed cost applicable to SNF type services through December 31 of the cost reporting period {line 1]
5 x Tine 17)

swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line & 1]
x Tine 18}

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

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

Total swing-bed cost (see 1nstructions) 0
Geheral inpatient routine service cost net of swing-bed cost (line 21 minus Tine 26) 9,257,598

0.00

ABIUSTMENT: .

PRYVATE ROOM:DIEEERENTIAL

General npatient routine service charges (exc]ud1ng sw1ng bed charges) 20,278,787
private room charges (excluding swing-bed charges) 0
Semi-private room charges (excluding swing-bed charges) 20,278,787
General inpatient routine service cost/charge ratio (line 27 = line 28) 0.456516
Average private room per diem charge (line 29 + line 3) 0.00
Average semi-private room per diem charge (Tine 30 = Tine 4) 1,772.62
Average per diem private room charge differential (line 32 minus Tline 33)(see -instructions) 0.00
Average per diem private room cost differential (line 34 x line 31) 0.00
private room cost differential adjustment (line 3 x Tine 35) 0
Genera1 inpatiant routine service cost net of swing-bed cost and private room cost differential (line 9,257,598
27 us line 36)

Ad]usted general inpatient routine service cost per diem (see instructions)
Program general inpatient routine service cost (1ine 9 x Tine 38)
Medically necessary private room cost applicable to the Program (line 14 x Tine 35)

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

809.23
1,557,768

0
1,557,768

.00
.00
.00

LR R

.00
.00

(5, -9

oy

.00

10.00

11.00

12,

00

20,

21.
22.

23.
24.
25,

26.
27.

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

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

) of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 140015 |Period

From 10/01/2011

worksheet D-1

IPF

Component CCN: 145015 (1o  09/30/2012 | Date/Time Preparad:
2/28/2013 2:41 pm
Title XVIIT subprovider - PPS

OTHER SPECIAL CARE (SFECIFY)

INTENSIVE CARE UNIT
CORONARY CARE UNIT

RURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT

43.00
44.00
45.00
46.00

Program inpatient ancillary service cost (wkst. D-3, col. 3, 11ne 200)

159 308

Tota1 Program 1npat1ent costs (sum f 11nes 41 th
> SPHROUGH : COST-ADIUSTMENTS

1,717, D?G

Pass through costs applicable to Program 1npat1ent routine services (from wkst. D, sum of Parts I and

III)

pPass through costs applicable to program inpatient ancillary services (from wkst. D, sum of Parts II
and 1V}

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

Totaﬂ Program 1npat1ent operating cost excluding capital related, non-physician anesthetist, and
line 49 m1nus 11n 52)

129, 591
12,656

142,247
1,574,829

OMPUTATION

Pl"og ram di scharges
Target amount per discharge

Target amount (liine 54 x Tine 55)

pifference between adjusted inpatient operating cost and target amount (line 56 minus Tine 53)
Bonus payment {see instructions)

Lesser of Tlines 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 year cost report, updated by the market bhasket
If Tine 53/54 is Tless 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 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)

Relief payment (see instructions)

0.00

A11owab1e Inpat1ent cost plus 1ncent1ve payment (see 1nstruct1ons)
T : e

Med1care sw1ng -bed SNF inpatient routine costs through December 31 of the cost reporting period (See
instructions) (title XVITII only)

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

Total Medicare swing-bed SNF inpatient routine costs (line 84 plus Tine 65)(title XVIII only). For
CAH (see instructions)

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

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

Total title v or XIX swing-bed NF inpatient routine costs (line 67 + 1ine 68)
PART TET = CHTLLER NURSTNG FACKEEYY, O e NURSTNG EACILITY, AND LCE/MR ONLY.

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

Adjusted general inpatient routine service cost per diem {line 70 + Tina 2)

Program routine service cost (line 9 x Tine 71)

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

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

capital-related cost allocated to inpatient routine service costs (From worksheet B, Part II, column
26, line 4%

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

pProgram capitat-related costs (line 9 x Tine 76)

Inpatient routine service cost (line 74 minus Tine 77)

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

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

Inpatient routine service cost Timitation (line 9 x line 81)

Reasonable inpatient routine service costs (see instructions)

Program inpatient ancillary services (see instructions)

utilization review ~ physician compensation (see 1n5tructions)

ines 83 through 85)

Tota1 observation hed days (see 1nstruct1nn5)
Adjusted general inpatient routine cost per diem (line 27 + line 2)

Ohservation bed cost (line 87 x 1ine 88) (see instructions)

48.00
49.00

50.00
51.00
52.00
53.00

54.00
55.00
56.00
57.00
58.00
59.00

60.00
61.00
62.00
63.00
64.00
65.00
66.00

67.00

MCRLF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 140015
Component CCN: 148015

Period:
From 10/01/2011
To  09/30/2012

worksheet D-1

Date/Time Prepared:
2/28/2013 2:41 pm

Title XvIII

Subprovider -

PPS

[TATION: OF JOBSERVATION

T

bservat

90.00 |capital-related cost 537,388 9,257,598 0_058048 0 1]
91.00 {Nursing School cost 232,766 9,257,598 0.025143 0 0
92.00 [All7ed health cost 0 9,257,598 0.000000 0f 0
93.00 [A11 other Medical Education 0 9,257,598 0.000000 0 1]

90.00
91.00
92.00
93.00

MCRIF3Z - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form €MS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140015 |Period: worksheet D-1

From 10/01/2011
Component CCN:14T0L5 [To  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm
Title XVIII Subprovider - PPS

IRF

AR - <
'1'&TYENT DAY“:

1.00 |[znpatient days Cincluding private room days and swing-bed days, excluding newbnrn) 4,949 1.00

2.00 |rInpatient days (including private room days, excluding swing-bed and newborn days) 4,943 2.00

3.00 |pPrivate room days (excluding swing-bed and observation bed days). If you have only private room days, 0| 3.00
do not complete this line.

4.00 |semi-private room days (excluding swing-bed and observation bed days} 4,949 4.00

5.00 [Total swing-bed SWF type inpatient days (including private room days) through December 31 of the cost 0| 5.00
reporting period

6.00 |{Tota® swing-bed SNF type inpatient days (including private room days) after December 31 of the cost 0| 6.00
reporting perfod (if calendar year, enter Q0 on this Tine)

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

8.00 |Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost 0| B.00
reporting period (if calendar year, enter 0 on this Tine)

9.00 [Total inpatient days including private room days applicable to the pProgram (excluding swing-bed and 3,480 9.00
newborn days)

10.00 [swing-bed SNF type inpatient days applicable to title XVIIT only {including private room days) 0] 10.00
through pecember 31 of the cost reporting period {see instructions)

11.00 |swing-bed SNF type inpatient days appticable to titTe XVvIIT only {(including private room days) after O 11.00
December 31 of the cost reporting pericd (if calendar year, enter 0 on this Tine)

12.00 |swing-bed NF type inpatient days applicable to titles vV or XX only (including private rcom days) 0| 12.00
through December 31 of the cost reporting period

13.00 |Swing-bed NF type inpatient days applicable to titles vV or XIX only (including private room days) 0| 13.00
after pecember 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

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

15.00 |Total nursery days (title v or XIX only) 0] 15.00

16.00 Nursery days (title Vv or XIX only) 0| 16.00

WING BED ADIUSTMENT: = ]
17.00 Med1care rate for swing-bed SNF services applicable to services through pecember 31 of the cost 0.00] 17.00

reporting period

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

19.00 |Medicaid rate for swing-bed NF services applicable to services through December 31 of the cost 0.00] 19.00
reporting period

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

21.00 [Total general inpatient routine service cost (see instructions) 4,101,807| 21.00

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

23.00 |swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6 0] 23.00
x Tline 18)

24.00 |swing-bed cost applicable to NF type services through December 31 of the cost reporting period (Tine 0] 24.00
7 x Tine 19)

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

26.00 [Total swing-bed cost (see instructions) 0| 26.00
27.00 |General inpatient routine service cost net of swing-bed cost (line 2% minus Tine 26) 4,101,807 27.00
pR]:wy;rﬁ i{ﬁf‘m TMENT i i i
28.00 [Genaral 1npat1ent routine service charges (exc1ud1ng swing-bed charges) 4,961,175 28.00
29.00 [pPrivate room charges (excluding swing-bed charges) G| 29.00
30.00 |sewmi-private room charges (excTuding swing-bed charges) 4,961,175 30.00
31.00 [General inpatient routine service cost/charge ratio (lTine 27 + Tine 28) 0.826781| 31.00
32.00 |Aaverage private room per diem charge (1ine 29 + Tine 3) 0.00] 32.00
33.00 |Average semi-private room per diem charge (1ine 30 + Tine 4) 1,002.46] 33.00
34.00 |Average per diem private room charge differential (line 32 minus Tine 33)(see instructions) 0.00] 34.00
35.00 [Average par diem private room cost differential {line 34 x Tine 31) 0.00] 35.00
36.00 iprivate room cost differential adjustment (line 3 x 1ine 35) 0 36.00
37.00 !General inpatient routine service cost net of swing-bed cost and private room cost differential (line 4,101,807 37.00

27 minus 1ine 36)

IFAR] HOSPITAL ZAND SUBBROVIDERS ONL

PRE NPATEENT: OPERATING. COST: BEEORE: PASS. TUROUGH - £05 ; 2 i ; S e
38.00 |[Adjusted general inpatient routine service cost per diem (see 1nstruct10ns) 828.82| 38.00
39.00 (program general inpatient routine service cost (line 2 x Tline 38) 2,884,294| 39.00
40.00 [Medically necessary private room cost applicable to the Program (line 14 x Tine 35) 0| 40.00
41.00 |Total Program general inpatient routine service cost (line 39 + Tine 40) 2,884,294 41,00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST

provider ccN: 140015
Component CCN: 14TOLS

reriod: worksheet b-1

From 10/01/2011

To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIII

Subprovider - PPS
IRF

NURSERY (titl

Thtensive Care Tvpe Inpatisnt Hospital Uniks

43.00 |INTENSIVE CARE UNIT

44,00 | CORONARY CARE UNIT

45.00 |BURN INTENSIVE CARE UNIT
46.00 |SURGICAL INTENSIVE CARE UNIT
47.00 OTHER SPECIAL CARE (SPECIFY)

48.00 |Program inpatient ancillary service cost (wkst. D-3, col.

3, Tine 200)

1,482,336
4,366,630

49.00 |Total Program inpatient costs (sum of 11nes 41 thirough 48)(see 1nstruct1ons)

[BASS THROUGH COST, ADIUSTMENTE.

50.00 |Pass through costs applicable to Program 1npat1ent routine services (from wkst. D, sum of Parts I and

III)

51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D,

and 1Iv)

52.00 [Total program excludable cost (sum of Tines 50 and 51)

53.00 |Total Program inpatient operating cost exc1ud1ng capital related, nhon-physician anesthetist, and
T4

medical education costs (line 49 minu

523

208,626
sum of Parts II 81,915

290,541

TARGET  AMAUNT AND: LEMET . COMPUTATION :

54.00 |Program discharges
55.00 |Target amount per discharge
56.00 |Target amount (line 54 x Tine 55)

57.00 [Dpifference between adjusted inpatient operating cost and target amount (line 56 minus line 53) 0
58.00 |Bonus payment (see +instructions) 0
59.00 |Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00
market basket
60.00 [Lesser of lines 53/54 or 55 froin prior year cost report, updated by the market basket 0.00
61.00 |IF 1ine 53/54 is Tess than the Tower of lines 55, 59 or 60 enter the lesser of 50% of the amount by o]
which oparating costs {line 53) are less than expected costs (lines 54 x 603, or 1% of the target
amount (1ine 56}, otherwise enter zerop (see instructions)
62,00 [Relief payment (see instructions) 0
63.00 |Allowable Inpatient cost plus incentive payment (see instructions) 0

PROGRAM “ENPATTENT  ROUTINE  SWING BED €OST:

64.00 (Medicare swing-bed SNF dinpatient routine costs through December 31 of the cost report1ng period (See ¢]

1nstruct1ons)(t1t1e XVIIL 0n1y)

65.00 |Medicare swing-bed SNF dnpatient routine costs after Decamber 31 of the cost report1ng period (See o]

instructions) (title XVIIT anly)

66.00 |Total Medicare swing-bed SNF +inpatient routine costs (Tine 64 plus Tine 65)(title XVIII only). For o]

CaH (see instructions)

67.00 |Title V or XIX swing-bed NF inpatient routine costs through December 31 of the cost reperting period 1]

(Tine 12 x Tine 19)

68.00 |Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 1]

(1ine 13 x T1ine 20)

69.00 |Total title V or XIx sw1ngmbed MNF 1npat1ent routine costs (line 67 + Tine 68)

5 REENG. FACIL LTV AND LCR MR ONLY o e
70.00 |Skilled nursing Fac111ty/other nursing facility/ICF/MR routine service cost (line 37)

FARTEETL. = SKILLED: NURSING FBEIL&TY'

THER ]

71.00 |adjusted general dinpatient routine service cost per diem (line 70 + Tine 2)
72.00 |Program routine service cost (Jine 9 x Tine 71)
73.00 [Medically necessary private room cost applicable to Program (line 14 x line 35)
74.00 |Total Program general inpatient routine service costs (line 72 + line 73}

75.00 |capital-related cost allocated to inpatient routine service costs (from worksheet B,

26, Tine 45)

76.00 |Per diem capital-related costs (line 75 + Tline 2)
77.00 |Program capital-related costs (Tine 9 x 1ine 76)
78.00 |Inpatient routine service cost (1ine 74 minus line 77)
79.00 |Aggregate charges to beneficiaries for excess costs (from provider records)

80.00 |Total Program routine service costs for comparison to the cost Timitation (line 78 minus Tine 79)

81.00 |Inpatient routine service cost per diem Timitation

82.00 |Inpatient routine service cost 1imitation (line 9 x line 81)
83.00 |Reasonable inpatient routine service costs (see instructions)

84.00 |Program inpatient ancillary services (see instructions)

85.00 |utilization review - physician compensation {see instructions)
rogram inpatient operating costs (sum of lines 83 th

86.00 TotaT

ugh 85)

Part IT, column

PAR

= COMPUTATION OF :OBSERVATYON - BED: PASS : THROUGH: :E0ST:

87.00 |Total observation bed days {see instructions)
88.00 |Adjusted general inpatient routine cost per diem {line 27 + Tline 2)

89.00 |observation bed cost (1ine 87 x Tine 88) (see +instructions)

4,076,089

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL

In Lieu of Form Cms-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 140015 |Period:

From 10/01/2011

Component CCN:1471015 |To  09/30/2012

Worksheet D-1

Date/Time Prepared:
2/28/2013 2:41 pmn

Title XVIIT Subprovider -

PPS

COMPUTATION. OF. DBSERVATTL(

90.00 Cap%ta1—fe1éted cost o N 265,152-

91.00 |Nursing School cost 31,544
92.00 [Al1ied health cost 0
93.00 |A11 other Medical Education 0

4,101,807
4,101, 807
4,101,807

4,101,807

0.064643
0.007690
0.000000

oo o

0.000000

90.00
91.00
92.00
93.00

oo o

MCREF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATEENT OPERATING COST Provider CCN: 140015 |Period:
From 10/01/2011
Component CCN:145643 {To  09/30/2012

worksheet D-1

Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIII Skilled Nursing

Facili tv

PPS

10.00
11.00
12.00
13.00

.00
.00

17.00

18.00
19.00
20.00

21,
22.

00
Qa0
23.00
24.00

25.

Inpat1ent days (1nc1ud1ng pr1vate room days and sw1ng bed days, exc1ud1ng newborn)

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

Private room days (excluding swing-bed and observation bed days). If you have only private room days,
do not complete this Tine.

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

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

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

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

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

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

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

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

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

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

medically necessary private room days applicable to the Program (excluding swing-bed days)
Total nursery days (title v or XIX only)
Nursery days‘(y1§]g YV or XIX on]y)

Med1care rate for swing- bed SNF services applicable to services through pecember 31 of the cost
reporting period

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

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

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

Total general inpatient routine service cost (see instructions)

swing-bed cost applicable to SNF type services through pDecember 31 of the cost reporting period (Jine
5 x Tine 17)

swing-bed cost applicable
X Tine 18)

swing-bed cost applicable
7 x Tine 19)

swing-bed cost applicable
X Tine 20)

Total swing-bed cost (see
General 1npat1ent routine

to SNF type services after December 31 of the cost reporting period (line 6
to NF type services through December 31 of the cost reporting period (line
to NF type services after December 31 of the cost reporting period (line 8

instructions)
service cost net of swing-bed cost (line 21 minus line 26)

0.00
0.00
0.00
0.0

3,886,281
0

0

PRIVATE. ROOM DIEFERENT,

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

Genaral dnpatient routine service cost/charge ratio (line 27 : line 28)

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

Average semi-private room per diem charge (line 30 + line 4)

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

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

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

General dnpatient routine service cost net of swing-bed cost and private room cost differential (Tine
27 minus i

Average

4,448,743
0
4,448,743
0.873568
0.00
779.11
0.00

0.00

0
3,886,281

Adjusted genera1 1npat1ent routine service cost per diem (see 1nstruct1ons)
PFrogram general inpatient routine service cost (line 9 x line 38)
medically necessary private room cost applicable to the program (Iine 14 x line 35)
Total Program general inpatient routine service cost (Tine 39 + Tine 40)

1.00
2.00
3.00

4.00
5.00

6.00

7.00

8.00

9.00
10.00
11.00
12.00
13.00
14.00
15.00
16.00
17.00
18.00
19.00
20.00
21.00

22,00

23.00
24.00
25.00
26.00

| 27.00

28.00
29.00
30.00
31.00
32.00
33.00
34.00
35.00
36.00
37.00

38.00
39.00
40.00
41.00

MCRYIF32Z - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lie

J of Form CMS-2552-10

COMPUTATION OF INPATLIENT QPERATING COST Provider CCN: 140015

period:
From 10/01/2011
Component CCN:145643 (To  09/30/2012

worksheet p-1

pate/Time Prepared:
2/28/2013 2:41 pm

Title XvIIT skiTled Nursing
Fac111tv

PPS

cle v & XIX only)

- VRE Iipatient Hodpital UnIts:

INTENSIVE CARE UNIT
CORONARY CARE UNIT
BURN INTEMSTVE CARE UNIT
SURGECAL. INTEMSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

64.
65.

66.

00
0

00

.00

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

III)
and Iv)

Total Program 1npat1ent operating cost excluding capital related, nen-physician anesthetist, and
medical educ costs (1ine 49 mi Ti 52)

gh 48)(see 1nstrUCt1
ROUGH "EOST -ADTUSTMENTS: :
Pass through costs applicable to Program inpatient rout1ne services (from wkst. D, sum of Parts I and 50.00
Pass through costs applicable toe Program inpatient ancillary services (from wkst. D, sum of Parts II 51.00
Total Program excludable cost (sum of Tines 50 and 51) 52.00
53.00

[TARGET AMOUNT -AND. LIMET COMPUTATION:

Total t1t1e v or XIX swing-bed NF 1npat1ent routine costs (line 67 + line 68)

Program discharges 54.00
Target amount per discharge 55.00
Target amount (line 54 x Tine 55) 56.00
Difference betwsen adjusted inpatient operating cost and target amount (line 56 winus Tine 53} 57.00
Bonus payment (see instructions) 58.00
Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 59.00
market basket
Lesser of Tines 53/54 or 55 from prior year cost report, updated by the market basket 60.00
If Tline 53/54 is Tless than the Tower of Tines 55, 59 or 60 enter the lesser of 30% of the amount by 61.00
which operating costs (1ine 53) are less than expected costs (Jines 54 x 60}, or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
Relief payment (see instructions) 62.00
Fﬂllpwab1e Inpatient cost plus incentive payment (see instructions) 63.00
PROGRAM . ‘TNPATTENT. ROUTINE SWING BED_ COST, &
Medicare swing-bed SNF inpatient routine costs through bDecember 31 of the cost reporting period (See 64,00
instructions) (title XvIIT only)
Medicare swing-bed SNF inpatient routine costs after becember 31 of the cost reporting period (See 65.00
instructions) (title XVIII only)
Total Medicare swing-bed SNF inpatient routine costs (line 64 plus line 65)(title XVIII only). For 66.00
CAH (see instructions)
Title v or XIX swing-bed NF inpatient routine cests through December 31 of the cost reporting periocd 67.00
(line 12 x Tine 19)
Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 68,00
(lHine 13 x Tine 20)

659.00

THER ‘NURSING. FACTLITY . AND ICF/MR ONL

Sk111ed nurSIng fac1]1ty/other nursing fac111ty/ICF/MR routine service cost (Tine 37)

Adjusted general inpatient routine service cost per diem {line 70 + Tine 2)

Prograin routine service cost (iine 9 x line 71)

medically necessary private room cost applicabie to Program (line 14 x line 35)

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

capital-related cost allocated to inpatient routine service costs (from worksheet B, Part IT, column
26, 1ine 45)

per diem capital-related costs (line 75 = Tine 2)

Program capital-related costs (line 9 x Tline 76)

Inpatient routine service cost (line 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 (line 78 minus line 79)
Inpatient routine service cost per diem Timitation

Inpatient routine service cost limitation (line 2 x Tline 81)

rReasonable inpatient routine service costs (see instructions)

Program inpatient ancillary services (see instructions)

utilization review - physician compensation {see instructions)

3,886,281| 70.00

680.61| 71.00

3,109,707| 72.00

0| 73.00

3,109,707| 74.00
0

0.0G| 76.00

0| 77.00

0| 78.00

0] 79.00

0| 80.00

0.00] 81.00

¢ 82.00
3,109,707 83.00
1,433,920| 84.00
0| 85.00

Tota1 rogram inpatient operating costs (sum of Tines 83 through 85)
TV = COM TN BSERVATION . BED 'PASS. THROUGH €QST

4,543,627| 86.00

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

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

MCRIF32Z - 3.6.137.0



Health Financial Systems

BLESSING HOSPEITAL

In Lieu of Form CMs-2552-10

COMPUTATION OF INPATIENT OFERATING COST

Provider CCN: 140015 |Period:

From 10/01/2011

Component CCN: 145643 [To  08/30/2012

Worksheet D-1

Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIII

Facility

Skitled Mursing

PPS

golumh: &

COMPUTATEON: OF “OBSERVATION "BED [PASS. THROUGH

90.00 |capital-related cost

91.00 [Nursing school cost

92.00 [A11ied health cost

93.00 [A11 other Medical Education

oo e of

(oo o]

0.000000
0.000000
0.000000
0.000000

oo O

===

90.00
21.00
92.00
23.00

MCRIF32 - 3.6.137.0



HeaTlth Financial Systems BLESSING HOSPLTAL In Ljey of Form CM§-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 140015 | Period: worksheet p-3

From 10/01/2011
To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm
Title Hospital ___Pps
pati A

iption:

SERVE

DULTS & PEDIATRICS 35,655, 309 30.00
INTENSIVE CARE UNIT 18,594,934 31.00
SUBPROVIDER - IPF 0] 40.00
SUBPROVIDER - IRF 0 41.00

NURSERY
ELLARYSERVICE COST  CENTER

.347013] 17,006,538 5,901,490] 50.00

OPERATING ROOM 0
DELIVERY ROOM & LABOR ROOM 0.687433 30,848 21,206f 52.00
ANESTHESIOLOGY 0.069036 2,842,747 196,252| 53.00
RADIOLOGY~DIAGNOSTIC 0.151159 15,607,450 2,359,207 54.00
LABORATORY 0.129525 15,676,075 2,030,444| 60.00
WHOLE BLOOD & PACKED RED BLOOD CELLS 0.389584 1,582,947 616,691| 62.00
RESPIRATORY THERAPY 0.419179 5,289,765 2,217,358 65.00
PHYSICAL THERAPY 0.514496 1,511,859 ¥77,845| 66.00
67.00 (06700| QCCUPATIONAL THERAPY 0.314541] 616,984 194,067( 67.00
68.00 [06800|SPEECH PATHOLOGY 0.277298 380,205 105,430| 68.00
69.00 [06900| ELECTRGCARDIOLOGY 0.079838 13,481,457 1,076,333| 69.00
70.00 {07000 ELECTROENCEPHALOGRAPHY 0.229968 120,496 27,710| 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TQ PATIENTS 0.200116 11,229,012 2,247,105| 71.00
72.00 |07200{ IMPL. DEV. CHARGED TO PATIENTS 0.373130 14,377,597 5,364,713| 72.00
73.00 |07300{ DRUGS CHARGED TG PATIENTS 0.214416 29,817,424 6,391,333 73.00
74.00 |07400| RENAL DIALYSIS 0.43028 4 64 74,00
OUTPATIENT SERVICE COST G &
88.00 [08800| RURAL HEALTH CLINIC 0. 000000 0| 88.00
91,00 |09100| EMERGENCY 0.332967] 4,428,134 1,474,422 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) (.536672 1,844,975 990,146 92.00
200.00 Total (sum of Tines 50-94 and 96-98) 137,345,037 32,639,406(200.00
201.00 Less PBP Clinic Laboratory Services-Program only chargas (line 61) 0 201.00
202 .00 Net charges (line 200 minus Tine 201) 137,345,037 202.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Liew of Form cmMs-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 140015 |Period: worksheet D-3

From 10/01/2011 .
Component CCN: 145015 [To 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Title XVIIT subprovider - PPS
IPF
patient

ENPATIENT ROUTINE : SERVICE  CO! :
30.00 |03000{ADULTS & PEDIATRICS 0 30.00
31.00 |03100{ INTENSIVE CARE UNIT 0 31.00
40.00 |04000| SUBPROVIDER - IPF 3,379,384 40,00
41.00 |04100| SUBPROVIDER - IRF 0 41,00
43.00 [04300| NURSERY 43,00

ANCTLLARY SERVICE COST CENTERS oo T PR
50.00 |05000{ OPERATING ROOM 0.347013 0 0| 50.00
52.00 |05200| DELIVERY ROUOM & LABOR ROOM 0.687433 0 0| 52.00
53.00 [05300| ANESTHESIOLOGY 0.063036 0 0| 53.00
54,00 |[05400| RADIOLOGY-DIAGNOSTIC 0.151159 71,172 10,758) 54.00
60.00 [06000| LABORATORY (.129525 389,652 50,470} 60.00
62.00 (06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0.389584 0 0| 62.00
65.00 |06500! RESPTIRATORY THERAPY 0.419179 14,143 5,928 65.00
66.00 |066G00| PHYSICAL THERAPY 0.514498§ 2,096 1,078| 66.00
67.00 |06700] OCCUPATIONAL THERAPY 0.314541) 593 187| 67.00
68.00 |06800) SPEECH PATHOLOGY 0.277298 0 0f 68.00
69.00 |06900| ELECTROCARDIOLOGY 0.07983¢8 30,561 2,440( 69.00
70.00 |07000( ELECTROENCEPHALOGRAPHY 0.229968 743
71.00 |07100{ MEDICAL SUPPLIES CHARGED TO PATIENTS 0.200116 8,187
72.00 {07200 IMPL., DEV. CHARGED TO PATIENTS 0.373130 0
73.00 |07300| DRUGS CHARGED TO PATIENTS 0.214416 208, 460
74.00 |07400) RENAL DIALYSIS 0.43028 4,326

OUTPATIENT SERVECE COST CENTERS ; : e
88.00 (08800| RURAL HEALTH CLINIC 0. 000000 0| 88.00
91.00 |09100| EMERGENCY 0.332967| 120,373 40,080] 91.00
92.00 |09200| OBSERVATION BEDS (NOM-DISTINCT PART) 0.536672 0l 0| 92.00
200,00 Total (sum of Tines 50-94 and 96-98) 850, 306 159, 308|200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202.00 Net charges (line 200 minus Tine 201} 850, 306 202.00

MCRIF3Z - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieuw of Form CMS5-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 140015 |Prerdod: worksheet D-3
From 10/01/2011

Component CCN: 147015 |To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Title XVIII subprovider - PPS
IRF
RaET npatiant:
0

ENPATTENT ROUTINE  SERVICE (COST
30.00 {03000 ADULTS & PEDIATRICS 0 30.00
31.00 [03100| INTENSIVE CARE UNIT 0] 31.00
40,00 (04000| SUBPROVIDER - IPF 0 40.00
41.00 (04100|SUBPROVIDER - IRF 3,449,857, 41.00
43,00 [04300|NURSERY 43,00

IANCIELARY  SERVICE COST CENTERS oo i ; IR N
50.00 [05000|0PERATING ROOM 0.347013 18, 497 6,419| 50.00
52.00 [05200|DELIVERY ROOM & LABOR ROOM 0.687433 0f 0| 52.00
53.00 ;05300) ANESTHESIOLOGY 0.069036 3,444 238| 53.00
54,00 |05400; RADTOLOGY-DIAGNOSTIC 0.151159 314,783 47,582| 54.00
60.00 |06000 LABORATORY 0.129525 426,719 55,270| 60.00
62.00 {06200, WHOLE BLOOD & PACKED RED BLOOD CELLS 0.389584 21,633 8,428| 62.00
65.00 |06500{ RESPIRATORY THERAPY 0.4191749 92,109 38,610| 65.00
66.00 (06600 PHYSICAL THERARY 0.514496 1,292,391 664,930| 66,00
67.00 [06700{ OCCUPATIOMAL THERAPY 0.314541 974,487 306,516| 67.00
68.00 [06800| SPEECH PATHOLOGY 0.277298 319,130 88,494| 68.00
69.00 (06900 ELECTROCARDIOLOGY 0.079838 31,858 2,543| 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0.229968 5,946 1,367| 70.00
71.00 |07100[MEDICAL SUPPLIES CHARGED TO PATIENTS 0.200116 108,710 21,755 71.00
72.00 [07200(IMPL. PEV. CHARGED TO PATLIENTS 0.373130 10,755 4,013( 72.00
73.00 {07300/ DRUGS CHARGED TO PATEENTS 0.214416 875,414 187,703| 73.00
74.00 [07400] RENAL DIALYSIS (.430286) 99,491 42,810| 74.00

OUTPATIENT. SERVICE: COST  CENTERS
88.00 |08800| RURAL HEALTH CLINIC 0.000000 0| 88.00
91,00 |09100| EMERGENCY 0. 332967 16,992 5,658 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0.536672 0 0| 92.00
200.00 Total (sum of Tines 50-94 and 96-98) 4,612,356 1,482,336(200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201,00
202.00 Net Charges (lTine 200 minus Tine 201) 4,612,356 202.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10

INPATIENT ANCILLARY SERYICE COST APPORTIONMENT Provider CCN: 140015 |Period: worksheet D-3
From 10/01/2011
Component CCN:145643 [To  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pin
Title XVILI Skilled Nursing PPS
Facility

ANPA
30.00 |03000 0 30,00
31.00 |03100¢ INTENSIVE CARE UNIT 0 31.00
40.00 (04000 SUBPROVIDER - IPF 0 40.00
41.00 (04100[ SUBPROVIDER - IRF 0 41.00

43.00 [04300[ NURSERY 43,00
ANCILLARY.: SERVICE COST CENTERS

-345844 22,006 7,611| 50.00

50.00 |05000| OPERATING ROOM 0

52.00 (05200 DELIVERY RODM & LABOR ROOM 0.687433 0 0f 52.00
53.00 |05300{ ANESTHESIOLOGY 0.069036 293 69 53.00
54.00 |05400 RADTOLOGY-DIAGNOSTIC 0.151159 154,090 23,202( 54.00
60.00 |06000 LABORATORY 0.129525 672,555 87,113| 60.00
62.00 |06200| WHOLE BLOOD & PACKED RED BLOOD CELLS 0.389584 50,748 19,771 62.00
65.00 |06500| RESPIRATORY THERAPY 0.417968 196,107 81,966| 65.00
66.00 |06600 PHYSICAL THERAPY 0.514496 984,410 506,475| 66.00
67.00 106700 OCCUPATIONAL THERAPY 0.314541 674,189 212,060| 67,00
68.00 [06800|SPEECH PATHOLOGY 0.277298 118,348 32,818| 68.00
69.00 [06900| ELECTROCARDIOLOGY 0.0792631 43,508 3,465| 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY 0.227232 4,460 1,013 70.00
71.00 [07100|MEDICAL SURPLIES CHARGED TQ PATIENTS 0.2001186] 289,139 57,861 71.00
72,00 |07200|IMPL. DEV. CHARGED TQ PATIENTS 0.373130 0 0| 72.00
73.00 107300|DRUGS CHARGED TO PATIENTS 0.214418 1,693,810 363,180| 73.00
74.00 |07400|RENAL DIALYSIS 0.430286 86,514 37,226| 74,00

OUTPATIENT -SERVICE COST CENTERS

88.00 {08800(RURAL HEALTH CLINIC 0.000000 0| 88.00
91.00 (09100{ EMERGENCY 0.326039 0 0| 91.00
92.00 [09200{ OBSERVATION BEDS (NON-DISTINCT PART) 0.536672 0 0] 92.00
200. 00} Total (sum of Tines 50-94 and 96-98) 4,990,877 1,433,920(200.00
201.00 Less PBP Clinic Laboratory Services-pProgram only charges (line 61) 0 201.00
20200 Net Charges (line 200 minus Tine 2012 4,990,877 202.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form Cms-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT pProvider CCN: 140015 |Period: Worksheet E

From 10/01/2011| Part A

To  09/30/2012 | Date/Time Prepared:

2/28/2013 2:41 pm

Title XvITI Hospital PPS
= Fe 1 Dn}a?ter'ifl

.00 |DRG Amounts Other than Outlier Payments ' 37,840, 689

1 1.00

2.00 |outlier payments for discharges. (see instructions) 1,438,693 2.00

2.01 |out’lier reconciliation amount 0 2.01

3.00 |Managed Care Simulated payments 1,141,994 3.00

4.00 |Bed days available divided by number of days in the cost reporting period (see 167.32 4.00
instructions)
thdirEct . Madical EdUucation.. i o

5.00 |FTE count for allopathic and osteopathic programs for the most recent cost reporting 19.50 5.00
period ending on or before 12/31/1996. (see instructions)

6.00 [FTE count for allopathic and osteopathic programs which meet the criteria for an .00 6.00
add-on to the cap for new programs in accordance with 42 CFR 413.79(e)

7.00 [MmA Section 422 reduction amount to the IME cap as specified under 42 CFR 0.00 7.00
§412.105(F) (L CIvIBEI (D

7.01L |ACA section 5503 reduction amount to the IME cap as specified under 42 CFR 0.00 7.01

§412.105(H (1) ({vI(B)(2) IF the cost report straddles July 1, 2011 then see
instructions.

8.00 |(Adjustment (increase or decrease} to the FTE count for allopathic and osteopathic 0.00 8.00
programs for affiliated programs in accordance with 42 CFR 413.75(b), 413.79(c)(2)(iv)
and voTl. 64 Federal Register, may 12, 1998, page 26340 and vol. 67 Federal Register,
page 50069, August 1, 2002,

8.0 |The amount of increase if the hospital was awarded FTE cap slots under section 5503 of 0.00 8.01
the AcA. If the cost report straddles July 1, 2011, see instructions.

8.02 |The amount of increase if the hospital was awarded FTE cap slots from a closed 0.00 8.02
teaching hospital under section 5506 of ACA. (see instructions)

9.00 (sum of Tines 5 plus 6 minus lines (7 and 7.01) plus/minus Tlines (8, 8,01 and 3,02) 19.50 9.00
(see instructions)

10.00 |FTE count for allopathic and osteopathic programs in the current year from your 16,71 10.00
records

11.00 |FTE count for residents in dental and pediatric programs. 0.00 11.00

12.00 |current year allowable FTE (see instructions) 16. 71 12.00

13.00 |Total alTowable FTE count for the prior year, 14.45 13.00

14.00 |Total allowabTe FTE count for the penultimate year if that year ended on or after 13.16| 14.00
september 30, 1997, otherwise enter zero.

15.00 )sum of Tines 12 through 14 divided by 3. 14.77 15.00

16.00 |Adjustment for residents in initial years of the program 0.00 16.00

17.00 [adjusment for residents displaced by program or hospital closure 0.00 17.00

18.00 |Adjusted rolling average FTE count 14.77 18.00

19.00 |current year resident to bed ratio (line 18 divided by Tine 4). 0.088274 . 19.00

20.00 |prior year resident to bed ratio (see 1instructions) 0.084552 20.00

21.00 [Enter the lesser of Tines 19 or 20 (see instructions) 0.084552 21.00

22,00 | IME payment adjustment (see instructions) . 1,758,743 22.00
indirect Me ducation - Adjstment For the & cETah b ia IMA e

23.00 |Number of additional allopathic and osteopa hic T™ME FTE res dent cap slots under 42 0.00 23.00
Sec. 412,105 (FY (L) v){C ).

24.00 |IME FTE Resident Count Over Cap (see instructions) 0.00 24,00

25.00 |Tf the amount on line 24 is greater than -0-, then enter the Tower of line 23 or Tine 0.00 25.00
24 (see instructions)

26.00 |Resident to bed ratio {divide Tine 25 by 1ine 4) 0. 000000 26.00

27.00 |IME payments adjustment. (see instructions) 0.000000] 27.00

28,00 [IME Adjustment (see instructions) 0 28.00

29.00 [Total IME payment ( sum of Tines 22 758,74 29.00
BTskrapars] ohats d3 s nien i :

30.00 [Percentage of SSI recipient patient days to Medicare Part a patient days (see 4.26 30.00
instructions)

31.00 [percentage of Medicaid patient days to total days reported on Worksheet S-2, Part I, 10.79 31.00

Tine 24. (see instructions)

32.00 |[sum of Tines 30 and 31

33.00 [AlTowable disproportionate share percentage (ses instructions)
34.00 [pisproportionate share adjustment (see instructions)
Additiopal pavment fob high peFcentate ot ESRD DenellcIary. O1GCharges. .
40.00 |Total Medicare discharges on Worksheet 5-3, Part I excluding discharges for MS-DRGs
652, 682, 683, 684 and 685 (see instructions)

41.00 |Total ESRD Medicare discharges excluding MS-DRGs 652, 682, 683, 684 an 685. (see 0 0| 41.00
instructiens)

42.00 [Divide Tine 41 by 1ine 40 (if Jess than 10%, you do not qualify for adjustment) 0.00 42.00

43.00 |Total Medicare ESRD inpatient days excluding ms-DRGs 652, 682, 683, 684 an 685. (sce 0 43.00
instructions)

44.00 |Ratio of average length of stay to one week (line 43 divided by Tine 41 divided by 7 0.000000 44,00
days)

45.00 |Average weekly cost for dialysis treatments (see instructions) 0. 00| 0.00] 45.00

46.00 |Total additional payment (line 45 times line 44 times line 41) 0f 46.00

47.00 [subtotal (see instructions) 41,995,494 47.00

48.00 [Hospital specific payments (to be completed by SCH and MDH, small rural hospitals 46,525,402 48.00

only. {see instructions)

MCRIF3Z - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 140015 |Perio Worksheet E

From 10/01/2011 Part A

T0 09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIII Hosp1ta1‘

bafdre
L 00 -

49.00 |Total payment for inpatient operating costs SCH and MDH only (see instructions) 46,525,402 43,00
50.00 |Payment for inpatient program capital (from wWorksheet L, Parts I, II, as applicable) 3,315,218 50.00
51.00 |Exception payment for inpatient program capital (worksheet L, Part III, see 0 51.00

ihstructions)
52.00 |Direct graduate medical education payment (from Worksheet E-4, line 49 see 549,388 52.00

instructions).
53.00 |Nursing and Allied Health Managed Care payment 35,698 53.00
54.00 |Special add-on payments for new technologies 0 54.00
55.00 [Net organ acquisition cost (worksheet D-4 Part III, col, 1, Tine 69) 0f 55.00
56.00 [Cost of teaching physicians (Worksheet D-5, Part II, col. 3, Tine 20) 0] 56.00
57.00 [Routine service other pass through costs (from wkst D, Part IIT, column 9, lines 1,717,812 57.00

30-35).
58.00 |ancillary service other pass through costs Worksheet D, Part Iv, col. 11 Tine 200} 228,115 58.00
59.00 |[Total (sum of amounts on Tlines 49 through 58) . 52,371,631 59.00
60.00 [Primary payer payments 16,117 60,00
61.00 [Total amount payabie For program beneficiaries (line 59 minus Tine 60} 52,355,514 61,00
62.00 [Deductibles billed to program beneficiaries 4,331,152 62,00
63.00 |Coinsurance billed to program beneficiaries 180,663 63,00
64.00 |Allowable bad debts (see instructions) 962,982 64,00
65.00 |Adjusted reimbursable bad debts (see instructions) 674,087 65,00
66.00 |Allowable bad debts for dual eligible beneficiaries (see instructions) 962,982 66.00
67.00 |Subtotal (line 61 plus line 65 minus 1ines 62 and 63) 48,517,786 67.00
68.00 |Credits received from manufacturers for replaced devices applicable to MS-DRG (see 0 68.00

instructions)
69.00 |outlier payments reconciliation (Sum of Tlines 93, 95 and 96).(For SCH see 0 69.00

instructions)
70.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 70.00
70.95 |Recovery of Accelerated bepreciation 0 70.95
70.96 (Low volume Payment-1 0 70.96
70.97 (Low volume Payment-2 0 70.97
70,98 (Low volume Payment-3 0 70.98
71.00 |Amount due provider (1ine 67 minus Tines 68 plus/minus Tines 69 & 70) 48,517,786 71.00
72.00 [Interim payments 48,511, 454 72.00
73.00 |Tentative settlement (for contracter use only) 0 73.00
74.00 iBalance due provider (Program) (line 71 minus the sum of lines 72 and 73) 6,332 74.00
75.00 |protested amounts (nonallowable cost report ftems) in accordance with ¢Ms pub. 15-II, 0 75.00

section 115 2
90.00 0perat1ng out11er amount From WOrksheet E, Part A line 2 (see instructions) 0 90.00
91,00 [Capital outlier from Worksheet L, Part I, Tine 2 0 91.00
92.00 [operating outlier reconciliation adjustment amount (see instructions) 0 92.00
93.00 [cCapital outlier reconciliation adjustment amount (see instructions) 0 93.00
94,00 [The rate used to calculate the Time value of Money 0.00 94.00
95.00 [Time value of Money for operating expenses{see instructions) 0 95.00
96.00 |[Time value of Money for capital related expenses (see instructions) 0 96.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMs-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT provider CCN: 140015 | Period: worksheet E

From 10/01/2011 [ part B

To 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Title XVIIT Hospital PPS
1.00 Med1ca1 and other services (see 1nstruct1ons) 31,159 1.00
2.00 [Medical and other services reimbursed under oPPS (see instructions) 9,988,295 13,983,612 2.00
3.00 |PPS payments 8,756,165 12,258,631 3.00
4.00 |outlier payment (see instructions) 23,4884 32,880 4.00
5.00 |Enter the hospital specific payment to cost ratio (see instructions) 0.897 0.897( 5.00
6.00 |Line 2 times Tine 5 8,958,501 12,543,300 6.00
7.00 (sum of Tine 3 plus Tine 4 divided by line 6 97.99 97.99| 7.00
8.00 |Transitional corridor payment (see -instructions) 152,873 0f 8.00
9.00 |ancillary service other pass through costs from worksheet D, Part Iv, column 13, line 421,781 9.00
200
10.00 |organ acquisitions 0 10.00
11.00 |Total cost (sum of Tines 1 and 10) (see instructions) 31,156 11.00
COMPUTATION OF LESSER OF COST OR CHARGES .0 % A
Rezsénable charges
12.00 |Ancillary service charges 145,305 12.00
13.00 |organ acquisition charges (from worksheet D-4, Part III, Tine 69, col. 4) 0 13.00
14.00 |Total reasonable charges (sum of lines 12 and 13) 145,305 14.00
customary. charg: : e
15.00 [Aggregate amount actua11y co11ected From pat1ents 11ab15 for payment for services on a 0 15.00
charge basis
16.00 |Aamounts that would have been realized from patients Tiable for payment for services on 0 16.00
a chargebasis had such payment baen made in accordance with 42 CFR 413.13(e)
17.00 [Ratio of line 15 to line 16 {(not to axcead 1.000000) 0. 000000 17.00
18.00 |Total customary charges {see instructions) 145,305 18.00
19.00 |Excess of customary charges over reasonable cost (complete only +if Tine 18 exceeds 114,149 19.00
Tine 11) (see instructions)
20.00 |Excess of reasonable cost over customary charges {complete only +if Tine 11 exceeds 0 20.00
Tine 18) (see instructions)
21.00 |Lesser of cost or charges (line 11 winus line 200 (for CAH see instructions) 31,156 21.00
22.00 |Interns and residents (see instructions) 0 22.00
23.00 |cost of teaching physicians (see instructions, 42 CFR 415.160 and cM5 Pub. 15-1, 0 23.00
section 2148)
24,00 | Total Q_ospect1ve payment (sum of Tines 3, 4, 8 and D 21,645, 816 24,00
COMPUTATION (OF -RETMBURSEMENT "SETTLEMENT - o : SR
25.00 |Deductiblas and coinsurance {for CAH, see 1nstruct1ons) 0 25.00
26.00 {peductibles and Coinsurance relating to amount on 1ine 24 (for CAH, see Thstructions) 4,877,583 26.00
27.00 |Subtotal {£{1ines 21 and 24 - the sum of Tines 25 and 26) plus the sum of Tines 22 and 16,799,389 27.00
23} (for CAH, see instructions)
28.00 |Direct graduate medical education payments (from worksheet E-4, Tine 50) 196,877 28.00
29,00 |ESRD direct medical education costs (from worksheet E-4, 1ine 36) 0 29.00
30.00 |subtotal (sum of Tines 27 through 29) 16,996, 266 30.00
31.00 |Primary payer payments 1,849 31.00
32.00 5ubt0ta1 (line 30 minus Tine 31) 16,994,417 32.00
F LE BIS  (EXCLUDE ‘BAD ‘DEBTE FOR- PROFESSTONAL- SERVICES) e i
33.00 Comp051te rate ESRD (from worksheet I-5, Tine 11) 0 33.00
34.00 |ATlowable bad debts (see instructions) 986, 867 34.00
35.00 |Adjusted reimbursable bad debts (see tinstructions) 690, 807 35.00
36.00 |Allowable bad debts for dual eligible beneficiaries (see finstructions) 986, 867 36.00
37.00 |subtotal (sum of l1ines 32, 33, and 34 or 35) (line 35 hospital and subprovider only) 17,685,224 37.00
38.00 |MSP-LCC reconciliation amount from PS&R 0 38.00
39.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECTFY) 0 39,00
39.99 |RECOVERY OF ACCELERATED DEPRECIATION 0 39,09
40.00 |subtotal (line 37 plus or minus Tines 39 minus 38) 17,685,224 40.00
41.00 |Interim payments 17,350,563 41.00
42.00 |Tentative settlement {for cemntractors use only) 0 42,00
43.00 |Balance due previder/program (line 40 minus the sum of Tines 41, and 42) 334, 6061 43.00
44.00 |protested amounts (honallowable cost report <items) in accordance with €Ms Pub. 15-TT, 0 44.00
;ect10n 115 2
90,00 0r1g1na1 0ut11er amount (see instructions) 0 90,00
91.00 |outlier reconciliation adjustment amount (see instructicns) 0 91.00
92.00 |The rate used to calculate the Time value of Money 0.00 92.00
93.00 |Time value of Money (see instructions) 0 93.00
94,00 |Total (sum of Tines 91 and 93) 0 94.00

MCRXF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPTTAL

In Lieu of Form CmMs-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

Provider CCN: 140015

Period:
From 10/01/2011
To 09/30/2012

Worksheat E
Part B
Date/Time Prepared:

Title XvIIX

Hospital

2/28/2013 2:41 pm
PPS

rides

00

WORKSHEET: OVERRTDE  VALUES

112.00%3vefr1de of Aﬁb111ary servica charges (line 12)

112.00

MCRIF32 - 3.6.137.0



Health Fimancial Systems

BLESSING HOSPITAL

In Lieu of Form CM$-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 140015 |Period: worksheet F
From 10/01/2011| part B
Component CCN: 145015 |To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm
Title XvIII Subprovider - PPS
IPF

R~ W
(=R =g =R Re e e e Rl
(=R =R ==l e )

=
(=]

11.

=
=3

00

SERVECES

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

Med1ca1 and other services (see instructions) 1.00
Medical and other services reimbursed under OPPS (see instructions) 808 0l 2.00
PPS payments 1,011 0] 3.00
outlier payment (see dinstructions) 0 0| 4.00
Enter the hospital specific payment to cost ratio (see ihstructions) 0.000 0.000] 5.00
Line 2 times line 5 0 0| 6.00
Ssum of 1ine 3 plus Tine 4 divided by line & 0.00 0.00[ 7.00
Transitional corridor payment (see instructions) 0 0| 8.00
ancillary service other pass through costs from worksheet D, pPart IV, column 13, Tine 13 9.00
200

organ acquisitions 10.00
Total cost (sum of Tines 1 and 10) (se 11.00
COMPUTATION LESSER .OF : HARE

Reasonable EL

Ancillary service charges 0 12.00
orgah acquisition charges (from worksheet D-4, Part III, line 69, col. 4) 0 13.00
Total reasonable chardes {sum of 1ines 12 and 13) 0 14.00
Custonar arges

Aggregate amount actua11y co11ected From pat1ents 11ab1e for payment for serv1ces on a 0 15.00
charge basis

Amounts that would have been realized from patients Tiable for payment for services on 0 16.00
a chargebasis had such payment been made in accordance with 42 CFR 413.13(e)

Ratio of Tine 15 to 1ine 16 (hot to exceed 1.000000) 0. 000000 17.00
Total customary charges (see instructions) 0 18.00
Excess of customary charges over reasonable cost (complete only if line 18 exceeds 0 19.00
Tine 11) (see instructions)

Excess of reasonable cost over customary charges (complete only if line 11 exceeds 0 20.00
Tine 18} (see instructions)

Lesser of cost or charges (line 11 minus Tline 20) (for CAM see instructions) 0 21.00
Interns and residents (see instructions) 0 22.00
Cost of teaching physicians (see instructions, 42 CFR 415.160 and cMs Pub. 15-1, 0 23.00
section 2148)

Total prospect1ve payment {sum of lines 3, 4, 8 and 9) 1,024 24.00
ICOMPUTATION, :OF. RETMEURSEMENT - SETTLEMENT : o '
Deductibles and coinsurance (for CAH, see 1nstruct10ns) 0 25.00
Deductibles and Coinsurance relating to amount on line 24 (for CAH, see instructions) 169 26.00
subtotal {(1ines 21 and 24 - the sum of Tines 25 and 26) plus the sum of 1ines 22 and 855 27.00
23} (for CAH, see instructions)

pirect graduate medical education payments (from worksheet E-4, line 50) 0f 28.00
ESRD direct medical education costs (Ffrom worksheet E-4, Tine 36) 0 29.00

subtotal (line 30 m1nus line 31)

ALLOWABLE BAR 5-FOR :PROFESSIONAL  SERVECE

composite rate ESRD (from WOrksheet I- 5 Tine 11) -

Allowable bad debts (see +instructions)

Adjusted reimbursable bad debts (see €instructions)
Allowable bad debts for dual eligible beneficiaries (see instructions)

subtotal (sum of Tines 32, 33, and 34 or 35) (Tine 35 hospital and subprovider only)

MSP-LCC reconcitiation amount from PS&R

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

RECOVERY OF ACCELERATED DEPRECIATION

subtotal (line 37 plus or minus Tines 39 minus 38)

Interim payments

Tentative settlement (For contractors use only)

Balance due provider/program {Tine 40 minus the sum of lines 41, and 42)

Protested amounts (nonallowable cost report items) in accordance with cMs Pub. 15-II,

sect1on 115.2
BE COMPLETED BY - CONTRACTOR: -

0r1g1na1 outTier amount {(see 1nstruct1ons)
outlier reconciliation adjustment amount (see instructions)
The rate used to calculate the Time value of Monay

Time value of Money (see instructions)

Total (sum of Tines 91 and 93)

MCRIF32 - 3.6.137.0



Health Fipnancial Systems

BLESSING HOSPITAL
CALCULATION OF RETMBURSEMENT SETTLEMENT

Provider CCN: 140015 [Period:

In Lieu of Form Cms-2552~10

worksheet E
From 10/01/2011 | part B

Compohent CCN: 14S015 | To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
Title XvIII subprovider - PPS
IPF

T OVERRIDE VALUES
112.00,override of Ancillary service charges (line 12)

0[112.00

MCRIF32Z - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
ANALYSIS OF PAYMEMTS TO PROVIDERS FOR SERVICES RENDERED Provider CCN: 140015 | Period: worksheet E-1

From 10/01/2011| Fart I

To  09/30/2012 | bate/Tiime Prepared:
2/28/2013 2:41 pm

Hospital

JTitle XVIIT

o : A N Z:ﬁD § .

1.00 |votal interim payments paid to provider 48,324,001 17,091,412| 1.00
2.00 |Interim payments pavabTe on individual bills, either 0 o] 2.00
submitted or to he submitted to the contractor for
services rendered in the cost reporting period. IFf none,
write "NONE"™ or enter a zero

3.00 |List separately each retroactive Tump sum adjustment 3.00
amount based oh subseguent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" 1
Program Lo Provide
3.01 [ADJUSTMENTS TO PROVIDER 06/08/2012

223,790] 06/08/2012 380, 551

3.01
3.02 0 0| 3.02
3.03 0 0 3.03
3.04 0 0 3.04
3.05 0 0] 3.05
IBrovider o Program T o
3.50 |ADJUSTMENTS TO PROGRAM 09/25/2012 36,337 09/25/2012 21,400] 3.50
3.51 0 0l 3.51
3.52 0 0| 3.52
3.53 0 0f 3.53
3.54 0 0| 3.54
3,99 |subtotal (sum of Tines 3.01-3.49 minus sum of lines 187,453 259,151 3.99
3.50-3.98)
4.00 |Total interim payments {sum of Tines L1, 2, and 3.99) 48,511,454 17,350,563| 4.00

(transfer to wkst. E or wkst. E-3, Tine and column as
lappropriate) _
PO BE-COMPLETLED. BY. CONTRACTOR et ]
5.00 |List separately each tentative settlement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE" or enter a zero, (1)

Prograin 1o Providar.

5.01 |TENTATIVE TQ PROVIDER 0 ol 5.01
5.02 0 0| 5.02
5.03 0 0| 5.03
PEOVIHEr:Te Progran
5.50 |TENTATIVE TO PROGRAM 0 0| 5.50
5.51 0 0| 5.51
5.52 0 0| 5.52
5.99 |subtotal (sum of lines 5.01-5.49 minus sum of lines 0 ol 5.99
5.50-5.98)
6.00 |Determined net settlement amount (halance due) based on 6.00
the cost report. (1)
SETTLEMENT TO PROVIDER 6,332 334,661 6.01
SETTLEMENT TO PROGRAM 0 0] 6.0z
i jabili tions) 48{517,786 17,685,224 ?.

[Name of contractor

MCRIF32 - 3.6.137.¢



Health Financial Systems BLESSING HOSPITAL In tieu of Form CMS-2552-10
ANALYSLS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED Provider CCN: 140015 |Period: worksheet E-1

From 10/01/2011| part I

Component CCN: 145015 |To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIII Subprovider - PPS
IPF
S e B : 2000 e 00 4.00
1. Total interim payments paid to provider 1,293,468 843| 1.00
2. Interim payments payable on individual bills, either 0 0| 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |List separately each retroactive Tump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
i write "NONE" or enter a 1 ]
3.01 |ADIUSTMENTS TQO PRI 06/08/2012 34,868 ol 3.01
3.02 0j ol 3.02
3.03 0 ol 3.03
3.04 0 ol 3.04
3.05 0 0l 3.05
Provider to program..
3.50 [ADJUSTMENTS TO PROGRAM o, 0 3.50
3.51 0f 0l 3.51
3.52 0f 0 3.52
3.53 0f 0 3.53
3.54 0f 0] 3.54
3.99 (subtotal (sum of Tines 3.01-3.49 minus sum of Tines 34,868 0 3.99
3.50-3.98)
4.00 |Total interim payments (sum of Tines 1, 2, and 3.99) 1,328,336 843| 4.00
(transfer to wkst. E or wkst. E-3, Tine and column as
appropriate) -
ITO :BE COMPLETED :BY 'CONTRAETOR 2
5.00 |List separately each tentative settlement payment after 5.00
desk review. Also show date of each payment. I none,
write "NONE" or enter a zero. (1)
Prod Fam: to, Provider:: ]
5.01 |TENTATIVE TO PROVIDER 0 0| 5.01
5.02 0 0] 5.02
5.03 0 0] 5.03
rEavder 0" BErog Fain e
5.50 | TENTATIVE TO PROGRAM 0 ol 5.50
5.51 Q0 0] 5.51
5.52 0 9] 5.52
5.99 [subtotal (sum of Tines 5.01-5.49 minus sum of lines 0 o 5.99
5.50-5.98)
6.00 |petermined net settlement amount (balance due) based on 6.00
the cost report. (1)
6,01 |SETTLEMENT TO PROVIDER 5,620 6.01
6.02 |SETTLEMENT TO PROGRAM 0 6.02
7.00 otal di liability (see instructio
8.00 |mame of Contractor 8.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form ¢MS-2552-10
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED Provider CCN: 140015 |pPeriod: worksheet E-1

From 10/01/2011| Part I

Component CCN:14T015 (To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm
Title XVIII Subprovider - PPS

IRF

S S SR s g @00 s
Total interim payments paid to provider 5,305,504
Interim payments payable on individual bills, either 0
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zera

3.00 |[List separately each retroactive Tump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" or enter a zere. (
ﬁfﬁgrﬁﬁ}%ﬁ;ﬁﬁﬁ?ﬁdé‘ S R

3.01 |ADIUSTMENTS TC PROVIDER 0 0| 3.01
3.02 0 ol 3.02
3.03 0 0| 3.03
3.04 0 0| 3.04
3.05 0 0| 3.05
Provider: o Progral i
3.50 [ADJUSTMENTS TO PROGRAM 0 0| 3.50
3.51 0 0] 3.51
3.52 0 0] 3.52
3.53 0 0| 3.53
3.54 0 0] 3.54
3.99 |subtotal (sum of Tines 3.01-3.49 minus sum of lines 0 0| 3.99
3.50-3.98)
4,00 |Total interim payments (sum of Tines 1, 2, and 3.99) 5,305,504 0| 4.00

(transfer to wkst. E or wkst. E-3, Tine and celumn as
appropriate)
COMPLETED "BY 'CONTRACTOR. & :
5.00 |List separately each tentative settlement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE" or enter a zero. (1)

[Program £o. Provider:

5.01 |TENTATIVE TQ PROVIDER 5.01
5.02 5.02
5.03 0| 5.03
Provider Xo Prodram
5.50 |[TENTATIVE TO PROGRAM 0 0 5.50
5.51 0 0| 5.51
5.52 0 0| 5.52
5.99 |subtotal (sum of Tines 5.01-5.49 minus sum of Tlines 0 0| 5.99
5.50-5.98)
6.00 [petermined net settlement amount (balance due) based on 6.00
the cost report. (1)
SETTLEMENT TQ PROVIDER 0 6.01
SETTLEMENT TO PROGRAM 51,044 6.02

Total Medi

[Name of contractor

MCRIF32 -~ 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES REMDERED

Provider CCN: 140015
Component CCN: 145643

Period:
From 10/01/2011
To  09/30/2012

wWorksheet E-1
fart I

Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIIX

skilled Nursing
_Facility

PPS

1.00
2.00

(SRR SN AT I FERLEE]
f=
w

LU L QU o
[%s]
w

vl
o
w

(SR N |

Total interim payments paid to provider

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

List separately each retreactive lump sum adjustment
amount based on subseguent revision of the interim rate
for the cost report1ng per1od Also show date of each

1,565,052
o

" a_zero. (1)

[mlelelele]

oo ookt

ADIUSTMENTS TO PROGRAM

Subtotal (sum of lines 3.01-3.49 minus sum of lines
3.50-3.98)

Total interim payments (sum of lines 1, 2, and 3.99)
(transfer to wkst. E or wkst. E-3, Tine and column as

cooo ool

1,565,052

coooooll

- CONTRACTOR:

List separately each tentative settlement payment after
desk rev:ew Also show date of each payment. If none,
write "NONE" or enter a zero (1)

Progran £ Provider

TENTATIVE TO PROVIDER

oo

oo ol

TENTATIVE TO PROGRAM

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

Determined net settlement amount (halance due) hased on
the cost report. (1)

SETTLEMENT TO PROVIDER

SETTLEMENT TO PROGRAM

Total Medicare program Tiability (see instructions)

1,546

1,566,508

DO OO

0

===N=]

oo o

wwwww

G e o e

.00

.00

~NA@ @
] o
=

|name of contractor

MCRIF32 - 3.6.137.0

.00



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT FOR HIT

pProvider CCN: 140015

Period: worksheet E-1

From 10/01/2011 | Part II

To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Title XVIII

Hospital PPS

OR: NON ~STANDARD -COSTREPORT

ATA: COLLECIION ANDCALCULATION

CAH only - The reasonable cost tincurred for
part I Tine 168

1.00 [Total hosp1ta1 d1scharge5 as defined in AarRA §4102 from wkst $- 3. Part I co]umn
2.00 [Medicare days from wkst 5-3, pPart I, column & sum of Tlines 1, 8-12

3.00 |Medicare HMO days from wkst 5-3, part I, column 6. line 2

4.00 [Total inpatient days from S$-3, part I column 8 sum of lines 1, 8-12
5.00 |Total hospital charges From wkst ¢, pPart I, column 8 Tline 200

6.00
7.00

Total hospital charity care charges from wkst $-10, column 3 Tine 20

5 11ne 14 10,054 1.00

23,912 2.00

650 3.00

38,219 4.00

684,520,931 5.00

63,906,211 6.00

the purchase of certified HIT technology worksheet s-2, 0| 7.00

instructi

ns)

8.00 CaTcu1at10n of the HIT dincentive payment (s
i L SERVICES - UNDER CA

2,010,093 8.00

30.00 In1t1a1/1nter1m HIT payment adjustﬁent (see
31.00 |other adjustment (specify)

instructions)

32.00 |Balance due provider (1ine 8 minus line 30 and Tine 31)

0| 30.00
0| 31.00
2,010,093| 32.00

CONTRACTOR: OVERRIDES

108.00( override of HIT payment

0]108.00

MCRIF32 -~ 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Ltieu of Form CM5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 140015 |Period:

From 10/01/2011
Component CCN:14s015 (To  09/30/2012

Worksheet E-3

Part IT

Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIII Subprovider -
IPF

PPS

.00
.00
.00
.00

E- ST S

w1
(=]
<

P MEDLCARE PART A BERVE P

Net Federal IPF PPS Payments (excluding outlier, ECT, and medical education payments)
Net IPF PPS Outlier Payments

Net IPF PPS ECT Payments

Unweighted intern and resident FTE count in the most recent cost report filad on or before November
15, 2004. (see instructions)

cap increases for the unweighted intern and resident FTE count for residents that were displaced by
program or hospital closure, that would not be counted without a temporary cap adjustment under
§412. 424 (Y (I CA1DM (1) or (2) (see instructions)

New Teaching program adjustment. {see instructiens)

Current year's unweighted FTE count of I& other than FTEs in the first 3 years of a "new teaching
program”. (see inst.)

current year's unweighted I&R FTE count for residents within the first 3 years of a "new teaching
program”. (see inst.)

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

Average Daily Census (see instructions)

Medical Education Adjustment Factor {((1 + (1ine &/Tine 9)) raised to the power of .5150 -1}.
Medical Education Adjustment (1ine 1 multipTlied by Tline 10).

Adjusted Net IPF PPS payments (sum of lines 1, 2, 3 and 11)

Nursing and Allied Health Managed Care payment (see instruction)

organ acquisition

Cost of teaching physicians (from worksheet p-5, Part II, coTumh 3, 1ine 20) (see instructions)
Subtotal (see instructions)

Primary payer payments

Subtotal (line 16 less Tine 17).

Deductibles

Subtotal (line 18 minus line 19)

Coinsurance

subtotal (Tine 20 minus Tine 21)

Allowable bad debts (exclude bad debts for professional services) (see instructions)

Adjusted reimbursable bad debts (see +instructions)

Allowable bad debts for dual eligible beneficiaries (see instructions)

subtotal (sum of Tines 22 and 24)

Direct graduate medical education payments (from worksheet E-4, Tine 49)

other pass through costs (see instructions)

outTlier payments reconciliation

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

Recovery of Accelerated Depreciation

Total amount payable to the provider (see instructions)

Interim payments

Tentative settlement (Ffor contractor use only)

Balance due provider/program (Tine 31 minus the sum Tlines 32 and 33)

T71,543,243| 1,00

1,741 2.00
0 3.00
0.00( 4.00
0.00( 4.01
0.00| 5.00
4.00| 6.00
0.00| 7.00
0.00) 8.00

31.256831( 9.00
0.000000( 10.00
0f 11,00
1,544,984} 12.00
0| 13.00

0 14.00

0| 15.00
1,544,984 16.00
1,080| 17.00
1,543,904 18.00
219,572| 19.00
1,324,332| 20.00
30,864| 21.00
1,293,468| 22.00
0| 23.00

0| 24.00

0| 25.00
1,293,468 26.00
0] 27.00

40,488| 28.00

0] 29.00

0] 30.00

07 30.99
1,333,956| 31.00
1,328,336) 32.00
0| 33.00

5,620( 34.00

w};gd amounts {nonallowable cost report items) in accordance with CMS pub. 15-2, section 115.2
MPL 10l

‘original outlier t from worksheet E-3, part II, line 2
outlier reconciliation adjustment amount {see instructions)
The rate used to calculate the Time value of Money

Time value of Money (see instructions)

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL In Lie

| of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 140015 |Period: worksheet E-~3
From 10/01/2011 | Part TIT
component CCN:14T015 |To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm
Title XVIIL Subprovider - PPS
IRF

[T BE iPLE EONTRACTOR : B 7
nal outlier amount from worksheet E-3, Part III, line 4

PART.. LT E R

Net Feder yment (see instructions)
medicare SSI ratio (IRF PPS only) (see instructions)

Inpatient Rehabilitation LIP Payments (see instructions)

cutlier Payments

Unweighted intern and resident FTE count in the most recent cost reporting period ending on or prior
to November 15, 2004 (see instructions)

Cap increases for the urweighted tintern and resident FTE count for residents that were dispiaced by
program or hospital closure, that would not be counted without a temporary cap adjustment under

§412. 424D (LTI FICL) or (2) (see instructions)

New Teaching program adjustment. (see instructions)

current year’s unwaighted FTE count of I&R other than FTEs in the first 3 years of a "new teaching
program". (see inst.)

current year's unweighted I&R FTE count for residents within the first 3 years of a "new teaching
program”. (see inst.)

Intern and resident count for IRF PP5 medical education adjustment (see instructions)

Average Daily Census (see instructions)

Medical Education Adjustment Factor {({I + (¥ine 9/Tine 103} raised to the power of .6876 -1}.
Madical Education Adjustment (Tine 1 multiplied by 1ine 11).

Total PPS Payment (sum of Tlines 1, 3, 4 and 12)

Nursing and Allied Health Managed Care payment (see fnstruction)

Organ acquisition

cost of teaching physicians (from Worksheet D-5, Part IXI, column 3, line 20} (see instructions)
subtotal (see instructions)

Primary payer payments

Subtotal (line 17 less Tine 18).

peductibles

Subtotal (line 19 winus 1ine 20)

Coinsurance

subtotal €line 21 winus Tine 22)

Altowable bad debts (exclude bad debts for professional services) (see instructions)

Adjusted reimbursable bad debts (see instructions)

Allowable bad debts for dual eligible beneficiaries (see instructions)

Subtotal (sum of lines 23 and 25)

Direct graduate medical education payments (From worksheet E-4, line 49)

Oother pass through costs (see instructions)

outlier payments reconciliation
OTHER ADJUSTMENTS (SEE INSTRUCTIONS)
Recovery of Accelerated Depreciation
Total amount payable to the provider
Interim payments

Tentative settlement (for contractor use only)

Balance due provider/program (line 32 minus the sum Tlines 33 and 34)

Protested amounts (nonallowable cost report items) in accordance with cMs Pub. 15-2

(SPECIFY)

(see Tnstructions)

saction 115.2

,079,995
0.0063
155,839
45,769
0.00

0.00

0.00
0.00

0.00

0.00
13.521858
0.000000
0
5,281,603
0

0
5,281,603

5,230,586
0

23,874

0

0

0
5,254,460
5,305,504
0

-51,044

MELETED ONT] OR:

origi
outTier reconciliation adjustment amount (see instructions)
The rate used to calculate the Time value of Monay

Time value of Money (see +instructions)

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSTING HOSPITAL In Lieu of Form CMS-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 140015 |Period: worksheet E-3

From 10/01/2011 | Part VI

Component CCN: 145643 |To  09/30/2012 | pate/Time Prapared:
2/28/2013 2:41 pm

Title XVIIT Skilled Nursing PPS
Facility
1.00 [Resource Utilization Gr'oup Payment (RUGS) 1,637,508| 1.00
2.00 |routine service other pass through costs 0] 2.00
3.00 |ancillary service other pass through costs . 1,546| 3.00
4.00 |Subtotal {sum of Tines 1 throqgh 3 1,639,054 4.00
[COMPUTAT L6 -OF - NET €057 "OF. COVERED CES: Gy S R
5.00 |Medical and other services (Do not use th'|s 11ne as vaccine costs are 1nc'|uded in 1ine 1 of wW/S E, 5.00
Part B. This line is now shaded.)
6.00 |Deductible 0 6.00
7.00 [cCoinsurance 72,456] 7.00
8,00 |Allowable bad debts (see instructions) o 8.00
9.00 [Reimbursable bad debts for dual eligible beneficiaries (see instructions) ol 9.00
10.00 |Allowable reimbursable bad debts (see instructions) 0| 10.00
11.00 |utilization review g 11.00
12,00 |Subtotal (Sum of Tines 4, 5 minus 6 & 7 plus 10 and 11)(see Instructions) 1,566,598 12.00
13.00 |Inpatient primary payer payments 0f 13.00
14.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 14.00
14.99 [Recovery of accelerated Depreciation 0| 14.99
15.00 |subtotal (line 12 minus 13 = lines 14 1,566,598| 15.00
16.00 |Interim payments 1,565,052 16.00
17.00 |Tentative settlement (for contractor use only) 0| 17.00
18.00 |Balance due provider/pregram (line 15 minus the sum of lines 16 and 17) 1,546| 18.00
19.00 |Protested amounts (nonallowable cost report fitems) in accordance with cms 19 pub. 15-2, sectjon 115.2 0| 19.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form (mMs-2552-10
DIRECT GRADUATE MEDICAL EDUCATION (GME)} & ESRD OUTPATIENT DIRECT Provider CCN: 140015 |Period: worksheet F-4

MEDTICAL EDUCATION COSTS From 10/01/2011 .
To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

tEﬂ ] PP

Title XVIIL Ho

ON OF 10T/ THE AMDUNT. .

1.00 |unweighted resident FTE count for allopathic and osteopathic programs for cost reporting periods 19,50 1.00
ending on or before December 31, 1996.

2.00 |unweighted FTE resident cap add-on for new programs per 42 CFR 413.79(e) (1) (see instructions) 0.00| 2.00

3.00 |amount of reduction to Direct GME cap under section 422 of Mwa 0.00| 3.00

3.0L |pirect GME cap reduction amount under ACA §5503 in accordance with CFR §413.79 (m). (see 0.00] 3.01
instructions for cost reporting periods straddling 7/1/2011)

4.00 |Adjustment (plus or minus) to the FTE cap for allopathic and osteopathic programs due to a Medicare 0.00( 4.00
GME affiliation agreement (42 CFR §413.75¢(b) and § 413.79 (f))

4.01 |ACA Section 5503 increase to the Direct GME FTE Cap (see instructions for cost reporting periods 0.00( 4.01
straddling 7/1/2011)

4.02 |AcA section 5506 number of additional direct GME FTE cap slots (see imstructions for cost reporting 0.00| 4.02
periods straddling 7/1/2011)

5.00 |FTE adjusted cap (Tine 1 plus Tine 2 minus Tine 3 and 3.01 plus or minus Tine 4 plus Tine 4.0% plus 19.507 5.00
Tine 4.02 plus applicable subscripts

6.00 |Unweighted resident FTE count for allopathic and osteopathic programs for the current year from your 16.71| 6.00

records (see instructions)

ic and osteopathic
program for the current year.

9.00 |If Tine 6 is lass than 5 enter the amount from line 8, otherwise 16.71 0.00 16.71] 9.00
multiply Tine 8 times the result of line 5 divided by the amount on Tine
6

10.00 |weighted dental and podiatric resident FTE count for the current vear 0.00 10.00

11.00 |Total weighted FTE count 16.71 0.00 11.00

12.00 |Total weighted resident FTE count for the prier cost reporting year (see 18. 26 0.00 12,00
instructions)

13.00 |Total weighted resident FTE count for the penultimate cost reporting 17.83 0.00 13.00
year {see instructions)

14.00 |Ro1ling average FTE count (sum of Tines 11 through 13 divided by 3). 17.60 0.00 14.00

15.00 [Adjustment for residents in initial years of new programs 0.00 0.00 15.00

16,00 |Adjustment for residents displaced by program or hospital closure 0.00 0.00 16,00

17.00 |Adjusted rolling average FTE count 17.60 0.00 17,00

18.00 |Per resident amount 77,504.40 0.00 18.00

1,364,077| 19.00

| Approved anount for resi 1,364,077

ional uHWeightedwaﬁop;t 1cma‘ﬁud“nété6p'ath'ic direct GME FTE resident cap ‘s‘:iots received under 42 0.00( 20.00

20.00 [Add

sec. 413.7%(c Y4
21.00 |pirect GME FTE unweighted resident count over cap (see instructions) 0.00( 21.00
22.00 |allowable additional direct GME FTE Resident Count (see Tnstructions) 0.00( 22.00
23.00 |Enter the locally adjustment national average per resident amount (see instructions) 0.00] 23.00

24.00 [Multiply 1ine 22 time line 23
Total direct GME amount (sum of Tines 19 and 24

TAT

26.00 |Inpatient Days 29,317 650 26.00
27.00 |Total Inpatient pDays (see instructions) 54,608 54,608 27.00
28.00 |Ratio of inpatient days to total -tinpatient days 0.536863 0.011903 28.00
29.00 |Program direct GME amount 732,322 16,237 29.00
30.00 [Reduction for direct GME payments for Medicare managed care 2,294 30.00
31.00 [Net Program direct GME amount 746,265| 31.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM5-2552-10

DIRECT GRADUATE MEDICAL EDUCATION (GME) & ESRD OUTPATIENT DIRFCT pProvider CCN: 140015 |Period: worksheet E-4
MEDICAL EDUCATION COSTS From 10/01/2011
To  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm
Title XVIII Hospital PPS

RenaT d1a1ys1s direct med1ca1 educat10n costs (from Worksheet B, Part X, sum of columns 20 and 23,
Tines 74 and 94)

renal dialysis and home dialysis total charges (wWorksheet C, Part I, coTumn 8, sum of lines 74 and
94)

Ratio of direct medical education costs to total charges (line 32 + Tline 33)

Medicare outpatient ESRD charges (see instructions)

2,200,325

0. 000000
0
0

Madicare outpat1ent ESRD d1rect med1ca1 educat1on costs (11ne 34 x line 35)
APPORTIONMEN 1 & TLE T ON.

Part. A Reasonable Cos

Reasonable cost (see instructions)

Organ acquisition costs (Worksheer p-4, Part III, column 1,
Cost of teaching physicians (Worksheet D-5, Part IZ, column 3,
Primary payer payments (see instructions)

Total Part A reasonab1e cost (sum of Tines 37 through 39 minus Tine 40)

Tine 69)
Tine 20)

68,757,344
0

0

22,081
68,735,263

~Régsonable

onable cost (se structions)

Primary paver payments (see instructions)

Total Part B reasonable cost (Tine 42 minus Tina 43)

Total reasonable cost (sum of Tines 41 and 44)

Ratio of Part A reasonable cost to total reascnable cost (line 41 : Tine 45)
Ratio of Part B reasonable cost to total reascnable cost (1ine 44 + Tline 45)

24,633,
1,849
24,631,678
93,366,241
0.736184
0.263816

ALLOCATION, OF MEDTCARE DIRECT GME “COSTS BETWEER PART. A ANG PARI

Total program GME payment (line 31)
Part A Medicare GME payment (1ine 46 x 48)(Title XvIII only)(see instructions)

Part B Medicare GME payment {line 47 x 48) (title XVIII only) (see instructions)

746,265
549,388
156,877

MCRIF32 - 3.6.137.0




Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

BALANCE SHEET (If you are nonproprietary and do not maintain

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

Provider CCN: 140015

To

Period:

From 10/01/2011

09/30/2012 | Date/Time Prepared:
13 2:41

worksheet G

i

cash on
Temporary investments

Notes receivable

Accounts receivable

Other receivable

Allowances for uncollectible notes and accounts receivable
Inventory

Prepaid expensas

other current assets

pue from other funds

79,642,662
77,698,283
0
156,542,995
7,954,813
~101,253,757
6,374,352
4,849,977
163,286
879,344

SO OO o OO OO O

cocoocoocaaoool

o000 0DoC OO0

Total current assets (sum of Tlines 1-10)

232,851,955

QT SETS

#ﬁkEﬁHASSEfg:gat,i 5 Bt e o T
Land 12,613,855 0f 0 0
Land improvements 6,408,794 0 0 0
Accumulated depreciation -4,477,859 0 ¢ 0
Buildings 143,877,013 0 0f 0
Accumulated depreciation -58,024,255 0 0 0
lLeasehold improvements 1,868,704 0 0 0
accumulated depreciation -28,700,439 0 0 0
Fixed equipment 0 0 0 0
Accumulated depreciation 0 0 0 0
Automobiles and trucks 0 0 0 0
Accumulated depreciation 0 0 0 0
Major movable equipment 133,974,622 0 0 0
Accumulated depreciation -99,071, 665 0 0 0
Minor eguipment depreciable 0 0 0 0
Accumulated depreciation 0f 0 0 0
HIT designated Assets 0 0 0 0
Accumulated depreciation 0 i 0 [¢]
Minor equipment-nondepreciable 0 0 0 ¢]
Total fixed assets {sum of Tines 12-29) 108,468,770 0 0 0

Ihvestments
Deposits on leases

Due from owners/officers

Other assets

Total other assets (sum of Jines 31-34)
Total assets (sum of 11 11

14,551,405
0
0

9,950,636
24,502,041
5,822,76

il e e Y e |

[ on o I v I o]

cCoooQ

CURRENT LIARTLITIES

Accounts payable

salaries, wages, and feas payable
Payroll taxes payable

Notes and loans payable (short term)
peferred income

aAccelerated payments

pue to other funds

Other current liabilities

14,718,319
16,536,478
2,151,781
3,580,000
1,111,105
0
0
10,168, 836
48,266,519

[l e )

[ ]

oo o

oo

CoOCoCOoOS

Total current liabilities (sum of lines 37 thru 44)
LONG: TERM. LEABTLITIES :

oo o

Mortgage payable

Notes payable

Unsecured loans

other long term liabilities

Total long term Tiabilities (sum of Tines 46 thru 49

77,721,489
0
0
91,210,077
168,931, 566
217,1 5

=Relelelole]

cocococoo

===

Total Tiabilites (sum of Tines 45 and 50)

General fund balance

specific purpose fund

Donor created - endowment fund balance - restricted
Donor created - endowment fund balance - unrestricted
Governing body created - endowment fund balance

Pilant fund balance - invested in plant

Plant fund balance - reserve for plant improvement,
replacement, and expansion

Total Fund balances (sum of lines 52 thru 58)

Total Tiabilities and fund balances (sum of lines 51 and

59)

148,624,681

148,624,681
365,822,766

S oo

=] f==]

GO W oY AT B
RO
OO OOO

MCRIF3Z2 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10

STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 140015 |Period: worksheet G-1,

From 10/01/2011

To  09/30/2012 | pate/Time Prepared:
, 2,28 i4lom

1. Fund balances at beginning of period 133,825,341 .

2.00 |Net income (loss) (from wkst. G-3, 1ine 29) 25,732,393 2.

3.00 |Total {sum of Tine 1 and Tine 2) 159,557,734 3.

4.00 |CONTRIBUTIONS 2,464,329 0 4.00
5.00 [CONTRIBUTIONS 60, 036 0 5.00
6.00 {MET REAL AND UNREAL GAINS 1,433,435 0 6.00
7.00 0 0 7.00
3.00 0 0 3.00
9.00 0 0 9.00
10.00 |Total additions (sum of Tline 4-9) 3,957,800 0 10.00
11.00 |subtotal (line 3 plus Tine 100 163,515,534 0 11.00
12.00 |MINIMUM PENSION LIABILITY 12,769,907 0 12.00
13.00 |NET REAL AND UNREAL GAIINS 209,662 0f 13.00
14.00 |NET ASSETS RELEASED FROM RESTRICTION 1,902,428 0 14.00
15.00 |OTHER 8,852 0 15.00
16.00 [ROUNDING 4 0 16.00
17.00 ¢ 0 17.00
18.00 (Total deductions (sum of lines 12-17) 14,890,853 [y 18.00
18.00 [Fund balance at end of period per balance 148,624,681 0 19.00

sheet (line 11 minus Tine 18)

MCRIF32 ~ 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form (MS-2552-10

STATEMENT OF CHANGES TN FUND BALANCES

Provider CCN: 140015

Period: worksheet G-1
From 10/01/2011
To

09/30/2012 ; pate/Time Prepared:
| 2/28/2013 2:41

1.00 |Fund balances at beginning of period
2.00 |Net income (loss) (from wkst. ¢-3, T1ine 29)
3.00 |Total (sum of line 1 and line 2)

4.00 |CONTRIBUTIONS

5.00 |CONTRIBUTIONS

6.00 |NET REAL AND UNREAL GAINS

7
8

10.00 [Total additions (sum of line 4-9)
11.00 |subtotal (Tine 3 plus Tine 10)

12.00 |MINIMUM PENSION LIARILITY

13.00 |NET REAL AND UNREAL GATIINS

14.00 |NET ASSETS RELEASED FROM RESTRICTION
15.00 |OTHER

16.00 | ROUNDING

18.00 |Total deductions (sum of Tines 12-17)
19.00 {rFund balance at end of period per balance
sheet (1ine 11 minus Tine 18)

=Rl lelele]

COoOooOoO

oS00

SOOI OS

Lo~ uv w2
o
(=

MCREF32 - 3.6.137.0



Health Financial Systems BLESSENG HOSPITAL

In Lieu of Form ¢M$-2552-10

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES

Provider CCN: 140015 |Period:

From 10/01/2011
To  09/30/2012

worksheet G-2
Parts I & II
Date/Time Preparad:
2/28/2013 2:41

NGOV AW

Hosp1ta1

SUBPROVIDER - IFF
SUBPROVIDER - IRF
SUBPROVIDER

swing bed - SNF

swing hed - NF

SKILLED NURSING FACILITY
NURSING FACILITY

OTHER LONG TERM CARE

54,717,297
20,278,787
4,961,175

0

0
4,448,743

84,406,002

54,717,207

1.00

20,278,787 2.00
4,961,175 3.00
4.00

0] 5.00

0; 6.00
4,448,743) 7.00
8.00

9.00

0.00

Total genera1 1npat1 nt care serv1ces (sum of lines 1-9)

84,406,002 1

INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)
Total intensive care type inpatient hospital services (sum of lines
11-15)

Total inpatient routine care services (sum of lines 10 and 16)
Ancillary services

outpatient services

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

HOME HEALTH AGENCY

AMBULANCE SERVICES

CMHC

AMBULATORY SURGICAL CENTER (D.P.)

HOSPICE

NURSERY

Total patient revenues (sum of Tines 17-27){transfer column 3 to wkst.

30,195,051

30,195,051

114,601,053
242,109,393 382,380,388

0 0

0 806,633

0 0
5,171,511

0 3,593,326
2,840,499 0f

359,550,945 391,951,858

30,195,051] 11.00

30,195,051| 16.00

114,601,053 17.00
624,489,781 18.00
0| 19.00

806,633| 20.00

0| 21.00

5,171,511| 22.00

3,593,326| 26.00
2,840,499| 27.00
751,502,803| 28.00

G-3, 11ne 1)
PART. OPERATING EXPENSES =

0perat1ng expenses (per wkst. A co1umn 3, Tine 2000
PROVISION FOR BAD DEBTS

Total additions (sum of Tines 30-35)
DERUCT (SPECIFY)

Total deductions (sum of Tines 37-41)
Total operating expenses (sum of 1ines 29 and 36 minus line 42)(transfer

to wkst, G-3, line 4)

269,625,493
22,200,493
0
0
0
0
0

22,200,493
0
0
0
0
0

0

291,825,986

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
STATEMENT OF REWENUES AND EXPENSES Provider CCN: 140015 |Period: Worksheet G-3

From 10/01/2011
To  09/30/2012 | pate/Time Prepared:
12/28/2013 2:41 pm_

" 00 :
1.00 |Total patient revenues (from wkst. G-2, Part I, column 3, line 28) 751,502, 1.00
2.00 |Less contractwal allowances and discounts on patients' accounts 459,085,769 2.00
3.00 |Net patient revenues (line 1 minus Tine 2) 292,417,034 3.00
4.00 |Less total operating expenses (from wkst. G-2, Part II, line 43) 201,825,986| 4.00
5.00 Net 1ncome fr'om service to patients (11ne 3 minus Tine 4) 591,048 5.00
6.00 Contr'lbutwns. donat'lons, bequests, etc 0| 6.00
7.00 |[Income from investments 7,796,981 7.00
8.00 |RrRevenues from telephone and telegraph service o 8.00
2.00 |Revenue from television and radio service 0| 9.00
10.00 |Purchase discounts 414,0221 10.00
11.00 |Rebates and refunds of expensas 0y 12.00
12.00 |rarking Jot receipts 0| 12.00
13.00 |Revenue from laundry anhd Tinen service 0 23.00
14.00 |Revenue from meals sold to empToyees and guests 1,466,636 14.00
15.00 |Revenue from rental of living quarters 0f 15.00
16.00 |Revenue from sale of medical and surgical supplies to other than patients 0| 16.00
17.00 [Revenue from sale of drugs to other than patients 0| 17.00
18,00 [Revenue from sale of medical records and abstracts 89,918| 18.00
19,00 [Tuition (fees, sale of textbooks, unmiforms, etc.) 2,902,774| 19.00
20.00 [Revenue from gifts, flowers, coffee shops, and canteen 0] 20.00
21.00 |Rental of vending machines 0| 21.00
22.00 |Rental of hospital space 911,150 22.00
23.00 |Governmental appropriations 0| 23.00
24.00 |MISCELLANEOUS INCOME 9,415,1227 24,00
24.01 | TRANSFERS 1,842,928| 24,01
24.02 |TRANSFERS 301,814| 24.02
25.00 |Total other income {(sum of lines 6-24) 25,141,345 25.00
26.00 [Total (line 5 plus lina 25) 25,732,393( 26.00
27.00 [OTHER EXPENSES (SPECIFY) 0} 27.00
28.00 |Total other expenses. (sum of line 27 and subscripts) 0| 28.00
29.00 [Net income (or loss) for the period (1ine 26 minus 1ine 28) 25,732,393| 29.00

MCRIF32 -~ 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM5-2552-10

ANALYSTS OF PROVIDER-BASED HOME HEALTH AGENCY COSTS

Provider CCN: 140015

HHA CCN:

Period:
From 10/01/2011

147031 (To  09/30/2012

worksheet H

pate/Time Prepared:

2/28/2013 2:41 pm

Home Health
Agency I

PPS

fttracted/pu

GE SER

1.00 |[capital Related - Bldg. & Fixtures
2.00 |[capital rRelated - Movable Equipment
3.00 [pPlant operation & Maintenance

4.00 [Transportation

5.00 [Administrative and Genheral

[HHA RETMEORGABLE SERVICES -

tlo oo o of

6.00 jskilled Nursing care

7.00 !prhysical Therapy

8.00 [occupational Therapy

9.00 [speech pathology

10.00 |mMedical social Services

11.00 |Hoine Health Aide -
12.00 |supplies (see instructions)
13.00 |Drugs

14,00 |DME

1,392,458
602, 689
181,973

18,533
102,736
175,770

floRelelelelololele)

495,319
194,919
61,992
8,154
614
115,829

HHA NONREIMBURGABLE, SERVECES. "

15.00 |Home Dialysis Aide Services
16.00 |Respirateory Therapy

17.00 |Private Duty Nursing

18.00 |cTinic

19.00 [Health Promotion Activities
20.00 |Day Care Program

21.00 |Home Delivered Meals Program
22.00 |Homemaker Service

23.00 | A1l others (specify)

24.00 |Total (sum of lines 1-23)

2,826,665

COCOoOOoCOoOoCoCoOo

19,51

0f
0f
0f
0f
0f
3 0
7 12,610
9 0
1 Q
4 0
7 0
0f 0
0f 0
0j 0
0f
0f
0f
0f
0f
0f
0f
0f
Of
1 12,61

=R =R=j=g=g=i=]=]=1=]H

[ e R e o R e i )

118,483

995,310

Column, 6 Tline 24 should agree with the worksheet A, column 7, line 101, or subscript as appTicable.

MCRIF32 - 3.6.137.0



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

ANALYSIS OF PROVIDER~BASED HOME HEALTH AGENCY COSTS Provider CCN: 140015 |Period: worksheet H
From 10/01/2011
HHA CCN: 147031 | To 09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm
Home Health PPS
I

1.00 [capital rReTated - Bldg. & Fixtures 0 0 0| 1.00
2.00 |capital related - movable Equipment 0 0 ol 2.00
3.00 |Plant Operation & Maintenance 0 0 0| 3.00
4,00 [Transportation 0 0 0| 4.00
5.00 |Administrative and General 347,580 347,580 347,580| 5.00
6.00 [skilled Nursing Care 1,898,798 ~1,155 1,897,643 0 1,897,643| 6.00
7.00 |Physical Therapy 814,555 0 814,555 0 814,555| 7.00
8.00 |oOccupational Therapy 245,344 0 245,344 0 245,344 B.00
9.00 [speech pathology 26,868 0 26,868 0 26,868| 9.00
10.00 [Medical sSocial Services 103,364 0 103, 364 0 103,364 10.00
11.00 |Home Health Aide 294,176 0 294,176 0 294,176| 11.00
12,00 |supplies (see ‘instructions) 0 0 0 0 12.00
13.00 |Dprugs 0 0 0 0 13.00
4] 0 0 0] 14.00

14.00 [DME 0
HHEA NONRETMBURSABLE-"SERVICES i

15.00 |Home Dialysis Aide Services ol 0 0 0 0| 15.00
16.00 |Respiratory Therapy 0 0 0 0 0| 16.00
17.00 |Private Duty Nursing 0 0 0 0 0| 17.00
18.00 |Clinic 0 4] 0 0 0| 18,00
19.00 |Health Promotion Activities 0 0 0 0 0| 12.00
20.00 |pay care Program L 0 0 0 0| 20.00
21.00 |Home De'ldivered Meals Program 0 0 0 0 0| 21.00
22.00 |Homeniaker Service 123,411 0 123,411 0 123,411| 22.00
23.00 |A11 others (specify) 0 0 0 o 0| 23.00
24.00 |Total (sum of lines 1-23) 3,854,096 -1,155 3,852,941 0 3,852,041 2400

column, 6 line 24 should agree with the worksheet A, column 7, Tine 101, or subscript as applicable.

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL Th Lieu of Form CMS-2552-10

COST ALLOCATION - HHA GENERAL SERVICE COST Provider CCN: 140015 | Period: worksheet H-1
From 10/01/2011| Part I
HHA CCH! 147031 | To 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
Home Health PPS
Agency I

GENERAL: SERVECE: COST: CEN
.00 [cCapital related - 81dg. & Fixtures

1 0 0 1.00
2.00 [capital Related - Movable Equipment 0 0 2.00
3.00 |Plant Operation & Maintenance 0 0 0 0 3.00
4.00 |Transportation 0 0 0 0 0| 4.00
5.00 |administrative and General 347,580 4] 0 0 0] 5.00
A REIMEURSARLE. SERVECES o o o i meT e : e

6.00 |Skilled Nursing Care 1,897,643 0 0 0 0| 6.00
7.00 |pPhysical Therapy 814,555 0 0 0 0| 7.00
8.00 |Occupational Therapy 245, 344 0 0 0 0| B8.00
9.00 |speech pathology 26,868 0 0 0 0| 9.00
10.00 |Medical social Services 103, 364 0 0 0 0| 10.00
11.00 |Home Health Aide 294,176 0 0 0 0| 131.00
12.00 |Supplies (see instructions) 0 0 0 0 0| 12.00
13.00 |Drugs 0 0 0 0

14.00 |DME 0 0 0 0

HHA NONRETMBURSABLE  SERVICES E : o o e

15.00 |Home Dialysis Aide Services 0 0 0 0 0| 15.00
16.00 |Raspiratory Therapy 0 0 0 0 0| 16.00
17.00 |private Duty Nursing 0 0 0 0 0| 17.00
18.00 |Clinic 0 0 0 0 0| 18.00
19.00 |Health promotion Activities 0 0 0 0 0 19.00
20.00 |pay care Program 0 0 0 0 0| 20.00
21.00 |Home pelivered Meals Program 0 0 0 0 o 21.00
22.00 |Homemaker Service 123,411 0 0 0 o 22.00
23.00 [A11 others (specify) 0 0 0 0 0| 23.00
24.00 |Total (suim of Tlines 1-23) 3,852,941 0 0 0 0] 24.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS$-2552-10

COST ALLOCATION - HHA GENERAL SERVICE COST pProvider ccw: 140015 |Per Worksheet H-1
From 10/01/2011 Part I
HHA CCM: 147031 | To 09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm
Home Health PPS
Agency I
Tadminiscraival-Toral (cols
A
1.00 Cap1ta1 Re1ated - B?dg & Fixturas 0 1.00
2.00 |capital related - movable Equipment 0 2.00
3.00 |Plant Operation & Maintenance 0 3.00
4.00 Transportation 4.00
5.00 |Administrative and Genera1 347,580 347,580 5.00
[FHA:REIMBURSABLE SERVICES i B SR e
6.00 |[skilled Nursing cCare 1,897,643 188,163 2,085,806 6.00
7.00 |pPhysical Therapy 814,555 80,769 895,324 7.00
8.00 |occupational Therapy 245,344 24,328 269,672 8.00
9.00 |speech Pathology 26,868 2,664 29,532 9.00
10.00 |Medical Secial Services 103,364 10,249 113,613 10.00
11.00 |Home Health Aide 294,176 29,170 323,346 11.00
12.00 |supplies (see instructions) 12.00
13.00 |Drugs 13.00
14.00 |DME 14.00
[HHA NONRETMBURSABLE  SERVICES

15.00 |Home Dialysis Aide Services 0 0 0f 15.00
16.00 |Respiratory Therapy 0 0 0f 16.00
17.00 |Private Duty Nursing 0f 0 0f 17.00
18.00 iClinic 0f 0 0f 18.00
19.00 |Health Promotion Activities 0f 0 0f 19.00
20.00 |pay Care Program 0] 0 0 20.00
21.00 [Home Deliverad Meals Program 0f 0 0f 21.00
22.00 |Homemaker Service 123,411 12,237 135, 648 22.00
23.00 |AT1 others (specify) 0 a 0f 23.00
24.00 [Total (sum of T1ines 1-23) 3,852, 941] 3,852,941 24.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form ¢Ms-2552-10

COST ALLOCATION -~ HHA STATISTICAL BASIS

Provider CCN: 140015

HHA CCN: 147031

Period:
From 10/01/2011
To  09/30/2012

worksheset H-1
Part IT

Date/Time Prepared:

2/28/2013 2:41 pm

Home Health
Agency I

PPS

GENERAL SERVICE, COST CENTERS

1.00 |capital Related - Bldg. & Fixtures 0 0
2.00 |capital Related - Movable Equipment 0f 0
3.00 |Plant Operation & Maintenance 0 0] 0 i}
4.00 |Transportation (see instructions) 0 0 0 0
5.00 |Administrative and General 0 0] 0 0 -347,580
HHA RETMBURSABLE ‘SERVICES [ .0 . ok i BRR o :
6.00 |skilled Nursing Care 0 0 0 0
7.00 [physical Therapy 0f 0 0 0 0
8.00 |oOccupational Therapy 0] 0 0 0 0
9.00 |speech Pathology 0f 0 0 0 0
10.00 |Medical Social Services 0f 0 0 0 0
11.00 |Home Health Aide 0 0 0 0 0
12.00 |supplies (see instructions) Of 0 0 0 0
13.00 |[Drugs 0 0 0 0
14.00 | DME 0 0 0 0) 0

HHA NONRETHBURSABLE. SERVICES -

15.00 |Home Dialysis Aide services
Respiratory Therapy

Private Duty Nursing

18.00 |Clinic

19.00 |Health Promotion Activities
20.00 |pay Care Program

21.00 |Home Delivered Meals Program
Homemaker Service

11 others (specify)

Total (suwm of lines 1-23)

Part I)
Unit Cost multiplier

Cost To Be Allocated (per worksheet H-1,

S oo oo oo oo O
DO OO OO

0. 000000 0, 000000

0. 000000

OO0 000CoO0O
OO0 D

0. 000000

0
0
0
0
0
0
0
o
0
0

-347,58

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSEING HOSPETAL Inh Lieu of Form CMS-2552-10

COST ALLOCATION - HHA STATISTICAL BASIS Provider CCN: 140015 |Period: worksheet H-1
From 10/01/2011| part II
HHA CCN: 147031 ({To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm
Home Health PPS
Agency I

1 1
2,00 [capital Related - Movable Equipment 2
3.00 |Plant oOperation & Maintenance 3.00
4.00 [Transportation {see instructions) 4
5.00 |Administrative and General 5

HHA REIMBURSABEE SERVICES TR
.00 [skilled Nursing Care 1,897,643

6 6.00
7.00 |physical Therapy 814,555 7.00
8.00 |oOccupational Therapy 245,344 8.00
9.00 [speech Pathology 26,868 g.00
10.00 [Medical social Services 103,364 10.00
11.00 [Home Health Aide 294 ,176| 11.00
12.00 [supplies (see instructions) 0 12.00
13.00 [Drugs 0

14.00 | DME 0

HHA NONRETMBURSABLE | SERVICES -

15.00 [Home Dialysis Aide Services 0 15.00
16.00 Respiratory Therapy 0 16.00
17.00 [Private Duty Nursing 0 17.00
18.00 [Clinmic 0 18.00
19.00 |Health Promotion Activities 0 192.00
20.00 {pay care Program 0 20.00
21.00 {Home Delivered Meals Prograin 0f 21.00
22.00 {Homemaker Service 123,411 22.00
23.00 {A11 others (specify) 0 23.00
24.00 |Total (sum of Tlines 1-23) 3,505,361 24,00
25.00 |cost To Be Allocated (per worksheet H-1, 347,580 25.00
Part I)
26.00 |Unit Cost Multiplier 0.099157 26.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPLTAL In Lieu of Form ¢mMs-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS Provider CCN: 140015 |Period: worksheet H-2
From 10/01/2011 | Part T
HHA €CN: 147031 [Te  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm
Home Health PPS

00 |Aadministrative and General 0

1 0 0 0 0] 1.00
2.00 |skilled Nursing Care 2,085,806 0 0| 0 ol 2.00
3.00 |Physical Therapy 895,324 0 0 0 0i 3.00
4.00 |Occupational Therapy 269,672 O 0] 0 0} 4.00
5.00 |speech Pathology 29,532 0 0 0 0| 5.00
6.00 |Medical social Services 113,613 0 . 0 0 0| 6.00
7.00 |Home Health Aide 323, 34§ 0 0 0 0| 7.00
8.00 |supplies (see instructions) 0 0 0 0 0| 8.00
9.00 |prugs v 0 Y 0 0 9.00
10.00 |DME O 0 Y 0 0| 10.00
11.00 [Home bialysis Aide Services O 0 0 0 0] 11.00
12.00 |Respiratory Therapy 0f 0 0f 0 0f 12.00
13.00 [Private Duty Nursing 0 0 0 0 0 13.00
14.00 |Clinic 0 0 0 0 0] 14.00
15.00 |Health promotion Activities 0 0 0 0 0| 15.00
16.00 |pay Care Program 0 0 0 0 0| 16.00
17.00 |Home Delivered Meals Program 0 0 0 0 0| 17.00
18.00 |Homemaker Service 135,648 0 0 0 0| 18.00
19.00 (A1l others (specify) 0 0 0 0] 0| 19.00
20.00 |Total (sum of Tines 1-19) (2) 3,852,941 0 0 0i 0| 20.00
21,00 |Unit Cost Multiplier: coluwn 26, Tine 1 21.00

divided by the sum of column 26, Tine 20
minus column 26, 1ine 1, rounded to 6
decimal places.

(1) Column 0, Tine 20 must agree with Wkst. A, column 7, Tine 101.
(2) columns 0 through 26, line 20 must agree with the cerresponding columns of wkst. B, Part I, Tine 101.

MCRIF32 - 3.6.137.0



Hea'lth Financial Systems BLESSING HOSPITAL In Lieu of Form ¢Ms-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS Provider CcN: 140015 |Period: worksheet H-2
From 10/01/2011 | Part I
HHA CCN: 147031 | To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
Home Health PPS
Agency I

; 4K
1. Administrative and General O 127,270 .
2.00 |sSkilled Nursing Care 0 0 0 363,006 2,443,812 2.00
3.00 |physical Therapy 0 0 0 157,119 1,052,443 3.00
4.00 |occupational Therapy 0 0 0 47,440 317,112 4.00
5.00 |speech Pathology 0 0 0 4,831 34,363 5.00
6.00 |medical social Services [ 4] 0 26,783 140,396 6.00
7.00 |Home Health Aide 0 0 0 45,823 369,169 7.00
8.00 |supplies (see instructions) 0 0 0 0 0| 8.00
9.00 [Drugs 0 0 0 0 0| 9.00
10.00 [DME 0 0 0 0 0| 10.00
11.00 [Home Dialysis Aide Services 0 0 0 0 0| 11.00
12.00 [Rrespiratory Therapy 0 0 0 0 0| 12.00
13.00 |pPrivate Duty Nursing 0 0 0 0 0| 13.00
14.00 [Clinic 0 0 0 0 0| 14.00
15.00 [Health Promotion Activities 0 0 0 0 0| 15.00
16.00 |pay care Program 0 0 D 0 0| 16.00
17.00 [Home Delivered Meals Prograin 0 0 D 0 0| 17.00
18.00 |Homemaker Service 0 0 D 1,285 136,933| 18.00
19.00 |Al11 others {specify) 0 0 0 0 0| 19,00
20.00 |Total (sum of Tines 1-19) (2) 15,161 0 21,496 736,900 4,626,498| 20.00
21.00 |umit Ccost Multiplier: column 26, Tine 1 0.000000| 21.00

divided by the sum of column 26, Tine 20

minus column 26, Tine 1, rounded to 6

decimal places.

(1) column 0, line 20 must agree with wkst. A, column 7, line 101.
(2} columns ©O through 26, Tine 20 must agree with the corresponding columns of wkst. B, Part I, line 101.

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS Provider CCN: 140015 |Period: worksheet H-2
From 10/01/2011 | part I
HHA CCN: 147031 [To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm
Home Health PPS
Agency T

1.00 |Aadministrative and General 0 0 .
2.00 |skilled Nursing care 681,440 0 0 0 0| 2.00
3.00 |Physical Therapy 292,868 0 0 0 0| 3.00
4.00 |Occupational Therapy 88,244 0 0 0 0| 4.00
5.00 |Speech pathology 9,562 0 0 0 0| 5.00
6.00 |Medical social Services 39,069 0 0 0 Q| 6.00
7.00 |Home Health Aide 102,730 0 0 0 Q| 7.00
8.00 |supplies (see instructions) 0 0 0 0 Q| 8.00
9.00 |Drugs 0 0 0 0 0| 9.00
10.00 |DME ¢ 0 0 0 0 10.00
11.00 |Home Dialysis Aide services 0 0 0 0 0| 11.00
12.00 |Respiratory Therapy 0 0 0 0 0| 12.00
13.00 |Private Duty Nursing 0 0 0 0 0| 13.00
14.00 |Clinic 0 0 0 0 0| 14.00
15.00 |Health Promotion Activities 0 0 0 0 0| 15.00
16.00 |pay Care Program 0 0 0 0 0| 16.00
17.00 |Home Delivered Meals Program 0 0 0 0 0| 17.00
18.00 |Homemaker Service 38,105 0 0 0 0| 18.00
19.00 |All others (specify) 0 0 0 0 0| 19.00
20.00 |Total (sum of Tlines 1-19) (2) 1,287,434 82,961 0 135, 6929 0| 20.00
21.00 |{Unit Cast Multiplier: column 26, line 1 21.00

divided by the sum of column 26, Tine 20

minus column 26, 1ine 1, rounded to 6

decimal places.

Ei) column O, Tine 20 must agree with wkst. A, column 7, 1ine 101,
(2) columns 0 through 26, Tine 20 must agree with the corresponding columns of wkst. B, Part I, Tine 10L1.

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSTNG HOSPITAL

In Lieu of Form CmM5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS

Provider CCN: 140015

HHA CCN: 147031

period:

Worksheet H-2

From 10/01/2011 | Part I
To  09/30/2012 | Date/Time Prepared:

2/28/2013 2:41 pm

Home Health PPS
Agency I
51 :
0

1.00 [Administrative and General 104, 477 590,078 0 0 1.00
2.00 |[skilted Nursing care 0 0 2.00
3.00 |Physical Therapy 0f 0 0 0 3.00
4.00 [Occupational Therapy 0 0 0 0 4.00
5.00 |speech Pathology 0f 0 0 0 5.00
6.00 [Medical Social Services 0 0 0 0 6.00
7.00 |Home Health Ajde 0f 0 0 0 7.00
8.00 [supplies (see ‘instructions) 0 0 0 0 8.00
9.00 [Drugs 0 0 0 0 9.00
10.00 [pME 0f 0 0 0 10.00
11,00 |Home Dialysis Aide Services , 0 0 0 11.00
12.00 [Respiratory Therapy 0 0 0 0 12.00
13.00 |Private Duty Nursing 0 0 0 0 13.00
14,00 {Clinic 0 0 0 0 14.00
15.00 |Health Promotion Activities 0 0 0 0 15.00
16.00 {pay Care Program 0 0 0 0 16.00
17.00 [Home Delivered Meals Program 0 0 0 0 17.00
18.00 |Homemaker Service 0 0 0 0 18.00
19.00 |A11 Others (specify) 0 0 0 0 19.00
20.00 |Total (sum of Tlines 1-19) (2) 104,477 590,078 0 0 20.00
21.00 |unit Cost MultipTlier: column 26, Tine 1 21.00

divided by the sum of column 26, Tine 20

minus column 26, Tine 1, rounded to 6

decimal places.

(1) column 0, Tine 20 must agree with wkst. &, cotumn 7, line 1I0l.

(23 columns 0 through 26, Tine 20 must agree with the corresponding columns of wkst. B, pPart I, 1ine 101.

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING MHOSPTTAL

In Lie

of Form CMS-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS

Provider CCN: 140015
HHA CCN: 147031

Period:

From 10/01/2011
To  09/30/2012

worksheet H-2

Part I

Date/Time Prepared:
2/28/2013 2:41 pm

Home Health
Agency T

PPS

NTS

Q0
.00
.00
.00

.Q0
.00
.00

W N T AW R
Py 3
=

10.00
11.00
12.00
13.00
14.00
15.00
16.00
17.00
18.00
19.00
20.00
21.00

Administrative and General
skilled Nursing Care
physical Therapy
occupational Therapy
speech pathology

medical Social Services
Home Health Aide

supplies (see instructions)

Drugs

DME

Home Dialysis Aide Services

Respiratory Therapy

Private Duty Nursing

clinic

Health promotion Activities

Day Care Program

Home Deljvered Meals Program

Homemaker Service

All others (specify)

Total (sum of lines 1-19) (2)

unit Cost Multiplier: column 26, Tine 1
divided by the sum of column 26, Tine 20
minus column 26, line 1, rounded to 6

ldecimal places.

[=R=R=N=-R=-R-N-R=-R=-N=RoR=N=R=R=N=R=K=R=R=}

==l g=g=gololafafalalafafalafele]le]-]

[mlelelclelelolelelelelalelelelololole]e)

=jejelejejolejejelejelclclecleleleRe Rl
SO OOOCOOOOOOOOOO0O OOk

(1) column 0, Tine 20 must agree with wkst. A, column 7, Tine 101.

(2) columns O through 26, line 20 must agree with the corresponding columns of wkst. B, Part I, 1ine 10L.

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form ¢MS-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS

Provider CCN: 140015

HHA CCN: 147031

Period:
From 10/01/2011
To 09/30/2012

Worksheat H-2

Part I

pate/Time Prepared:
2/28/2013 2:41 pm

Home Health

PP5

Agency I
il HA

it a1 Wi

1.00 |adwinistrative and General 1,075,901 0 1,075,901 .
2.00 |skilled Nursing Care 3,130,252 0 3,130,252 585,584 3,715,836 2.00
3.00 |physical Therapy 1,345,311 0 1,345,311 251,671 1,596,982 3.00
4.00 |occupational Therapy 405, 356 0 405, 356 75,831 481,187 4.00
5.00 |Speech Pathology 43,925 0 43,925 8,217 52,142 5.00
6.00 |Medical Social Services 179,465 0 179,465 33,573 213,038| 6.00
7.00 |Home Health Aide 471,899 0 471,899 88,280 560,179 7.00
8.00 |supplies {see instructions) 0 0 0 0 0f 8.00
9.00 |Drugs 0 0 0 0 0f 9.00
10.00 {DME 0 0 0 0 0| 10.00
11.00 |Home Dialysis aide Services 0 0 0 0 0f 11.00
12.00 |Respiratory Therapy 0 0 0 0 01 12.00
13.00 |Private Duty Nursing 0 0 0 0 o[ 13.00
14.00 |Clinic 0 0 0 0 0| 14.00
15.00 {Health Promotion Activities 0 0 0 0 0| 15.00
16.00 ipay Care Program 0 0 0 0 0f 16.00
17.00 {Home Delivered Meals Pragram 0 0 0 0 0| 17.00
18,00 [Homemaker Service 175,038 0 175,038 32,745 207,783| 18.00
19.00 |A11 others (specify) 0 0 0 0 0f 19.00
20,00 [Total (sum of Tines 1-19) (2) 6,827,147 0 6,827,147 1,075,901 6,827,147| 20.00
21.00 [unmit Cost multiplier: coluwn 26, Tine 1 0.187073 21.00

divided by the sum of column 26, Tine 20

minus column 26, Tine 1, rounded to 6

decimal places.

(1) column O, Tine 20 must agree with wkst. A, column 7, Tine 101.

(2) columns O through 26, Tine 20 must agree with the corresponding columns of wkst. B, Part I, line 101.

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

Th Lie

u of Form CM5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL
BASIS

Provider CCN: 140015

HHA CCN: 147031

Period:
From 10/01/2011
To  09/30/2012

worksheet H-2
Part II

Date/Time Preparad:

2/28/2013 2:41 pm

Home Health
Agency I

PPS

Administrative and General 0
5killed Nursing Care 0
physical Therapy 0
occupational Therapy 0
Speech Pathology 0
Medical social Services 0
Home Health Aide 0
Ssupplies (see instructions) 0y
Drugs 0
DME 0f
Home Dialysis Aide Services 0
Respiratory Therapy 0]
0
0
0
0
0
0
0
0
0
0

00 W B W N e
(=]
L)

Private Duty Nursing

clinic

Health Promotion Activities
Day Care Program

Home Delivered Meals Program
Homemaker Sarvice

A1l others (specify)

Total (sum of 1ines 1-19)
Total cost to be allocated
Unit cost multiplier

0. 000001

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0l
0f
0f
0f

0. 00000

0. 00000

0 0
0f 0
0f 0
0f 0
0f 0
0f 0
0f 0]
0f 0
0f 0
0f 0
0f 0
0f 0
0f 0
0 0
0f 0
0 0
0 [t
0 O
0 0O
0 t
0 Of
0 0f

0.00000

4,925

OO0 C OO0

4,925
15,161
3.078376

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form cM5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL Provider CCN: 140015 |Period: worksheet H-2
BASTS From 10/01/2011 | Part IE

HHA CCN: 147031 (To  09/30/2012 | pate/Time Prepared:

2/28/2013 2:4]. pm
Home Health PPS
Agency I

1.00 |Administrative and General 0 21,054 347,580 0 127,270 1.00
2.00 |skilled nNursing care 0 i} 1,392,456 0 2,448,812 2.00
3.00 |rhysical Therapy 0 0 602, 689 0 1,052,443 3.00
4.00 |occupational Therapy 0 0 181,973 0 317,112 4.00
5.00 |Speech pathoTogy 0 0 18,533 0 34,363| 5.00
6.00 |Medical social Services 0 0 102,736 0 140,396 6.00
7.00 |Home Health Aide 0 0 175,770 0 369,169 7.00
8.00 |supplies (see tinstructions) 0 0 0 0 0| 8.00
9.00 |Drugs 0 0 0 0 0| 9.00
10.00 |DME 0 0 0f 0 0| 10.00
11,00 |Home Dialysis Aide Services 0 0 0 0 0| 11.00
12.00 |Respiratory Therapy 0 0 0 0 0| 12.00
13.00 |Private DUty Nursing 0 0 0 0 0| 13.00
14.00 {c1inic 0 0 0f 0 0| 14.00
15.00 |Health Promotion Activities 0 0 0 0 0| 15.00
16.00 |Day Care Program 0 0 0 0 0| 16.00
17.00 |Hoime Dalivered Meals Program 0 0 o 0 0| 17.00
18.00 |Homemaker Service 0 0 4,928, 0 136,933| 18.00
19.00 |AT1 others (specify) 0 0 1] 0 0| 19.00
20.00 |Total (sum of Tines 1-19) 0, 21,054 2,826,665 4,626,498| 20.00
21.00 |Total cost to be allocated 0l 21,496 736,900 1,287,434| 21.00
22.00 |uUnit cost multiplier 0.000000 1.020994, 0.2606906| 0.278274| 22.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BIESSTNG HOSPITAL

In Lieu of Form €MS-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL

BASIS

pProvider CCN: 140015

Period:

worksheet, H-2

From 10/01/2011 | Part II
To  09/30/2012 | pate/Time Prepared.

2/28/2013 2:41 pm

Home Health PPS

Agency

1
RY

LN AN

administrative and General
skilled Nursing Care
pPhysical Therapy
Occupational Therapy

speach Pathology

Medical Social Services
Home Health Aide

supplies (see instructions)
Drugs

DME

Home Dialysis Aide Services
Respiratory Therapy
Private Duty Nursing

clinic

Health Promotion Activities
pay Care Program

Home Delivered Meals Program
Homemalker Service

A1l others (specify)

Total (sum of Tlines 1-19)
Total cost to be allocated
unit cost multiplier

foro o e R o o o e o o e [ e e

=
o
e
[

82,961
16.844873

HHA CCN: 147031
“DIE
0 3,683
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 3,683
0 135,699
0.000000 36.844692

W00 N O VT
o
(=)

coooocooooODOOoCOOCOC
.
=
o
(=]

13,396| 20.00
104,477| 21.00
7.799119| 22.00

0f
0
0f
0f
0
0f
0
0f
0f
0f
0f
0
0
0
0
0
0f
0f
0f
0
0
0

0.00000

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSIMG HOSPITAL In Lieu of Form CMs-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATLISTICAL Provider CCN: 140015 |pPeriod: Worksheet H-2
BASTS From 10/01/2011| part II
HHA CCN: 147031 To  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm
Home Health PPS
: a0 13000 i6.00. = : ; : dron . T
1.00 |Administrative and General 90,416 0 0 0 0 1.00
2.00 [skilled Nursing Care 0 0 0 0 0, 2.00
3.00 |[Physical Therapy 0 0 0 0 0] 3.00
4.00 |occupational Therapy 0 0 0 0 0} 4.00
5.00 |[speech pathology 0 0 0 0 o) 5.00
6.00 [Medical Social Services 0 0 0] 0 0| 6.00
7.00 [Home Health Aide 0 0 0 0 0| 7.00
8.00 [supplies (see instructions) 0 0 0 0 o 8.00
9.00 |Drugs 0 0 0 0 ol 9.00
10.00 | DME 0 0 0f 0f 0| 10.00
11.00 |Home Dialysis Aide Services 0 0 0] 0 0| 11.00
12.00 |Respiratory Therapy 0 0 0 0 o[ 12.00
13.00 |Private buty Nursing 0 0 0f 0f 0| 13.00
14,00 |Clinic 0 0 0f 0 0| 14.00
15.00 |Health Promotion Activities 0 0 0 0 0| 15.00
16.00 |pay Care Program 0 0 0 0 0| 16.00
17.00 |Home Delivered Meals Program 0 0 0 0 0| 17.00
18.00 |Homemaker Service 0 0 0 0 0| 18.00
19.00 |AlT others (specify) & 0 0 D 0] 19.00
20.00 |Total (sum of Tines 1-19) 90,416 0 0 0 0] 20.00
21.00 |Total cost to be allocated 590,078 0 0 0 0 21.00
22.00 |Unit cost multiplier 6.526256 0.000000 0. 000000 0. 000000 0. 000000| 22.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL

in Lieu of Form cMS-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL
BASIS

pProvider CCN: 140015

Period:

Worksheet H-2

From 10/01/2011 | Part IIX

HHA CCN: 147031 (To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
Home Health PPS

_Agency I

1.00 |administrative and General
2.00 |Skilled Nursing Care

3.00 |physical Therapy

4.00 |occupational Therapy

5.00 |Speech Pathology

6.00 |Medical Social Services

7
8

0
0
0
0
0
0

.00 [Home Health Aide 0

.00 |supplies (see instructions) 0
9.00 |Drugs 0
10.00 |DME 0
11.00 |Home Dialysis Aide Services 0
12.00 |Respiratory Therapy 0
13.00 |Private Duty Nursing 0
14.00 |Clinic 0
15.00 |Health Promotion Activities 0
16.00 |Day Care Program 0
17.00 |Home Delivered Meals Program 0
18.00 |Homemaker Service 0
19.00 |A11 others (specify) 0
20.00 |Total (sum of lines 1-19) 0
21.00 |Total cost to be allocated 0
22.00 |Unit cost multiplier {.000000

0
0
0]
0]
0]
v
0]
0]
v
0
v
0]
0]
0f
0]
0]
0]
0]
0]
0]
0]
0]

0., 00000 0. 00000

0
0
0
Y
0
G
0,
¢
0
0
0]
0]
0]
0f
0]
0
0]
0]
0]
0]
0]
0]

[T=" - I IR, I I S )
[
(=3

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

| of Form cms-2552-10

APPORTIONMENT OF PATIENT SERVICE COSTS

Provider CCN: 140015

HHA CCN: 147031

Perio
From 10/01/2011
To  09/30/2012

worksheet H-3
Parts I-IT

pate/Time Prepared:
2/28/2013 2:41 pm

Title XVIII

Home Health
Agency I

PPS

s P LA
sk111ed Nurs1ng care
Physical Therapy
occupational Therapy
speach PathoTlogy
Medical social services
Home Health Aide
Total (sum of lines 1-6)

o wn R

3,715,836
1,596,982
481,187
52,142
213,038
560,179
6,619,364

3,715,836
1,596,982
481,187
52,142
213,038
560,179

coo

6,619,364

~ G W W
[l eloNoloNolw]
(== e e e -

i Vﬁéi

st Compitation:

00 [skitled Nursing Care
01 [skilled Nursing Care
Physical Therapy
Physical Therapy
occupational Therapy
occupational Therapy
Speech Pathology

speech Pathology
Medical Social Services
mMedical Social Services
Home Health Aide

. Home Health aide

14,00 | Total (sum of 11nes 8 13)

99914

7,024 6,977
590 350
3,873 2,205
184 107
1,236 643
68 44
141 80|
10 17

7 8

0 0f

893 2,835
186 353

14,212

8.00
8.0l
9.00
9.01
10.00
10.01
11.00
1.1
12.00
12.01
13.00
13.01

E0led

uygs oL L
15.00 |cost of Medical Supp11es

16.00

8,993
0

| 15.00

16.00

cost of Prugs

1.00 Phys1ca1 Therapy

2.00 |oOccupational Therapy
3.00 |speech Pathology

4.00 |cost of Medical Supplies
5.00 |cost of Drugs

66.00 0.514496 0
67.00 0.314541 0
68.00 0.277298 0
71.00 0.2001186 44,937 8,993
73.00 0.2144186 0 0

MCRTF32 ~ 3,6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF PATIEMT SERVICE COSTS

Provider CCN: 140015

Period:
From 10/01/2011

worksheet H-3
Parts I-iI

Agency T

HHA CCN: 147031 | To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm
Title XVIII Home Health PPS

T

.00 iTTed Nursing Care
.00 | physical Therapy

.00 [occupational Therapy
.00 [speech Pathology

.00 [Medical social Services
.00 |Home Health Aide

L00  |Total (sum of lines 1-6)

~ W s N

1,304
151

1,079
14,212

~N D wv ot b
=lele ool
oo o oo oo

(s

LImitation Cos
.00 [skilled Nursing care
.01 [skilled Nursing care
9.00 |physical Therapy
9.01 |Physical Therapy
10.00 |occupational Therapy
10.04 |occupational Therapy
11.00 |speech Pathology
11.01 |speech Pathology
12.0Q |Medical social Services
12.01 |Medical socia’l services
13.00 |Home Hea'lth Adde
13.01 [Home Health Aide
14.00 |Total (sum of T1ines 8-13)

8.00
8.01
9.00
9.01
10.00
10.01
11.00
11.01
12.00
12.01
13.00
13.01
14.00

siip i g5z oS L Complit

cost of Madical Sﬁpplfés
Cost of Drugs

0.200125
0.000000

15,00
16.00

PART. TT.= APPORTEZONMENT. OF

1.00 |Physical Therapy

2.00 |occupational Therapy
3.00 |Speech Pathology

4.00 |Cost of Medical Supplies
5.00 |cost of Drugs

col. 2, Tine 3.00

col. 2, Tine 4,00

col. 2, Tine 15.00
2

col. 2, Tine 16.00

MCRIF32 -~ 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF PATEENT SERVICE COSTS

Provider CCN: 140015

reriod: worksheet H-3
From 10/01/2011]| Parts ¥I-II

HHA CCN: 147031 |To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
Title XVIII Home Health PPS
Agenhcy T

[eh Vi omp

2,146,050

1.00 |skilled Nursing Care 1,248,696 1,201,628 450, 324 1.00
2.00 |physical Therapy 726,812 414,195 1,141,007 2.00
3.00 |occupational Therapy 221,328 116,605 337,933 3.00
4.00 |Speach pathology 21,108 13,560 34,0668 4.00
5.00 |Medical Social Services 55,232 63,122 118,354 5.00
6.00 [Home Health Aide 114,040 336,940 450,980 6.00
7.00 [1otal (sum of lines 1-6) 2,387,216 4,533,266 7.00

COMpUEALTO

8.00 |skilled Nursing Care
8.01 |skilled Nursing Care
9.00 |pPhysical Therapy

9.01 |Physical Therapy

10.00 |occupational Therapy
10.01 |occupational Therapy
11.00 |speech Pathology

11.01 |speech Pathology

12.00 |Medical social Services
12.01 |Medical social Services
13.00 |Home Health Aide

13,01 |Home Health Aide

14.00 |Total (sum of lines 8-13)

shppligs and brugs=Cost-compltations

15.00 [Cost of Medical supplies
16.00 |Cost of Drugs

0 16.00

MCRIF3Z2 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM$-2552-10
CALCULATION OF HHA REIMBURSEMENT SETTLEMENT Provider CCN: 140015 |Perio worksheet H-4
From 10/01/2011 Part I-II
HHA CCN: 147031 |To  09/30/2012 | pate/Time Prepared:

2/28/2013 2:41 pm

TitTle XVITI

Home Health
Agency T

PPS

- I
ReasonabTe cost of services (see 1nstructions)

1.00 0 0 0] 1.00

2.00 |Total charges
[Customary . charges:

3.00 |Amount actually collected from patients liable for payment for services 0 0 0l 3.00
on a charge basis (from your records)

4.00 |amount that would have been reatized from patients liable for payment 0 0 ol 4.00
for servicaes on a charge basis had such payment been made in accordance
with 42 CFR 413.13(h)

5.00 [Ratio of Tine 3 to Tine 4 (not to exceed 1.000000) 0. 000000 0.000000 0.000000( 5.00

6.00 |Total customary charges (see instructions) 2,039,052 3,858,739 0| 6.00

7.00 |Excess of total custemary charges over total reasonable cost (complete 2,039,052 3,858,739 of 7.00
only if Tline & exceeds line 1)

8.00 |Excess of reasonable cost over customary charges {(complete only if Tine 0f 0 0] 8.00
1 exceeds 1ine 6)

9.00 |Primary payer amounts 0 0 0] 9.00

Total reasonab1e cost (see 1n5truct1ons)

Total PPS Refmbursement - Full Episodes without outliers

Total PP Reimbursement - Full Episodes with outliers

Total PP5 Reimbursement - LUPA Episodes

Total PPS Reimbursement - PEP Episodes

Total PpP5s Outlier Reimbursement - Full Episodes with cutliers

Total PPs outlier Reimbursement - PEP Episodes

Total Other Payments

DME Payments

Oxygen Payments

Prosthetic and orthotic Payments

Part B deductibles billed to Medicare patients {exclude coinsurance)
subtotal (sum of Tines 10 thru 20 minus Tine 21)

Excess reasonable cost (from Tine 8}

Subtotal (line 22 minus Tine 23)

coinsurance billed to program patients {from your records)

Met cost (1ine 24 minus 1ine 25)

Reimbursable bad debts (From your records)}

Reimbursable bad debts for dual eligible beneficiaries (see instructions)
Total costs ~ current cost reporting period (line 26 plus Tine 27)
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

subtotal (line 29 plus/winus Tine 30)

Interim payments (see instructions)

Tentative settlement (Ffor contractor use only)

Balance due provider/program (line 31 minus lines 32 and 33)
protested amounts (nonallowable cost report items) in accordance with cMS pub. 15-IT,

section 115.2

2,138,512
37,802
21,979
15,448

8,961

[l e i e Y R e ]

2,222,702
0
2,222,702

2,222,702
0
0
2,222,702
0
2,222,702
2,222,702
0
0
0

0| 10.00
1,372,985] 11.00
142,327| 12.00
23,178( 13.00
7,004; 14.00
50,034 15.00

oo OO O

1,595,528] 22.00
0| 23.00
1,595,528] 24.00
0f 25.00
1,595,528| 26.00
af 27.60
0f 28.00
1,595,528] 29.00
0 30.00
1,595,528] 31.00
1,595,528 .32.00
0] 33.00
0| 34.00
0| 35.00

MCRIF3Z2 - 3.6.137.0



Health

Financial Systems

BLESSING HOSPITAL

In Ligu of Form €Ms-2552-10

ANALYSIS OF PAYMENTS TO PROVIDER-BASED HHAS FOR SERVICES RENDERED TO

PROGRAM BENEFICIARIES

Provider CCN: 140015

HHA CCN: 147031

period:
From 10/01/2011
To 09/30/2012

worksheet H-5

Date/Time Prepared:
2/28/201% 2:41 pm

Home Health

PPS

& 00 200
1.00 |Total interim payments paid to provider 2,222,702 1,595,528 1.00
2.00 |Interim payments payable on €individual bills, either 0 a| 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3,00 ([List separate’ly each retroactive Tump sum adjustment 3.00
awount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment. If none, write "NONE" or enter a zero, (1)
Brogram; to Provide 2
3.01 0; 3.01
3.02 0 of 3.02
3.03 ¢ o 3.03
3.04 ¢ 0 3.04
3.05 0 3.05
3.50 0 of 3.50
3.51 0 0l 3.51
3.52 0 0] 3.52
3.53 0 0] 3.53
3.54 4] 0| 3.54
3.99 |Subtotal (sum of Tines 3.01-3.49 minus sum of lines 0 0| 3.99
3.50-3.98)
4.000 |Total interim payments (sum of lines 1, 2, and 3.99) 2,222,702 1,595,528 4.00
(transfer to wkst. H-4, Part II, column as appropriate,
Tine 3)
[FO. BECOMPEETED:BY. . CONTRACTOR
5.00 |List separately each tantative settlement payment after 5.00
desk review. Also show date of each payment. If none,
i ONE" or enter
Program to Provider:
5.01
5.02
5.03
provideritotProgr
5,50 0 5.50
5.51 0 5.51
5.52 0 5.52
5.99 [subtotal (sum of Tines 5.01-5.49 winus sum of Tines 0 5.99
5.50-5.98)
6.00 [Determined net settlement amount (balance due) based on 6.00
the cost report. (1)
SETTLEMENT TC PROVIDER 6.01
SETTLEMENT TO PROGRAM 6.02
Total Medi program liability (see instructions) 2,222, 7.00

8.00 |

Name of Contractor

8.00

MCRIF32 - 3.6.137.0



Health Financial Systeins BLESSING HOSPITAL In Lieu of Form CM$-2552-10
ANALYSIS OF PROVIDER-BASED HOSPICE COSTS Provider CCN: 140015 [Perfod: worksheet K

. From 10/01/2011 .
Hospice CCcN: 141501 |To  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm

Hospice I
1.00 |[capital Related Costs— B'Ic!g and | 0 0| 1.00
2.00 |capital Related Costs-Movable Equip. 0 of 2.00
3.00 |pTant Operation and Maintenance U 0f 0 0| of 3.00
4.00 |Transportation - staff 0 0 0 0f o 4.00
5.00 |volunteer Service Coordination 0 0f 0 0 0| 5.00
6.00 |Administrative and Genera1 6 1] 0 7| 6.00
INPATIENT “CARE SERVICE 5
7.00 |Inpatient - General Care 0 0 0 o 7.00
8.00 |rInpatient - Respite Care 0 0 0 0| 8.00
VISITING SERVICES:

9.00 [physician Services 28,596 0 0 47,500 0| 9.00
10.00 |Nursing Care 918,131 0 0 0 0 10.00
11.00 [Nursing Care-Continuous Home Care 0 0 0 0 0 11.00
12.00 |rhysical Therapy 64 0 0 0 0f 12.00
13.00 |occupational Therapy 0 0| 0 0 0f 13.00
14.00 |speech/ Language Pathology 0 0 0 0 0| 14.00
15.00 [medical Social Services . 187,602 0 0 0 0 15.00
16.00 [spiritual Counseling 0 0 0| 0 0| 16.00
17.00 |Dietary Counseling 0 0 0 0 0 17.00
18.00 |counseling - Other 0 0 0 0 0| 18.00
18.00 |Home Health Aide and Homemaker 84,917 0 0 79,106 0] 19.00
20.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 0 0| 20.00

0 0 0 0| 21.00

21.00 |other _ 0

Drugs, B o]og1ca1 and InFus1on Therapy 135,202 22.00
23.00 ‘Analgesics

24.00 |sedatives / Hypnotics

25.00 jother - specify

26.00 jpurable medical Equipment/oxygen

27.00 jpatient Transportation

28.00 jImaging Services

29.00 jLabs and Diagnostics

30.00 imedical Supplies

31.00 foutpatient Services (including E/R bept.)
32.00 |Radiation Therapy

33.00 [Chemotherapy

34.00 |other
HOSPLCE:NONRETMBURSARLE SERVICE

42,93

COoOC OO0 OOODDO0O00
oo o0oD0Do oo oo
D000 O O
[efelelelelelelelololo]lo]le)
COOCCOCHOOOOQOOOD

N

=]

o

(=]

35.00 |Bereavement Program Costs 0 0 0 0 0| 35.00
36.00 |volunteer Program Costs g 0 0 0 0 36.00
37.00 |Fundraising Q 0 0 0 0| 37.00
38.00 |other Program Costs a 0 0 0 0 38.00
39.00 {Total (sum of Tlines 1 thru 38) 1,602,036 v 104, 827 126, 606 345,730] 39.00

MCRTE32 - 3.6.137.0



Health Financial Systems BLESSING HOSPEITAL In Lieu of Form €M5-2552-10
ANALYSIS OF PROVIDER-BASED HOSPICE COSTS Provider CCN: 140015 | Period: worksheet K
From 10/01/2011

Hospice CCN: 141501 |Te  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

_ Hospice I
Af1 " \d

GENERAL: SERVICE: COST CENTERS 32 .
1.00 |[capital related Costs-Bldy and Fixt. 0 0
2.00 [capital related Costs-Movable Equip. 0 0
3.00 |plant operation and Maintenahce 0 0
4,00 [Transportationh - staff 0 0
5.00 [volunteer Service Coordination 0 0
6.00 [Administrative and Gen 0 0

INFATIENT CARE. SERVICE:
7.00 |[Inpatient - General Care 0l 0 0 0 0| 7.00
8.00 0 0] 8.00
9.00 76,096 0 -29,065 47,031, 9.00
10.00 {Nursing Care 918,131 0 0 018,131 10.00
11.00 |Nursing Care-Continuous Home Care 0! 0 0 0| 11.00
12.00 |Physical Therapy 64 0 0 64 12.00
13.00 |occupational Therapy 0 0 0 0| 13.00
34.00 |Speech/ Language Pathology 0 0 0 0| 14.00
15.00 {Medical Social Services 187,602 0 0 187,602| 15.00
16.00 |spiritual Counseling 0 0 0 0| 16.00
17.00 |pietary Counseling 0 0 0 G| 17.00
18.00 {Counseling - Other 0 0 0 0| 18.00
19.00 |Home Health Aide and Homemaker 164,023 0 0 164,023| 19.00
20.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 0] 20.00
21.00 |Other 0 0 0] 21.00

OTHER-HOSPICE /SERVICE COSTS i
22.00 |pbrugs, Biological and Infusion Therapy 135,202 0 0 135,202] 22.00
23.00 |Analgesics 0 0 0 0 o] 23.00
24,00 |Sedatives / Hypnotics 0 0 0 0 0] 24.00
25.00 |other - Spacify 0 0 0f 0 0| 25.00
26.00 |purable Medical Equipment/Oxygen 0 0 0f 0 0| 26.00
27.00 |Patient Transportation 0 0 0f 0 0| 27.00
28.00 |Imaging Services 0 0 O 0 0] 28.00
29.00 |Labs and Diagnostics 0 0 0 0 0| 29.00
30.00 |Medical supplies 42,931 -30 42,901 0 42,901| 30.00
31.00 |outpatient Services (including E/R Dept.) 0 0f 0O 0 0| 31.00
32.00 [Radiation Therapy 0 0 0; 0f 0| 32.00
33.00 |chemotherapy 0l 0 0 0f 0| 33.00
34,00 |other i 0 0 0 0f 0| 34.00

HOSPICE: NONRETMBURSABLE "SERVIY B :
35.00 |Bereavement Program Costs 0 0f 0 0| 35.00
36.00 |volunteer Program Costs 0 0f 0 0 0| 36.00
37.00 | Fundraising 0 0 0 0f Q| 37.00
38.00 |other Program Casts 0 0 0 0f 0| 38.00
39.00 |total (sum of Tines 1 thru 38) 2,175,199 =30 2,175,169 -29,065 2,146,104| 39.00

MCRTER? - 2. 6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2352-10

HOSPICE COMPENSATION ANALYSIS SALARIES AND WAGES

Provider CCN: 140015 |Period:

Hospice CCN:

From 10/01/2011
141501 | To  09/30/2012

worksheet k-1

Date/Time Prepared:

2/28/2013 2:

41 _pm

Hospice I

La) ¥, IE- NN VI N oy oy
o
<

29,00
30.00
31.00
32.00
33.00
34.00

35.00
36.00
37.00
38.00
39.00

GENERA : CENTERS, -

capital Related Costs-81dg and Fixt.
capital Related Costs-Movable Equip.
Plant Operation and Maintenance
Transportation - Staff

volunteer Service Coordination
Administrative and General

[ENBATIENT:CARE SERVIC

Inpatient - General Care

Nursing Care

Nursing Care-Continuous Home Care
Physical Therapy

occupational Therapy

Speech/ Language Pathology
Medical social Services

Spiritual Counseling

pietary Counseling

CounseTing - Other

Home Health Aide and Homemaker
HH Aide & Homemaker - Cont. Home Care
other

OO0 OO D o0

OO0 0000000000

187,60

DS OO OO NODD DD DD
SDOODDO00D000QO00OO0O0

918,13

1{ 10.00

===~ =E=R=E == =]
=
=
=]
=1

GTHER HOSPECE, SERVICE COST

Drugs, Biological and Infusion Therapy
Analgesics

sedatives / Hypnotics

other - Specify

purahle Medical Equipment/Oxygen

Patient Transportation 0 0f 0 0 0| 27.00
Imaging Services 0 0 0 0 0| 28.00
Labs and Diagnestics 0 0f 0 0 0] 29.00
Medical Supplies 0 & 0, 0 0] 30.00
outpatient Services (including E/R Dept.) 0 0f 0; 0 0| 31.00
Radiation Therapy 0 0f 0i 0 o[ 32.00
Chemotherapy 0 0 0 Q 0-33.00 ——
other 0 0 0l 0 0| 34.00
HOSPECE “NONREIMBURSABLESERVICE

Bereavement Program Costs 0 0 0 0 01 35.00
volunteer Program Costs 0 0 0f 0 Ci 36.00
Fundraising 0 0 0f 0 0 37.00
other Program Costs 0 o 0 0 0 38.00
Total (sum of lines 1 thru 38) 0 0f 187,602 0 91.8,1311 39.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS$-2552-10
HOSPICE COMPENSATION ANALYSIS SALARIES AND WAGES Provider CCN: 140015 |Period: worksheet K-1

From 10/01/201% .
Hospice CcN: 141501 (Te  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Hospice I

GENERA RVICE COST 'CENTERS. : 5
1.00 |capital Related Costs-Bldg and Fixt. 1.00
2.00 ([capital Related Costs-Movable Equip. 2.00
3.00 |PTant Operation and Maintenance 0f 3.00
4.00 |Transportation - Staff 0 4.00
5.00 |volunteer Service Coordination of 5.00
6.00 |Administrative and General 0 382 6.00

INPATIENT CARE SERVICE:
7.00 ‘Enpat'ient - General care 0 0 0 7.00
8.00 |Inpatient - Respite Care ) 0 0 8.00

WISITING  SERVICES
9.00 |[Physician Services 0 28,596 28,590 9.00
10.00 [Nursing care 0 0 918,131 10.00
11.00 [Nursing Care-continuous Home Care 0 0 0 11.00
12.00 |Physical Therapy 64 0 0 64 12.00
13.00 |occupational Therapy 0 0 0 0 13,00
14.00 |speach/ Language Pathology o) 0 0f 0 14.00
15.00 |Medical social Servicas 0f 0 187,602 15.00
16.00 |Spiritual counseling 0 0 0 16.00
17.00 |Diatary Counseling 0f 0 0 17.00
18.00 [Counseling - oOther 0 0 0 18.00
19.00 !Home Health Aide and Homemaker 84,917 0 84,917 15.00
20.00 [HH Afde & Homemaker - Cont. Home Care 0 0 0 20.00
21.00 [Other 0 0 0 21.00

GTHER HOSPICE SERVICE COST = '
22.00 |prugs, Biological and Infusion Therapy 22.00
23.00 |Analgesics 23.00
24.00 |sedatives / Hypnotics 24.00
25.00 |other - specify 25.00
26.00 |Durable Medical Equipment/Oxygen 26.00
27.00 |Patient Transportation 0 0 0 27.00
28.00 |Imaging Services ¢ 0 D 28.00
29.00 [Labs and Diaghostics 0 0 0 29.00
30.00 |Medical SuppTies 0 0f 0f 30.00
31.00 joutpatient Services (including E/R Dept.) 0f [t 0 31.00
32.00 [Radiation Therapy 0 0 o 32.00
33.00 {chemotherapy 0 0 0 33.00
34.00 |Other 0 0 0 34.00

HOSPICE: NONREIMEURSABLE SERVICE
35.00 |Bereavement Program Costs 0 0 0 35.00
36.00 [velunteer Program Costs 0 0 0 36.00
37.00 |Fundraising 0 0 0 37.00
38.00 |Other Program Costs 0 0 0 38.00
39.00 |Total (sum of Tines 1 thru 38) 64 84,917 411,322 1,602,036 39.00

MCRIFIZ2 - 3. 6. 3127 0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
HOSPICE COMPENSATION ANALYSIS CONTRACTED SERVICES/PURCHASED SERVICES | Provider CCN: 140015 |Period: worksheet K-3

From 10/01/2011 .
Hospice cCN: 141501 (To  09/30/2012 ! nate/Time Prepared:
2/28/2013 2:41 pm

Hospice I

GENERAL:SER 5

1.00 [capital ReTated Cost 1.00
2.00 ([Capital Raelated Costs-Mmovable Equip. 2.00
3.00 [Plant operation and Maintenance 0 0 ol 3.00
4.00 |Transportation - staff 0 0 o 4.00
5.00 |volunteer Service Coordination 0f 0 0] 5.00
6.00 |Administrative and General 0f 0 0] 6.00
INGATIENT: CARE SSERVICE = T
7.00 |Inpatient - General Care 0 0 0 0 0| 7.00
8.00 |Inpatient - Respite Care 0 0 0 0 0| 8.00

WISTTING SERVICES ™
9.00 |Physician Services

10.00 |Nursing care

11.00 |Nursing Care-Continuous Home Care
12.00 |rhysical Therapy

13.00 |occupational Therapy

14.00 |speach/ Language Pathology

15.00 |Medical soctal services

16.00 |Sspiritual Counseling

17.00 lpietary Counseling

DO C0COoOO0O0DO00C oD
o0 oOo OO OO0
[wisfejululolalolalelelele]
OO0 COOO

oo oo ocoocoocooo ol
=
wl
o
=1

18.00 {Counseling ~ Other 18.00
19.00 [Home Health Aide and Homemaker 19.00
20.00 |HH Aide & Homemaker - Cont. Home Care 20.00
21.00 {other 21.00
OTHER -HOSPICESSERVICE "COST ; o o
22.00 |prugs, Biological and Infusion Therapy 22.00
23.00 |analgesics 23.00
24.00 |sedatives / Hypnotics 24.00
25.00 |other - sSpecify 25.00
26.00 |purable Medical Equipment/Oxygen ' 26.00

27.00 {Patient Transportation
28.00 [Tmagfng Services

29.00 |Labs and Diagnostics
30.00 [Medical supplies

31.00 |outpatient Services (including €/R Dept.)
32.00 [radiation Therapy

33.00 | chemotherapy

34.00 |other

HOSPICE HONREIMBURSABLESERVICE

Do OO
oo OO
[l e [ o I oo i v i e I o i e
OO0 oo o0

tlloccocooooe
(=t
(=]
=]
<

35.00 |Bereavement Program Costs 0 0 0 0 0 35.00
36.00 |volunteer Program Costs 0 0 0 0 0| 36.00
37.00 |Fundraising 0 0 0 0 0| 37.00
38.00 |other Program Costs 0f 0 0 0 0| 38.00
39.00 |Total (sum of lines 1 thru 38) 0 Q 0 0 0| 39.00

MCRTFE2I? - 2.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

) of Form €MS-2552-10

HOSPICE COMPENSATION ANALYSIS CONTRACTED SERVICES/PURCHASED SERYICES

Provider CCN: 140015

Hospice CCN:

141501 | To

Period:
From 10/01/2011
09/30/2012

worksheet K-3

Date/Time Prepared:
2/28/2013 2:41 pm

Hospice 1

ERVICEZ COST CENTER i
capital Related Costs-Bldg a Xt, 1.00
Capital Related Costs-Movable Equip. 2.00
Plant operation and Majntenance 0 0 3.00
Transportation - Staff 0 0f 4,00
Volunteer Service Coordination 0 0 5.00
Administrative and Gener 0 0 6.00
ENPATLENT CARE SERVICE &
Inpatient - General Care o) 0f 0f 7.00
Ihpatient - Respite Care 0] 0 0] 8.00
VISITING SERVICE
Physician Services ¢ 47,500 47,500 9.00
NUrsing Care 0 0 0 10.00
Nursing Care-cContinuous Home Care 0 0 0 11.00
physical Therapy 0 0 0 0 12.00
Occupational Therapy 0 0 0 0 12.00
Speech/ Language Pathology 0 0 0 0 14.00
Medical Social Services 0 0 0 15.00
spiritual Counseling 0 0 0 16.00
Dietary counseling 0 0 0 17.00
Counseling - other 0 ¢ 0 18.00
Home Health Aide and Homemaker 79,106 0 79,104 13.00
HH Aide & Homemaker - Cont. Home Care 0 0j 0 20.00
Other 0) 0| 0 21,00
OTHER (HOSPICE SERVICE COST,
brugs, Biolegical and Infusion Therapy 22.00
Analgesics 23.00
sedatives / Hypnotics 24.00
Other - Specify 25,00
Durable Medical Equipment/Oxygen 26.00
Patient Transportation 0 0 0 27.00
Imaging Services 0 0 0 28.00
Labs and piaghostics 0 0 0 29.00
Medical supplies ) O 0 30.00
outpatient Services (including E/R Dept.) 0 0l 0 31.00
Radiation Therapy 0 0 0| 32,00
Chemotherapy 0 0 0l 33.00
other _ 0 0 o 34.00
HOSPICE [NCNRETMBURSABT - SERVICE
Bereavement Program Costs 0f 0 0
volunteer Program Costs 0f O 0f
Fundratsing 0f 0 0
Other Program Costs 0f 0 0] .
Total (sum of Tines 1 thru 38) 0 79,109 47,500 126, 608 39.00

MCRTER? - 2.6 127 03



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
COST ALLOCATION - HOSPICE GENERAL SERVICE COST Provider CCN: 140015 |Period: Worksheet K-4

From 10/01/2011( Part I

Hospice CCN: 141501 (To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Hospice I
ESERVIC] 35 ENTER!
1.00 |Capital Related Costs-Bldg and Fixt. 0 0 1.00
2.00 [capital Related Costs-movable Equip. 0 0 2.00
3.00 [Plant operation and Maintenance 0 0 0 0 3.00
4.00 |Transportation - staff 0 0 0 0 o] 4.00
5.00 |volunteer Service Coordination 0 0 0 0 0| 5.00
6.00 |Administrative and General 651, 150 0 0 0) 0] 6.00
INPATIENT CARE SERVICE -

7.00 |Inpatient - General Care 0f 0 0 0| 7.00
8.00 |Inpatient - Respite Care 0) 8.00
VISTTING SERVIGES ‘oo i
9.00 ([pPhysician Services 47,031 0 0 ol 9.00
10.00 INursing Care 918,131 0 0 0 0| 10.00
11.00 {Nursing Care-Continuous Home Care 0 0 0 0 0f 11.00
12.00 | Physical ‘Therapy 64 0 0 0 o[ 12.00
13.00 |occupational Therapy 0f 0 0f 0 0j 13.00
14,00 |speech/ Language Pathology 0 0 0f 0 07 14.00
15.00 [Medical sSocial Services 187,602 0 0f 0 0f 15.00
16.00 [spiritual Counseling 0 0 0 Q 0| 16.00
17.00 |Dietary CounseTling 0 0 0 0 ol 17.00
18.00 |counseling - Other 0 0 0 0 0| 18.00
19.00 (Home Health Aide and Homemaker 164,023 0| 0 0; 0f 19,00
20.00 |HH Aide & Homemaker - Cont. Home Care 0 0f 0 0 0| 20.00
21.00 iother 0 0 0 0] 0| 21.00

OTHERS HOSPICE SERVICE €O
22.00 [prugs, Biclogical and Infusion Therapy 135,202 22.00

23.00 |Analgesics

24.00 |Sedatives / Hypnotics
25.00 |other - specify
26.00 |burable medical Equipment/Oxygen
27.00 |Patient Transportation

28.00 |Imaging Services

29.00 |Labs and Diagnostics

30.00 |Medical supplies 42,90
31.00 |outpatient services (including E/R Dept.)
32.00 (Radiation Therapy

33.00 |chemotherapy

34.00 [Other

HOSPIEE NONRETMBUIRSABLE SSERVICE:

OO0 OO0 OOQDOO
b
-1
=
(=3

cocoprprocssooo oo
=B R R R =R =R RN ===
coooooooDOo0oC

35.00 {Bereavement Program Costs 0 0l 0 0 35.00
36.00 [volunteer Program Costs 0 0 0 0 0| 36.00
37.00 | Fundraising 0 0 0 0 0| 37.00
38.00 |other pProgram Costs 0 v 0 0 0| 38.00
39.00 |Total (sum of Tines 1 thru 38) 2,146,104 0 0 0 0| 39.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Liew of Form CMS-2552-10
COST ALLOCATION - HOSPICE GENERAL SERVICE COST Provider CCN: 140015 |Period: Worksheet K-4

From 10/01/2011| Part I

Hospice ccN: 141501 (To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

Hospice T
TR ]

GENERAL (ICE COST CENTERS S3ii
1.00 Jcapital Related Costs-Bldg and Fixt. 1.00
2.00 [capital? Related Costs-Movable Equip. 2.00
3.00 |Plant operation and Maintenance 3.00
4.00 |Transportation - Staff 4.00
5.00 [volunteer Service Coordination o 5.00
6.00 |Administrative and General 0f 651,150 651,150 6.00

INPATIENT :CARE ‘SERVICE: ; : [es
7.00 |Inpatient - Ganeral Care 0 7.00
8.00 |Inpatient - Respit 0 8.00

VISTTING SERVICES
9.00 ([pPhysician services 0 47,031 20,485 67,519 9.00
10.00 |Mursing Care 0 918,131 399,906 1,318,037 10,00
11.00 {Nursing Care-Continuous Home Care o) 0 0 0f 11.00
12.00 |Physical Therapy 0 64 28 92 12.00
13.00 |occupational Therapy 0 0 0 0 13.00
14.00 [speech/ Language Pathology 0 0 0 0 14.00
15.00 [Medical secial Services 0 187,602 81,713 269,315 15.00
16.00 |spiritual Counseling 0 0 0f 0 16.00
17.60 |Dietary Counseling 0l 0 0f 0 17.00
18.00 (Counseling - other 0f 0f 0| 0 18.00
19.00 |Home Health Aide and Homemaker 0 164,023 71,443 235,466 19.00
20.00 |HH Aide & Homemaker - Coht. Home Care 0f 0 0 0 20.00
21.00 |[Qther 0 0) 0 0] 21.00

OTHER HOSPICE, SERVICE. €051 : 3 :
22.00 jprugs, Biological and Infusion Therapy 0 2 58,889 94,091 22.00
23.00 |Analgesics 0 0 0 0f 23.00
24,00 | Ssedatives / Hypnotics 0 0 0 0f 24.00
25.00 |other ~ specify 0 0 0 0 25.00
26.00 [purabTe Medical Equipment/oxygen 0 0 0 0 26.00
27.00 |Patient Transportation 0 0 0 0f 27.00
28.00 |Imaging Services 0 0 0 0| 28.00
29.00 |Labs and piagnostics 0 0 0 0 29,00
30.00 |Medical Supplies 0 42,901, 18,686 61,587 30.00
31.00 |outpatient Services (including E/R Dept.) 0 0 0 0 31.00
32.00 |Radiation Therapy 0 0 0f 0 32.00
33.00 |Chemotherapy 0 0; 0 0 33.00
34.00Q |Other 0] 0f 4 0 34.00

HOSPICENONREIMBURSABLE-SERVICE
35.00 |Bereavement Program Costs i} 0 0 Q 35.00
36.00 |volunteer Program Costs ¢ 0 0 0 36.00
37.00 |Fundraising U] 0f 0 0 37.00
38.00 |other Program Costs 0 0f 0 0 38.00
39.00 |Total {sum of Tines 1 thru 38) 0 2,146,104 2,146,104 39.00

MCRIF3?Z - 2.6 137 0



Health Financial Systems BLESSING HOSPITAL Ih Lieu of Form CmMs-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 140015 |Period: Worksheet K-4

From 10/01/2011 | Part II

Hospice CCN: 1415011Te  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Hospice 1

[GENERA ERVIC S NTER!
1.00 |capital Related Costs-Bldy and Fixt. [§ 1.00
2.00 |capital Related Costs-Movable Equip. 0 0f 2.00
3.00 [Plant Operation and Maintenance 0 0| 0 3.00
4.00 ([Transportation - Staff 0 0 0 0 4.00
5.00 |volunteer Service Coordination 0 0 0 0 0 5.00
6.00 [Administrative and General 0 0 0 0 0] 6.00

FINPATIENT  CARE -SERVICE 1 o 7
7.00 |Inpatient - General Care 0 0 0 0 0| 7.00
8.00 - Raespite Care 0 0 0; 0 0] 8.00
9.00 ([pPhysician Services 0 0, 0 0f 9.00
10.00 |Nursing Care 0 0 0 0 0| 10.00
11.00 [Mursing care-Continuous Home Care 0f 0 0 0 0| 11.00
12.00 [Physical Therapy 0 0f 0 0 0| 12.00
13.00 |occupational Therapy 0 O 0 0 0} 13.00
14.00 |speech/ Language pPathology 0 0 0 0 0| 14.00
15.00 |Medical Social Services 0 0 0 0f 0| 15.00
16.00 |Spiritual counseling 0 0 0 0 0| 16.00
17.00 [pietary Counseling 0 0 0 0 0| 17.00
18.00 |Counseling - Other 0 0 0 0 0| 18.00
19.00 [Home Health Aide and Homemaker 0 0 0 0 ol 19.00
20.00 |HH Aide & Homemaker - Cont, Home Care 0 0 0 0 o[ 20.00
21.00 {other 0 0 0f 0 0| 21.00

OTHER HOSPICELSER
22.00 |prugs, Biolegical and Infusion Therapy 0 0 0 0 0} 22.00
23.00 |analgesics 0 0 0 0 al 23.00
24,00 |sedatives / Hypnotics 0 0 0 & Q| 24.00
25.00 |other - spacify 0 0| 0 0 0| 25.00
26.00 |Durable Medical Equipment/Oxygen 0 0f Q 0f 0} 26.00
27.00 |Patient Transportation 0 0 0 0f 0 27.00
28.00 |Imaging Services 0 0 0 O 0| 28.00
29.00 |Labs and piagnostics 0 0 0 0 0| 29.00
30,00 |Medical supplies 0 0 0 0 0| 30.00
31.00 [outpatient Services (including E/R Dept.) 0 0 0 0 0| 31.00
32.00 [Radiation Therapy 0 0 0! 0 0| 32.00
33.00 |chemotherapy 0 0 O 0 0! 33.00
34,00 |other 0 0 0) 0 0| 34.00

HOSETCE: NONRETMEURS AR : < :
35.00 |Bereavement Program Costs 0 0 0f 0 0 35.00
36.00 jvolunteer Program Costs 0l 0 & 0 0j 36.00
37.00 {Fundraising 0f 0 0 0 0 37.00
38.00 |other Program Costs 0f 0 0 0 0f 38.00
39.00 |cost to be Allocated (per wkst. K-4, part I) 0 0 0f 0 0| 39.00
40.00 [Unit Cost Multiplier 0. 000000| 0.000000 0.000000 0.000000 0.000000( 40.00

MCRTF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 140015 | period: Worksheet X-4

. From 10/01/2011| Part II

Hospice CCN: 141501 (Toe  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm

I

GENE ERVICE: COST: CENTER
1.00 |capital Related Costs-Bldg and Fixt. 0 1.00
2.00 |[capital related Costs-Movable Equip. 0 2.00
3.00 |Plant operation and Maintenance 0 3.00
4,00 |Transportation - Staff 0 4.00
5.00 |vo'lunteer Service Coordination 5.00
6.00 |Administrative and General 6.00

INPATTIENT: CARE.ZSERVIC
7.00 |Inpatient - General Care 0 0 7.00
8.00 |[Inpatient - Respite Care ] 0] 8.00

VISITING. SERVICES .
9.00 [physician Services 0 47,031 9.00
10.00 |Nursing Care 0 918,131 10.00
11.00 jNursing Care-Continuous Home Care 0 0 11.00
12.00 [Physical Therapy V) 64 12.00
13.00 |Occupational Therapy 0 0| 13.00
14.00 |speech/ Language Pathology 0f 0| 14.00
15.00 |Medical Social Services 0| 187,602 15.00
16.00 |spiritual Counseling 0 0 16.00
17.00 |Dietary Counseling 0 0 17.00
18.00 |Counseling - Other 0 0 18.00
19.00 |Home Health Aide and Homemaker 0| 164,023 19.00
20.00 |HH Aide & Homemaker - Cont. Home Care 0 0 20.00
21.00 |Other 0 ) 21.00

OTHER -HOSPICE SERVICE: COSIS .
22.00 |prugs, Biological and Infusion Therapy 0 22.00
23.00 |Analgesics 0 Q 23.00
24.00 |Sedatives / Hypnotics 0 0 24.00
25.00 |other - specify 0 0 25.00
26,00 |Durable Medical Equipment/Oxygen 0 0 26.00
27.00 jPatient Transportation 0 0 27.00
28.00 jImaging Services 0 0 28.00
29.00 {Labs and Diagnostics 0 0l 29.00
30.00 imedical supplies 0 42,901 30.00
31.00 |outpatient Services (including E/R Dept.) 0 0 31.00
32.00 |Radiation Therapy 0 0 32.00
33.00 |chemotherapy 0 & 33.00
34.00 |other 0 0 34.00

HOSPICENONREIMEURSARLE -SERVIEE
35.00 |Bereavement Program Costs 0 0f 35.00
36.00 |volunteer Program Costs 0 0f 36.00
37.00 | Fundraising 0 0 37.00
38.00 |other Program Costs 0 0f 38.00
39.00 |Cost to be Allocated (per wkst. K-4, Part I) 651,150 39.00
40,00 |Unit Cost Multiptier 0.435565 40.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form (M$-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TOQ HOSPICE COST CENTERS Provider CCN: 140015 |Period: worksheet K-5

From 10/01/2011| Part I

Hospice CCN: 141501 |To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

_Hospice T

.00 |administrative and General

1 0 0 0 0 .

2.00 |rnpatient - General Care 0 0 0 0 0l 2.00
3.00 |Inpatient - Respite Care 0f 0 0 0 0] 3.00
4.00 |physician Services 67,514 0 0 0 0| 4.00
5.00 |[Nursing care 1,318,037 0 0 0 0f 5.00
6.00 |[Nursing care-~Continucus Home Care 0f 0 0 0 0] 6.00
7.00 |[Physical Therapy 92 0 0 0l 0] 7.00
8.00 |occupational Therapy 0| 0 0 0 o 8.00
9.00 }speech/ Language Pathology 0 0 0 0 0] 9.00
10.00 |Medical social services 269,315 0 0 0f 0} 10.00
11.00 |spiritual Counseling 0 0 0 0f 0| 11.00
12.00 |[Dietary Counseling 0 0 0l 0f 0 12.00
13.00 (Counseling - other 0 0 0 0 0| 13.00
14.00 [Home Health Aide and Homemaker 235,466 0 0 & 0| 14.00
15.00 [HH ATde & Homemaker - Cont. Home Care 0 0 0f 0| 0| 15.00
16.00 [Other 0 0 0 0 0| 16.00
17.00 |Drugs, Biological and Infusion Therapy 194,091 0 0f 0| 0| 17.00
18.00 |Aanalgesics 0 0 0 0 0| 18.00
19.00 |sedatives / Hypnotics 0 0 0 0 0| 19.00
20.00 |other - spacify 0 0 0 0 0| 20.00
21.00 |purable Medical Equipment/Oxygen 0 0 0 0 0| 21.00
22.00 |Patient Transportation 0 0 0 0 0] 22.00
23.00 |Imaging Services 0l 0 0 0 0] 23.00
24.00 |Labs and piagnostics 0 0 0 0 0] 24.00
25.00 |Medical Supplies 61,587 0 0 0 0| 25.00
26.00 |outpatient services (including E/R Dept.) 0 0 0 0 0| 26.00
27.00 ;radiation Therapy 0 0 0 0 0| 27.00
28.00 | chemotherapy 0f 0 0 0 0| 28.00
29.00 |other 0| 0 0 0 0| 29.00
30.00 |Bereavement Program Costs 0y 0 0 Q 0| 30.00
31.00 |volunteer Program Costs 0 0 0 0 0l 31.00
32.00 |Fundraising 0 0 0 0 0 32.00
33.00 |other Program Costs 0 0 0 0 0] 33.00
34,00 jTotal (sum of 1ines 1 thry 33) (2) 2,146,104 0 0 0 0l 34.00
35.00 [unit Cost Multiplier (ses instructions) 35.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM$-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 |Period: worksheet K-5

From 10/01/20111 Part I

Hospice CCN: 141501 [To 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Hospice I
1.00 |Administrative and General 22,867 0 9,711 99,653 132,231 1.00
2.00 |Inpatient - General Care 0 0 0 0 0} 2.00
3.00 |Impatient - Respite Care 0 0 0f 0 0/ 3.00
4,00 ([pPhysician Services 0 0 0 0 67,516 4.00
5.00 |Nursing Care 0 0 0 239,352 1,557,389 5.00
6.00 |[Nursing Care-Continuous Home Care 0 0 0 0 0| 6.00
7.00 |[Physical Therapy 0 0 0 17] 109| 7.00
8.00 |occupational Therapy 0 0 0 0f 0| §.00
9.00 |speech/ Language Pathology 0 0 0 & 0| 9.00
10.00 |Medical social Services 0 0 0 48, 907] 318,222| 10.00
11.00 |spiritual Counseling 0 o 0 0f 0| 11.00
12.00 |[pietary Counseling 0 O 0 0| 12.00
13.00 [Counseling - Other 0 0 0 0| 13.00
14.00 |Home Health Aide and Homemaker v 0| 0 22,138 257,604 14.00
15.00 [HH Aide & Homemaker - Cont. Home Care 0f 0 0 0 0j 15.00
16.00 |other 0 0f 0 0f 0} 16.00
17.00 |orugs, Biclogical and Infusion Therapy 0f 0 0 o 194,091| 17.00
18.00 |analgesics 0f 0f 0 0 0| 18.00
19.00 |sedatives / Hypnotics 0 o 0 0 0| 192.00
20.00 |0ther - specify 0 0 0 0| 0| 20.00
21.00 |purable Medical Equipment/Oxygen 0 0 0 0 0| 21.00
22.00 |patient Transportation 0f 0 0 0 0| 22.00
23.00 |Imaging Services 0f 0 0 0 0| 23.00
24,00 |vLabs and piagnostics 0 0 0 0 0| 24.00
25.00 |Medical Supplies 0 0 0 0 61,587 25.00
26,00 |outpatient Services (including E/R Dept.) 0 0 0 0 0| 26.00
27.00 [Radiation Therapy 0 0 0f 0 0| 27.00
28.00 |chemotherapy 0 0 0f 0 0| 28.00
29.00 |other 0 0 0 0 0 29.00
30.00 {Bereavement Program Costs 0 0 0f 0 0| 30.00
31.00 |volunteer Program Costs 0 0 0f 0 0| 31.00
32.00 | Fundraising 0 0 0f 0 0| 32.00
33.00 |Other Program Costs 0 0 0 0 0 33.00
34.00 |Total {sum of Tines 1 thru 33) (2) 22,867 0 9,711 410,067 2,588,749] 34.00
35.00 |Unit Cost Multiplier {see instructions) 0.000000| 35.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In_Lieu of Form CMs-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS - Provider CCN: 140015 |reriod: Worksheet K-5

From 10/01/2011/ Part I

Hospice ccM: 141501 |To  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm

Hospice T

.00 |Administrative and General '36,796 125,123 2,509 ' 23,875

1 0 .

2.60 {Inpatient - General Care 0 0 0 0f 07 2.00
3.00 |Inpatient ~ Respite Care 0 0 0 0 0| 3.00
4.00 |Physician services 18,788 0 0 0 0l 4.00
5.00 [Nursing Care 433,383 0 0 0 0l 5.00
6.00 [Nursing Care-Continuous Home Care 0 0 D 0 ol 6.00
7.00 |Physical Therapy 30 0 0 0 o 7.00
8.00 |occupational Therapy 0 0 0, 0 0| B.00
9.0G |[Speech/ Language Pathology 0 0 0 0 0| 9.00
10.00 |Medical Social services 88,553 0 0f 0 0| 10.00
11.00 |spiritual counseling 0 0 0 0 0( 11.00
12.00 |pietary Counseling 0 0 0 0f 0| 12.00
13.00 |counseling ~ Other 0 0 0 0 0f 13.00
14.00 [Home Health Aide and Homemaker 71,684 0 0 0f 0] 14,00
15.0¢ [HH Afde & Homemaker - Cont. Home Care 0 0 0 0| 15.00
16.00 |other 0 0 0 0| 16.00
17.00 |pDrugs, Biclogical and Infusion Therapy 54,010 0 0 0 o[ 17.00
18.00 (Analgesics 0 0 0 0 0| 18.00
13.00 |sedatives / Hypnotics 0 0 0f 0 0} 19.00
20.00 lother - Specify 0 0 0 0 0| 20.00
21.00 jpurable Medical Equipment/Oxygen 0 0y 05 0 0| 21.00
22.00 [Patient Transportation 0 0f 0 0 0| 22.00
23.00 |Imaging Services 0 0 0 0 0 23.00
24.00 |Labs and Diagnostics 0 0 0 0f 0| 24.00
25.00 |Medical supplies 17,138 0 0 0 0| 25.00
26.00 |outpatient Services (including E/R Dept.) 0 0 0 0 0| 26.00
27.00 |Radiation Therapy 0 0 0 0 0] 27.00
28.00 |Chemnotherapy 0 0 0 0 0| 28.00
29.00 jother 0 0f 0 0 0| 29.00
30.00 |Bereavement Program Costs 0 0f 0] 0 o[ 30.00
31,00 |volunteer Program Costs 0 0 0 0 0| 31.00
32,00 |Fundraising 0 0| 0 0 0| 32.00
33.00 |other Program Costs 0 0f Q 0 0| 33.00
34.00 |Total (sum of Tlines 1 thru 33) (2) 720,382 125,123 2,509 23,875 0| 34.00
35.00 |unit Cost Multiplier (see instructions) 35.00

MCRIF32 - 3.6.137.0



Health Fipnancial Systems BLESSING HOSPITAL In Lieu of Form CM$-2552-10
ALLOCATION QF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 | Period: Worksheet K-5

From 10/01/201L|Part I,
Hospice CoN: 141501 (Te  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

Hospice I
RETNG -SEHOOL
1.00 |Administrative and General 76,049 429,512 0 16,292 1.00
2.00 |[Inpatient - General Care 0 0 0 0 2.00
3.00 |Inpatient - Respite Care 0 0 0 0 3.00
4,00 |physician services 0 0 0 0 4,00
5.00 |Mursing Care 0 0 0 0 5.00
6.00 |Nursing Care-Cohtinuous Home Care 0 0 0 0 6.00
7.00 |pPhysical Therapy 0f 0 0 0 7.00
8.00 {occupational Therapy 0 0 0 0 8.00
9.00 {speech/ Language Pathology 0f 0 0 0 9.00
10.00 [Medical social Services 0f 0 0 0 10.00
11.00 [spiritua’l Counseling 0f 0 0 0 11.00
12.00 [Dietary Counseling 0f 0 0 0 12.00
13,00 |counseling - other 0f 0 0 0f 13.00
14.00 [Home Health Aide and Homemaker 0f 0 0 0 14.00
15.00 [HH Aide & Homemaker - Cont. Home Care 0 0 0 0 15.00
16.00 |[other 0 0 0 0 16.00
17.00 |prugs, Biological and Infusion Therapy 0 0 0 0 17.00
18.00 |Analgesics ) 0 0 0 18.00
19.00 |sedatives / Hypnotics 0 0 ¢ 0 19.00
20.00 |other - Specify 0 0 0 0 20,00
21.00 |purable Medical Equipment/Oxygen 0 0 0 0 21.00
22.00 |Patient Transportation 0 0 0 0 22.00
23.00 |Imaging Services 0 0 0 0 23.00
24.00 |Labs and piagnostics 0 0 0 0 24.00
25.00 |Medical suppties 0 0l 0 0 25.00
26.00 {outpatient Services (including E/R Dept.) 0 0 0 0 26.00
27.00 |Radiation Therapy 0 0 0 0 27.00
28.00 | Chemotherapy 0 0 0 0 28.00
29.00 |other 0 0 0 0 29.00
30.00 |Bereavement Program Costs 0 0 "0 0 30.00
31.00 |volunteer Program Costs 0 0 0 0 31.00
32.00 |Fundraising 0 0 0 b 32,00
33.00 |other Program Costs 0 0 0 0 33.00
34.00 [Total (sum of lines 1 thru 33) (2) 76,049 429,512 v 16,292 34.00
35.00 |unit Cost Multiplier (ses instructions) 35,00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form cMS-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 | Period: worksheet K-5

From 10/01/2011 | Part I

Hospice CCN: 141501 (To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pm

Hospice T

1.00 |administrative and General
2.00 |Inpatient - General Care
3.00 [Inpatient - Respite Care
4.00 |Physician Services

5.00 |Nursing Care

6.00 |Nursing Care-Continuous Home Care

7.00 |Physical Therapy

8.00 |occupational Therapy

9.00 |speech/ Language Pathology

10.00 iMedical Social Services

11.00 |spiritual counseling

12.00 [pietary Counseling

13.00 (Counseling - other

14.00 |Home Health Aide and Homemaker

15.00 (HH Aide & Homemaker - Cont. Home Care
16.00 |other

17.00 |brugs, Biolegical and Infusion Therapy
18.00 {Analgesics

19.00 |sedatives / Hyphotics

20.00 |other - sSpecify

21.00 fpurable Medical Equipment/Oxygen

22.00 |patfent Transportation

23.00 |Imaging Services

24.00 |Labs and Dfagnostics

25.00 [Medical supplies

26.00 |outpatient Services (inctuding E/R Dept.)
27.00 |radiation Therapy

28.00 |chemotherapy

29.00 |other

30.00 |Bereavement Program Costs

31.00 |volunteer Program Costs

32.00 |Fundraising

33.00 |other Program Costs

34.00 iTotal (sum of Tines 1 thru 33) ()
35.00 |Unit Cost Multiplier (see instructions) 35.00
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MCRIF3I2 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lisu of Form (Ms-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 |Period: worksheet K-5

From 10/01/2011|pPart I

Hospice CcN: 141501 (7o 09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pw

Hospice I
1.00 |Administrative and General 842,387 1.00
2.00 |rInpatient - General Care 0 0 0 0f 0l 2.00
3.00 {Inpatient - Respite Care 0 0 0 0f O] 3.00
4.00 |Physician Servicas 86, 304 0 86,304 23,153 109,457| 4.00
5.00 |Nursing Care 1,990,772 0 1,990,772 534,060 2,524,832 5.00
6.00 |Nursing Care-Continuous Home Care 0 0 0 0 0] 6.00
7.00 |Physical Therapy 139 0 139 37 176| 7.00
8,00 |occupational Therapy 0 0 0 0 0j 8.00
9.00 |speech/ Language Pathology 0 0 0f 0 0 9.00
10.00 |Medical social Services 406,775 0 406,775 109,124 515,899 10.00
11.00 |spiritual Counseling 0 0f 0 0 0 11.00
12.00 [Dietary Counseling 0 0 0 0 0f 12.00
13.00 |Counseling - other 0 0 0] 0 0f 13.00
14,00 [Home Health Aide and Homemaker 329, 288 o, 329,288 88,337 417,625 14.00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 0] 15.00
16.00 [other 0 0 0 0; 0 16.00
17.00 |prugs, Biological and Infusion Therapy 248,101 0 245,101 66,557 314,658 17.00
18.00 |Analgesics 0 0 0 Q 0| 18.00
19.00 [sedatives / Hypnotics 0 0 Q 0 0| 19.00
20.00 [other - Specify 0 0 0 0f 0| 20.00
21.00 |Durable medical Equipment/Oxygen 0 0 0 0 0| 21.00
22.00 [ratient Transportation 0 0 0 0 0| 22.00
23.00 [Imaging Services 0f 0 0 0 0| 23.00
24,00 |Labs and piagnostics 0f 0 0 0 0| 24.00
25.00 |Medical supplies 78,725 0 78,725 21,119 99,844 25.00
26,00 |outpatient Services (including E/R Dept.) 0 0 0 0 0] 26.00
27.00 |Radiation Therapy 0 0; 0 0| Q0| 27.00
28.00 | Chemotherapy 0 0f 0 0 0| 28.00
29.00 |other 0 0f 0 0 0| 29.00
30.00 |Bareavement Program Costs 0 0f 0l 0 0| 30.00
31.00 [volunteer Program Costs 0 0 0l 0 0} 31.00
32.00 |Fundraising 0 0 0 0 01 32.00
33.00 |other Program Costs 0 0 0f 0 0: 33.00
34_.00 |Total (sum of 1ines 1 thru 33) (2) 3,082,491 0 3,982,491 3,982,491 34.00
35.00 |unit cost Multiplier (see instructions) 0.268267 35.00

MCRIF32 - 3.6.137.0



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

ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 |Period: worksheet K-5
STATISTICAL BASIS From 10/01/2011| part 11

Hospice CCN: 141501 !To  09/30/2012 | bate/Time Prepared:
2/28/2013 2:41 pm

Hospice I

Administrative and Genera 0 0] 0 0 7,428 1.00

Inpatient - Geheral Care 0 0 0 0y 0| 2.00

Inpatient - Respite Care 0 0 0 0 0] 3.00

rhysician Services 0 0 0 [t 0l 4.00

Nursing Care 0 0 0 0O o[ s.00

MUrsing Care-Continuous Home Care 0 0 0 0f 0] 6.00

physical Therapy 0 0 0 0 ol 7.00
8.00 |occupational Therapy O 0 0 0 0 8.00
9.06 [speech/ Language Pathology 0f 0, 0 0 o 9.00
10.00 |Medical social Services 1] 0f 0f 0 0 10.00
11.00 |spiritual Counseling 0 0f 0f 0 0 11.00
12.00 |pietary Counseling 0 0 0f 0 0| 12.00
13.00 |Counseling - Other 0 0f Of 0 0| 13.00
14.00 |Home Health Aide and Homemaker 0 0f 0 0 0| 14.00
15.00 [HH Aide & Homemaker - Cont. Home Care 0 0 0 0 0| 15.00
16.00 |other 0 0 0 0 0| 16.00
17.00 }prugs, Biolegical and Infusion Tharapy 0 0 0 0 0| 17.00
18.00 !Analgesics 0 0 0 0f 0| 18.00
18.00 [sedativas / Hypnotics 0 0 0 0f 0 12.00
20.00 [other - specify 0 0 0 0 0[ 20.00
21.00 |purabTe Medical Equipment/Oxygen 0f 0 0 0f 0| 21.00
22.00 |Patient Transportation 0 0] 0 0 0| 22.00
23.00 |Imaging Services 0f 0 0 0 0| 23.00
24.00 |Labs and Diagnostics 0 0 0 0 ! 24.00
25.00 |Medical Supplies 0 0 0f 0 O 25.00
26.00 |outpatient Services (including E/R Dept.) 0 0f 0 0 0l 26.00
27.00 [radiation Therapy 0 0 0 0 0| 27.00
28.00 |Chemotherapy 0 0 0 0 0| 28.00
29.00 |other 0 0 0 0 0 29.00
30.00 [Bereavement Program Costs 0 0 0 0 0f 30.00
31.00 ivolunteer Program Costs 0 0 0 0 0| 31.00
32.00 |Fundraising 0 0 0 0 0| 32.00
33.00 |other Program Costs 0 0 0 0f 0| 33.00
34,00 |Total (sum of lines 1 thru 33} (2) 0 0 0 0 7,428| 34.00
35.00 [Total cost to be allocated 0 0 i 0f 22,867 35.00
36.00 [uUnit Cost Multiplier (see instructions) 0. 060000 0.000000 0. 000000 0. 000000 3.078487| 36.00

MCRTIF32 - 3.6.137.0



Health Financial Systems

BLESSTING HOSPITAL

Ih Lieu of Form CM$-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS
STATISTICAL BASTS

pProvider CCN: 140015

Hospice CCN:

141501

Period:
From 10/01/2011
To 09/30/2012

worksheet K-5
Part IL

pate/Time Prepared:

2/28/2013 2:41 pm

Hospice I
I
1.00 |Administrative and General 0 9,512 382,257 0 132,231 1.00
2.00 |Inpatient - General Care 0 0 0 0 0| 2.00
3.00 |Inpatient - Respite Care 0 0f 0f 0 0| 3.00
4.00 |[pPhysician Services 0 0f 0f 0 67,516| 4.00
5.00 |Nursing Care 0 0 918,131 0 1,557,389 5.00
6.00 |Nursing Care-continuous Home Care 0 0f 0 0 0 6.00
7.00 |Physical Therapy 0 0 64| 0 109| 7.00
8.00 |occupational Therapy 0 0 0 0f 0| &.00
9.00 |speech/ Language Pathology 0 0 0 0 0 9.00
10.00 [Medical 5ocial Services 0 0 187,602 0 318,222| 10.00
11.00 |spiritual Counseling 0 0 0 0 0f 11.00
12.00 |pietary Counseling U 0 0 o 0] 12.00
13.00 |Counse’ling -~ Other 0 0 0 0 0] 13.00
14.00 |Home Health Aide and Homemaker 0 Q 84,917 0 257,604| 14.00
15.00 |HH Aide & Homemaker - Cont. Home Care Q 0 0 0 0 15.00
16,00 |other 0 0 0 0 0] 16.00
17.00 |prugs, Biological and Infusion Therapy 0 0j 0 0 194,091| 17.00
18,00 |Analgesics 0 0 0f 0 0| 18.00
19.00 |sedatives / Hypnotics 0 0f 0 0 0| 19.00
20.00 |other - specify 0 0f 0 0 0| 20.00
21.00 |Durable Medical Equipment/Oxygen 0 0 0 0 0| 21.00
22.00 |patient Transportation 0 0 0 0 0] 22.00
23.00 |Imaging Services 0 0 0 0 0] 23.00
24.00 |Labs and Diagnostics 0f 0 0 0 0| 24.00
25.00 |Medical supplties 0 0 0 0 61,587| 25.00
26.00 |outpatient Services (including E/R pept.) 0 0 0 0 0 26.00
27.00 |Radiation Therapy 0| 0 0 0 0f 27.00
28.00 |Chemotherapy 0| 0 0 0 0; 28.00
29.00 |other 0 0 0 0| 0| 29.00
30.00 {Bereavement Program Costs 0 0 0 0 0| 30.00
31.00 |volunteer Program Costs 0 0 0 0 0| 31,00
32.00 | Fundraising 0 0! 0 0 0] 32.00
33.00 |other Program Costs 0 0 0 0 0f 33.00
34.00 [Total {sum of Tines 1 thru 33) (2) 0 9,512 1,572,971 2,588,749| 34.00
35.00 |Total cost to be allocated 0 9,711 410, 067, 720,382| 35.00
36.00 junit Cost Multipiier {see instructions) 0.000000 1.020921 0. 260699 0.278274| 36.00

MCRIF2?2 - 3.6.137.0



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

ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 {Period: worksheet K-5
STATISTICAL BASIS From 10/01/2011 | part II

Hospice CCN: 141501 (To  09/30/2012 | Date/Time Preparad:
2/28/2013 2:41 pm

Hospice T

1.00 |Administrative and General 7,428 2,800 648 0 9,751 1.00
2.00 |Inpatient - General Care 0 0 0 0 0} 2.00
3.00 |Inpatient - Respite Care 0 0 0 0 ¢l 3.00
4.00 |Physician Services 0f 0 0 v gl 4.00
5.00 |Nursing care 0f 0 0 0 0| 5.00
6.00 |Nursing Care-Continuous Home Care 0 0 0 0 0| 6.00
7.00 ]Physical Therapy 0 0 0 0 Q| 7.00
8.00 |[Occupational Therapy 0 0 0 0 Q| 8.00
8.00 [speech/ Language Pathology 0 0 0 0 0| 9.00
10.00 [Medical Social services 0 0 0 0 0| 10.00
11.00 [spiritual Counseling 0 0 0 0 0| 11.00
12.00 |pietary Counseling 0 0 0 0 0| 12.00
13.00 |cCounseling - Other 0 0 0 0 0| 13.00
14.00 |Home Health Aide and Homemaker 0 0 0f 0 0| 14.00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0] 0f 0 0| 15.00
16,00 |other 0 0 0 0f 0| 16.00
17.00 |prugs, Biological and Infusion Therapy 0 0 0 0f 0| 17.00
18.00 |AnaTgesics 0 0 0 0f 01 18.00
19.00 |sedatives / Hyphotics 0 0f 0f 0O 0] 19.00
20.00 |other - Specify 0 0o 0O 0f 0| 20.00
21.00 [burable Medical Equipment/Oxygen 0 0 0 0f o[ 21.00
22.00 |patient Transportation 0 O 1] 6 o[ 22.00
23.00 [Imaging Services 0f o 0 ¢ 0| 23.00
24.00 Labs and Diagnostics 0f O 0 0 ol 24,00
25.00 [Medical Supplies 0f 0 0 ¢ 0| 25.00
26.00 [outpatient Services (incTuding E/R Dept.) 0 Q g 0f 0| 26.00
27.00 |Radiation Therapy 0 Q 0 0f 0| 27.00
28.00 chemotherapy 0f 0 0 0f 0| 28.00
29.00 |other 0 0 0 B ¢y 29.00
30.00 |Bereavement Program Costs 0 0 0 0 0l 30.00
31.00 |volunteer Program Costs 0 0 0 0 0] 31.00
32.00 |Fundraising 0 0 0 0 0f 32.00
33.00 |other Program Costs 0 0 0 0 af 33.60
34.00 |Total (sum of Tines 1 thru 33) (2) 7,428 2,800 648 0 9,751 34.00
35.00 |Total cost to be allocated 125,123 2,509 23,875 0 76,049] 35.00
36.00 |Unit Cost Multiplier (see instructions) 16. 844777 0.896071 36.844136 0. 000000 7.799098] 36.00

MECRTERD? . T /A 127 N



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs5-2552-19

ALLOCATION OF GENERAL SERVICE COSTS TQ HOSPICE COST CENTERS provider CCN: 140015 Per1016/01/2011 ﬁor%sheet K~5
STATISTICAL BASIS From art II
141501 {To  ©09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
pice I

.00 [Administrative and General
.00 |Inpatient - General Care
.00 |[Inpatient - Respite Care
00 |Physician Services
Nursing Care
.00 |Mursing care-Continuous Home Care
.00 |Physical Therapy
.00 |occupational Therapy
.00 [Speech/ Language Pathalogy
10.00 |Medical sociat Services
11.00 |spiritual Counseling
12.00 |pietary Counseling
13.00 |Counseling - Other
14.00 |Home Health Aide and Homemaker
15.00 |HH Aide & Homemaker - Cont. Home Care
16.00 |other
17.00 |Drugs, Biclogical and Infusion Therapy
18.00 |Analgesics
19.00 ;sedatives / Hypnotics
20.00 jother - specify
21.00 [purable Medical Equipment/Oxygen
22,00 [patient Transportation
23,00 [Imaging Services
24.00 [Labs and Diagnostics
25.00 [Medical Supplies
26.00 foutpatient Services (including E/R Dept.)
27.00 |Radiation Therapy
28.00 | chemotherapy
29.00 |other
30.00 |Bereavement Program Costs
31.00 |volunteer Program Costs
32.00 |Fundraising
33.00 {other Program Costs
34.00 {Total (sum of Tines 1 thru 33) (2)
35.00 |Total cost to be allocated
36,00 |Unit Cost Multiplier (see instructions)

oSN U A b
(=g
[=

oo OO0 o o000 C OO DO

65,813
429,512
6.526249

Tyt

ODO00DOo0 o000 CooC OO0 OO0 R

94
16,292
173.319148

0. 00000

0
0
0
0
0
0O
0
G
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
Q0
0
0
0
0
0
0
0
0
0
0

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
o]
o]
0
o
0
0
Q
0
0
0
0
0
0
0
0
0
0
0

0. 00000
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Health Financial Systems BLESSING HOSPTTAL

in Lieu of Form (M§-2552-10

ALEOCATION OF GENERAL SERVICE COSTS TQ HOSPICE COST CENTERS
STATISTICAL BASIS

Provider CCN: 140015 |Period:

From 10/01/2011

worksheet K-5
Part IT

Hospice ccN: 141501 |to  09/30/2012 | pate/Time Prepared:
2/28/2013 2:41 pm
Hospice I

1.00 |administrative and Geperal 0 0 0f 1.00
2.00 |Inpatient - General Care 0 0 O 2.00
3.00 |Inpatient - Respite Care 0 0 0f 3.00
4.00 |Physician Services 0f 0 0 4.00
5.00 |Nursing €are 0 0 0 5.00
6.00 |Nursing Care-Continuous Home Care 0 0 0 6.00
7.00 |prhysical Therapy 0f 0 0 7.00
8.00 |occupational Therapy 0j 0 0 8.00
9.00 {Speech/ Language Pathology 0 0 0 9.00
10.00 [Medical social Services 0j 0 0 10.00
11.00 |spiritual Counseling 0 0 0f 11.00
12.00 |pietary Counseling 0 0 0f 12.00
13.00 |Counseling - Other 0f 0 0] 13.00
14.00 |Home Health Aide and Homemaker 0f 0 0 14,00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0f 15.00
16.00 |other 0f 0 0f 16,00
17.00 |prugs, Biological and Infusion Therapy of 0 0] 17.00
18.00 [Analgesics 0f 0 0 18.00
19.00 |sedatives / Hypnotics 0 0 0f 19.00
20.00 |Oother - specify 0 0 0 20.00
21,00 |purable Medical Equipment/OXygen 0j 0 0f 21.00
22.00 |Patient Transportation 0 0 0 22.00
23.00 |Imaging Services o 0 & 23.00
24.00 (Labs and Diaghostics 0 0 ¢ 24.00
25.00 |Medical supplies 0 0 ¢ 25.00
26.00 |outpatient Services (including E/R Dept.) 0 0 0 26,00
27.00 |radiation Therapy 0 0 0 27.00
28.00 |Chemotherapy 0 0 0 28,00
29.00 |other 0f 0 0 29.00
30.00 [Bereavement Program Costs 0 0 0 30.00
31.00 |volunteer Program Costs 0f 0 0 31.00
32.00 |Fundraising 0 0 0 32.00
33.00 |other Program Costs 0 0 0 33.00
34.00 |Total (sum of Tlines 1 thru 33) (2) 0 0 0 34.00
35.00 |Total cost to be allocated ol 0 0 35.00
36.00 |unit Cost Multiplier (see instructions) 0.000000] Q. 000000, 0. 000000 36.00

MCRTEZ? - 2 £ 127 0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF TOTFAL HOSPICE SHARED COSTS

Provider CCN: 140015 |Period:

Hospice CCN:

From 10/01/2011

141501 | To  09/30/2012

worksheet K-5

Part ITI

Date/Tine Prepared:
2/28/2013 2:41 pm

W~ & b
(=2
o

- Hospice T
T GETotE s

Al LARY SERVICE COST: o A

PHYSICAL THERAPY 66.00 0.514496) 0 0 1.00
OCCUPATIONAL THERAPY 67.00 (.314541 0 o[ 2.00
SPEECH PATHOLOGY 68.00 0.277298 0 o 3.00
DRUGS CHARGED TO PATIENTS 73.00 0.214416 0 o 4.00
DURABLE MEDICAL EQUIP~RENTED 96.00 5.00
LABORATORY 60.00 0.129525 0 0] 6.00
BLOOD LABORATORY 60,01 65.01
MEDICAL SUPPLIES CHARGED TO PATIENTS 71.00 0.200116 0 o[ 7.00
OTHER OUTPATIENT SERVICE COST CENTER 93.00 8.00
RADIOLOGY-THERAPEUTIC 55.00 9.00
OTHER ANCILEARY SERVICE COST CENTERS 76.00 10.00
Totals (sum of Tines 1-10) 0| 11.00

MCRTE2? — 2 & 127 0N



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

CALCULATION OF HOSPICE PER DIEM COST Provider CCN: 140015 |pPeriod: worksheet K-6
From 10/01/2011 .
Hospice CCN: 141501 ;1o 09/30/2012 | Date/Time Prepared:
2/28/2013 2:41 pnm

Total cost (see instructions) .
2.00 [Total uUndupticated bDays (wWorksheet s-%, column 6, Tine 5) 16,895 2.00
3.00 |average cost per diem (Tine 1 divided by Tine 2) 235.72( 3.00
4.00 |Upduplicated medicare pays (worksheet 5-9, column 1, line 16,021 4.00

5)
5.00 |Aggregate Medicare cost {Jine 3 time Tine 4) 3,776,470 5.00
6.00 |Unduplicated Medicaid pays (Worksheet s5-9, column 2, Tine 256 6.00

5)
7.00 |Aggregate Medicaid cost (line 3 time Tine 60) 60, 344 7.00
8.00 |upduplicated SNF pPays {Worksheet $-9, column 3, line 5) 0f 8.00
9.00 |Aggregate SNF cost (line 3 time line B) 0 9.00
10.00 {unduplicated NF Days (Worksheet s5-9, column 4, Tine 5) 119 10.00
11.00 |Aggregate NF cost (Tine 3 times 1ine 1() 28,051 11.00
12.00 |other Undupticated days {(Worksheet $-9, column 5, 1ine 5) 618] 12.00
13.00 |aggregate cost for other days (line 3 times Tine 12) 145,675 13.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
CALCULATION OF CAPITAL PAYMENT provider CCN: 140015 |Period: worksheet L

From 10/01/2011 | Parts I-III

To  09/30/2012 ) pate/Time Prepared:
2/28/2013 2:41 pm
itle XVIIT Hospita]l PPS

1.00 f{capital DRG other than outlier 3,033,287 1.00
2,00 |[capital DRG outlier payments 160,598 2.00
3.00 |Total inpatient days divided by number of days in the cost reporting period (see instructions) 106.27| 3,00
4.00 |Number of interns & residents (see instructions) 14,77 4.00
5.00 |Indirect medical education percentage (see instructions) 4.00| 5.00
6.00 |Indirect medical education adjustment (Tine 1 times 1ine 5) 121,331 6.00
7.00 |Percentage of SSI recipient patient days to Medicare Part A patient days {wWorksheet E, part A Tine 0.00] 7.00
30) (see finstructions)
8.00 |Percentage of Medicaid patient days to total days reported on worksheet 5-3, Part I (see 0.00( 8.00

instructions)
%.00 |Sum of Tines 7 and 8
10.00 [Allewable disproportionate share percentage (see instructions)
11.00 D15proport1onate share adjustment (Tine 1 t1mes Tine 10)
1 1

1.00 Program inpatient routine cap1ta1 cost (see instructions)
2.00 |Program tinpatient ancillary capital cost (see instructions)
3.00 |Total inpatient program capital cost {Tine 1 plus Tine 2)
4.00 |Capital cost payment factor (see +instructions)

5.00 |Total inpatient program capital cost (line 3 x Tine 4)

o e e e
[F B EE
[
=1

.00 Program 1npat1ent cap1ta1 costs (see 1nstruct1ons)

1 0| 1.00
2.00 |Program inpatient capital costs for extraordinary circumstances (see instructions) ol 2.00
3.00 |Net program inpatient capital costs (line 1 minus Tine 2) 0| 3.00
4.00 |AppTicable exception percentage (see instructions) 0.00| 4.00
5.00 |[capital cost for comparison to payments {1ine 3 x 1ine 4) 0| 5.00
6.00 |Percentage adjustment for extraordinary circumstances (see instructions) 0.00| 6.00
7.00 |Adjustment to capital minimum payment tevel for extraordinary circumstances (line 2 x line 6) ol 7.00
8.00 |capital minimum payment Tavel (1ine 5 plus line 7) 0] 8.00
9.00 |Current year capital payments {from Part I, line 12, as applicabie) 0} 9.00
10.00 |Current year comparison of capital minimum payment level to capital payments (line 8 less line 9) o[ 10.00
11.00 |Carryover of accumulated capital minimum payment level over capital payment (from prior year 0| 11.00
worksheet L, Part ITII, Tine 14)
12.00 |Net comparison of capital minimum payment Tevel to capital payments (Tine 10 plus line 11} 0| 12.00
13.00 [Current year exception payment (if 1ine 12 is positive, enter the amount on this Tine) G| 13.00
14.00 [carryover of accumuTlated capital minimum payment level over capital payment for the following period 0} 14.00
(if 1ine 12 is negative, enter the amount on this Tined
15,00 [Current year allowable operating and capital payment {see instructions) Q] 15.00
16.00 icurrent year operating and capital costs (see instructions) 0j 16.00
17.00 {Current year exception offset amount (see instructions) 0] 17.00

MCRIF3Z - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

U of Form CMs-2552-10

ANALYSIS OF PROVIDER-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED
HEALTH CENTER COSTS

Provider CCN: 140015
Cottponent CCN: 143422

Period.
From 10/01/2011
To  09/30/2002

worksheet M-1

pate/Time Prepared:
2/28/2013 2:41 pm

Rural Health

Cost

_cTinic (RHC) tI

FACIET ) ARE:STAEELCOS
1.00 |pPhysician 0 0f 0 0 0| 1.00
2.00 |pPhysician Assistant 0 0f 0 0 0| 2.00
3.00 |Nurse Practitioner 106,690 0 106,690 0 106,690| 3.00
4,00 |visiting Nurse 0 0 0 0 0| 4.00
5.00 |other Nurse 155,172 0 155,172 0 155,172 5.00
6.00 IcClinical psychologist 0 0 0 0 0| 6.00
7.00 ic¢linical social worker 0 0 0 0 Q| 7.00
8.00 {Laboratery Technician 0 0 0 0 0| 8.00
9.00 [Other facility Health Care Sstaff Costs 0 0 0 0 0| 9.00
10.00 |subtotal (sum of Tines 1-2) 261,862 0 261,862 0 261,862| 10.00
11,00 [physician Services Under Agreement 0| 0 0 0 0| 11.00
12.00 |Physician Supervision Under Agreement 0 281,832 281,832 0 281,832 12.00
13.00 |[other Costs under Agreement 0 644 644 0 644| 13.00
14.00 [subtotal (sum of Tines 11-13) 0 282,476 282,476 0 282,476| 14.00
15.00 |Medical supplies 0 0 0 0 0| 15.00
16.00 | Transportation (Health Care Staff) 0 0 0 0 0| 16.00
17.00 |pepreciation-Medical Equipment 0 0 0 0 0| 17.00
18.00 |professional Liability Insurance 0 0 0 0 0| 18.00
19.00 |other Health Care Costs 0 41,172 41,172 -2,293 38,879| 12.00
20.00 |AllowabTle GME Costs 0 0 0 0 0| 20.00
21.00 |Subtotal (sum of Tlinas 15-20) 0 41,172 41,172 ~2,293 38,879| 21.00
22.00 |Total Cost of Health Care Services (sum of 261,862 323,648 585,510 ~2,293 583,217| 22.00

lines 10, 14, and 21)

[COSTS IOTHER SEHAN SRHC/FQHC SERVIC
23.00 |pPharmacy 0 0 0 0 0| 23.00
24,00 |Dental 0 0 0 0 0| 24.00
25.00 |optometry O 0 0 0 0| 25.00
26.00 |A11 other nonreimbursable costs ¢ 0 0 0 0| 26.00
27.00 |Nonallowable GME costs 0 0 0 0 Q| 27.00
28.00 |Total Nonreimbursable Costs (sum of Tines o] 0 0 0 0| 28.00

23-27)

FACTLITY: OVERHEAD e
29.00 |Facility Costs ¢ 13,200 13,200 0 13,200| 29.00
30.00 |Administrative Costs 96,537, 94,432 190,969 0 190,969| 30.00
31.00 To;:ﬂ Facility oOverhead (sum of Tines 29 and 95,537 107,632 204,169 0 204,169| 31.00

10
32.00 |Total facility costs (sum of 1ines 22, 28 358,399 431,280 789,679 -2,293 787,386| 32.00

and 31)

MrRTER? - Y 6 127 0



Health Financial Systems

BLESSING HOSPITAL

In Lie

of Form CM$-2552-10

ANALYSIS OF PROVIDER-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED
HEALTH CENTER COSTS

Provider CCN: 140015
Compohnent CCN: 143422

Period:
From 10/01/2011
TO 09/30/2012

wWorksheet M-1

bate/Time Preparad:
2/28/2013 2:41 pmn

Rural Health
inic (RHC) I

Cost

(Yol SR NN V. T SO PE I 8 iy

Physician Assistant

Nurse Practitioner

visiting Nurse

other Nurse

clinical psychologist

Clinical Social worker

Laboratery Technician

other Facility Health care staff Costs
subtotal (sum of Tines 1-9)

physician Services under Agreement
Physician Supervision Under Agreement
other Costs Under Agreement

Subtotal (sum of Tines 11-13}

Medical supplies

Transportation (HeaTth Care staff)
Depreciation-Medical Equipment
pProfessional Liability Insurance
Other Health Care Costs

Allowable GME Costs

Subtotal (sum of lines 15-20)

Total Cost of Health Care services (sum of

3

leRefulviolelelel=EoReloelolwl=lel=R==NwEw]

0
0
106, 690
0
155,172
0
0
0
0f
261, 862
0
281,832

644
282,476

GO~ S Lt o N R
DOoOCO0DDOO
oo oQ@

e
WN R OWw
===
SOS55S

[
=
(=)
(=]

15.00
16.00
17.00
18.00
19.00
20,00
21.00
22.00

pantal
Optomatry
A1l other nonreimbursable costs
Nonallowable GME costs

Total Nonreimbursable Costs (sum of Tines
23-27)

cCoOOoo oo

0
0
0
0
0f

23.00
24.00
25.00
26.00
27.00
28.00

(FACELLTY “OVERHEAD

Facility Costs
Administrative Costs

Total Facility Overhead (sum of lines 29 and
30)

Total facility costs (sum of lines 22, 28

and 31)

-38,835
~38,835

-38,835

-25,635
190,969
165,334

748,551

29.00
30.00
31.00

32.00

MCRIF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL

In Lieu of Form cM5-2552-10

ALLOCATION OF OVERHEAD TO RHC/FQHC SERVICES Provider CcN: 140015

Component CCN; 143422

Period:
From 10/01/2011
To 09/30/2012

worksheet M-2

Date/Time Prepared:
2/28/2013 2:41 pm

Rural Health Cost
FT1n1c (RHC) I

Tnimim Vit
1.00 |Physician 1.00] 5,035 4,200 4, 200 1.00
2.0G |[Physician Assistant 0.00) 0 2,100 0 2.00
3.00 |Nurse Practitioner 0. 87 2,699 2,100 1,827 3.00
4.00 |subtotal (sum of Tines 1-3) 1.87 7,735 6,027 7,7351 4.00
5.00 |visiting Nurse 0.00 0 O 5.00
6.00 |Clinical psychologist 0.00] 0 0| 6.00
7.00 [Clinical social worker 0.00 0 0l 7.00
7.0L [Medical Nutrition Therapist (FQHC only) 0.00 0 0] 7.01
7.02 |Dpiabetes self Management Training (FQHC 0.00 0f 0| 7.02

only) ’

8.00 |[Total FTEs and visits (sum of lines 4-7) 1.87 7,735 7,735 8.00
9.00 |Physician Services Under Agreements 0l 9

FQHC SERVICE

Total costs of heaTth care services (From worksheet M-1, column 7, line 22)
Total nenreimbursable costs (from Worksheet M-1, column 7, Tine 28)

Cost of all services (excluding overhead) (sum of Tines 10 and 11)

Ratfo of RHC/FQHC services (1ine 10 divided by Tine 12)

Total facility overhead - (from worksheet M-1, column 7, 1ine 31)

parent provider overhead allocated to facility {sea instructions)

Total overhead (sum of lines 14 and 15)
Allowable GME overhead (see fnstructions)
subtract line 17 from Tine 16

overhead applicable to RHC/FQHC services (line
Total allowable cost of RHC/FQHC services (sum

13 x Tine 18)
of Tines 10 and 19)

583,21
1]
583,217
1.000000
165,334
328,398
493,732
0
493,732
493,732
1,076,949

MCREF32 - 3.6.137.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form (M5-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT FOR RHC/FQHC SERVICES provider CCN: 140015 |Perio worksheet M-3
From 10/01/2011
Component CCN: 143422 (To  09/30/2012 | Date/Time Prepared:
2/28/2013 2:4]1 pm
Title XvIII Rural Health Cost

Tind

1.00 [Total allowable Cost of RHC/FQHC Sarvices (From Wc:rksheet M- 2 Tine 20) 1,076,949 1.
2.00 |Cost of vaccines and their administration (from worksheet M-4, line 1%) 10,279 2.
3.00 |Total allowable cost excluding vaccine (line 1 minus line 2) 1,066,670 3.
4.00 |Tota® visits (from worksheet M-2, column 5, Tine 8) 7,735 4,
5.00 |physicians wisits under agreement {from worksheet M-2, column 5, T1ine 9) 0] S.
6.00 |Total adjusted visits (line 4 plus Tine 5) 7,735 6.
7.00 [adjusted cost per visit (line 3 divided by Tine 6) 137.90| 7
8.00 |Per visit payment Timit (from CMS pub. 27,Sec. 505 or your contractor) 78.07 78.54( 8.00
9.00 |Rrate for Program covered visits {see instructions) 78.07 78.54 9.00
CALEDEATION ‘BF SETTLEMENT - :
10.00 |Program covered visits excluding mental health services (from contr'actor' records) 624 1,986| 10.00
11.00 |Program cost excluding costs for mental health services (line 9 x line 10) 48,716 155,980| 11,00
12.00 |Program covered visits for mental health services (from contractor records) 14 41 12.00
13.00 |Program covered cost from mental health services (line 9 x line 12) ) 1,093 3,220 13.00
14.00 |Limit adjustment for mental health services (see instructions) 7514 2,415 14.00
15.00 |Gradvate Medical Education pass Through Cost (see instructions) 0 15.00
16.00 {Total Program cost (sum of Tines 11, 14, and 15, columns 1, 2 and 3) * 207,862| 16.00
16.01 (Total program charges (see instructions)(from contractor's records) 410,775| 16.01
16.02 |Total program preventive charges (see instructions)(from provider's records) 780| 16.02
16.03 |Total program preventive costs ((1ine 16.02/1ine 16.01) times line 16) 395) 16.03
16.04 | Total Program non-prevenhtive costs {{line 16 minus lines 16.03 and 18) times .80) 136,794| 16.04
(Titles v and XIX see instructions.)
16.05 |Total program cost (see instructions) 137,189| 16,05
17.0¢ |Primary payer amounts 0| 17.00
18.00 |Less: Beneficiary deductible for RHC only (see instructions) (from contractor 36,475| 18.00
records)
19.00 |Beneficiary coinsurance for RHC/FQHC services (see instructions) (from contractor 76,180| 19.00
recards)
20.00 [Net Medicare cost excluding vaccines (see instructions) 137,18%| 20.00
21.00 |Program cost of vaccines and their administration (from wkst. M-4, line 16) 5,280( 21,00
22.00 JTotal reimbursable Program cost (line 20 plus line 21) 142,479( 22.00
23.00 [Reimbursable bad debts (see +instructions) 182( 23.00
24.00 (Reimbursable bad debts for dual eligible beneficiaries (see instructions) 0| 24.00
25.00 | OTHER ADJUSTMENTS (SEE INSTRUCTIONS) {(SPECIFY) 0] 25.00
26.00 |Net reimbursable amount (l1ines 22 plus 23 plus or minus line 25) 142,661] 26.00
27.00 | Interim payments 137,998! 27.00
28.00 |Tentative settlement (for contractor use only) 0} 28.00
29.00 |Balance due component/program (Tine 26 minus lines 27 and 28) 4,663} 29.00
30.00 [Protested amounts {nonallowabTe cost report items) in accordance with CMS pub. 15-II, 0| 30.00
chapter I, section 115.2

MCRIF32 - 3.6.137.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

1 of Form CMs-2552-10

COMPUTATION OF PNEUMOCOCCAL AND INFLUENZA VACCINE COST

Provider CCN: 140015
Component CCN: 143422

To

period:

From 10/01/2011
09/30/2012

Worksheat M-4

Date/Time Prepared:
2/28/2013 2:41 pm

Title XVIIT

Rural Health
Clinic (RHC) I

Cost

g

QN BN
<
(=]

Health care staff cost (from worksheet m-1, column 7, Tine 10)

Ratic of pneumococcal and influenza vaccine staff time to total health care staff time
pneumococcal and influenza vaccine health care staff cost (line 1 x Tine 2)

Medical supplies cost - pneumococcal and influenza vaccine (from your records)
birect cost of pneumococcal and influenza vaccine (1ine 3 pTus Tine 4)

Total direct cost of the facitity (from worksheet M-~l, column 7, 1ine 22)

Total overhead (from worksheet m-2, line 16)

Ratio of pneumococcal and influenza vaccine direct cost to total direct cost (Tine 5
divided by T1ine 6)

Overhead cost - pneumococcal and influenza vaccine (Tine 7 x Tine 8)

Total pneumococcal and influenza vaccine cost and its (their) adwinistration (sum of
Tines 5 and 9)

Total number of pneumococcal and influenza vaccine injections (from your records)
Cost per pneumococcal and influenza vaccine injection (line 10/Tine 11)

Number of pneumococcal and influenza vaccine injections administered to Program
beneficiaries

Program cost of pheumococcal and influenza vaccine and its (their) administration
(Vine 12 % Tine 13)

Total cost of pneumococcal and influenza vaccine and its (their) adwinistration (sum
of columns 1 and 2, Tine 10} (transfer this amount to Worksheet M-3, tine 2)

Total Program cost of pneumococcal and influenza vaccine and its (their)
administration (sum of columns 1 and 2, line 14) (transfer this amount to Worksheet
M-3, Tine 21)

261, 862
0.000262
69

493,732
0.002879

1,421
3,100

26
119.23
17

2,027

261,862
0.002887
756

14.00
15.00

16.00
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Health Financial Systems BLESSING HOSPITAL In Lieu of Form €Ms-2552-10
ANALYSIS OF PAYMENTS TO HOSPITAL-BASED RHC/FQHC PROVIDER FOR SERVICES | Provider CCN: 140015 [period: worksheet M-5

RENDERED TO PROGRAM BENEFICIARIES From 10/01/2011 i
Compohent CCN:143422 [Toe  09/30/2012 | pate/Time Prepared:

2/28/2013 2:41 pm

rRura’l Health cost
inic (RHC) I |
134,345 .

Interim payments payable on individual bills, either submitted or to be submitted to 0] 2.00

the contractor for services rendered in the cost reporting period. I none, write

"NONE" or enter a zero
3.00 |List separately each retroactive Tump sum adjustment amount based on subsequeant, 3.00

revision of the interim rate for the cost reporting period. Also show date of each

payment., If none, write "NONE" or enter a zerp. (1)

Program Lo -Provider
3.01 09/25/2012 3,653 3.0%
3.02 0| 3.02
3.03 0] 3.03
3.04 0 3.04
3.05 0] 3.05
3.50 3.50
3.51 3.51
3.52 3.52
3.53 3.53
3.54 3.54
3.99 |subtotal (sum of Tines 3.01-3.49 minus sum of lines 3.50-3.98) 3,653 3.99
4.00 |Total dinterim payments (sum of Tines 1, 2, and 3.99) (transfer to Worksheet M-3, Tine 137,998 4.00

27)

T SCOMPLETED ;BY . .CONTRACTOR:
5.00 |List separately each tentative settlement payment after desk review. Alsc show date of 5.00

each payment. If none, write "NONE™ or enter a zero, (1)

Pt iEo Erovide
5.01
5.02
5.03
5.50 o 5.50
5.51 0] 5.5
5.52 0] 5.52
5.99 |subtotal (sum of Tines 5.01-5.49 minus sum of Tines 5.50-5.98) 0 5.99
6.00 | Determined net settlement amount (balance due) based on the cost report. (1) 6.00
6.01 |SETTLEMENT TQ PROVIDER 4,663 6.01
6.02 SETTLEMENT TO PROGRAM 0| 6.02
7.00 |Total Medicare program liability (see dnstructions) 142,661 7.00
8.00 [Name of Contractor 8.00
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