Health Financial Systems BCC DBA TLLINT COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
This report is required by Taw (42 usC 1395g; 42 CFR 413.20(b)). Falure to report cam result in all interim FORM APPROVED

paytments made since the heginning of the cost reporting peried being deemed overpayments (42 usc 1395g). OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 141315 |period: worlsheet s
AND SETTLEMENT SUMMARY From 10/01/2011 | Parts I-TIII

To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:21 pm

Provider 1. x Telectronically filed cost report Date: 2/25/2013 Time: 8:21 pm
use only 2.[ lwmanually submitted cost report
3.[ 0 ]1f this is an amended report enter the number of times the provider resubmitted this cost report
4. [ F Imedicare utilization. Enter “F" for full or "L" for Tow.
Contractor 5. [ 1 ]Cost Report Status 6. Date Received: 10, NPR Date:
use anly (1) As submitted 7. Contractor No. ) 11, Contractor's vendor Code: 4
(2) settled without audit 8. [ N ]Initial Report for this provider CCN12.[ 0 ]JIf Tine 5, column 1 is 4: Enter
(3) settled with Audit 9. [ N |Final report for this Provider ccn number of times reopenad = 0-9,

(4) Reopenad
(5) Amended

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

CERTIFICATION BY OFFICER OR ADMINESTRATOR OF PROVIDER(S)

I HEREBY CERTIFY 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 BCC DBA ILLINT COMMUNITY HOSPITAL ( 141315 ) 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 laws 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 regulations.

Encryption Information {Signed)
ECR: Date; 2/25/2013 Time: 8:21 pm officer or Administrator of Provider(s)
m6eKc10Q6ETNTbS9TUSTTKKIThOTU0

ZIAmGOnUTduLHSkyaz 1 y35zgTELTO.

29ea0eQ0v10L4915 Title

PI: Date: 2/25/2013 Time: 8:21 pm

Dhylc3LmCnr?DTxrZoZCk PvUDEYMGO

VFjdt0ALQkw . m85XPoUKRIUPPUR FAC Date
W

0JwWbwe

1,00 |Hospital 0 387,061 312,963 0 01 1.00
2.00 |subprovider - IPF 0 0 0 0f 2.00
3.00 |subprovider - IRF 0 0 0 0| 3.00
4,00 SUBPROVIDER T 1] 0 [¢] 0 4.00
5.00 |[swing bed - SNF 0 87,060 6] 0] 5.00
6.00 [swing bed - NF 0 0| 6.00
7.00 SKILLED NURSING FACILITY 0 1] 0 0 7.00
8.00 {NURSING FACILITY 0 o 8&.00
9.00 HOME MEALTH AGENCY I 0 0 0 0] 9.00
10.00 |RURAL HEALTH CLINIC I 0 76,604 0] 10.00
11.00 | FEDERALLY QUALTIFIED HEALTH CENTER T 0 t] 0] 11.00
12.00 |CMHC T 0 b of 12.00
200.00| Total Q0 474,121 389,567 0 0]200.00

The_above amounts represent "due to" or "due from™ the applicable program for the element of the above complex indicated.
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid oMB control number. The valid OMB control number for this information collection is 0938-0050. The time
required to complete and review the information colTection 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 €4-26-05, Baltimore, Maryland 21244-1850.

MCRTIF32 - 3.6.137.0



Blessing Care Corporation
d/b/a Illini Community Hospital
Protested item
September 30, 2012

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

is to inctease reimbursement by approximately $47,000,



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CM5-2552-10
This report is reguired by law (42 USC 1395g; 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 1395g}. OMB NO, 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 141315 |Period: worksheet S
AND SETTLEMENT SUMMARY From 10/01/2011| Parts I-ITI

To  09/30/2012 | pate/Time Prepared:
2/25/2013 8 10 pm

X jEIeéffonicé11y filed cost report o & . Da%é: - Time:

Provider

1.
use only 2. [  Imanually submitted cost report
3.[ 0 ]If this is an amended report enter the number of times the provider resubmitted this cost report
4. [ F ]JMedicare utilization. Enter "F" for full or "L" for low.
Contractor 5.[ 1 ]JCost Repart Status 6. Date Received: 10.NPR Date:
use only (1) As submitted 7. Contractor No. 11.Contractor's Vendor Code: 4
(2) settled without audit 8. [ N ]Initial Report for this Provider CCN|12.[ 0 ITIF Tine 5, column 1 is 4: Enter
(3) settled with Audit 9. [ N IFinal Report for this Provider CCN number of times reopenad = 0-9.

(4) Reopened
(5) amended

‘ FEERTIRICATEON L tain ! :
MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISOWMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTFLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE ILLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that I have read the above 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 BCC DBA ILLINI COMMUNITY HOSPITAL ( 141315 ) 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 laws and regulations regarding the
provision of health care services, and that the services identified in this cost report were provided in
compliance with such Taws and regulations.

(signed)
officer or Administrator of Provider(s)

Title

Date
1.00 [Hospital 0 401,180 341,483 4] of 1.00
2.00 |[Subprovider - IPF 0 0 0 ol 2.00
3.00 |Subprovider - IRF 0 0 0 0l 3.00
4,00 |SUBPROVIDER I 0f 0 0 0} 4.00
5.00 |Swing bed - SNF 0 89,927 0 0f 5.00
5.00 |Swing bed - NF 0 0| 6.00
7.00 |SKILLED NURSING FACILITY 0 0 0 0] 7.00
8.00 |NURSING FACILITY 0f 0| 8.00
9.00 |HOME HEALTH AGENCY I 0 0 0 0| 9.00
10.00 |RURAL HEALTH CLINIC I 0 78,542 0| 10.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER I O 0 0 11.00
12.00 |[CMHC I 0 0 0 12.00
200,00 Total 0f 491,107 420,025 0 0/200.00

The above amounts represent "due to" or "dues from" the applicable program for the element oF the above complex_ indicated.
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it
displays a valid oMB control number. The valid oMB control number for this information collection is 0938-0050., The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data necded, 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, Atthn: PRA Report Clearance officer, Mail Stop €4-26-05, Baltimore, Maryland 21244-1850.
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MCRIF32 - 3,6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CMs-2552-10

ADJUSTMENTS TO EXPENSES Provider CCN: 141315 (Period: worksheet A-8
From 10/01/2011
To  09/30/2012 | pate/Time Prepared:

2/25/2013 B:10 i
cation on-Worksheat A
Améunt 45 to be Adjusted
Line #
-|Investment income - CAP REL COSTS-BLDG 1.00| 1.00
FIXT (chapter 2)
2,00 |Investment income - CAP REL COSTS-MVBLE 0/CAP REL COSTS-MVBLE EQUIP 2.00| 2.00
EQUIP (chapter 2)
3.00 |TInvestment income - other (chapter 2) B -48, 494|INTEREST EXPENSE 113.00| 3.00
4.00 T;ade. quantity, and time discounts (chapter 0] 0.00| 4.00
8
5.00 |Refunds and rebates of expenses (chapter 8) 0f 0.00| 5.00
6.00 |Rental of provider space by suppliers 0 0.00| 6.00
{chapter 8)
7.00 |Telephone services (pay stations excluded) 0 0.00f 7.00
(chapter 21)
8.00 |Television and radio service (chapter 21) 0 D.00| &.00
9.00 |Parking Tot (chapter 21) 0 0,00 9.00
10.00 |provider-based physician adjustment A-8-2 -1,550,889 10.00
11.00 |sale of scrap, waste, etc. (chapter 23) 0 0.00( 11.00
12.00 |Related organization transactions (chapter A-8-1 45,309 12.00
10)
13.00 JLaundry and Tinen service 0 0,00| 13.00
14,00 |cafeteria-employees and guests B -71DIETARY 10.00| 14,00
15.00 |Rental of quarters to employee and others 0 0.00( 15.00
16.00 {sale of medical and surgical supplies to 0 0.00| 16.00
other than patients
17.00 |sale of drugs to other than patients 0 0.00( 17.00
18.00 |sale of medical records and abstracts B -459MEDICAL RECORDS & LIBRARY 16.00] 18.00
19.00 |Nursing school (tuition, fees, books, etc.) B -B[DIETARY 10.00! 19.00
20.00 |vending machines 0 0.00| 20.00
21,00 |Income from imposition of interest, finance 0 0.00| 21.00
or penalty charges (chapter 21)
22.00 |Interest expense on Medicare overpayments 0 0.00| 22.00
and borrowings to repay Medicare
overpayments
23.00 |adjustment for respiratory therapy costs in A-8-3 ORESPIRATORY THERAPY 65.00( 23.00
excess of Timitation (chapter 14)
24.00 |Adjustment for physical therapy costs in A-8-3 O[PHYSICAL THERAPY 66.00( 24.00
excess of Timitation (chapter 14)
25,00 |utilization review - physicians' O Cost Center Deleted *#* 114.00] 25.00
compensation (chapter 21)
26.00 {Depreciation - CAP REL COSTS-BLDG & FIXT DlCAP REL COSTS-BLDG & FIXT 1.00| 26.00
27.00 |pepreciation - CAP REL COSTS-MVBLE EQUILP O[CAP REL COSTS-MVBLE EQUIP 2.00| 27.00
28.00 |Noh-physician Anesthetist OINONPHYSICIAN ANESTHETISTS 19.00) 28.00
29,00 |physicians' assistant 0 0.00] 29.00
30.00 |Aadjustment for occupational therapy costs in A-8-3 Q*** Cost Center Deletad *** 67.00f 30.00
excess of Timitation (chapter 14)
31.00 |Adjustment for speech pathology costs in A-8-3 0% Cost Center Deleted *%* 68.00( 31.00
excess of limitation (chapter 14)
32.00 |CAH HIT adjustment for Depreciation and 0 0.00{ 32.00
Interest
33.00 [MISCELLANEQUS INCOME B -4, 278ADMINISTRATIVE & GENERAL 5.00| 33.00
33.01 |MISCELLANEQUS RADIOLOGY INCOME B -2, 384IRADIOLOGY -DIAGNOSTIC 54.00| 313.01
33.02 |MISCELLANEQUS SUPPLIES INCOME B -2, 011MEDICAL SUPPLIES CHARGED TO 71.00| 33.02
PATIENTS
33.03 |CABLE TELEVISION A ~3,353/0PERATION OF PLANT 7.00| 33.03
33.04 |MISCELLANEQUS EXPENSE A ~28, 596/ADMINISTRATIVE & GENERAL 5.00( 33.04
33.05 | PUBLIC RELATIONS SALARIES A -22, GODADMINISTRATIVE & GENERAL 5.00( 33.05
33.06 [PUBLIC RELATIONS EMPLOYEE BENEFITS A -6, 989(EMPLOYEE BENEFLTS 4.00| 33.06
33.07 | PUBLIC RELATIONS EXPENSES A ~78,04B8|ADMINISTRATIVE & GENERAL 5.00( 33,07
33.08 |COFFEE SHOP RECEIPTS B ~44, 705|DIETARY 10.00| 33.08
33.09 |MEALS ON WHEELS B -3, 066{DIETARY 10.00| 33.09
33.10 |LOBBYING EXPENSE A -8, 013|ADMINISTRATIVE & GENERAL 5.00( 33.10
33.11 |NON~RHC PHYSICIAN COST A -41, 773|RURAL HEALTH CLINIC 88.00( 33.11
33.12 |CAH HIT ADJUSTMENT FOR DEPRECIATION A ~343,223|CAP REL COST5-MVBLE EQUIP 2.00| 33.12
33.13 [PROVIDER TAX A 94, 128ADMINISTRATIVE & GENERAL 5.00| 33,13
50.00 |TOTAL (sum of Tines 1 thru 49) (Transfer to -2,049,523 50.00
worksheet A, column 6, Tine 200.)

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lieu of Form CmS-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN: 141315

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

wWorksheet A-8

Date/Time Prepared:

2/25/2013 8:10 pp_

23.00
24,00
25.00
26,00
27.00
28.00
29.00
30.00

31.00

Investment income - CAP REL COSTS-BLDG &

FIXT (chapter 2)

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

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

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

Telephone services {pay stations excluded)
(chapter 21)

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

provider-hased physician adjustment

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

Laundry and linen service
cafeteria-employees and guests

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

sale of drugs to other than patients

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

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

Interast expense on Medicare overpayments
and borrowings to repay Medicare
overpavmehts

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

Depreciation - CAP REL COSTS-BLDG & FIXT
Depreciation ~ CAP REL COSTS-MVELE EQUIP
Noh-physician Anesthetist

pPhysicians' assistant

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

CAH HIT Adjustment for Depreciation and
Interest

MISCELLANECUS INCOME

MISCELLANEOUS RADIOLOGY INCOME
MISCELLANEOUS SUPPLIES INCOME

CABLE TELEVISION

MISCELLANEOUS EXPENSE

PUBLIC RELATIONS SALARIES

PUBLIC RELATIONS EMPLOYEE BENEFITS

PUBLIC RELATIONS EXPENSES

COFFEE SHOP RECEIPTS

MEALS ON WHEELS

I.OBBYING EXPENSE

NON-RHC PHYSXCIAN COST

CAH HIT ADJUSTMENT FOR DEPRECIATION
PROVIDER TAX

TOTAL (sum of Tines 1 thru 49) (Transfer to
Worksheet A, column 6, Tine 200.)
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31.

00
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.00
.00

.00
.00

.00

00
00
00
00
00
00
00
00

00

MCRIF32 - 3.6.137.0



Health Fipancial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CM$-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 141315 |Period: worksheet $-2

From 10/01/2011| Part I

To  09/30/2012 | pate/Time Prepared:
|.2/25/2013 8:15 pm

Street: 640 WEST WASHINGTON
ity: PITTSFIELD

__lcounty: pik
SRR

spital:an Spltal-Baséd ¢ [ ] S :

3.00 Hosp1ta1 BCC DBA TLLINT 141315 99914 1 09/01/2001] N o N 3.00
COMMUNITY HOSPITAL

4.00 |subprovider - IPF 4.00

5.00 |Subprovider - IRF 5.00

6.00 |subprovider - {other) 6.00

7.00 |swing Beds - SNF BCC DBA ILLINI COMM 14Z315 99914 09/01/2001| N 0 N 7.00
HOSP-SWINGRED

8,00 |Swing Beds - NF 8.00

9.00 |Hospital-Based SNF 9.00

10.00 Hospital-Based NF 10.00

11.00 Hospital-Based OLTC 11.00

12.00 |Hospital-Based HHA 12.00

13.00 (separately Certified AsC 13.00

14,06 [Hospital-Based Hospice 14.00

15.00 [Hospital-Based Health Clinic - RHC [BCC DBA ILLINI COMM 143482 | 99914 07/03/2006| N 0 N 15.00
HOSP-RHC

16.00 |Hospital-Based Health Clinic - FQHC 16.00

17.00 |Hospital-Based (CMHC) I

18.00 |Renal Dialysis

20.00 |Cost Reporting Period (mm/dd/yyyy} 10/01/2011 09/30/2012 20.00
21,00 [Type of cantro1 (see 1nstruct1ons) 2 21.00
S TR - :

22.00 |poes this fac111ty quaT1fy for and is it current1y receiving payments for N N 22.00

disproportionate share hospital adjustment, in accordance with 42 CFR §412.1067 1In
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 "“¥" for yes or "N" for no.
23.00 (which method is used to determine Medicaid days on lines 24 and/or 25 below? In column 0 23.00
1, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. Is the

method of identifying the days in this cost reporting period different from the method
used in the prior cost reporting period? In column ? enter "y" for yes or "N fcr ho

24,00 |Tf this provider is an IPPS hospital, enter the 0 0 0 0 0 0 24.00
in-state Medicaid paid days in col. %, in-state
vmedicaid 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, Madicaid HMO paid and eligible but unpaid days in
column 5, and other Medicaid days in column 6.
25.00 If this provider is an IRF, enter the in-state 0 0 0 ¥ 0 0o 25.00
madicaid paid days in col. 1, tha in-state Medicaid
aligible unpaid days in col. 2, out-of-state
madicaid days in col. 3, out-of-state Medicaid
eligible unpaid days in col. 4, Medicaid HMO paid
and eligible but unpaid days +in col. 5, and other
icaid d - 5

Med 6

26.00 |[Enter your standard gecgraphic classification (not wage) status at the baginning of the 2 - 26.00
cost reporting period. Enter "1 for urban or "2" for rural.

27.00 |Enter vour standard geographic classification (not wage)} status at the end of the cost 2 27.00

reporting period. Enter in coltumn 1, "1" for urban or "2" for rural. If applicable,
enter the effective date of the geographic reclassification in column 2.

35.00 |zf this is a sole community hospital (SCH), enter the number of pariods SCH status in 35.00
effect in the cost reporting period. ﬂ

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Liew of Form Cms-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

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

Provider CCN: 141315

To

worksheet S-2
part I

Date/Time Prepared:

/25/2013 8:15 pm
d

36,00

37.00

38.00

subscript Tline 36 for number

Enter applicable beginning and ending dates of SCH status.
of periods in excess of one and enter subsequent dates.

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

Enter applicable beginning and ending dates of MDH status.
of periods in excess of one and enter subsequent dates.

Subscript Tine 38 for number

36.00

37.00

38.00

39.00

Does the facility potentially qualify for the inpatient hospital adjustment for low N
volume 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
reguirements in accordance with 42 CFrR 412.101(k) (2)? Enter in column 2 "y
"N" for no.

for yes or

39.00

45.00

46.00

47.
48,

o0
00

56.00

57.00

58.00

59.00

60

.00

] i Bed
Does this fac111ty qua11fy and receive Cap1ta1 payment for disproportionate share in accordance
with 42 CFR Section §412.3207 (see instructions)
Is this facility eligible for additional payment exception for extraordinary circumstances
pursuant to 42 CFR §412.348(f)7 1If yes, complete Worksheet L, Part IIT and L-1, Parts I through
IIT.
Is this a new hospital under 42 CFR §412.300 PPS capital?

Enter
Enter "Y" i

"Y for yes or "N" for no.

Ts the facility electin fu11 feder 1 ca 1t 1 ment7 "N T

N N
N N
N N

g Hespitals: s

Is th15 a hospital dinvolved in training residents -in approved GME programs? Enter "Y" for yes
or "N" for no.

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

If 1ine 56 is yes, did this facility elect cost reimbursement for physicians'
defined in €MS pPub. 15-1, section 21487 If yes, complete Worksheset D-5.

Are costs claimed on Tine 100 of worksheet A? If yes, complete worksheet p-2, Part I.
Are you claiming nursing school and/or allied health costs for a program that meets the
provider-operated criteria under §413.857 Enter "v" for yes or "N" for ne. (see instru

servicas as

| 4s.

45.00

46.00

47.00

00
56.00

57.00

.00

.00
.00

61.00

62.00

62.01

63.00

Dpid yvour facility receive additional FTE slots under ACA section 55037 N
Enter "Y" for yes or "N" for no in column 1. If "¥", effective for
portions of cost reporting perieds beginning on or after July 1, 2011
enter the average nuwmber 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 ending and submitted before March 23, 2010, {see instructions)

ACATProvisions Affecting - the Health Hesourceia d Seryices Adnindstration (HRSAY

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

(see instructions)

Enter the number of FTE residents that rotated from a Teaching Health 0. 00|

Centar (THC) inte your hospital during in this cost reporting period of
HRSA THC program. (see 1nstruct1ons)

Teaching Hospitals Lhar Claii. Rasiuants 1N NONARroVIder Sete nos. .

18 N

Has your facility tratned residents in non-provider settings during
cost reporting period? Enter "¥Y" for yes or "N" for no in column 1. If
yes, complete lines 64-67. (see instructions)

62.

61.00

00

62.01

63.00

64.00

0.00

Enter in co1umn 1, if line 63 is yes, or your fac111ty trained residents
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 unweighted 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)

0.00

0.060000|

64,00

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA TILLINI COMMUNITY HOSPITAL

In 1ieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 141315

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

worksheet 5-2
Part I
pate/Time Prepared:

nweight

2/25/2013 8:15 pm
i 3/

5 U0

65.00 |

Enter in column 1, 1if 1ine 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 column 3 the
number of unweighted primary
care FTE residents attributable
te rotations occurring in all
non-provider settings. Enter in
column 4 the number of
unweighted primary care
restdent FTEs that trained 1in
your hospital. Enter +in column
5 the ratic of (column 3
divided by (column 3 + cofumn

o.00f  0.04

0.000000] 65.00

4. (s e _instructions)

66.00

Enter in column 1

Tumn 1 divided by C

tructi

the number of unweighted non-primary care resident
FTEs attributable te rotations occurring in all non-provider settings.
Enter fin column 2 the number of unweighted non-primary care resident
FTEs that trained in your hospital. Enter in column 3 the ratio of

1 + column 2)). (see i

s)_

0.00 .00

0.000000 66.00

If Tine 63 1is yes, then, far
each primary care residency
program in which you are
training residents, enter in
column 1 the program name.
Enter in cofumn 2 the program
code. Enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations that cccurred in
nonprovider settings for each
applicable program. Enter in
column 4 the number of
uhweighted 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 for 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. 600000

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ELLINT COMMUNITY HOSPITAL

In_Lie

y of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 141315 |period:
From 10/01/2011
To 09/30/2012

worksheet $-2
Part I
Date/Time Preparad:

2/25/2013 8:15 pm

70.00 |1s th1s fac111ty an Inpat1ent Psych1atr1c Facility (IPF), or does it contain an IPF subprovider? N

Enter "y" for yes or “N" for no.

71.00 [1f Tline 70 yes: Column 1: Did the facility have a teaching program in the most recent cost
report filed on or before November 15, 20047 Enter "Y" for yes or "N" for no. Column 2: Did
this facility train residents in a new teaching program in accordance with 42 CFR §412.424
(@G @? Enter "Y" for yes ar "N" for ho. Column 3: If column 2 is ¥, 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

70.00

proqram in _existence, enter 5. (see 1n5truct1ons)
Thpatient Rehabilitation Facility PPS - - -

75.00 |Is this facility an Inpatient Rehab111tat1on Fac111ty (IRF), or does it conta1n an IRF
subprovider? Enter "Y" for yes and "N" for no.

76.00 |If 1ine 75 yes: column 1: Did the facility have a teaching program in the wost recent cost
2: pid this facitity train residents in a new teaching program in accordance with 42 CFR

or 3 respectively in column 3. (see 1nstruct10ns) If this cost reporting period covers the

reporting period ending on or before November 15, 20047 Enter “Y" for yes or "N" for no. Column
§412.424 (L A11) (D)7 Enter "Y" Tor yes or “N" for no. Coluwn 3: If column 2 is v, enter 1, 2

beginning of the Fourth year, enter 4 in column 3 or if the subsequent academic years of the

75.00

85.00 [TIs this a newlhosp1tal under 42 CFR Section §413. 40(F)(1)(1) TEFRA7 Enter "Y" for yes or "N" for no.
86.00 |pid this fac111ty estab115h a new other subprOV1der (excluded unit) under 42 CFR Sectioh
f

N 8s.00
86. 00

) VA ;
90.00 Does “this facility have t1t1e Vv and/or XIx inpatient hospital services? Enter "vy" for
yes or "N" for no in the applicable column.
91.00 |1s this hospital reimbursed for title v and/or XIX through the cost report either in
full or in part? Enter "¥" for yes or "N" for no in the applicable column.
92.00 |are title XIX NF patients occupying title XvIII SNF beds (dual certification}? (see
instructions) Enter "Y' for yes or "N" for no in the appTicable column.
93.00 [poes this facility operate an ICF\MR facility for purposas of title v and XIX? Enter
"y" for yes or "N" for no in the applicable column.
94.00 |poes title ¥V or XIX reduce capital cost? Enter "v" for ves, and "N for no in the
applicabie column.
95.00 (1f Tine 94 is "Y", enter the reduction percentage in the applicable coTumn.
96.00 poes title v or XIX reduce operating cost? Enter "Y" for yes or "N" for ne in the
applicable co1umn
97.00 |If line 96 is "v", enter the reduction percentage in the agg11cab1e column.

0.00|

0.00

Y 90.00
N 91.00
N 92.00
N 93,00
N 94.00

0.00 95.00
N 96.00

BuraT: Providers

105.00|poes this hospital qua'hfy as a Cl"11:1ca'| ACCESS Hosp1ta1 (CAH)?

106.00[1f this facility qualifies as a CAH, has it elected the all-inclusive method of payment
for outpatient services? (see instructﬁons)

107.00|Column 1: IFf this facility qualifies as a caH, is it eligible for cost reimbursement
for I &R training programs? Enter "Y" for yes or "N" for ho ih column 1. (see
instructions) If yes, the GME elimination would not be on worksheet B, Part I, column
25 and the program would be cost reimbursed. If ves complete worksheet D-2, Part II.
Column 2: If this facility is a CAH, do I&Rs in an approved medical educat10n program
train in the CAH's excluded IPF and/or IRF unit? Enter "Y" for yes or "N" for no in
column 2. (see instructions)

108.00/xs this a rural hespital qualifying For an exception to the CRNA Tee schedule? See 42
CFR Section §412.113(c). Enter "v" for yes or "N" F

“l10s.00
106. 00

N 107.00

108.00

109.00|1f this hospital qualifies as a CAH or a cost provider, are Y N
therapy services provided by outside supplier? enter "y"
r "nN" for

N 109.00

115.00(Ts th1s an all- 1nc1us1ve 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 column 3
either "93" parcent for short term hospital or "98" percent for Tlong term care (includes
psychiatric, rehabilitation and long term hospital providers) based on the definition in CMs
15-1, §2208.1.

116.00[xs this facility classified as a referral center? Enter "v" for yes or "N" for no.

117.00|1s this facility Tegally-required to carry malpractice insurance? Enter "Y" for yes or "N" for

no.
118.00/Ts the malpractice fnsurance a claims-made or occurrence policy? Enter 1 if the policy is
claim-made. Enter 2 if the policy is occurrenca.

0 |115.00

116.00
117.00

118.00

MCRIF3Z2 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL

In

Lieu of Form CmMS-2552-10

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

worksheet §-2

From 10/01/2011| Part I
To

09/30/2012 | pate/Time Prepared:

Losses

2/25/2013 8:13 pm
TR ;

118,

L

[List amounts of malpractice premiums and paid losses: 136,718

0 0{118.01

- B

118.02|are malpractice premiums and paid Tosses reported in a cost center other than the N 118.02
Administrative and General? If yes, submit supporting schedule listing cost centers
and amounts contained therein,

118.00/,pC NOT USE THIS LINE 119.00

120,0QiIs this a SCH or EACH that gqualifies for the outpatient Hold Harmless provision in ACA N N 120.00
§3121 and applicable amendments? (see instructions) Enter in column 1 "v" for yes or
"N" for no. Is this a rural hospital with < 100 beds that qualifies for the Outpatient
Hold Harmless provision Tn ACA §3121 and applicable amendments? (see instructions)
Enter in column 2 "v" for yes or "N" for no.

121.00/pid this facility incur and report costs for implantable devices charged to patients? N 121.00
Enter "¥" for yes or "W" for no

plait Center Infornation. i i

125.00poes this facility operate a transplant center? Enter "Y" for yes and "N" For no. If N 125.00
yes, enter certification date(s) (mm/dd/yyyy) below.

126.00|Tf this is a Medicare certified kidney transplant center, enter the certification date 126.00
in column 1 and termination date, iT applicable, in column 2.

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

128.00|TF this is a Medicare certified liver transplant center, enter the certification date 128.00
in column 1 and termination date, if applicable, in column 2.

129.000IF this is a Medicare certified lung transplant center, enter the certification date in 129.00
column 1 and termination date, if applicable, in column 2.

130.00/xf this is a Medicare certified pancreas transplant center, enter the certification 130.00
date in column 1 and termination date, if applicable, in column 2

131.00/xf this is a Medicare certified intestinal transplant center, enter the certification 131.00
date in column 1 and termination date, if applicable, in column 2.

132,00z this is a Medicare certified islet transplant center, enter the certification date 132.00
in column 1 and termination date, if applicable, in column 2.

123.00Lf this is a Medicare certified other transplant center, enter the certification date 133.00
in column 1 and termination date, if applicable, in column 2.

134.00|zf this is an organ procurement organization (OPCY, enter the OPO number in columa 1 134.00
and termination date, if app11cab1e in ] umin _
(ALY Providers : LR

140.00|are there any related organ1zat1on or home office costs as defined in CMS Pub. 15-1, Y 141132 140.00

chapter 107 &nter "Y" for yes or “N" for no +in column 1. If yes, and home office costs

claimed, enter in column 2 the home office instructions)

: LF it
Contractor S Name NATIONAL GOVERNMENT
SERVICES

B1E
BLESSING CORPORATE SERVICES

Name:' Contiractor

Street: BROADWAY AT 11TH STREET
city: UINCY

zip Codg'

s Number:

OOiél 141.00

142,00
62301

Are provider based physicians' costs included in worksheet A7

services only? Enter "Y' for yes or “N" for no.

If costs for renal services are claimed on wWorksheet A, line 74, are they costs for inpatient

¥ 144.00
N 145.00

S e e R Ll
146.00/Has the cost allocation methodology changed from the previousTly filed cost report? N 146.00
Enter "v" for yes or “N" for no in column 1. (See MS Pub. 15-2, section 4020) If yes,
enter the approval date (mm/dd/yyyy) in column 2.
147 .00|was there a change in the statistical basis? Enter "v" for yes or "N" for no. N 147.00
148.00was there a change in the order of allocation? Enter "Y' for yes or "N" for no. N 148.00
149.00was there a change to the simplified cost finding method? Enter "Y' for yes or "N" for N 149,00

no.

155.
156.
157.
158.
159.
160.
161.

AT

00
00
00
00
00

Hbspfta]

00
09

Subprovider - IPF N

Subprovider - IRF N

SUBPROVIDER

SNF N N
HOME HEALTH AGENCY - N N
CMHC N

N 157.00

158.00
N 159.00
N 160.00
N 161.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 141315 |Period: worksheet 5-2

From 10/01/2011( rPart I

To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm

U1t campus.
lGS.OOE%f this hospital part of a Multicampus hospital that has one or more campuses +in different CBSAs? N 165.00
Enter "y" for yes or "N" for no

166.00/Ff Tine 165 is yes, for each 0.00[166.00
campus enter the name in column
0, county in column 1, state in
column 2, zip code in column 3,
CBSA in column 4, FTE/Campus in
column 5

led]th Thfornation Technology - (HI ct
167.00{Is this provider a meaningful u N 167.00
168.00(IT this provider is a CaH (1ine 105 is "Y™) and is a meaningful user (line 167 +is "y"), enter the 0168.00
reasonable cost incurred for the HIT assets (see instructions)
169.00{1f this provider +is a meaningful user (line 167 is "y") and is not a caH (1ine 105 is "N"), enter the 0.00169.00

transition factor. (see instructions)

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

Inh Lieu of Form (mM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONMAIRE

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

Provider CCN: 141315

Worksheet $-2
Part II

Date/Time Pre
2/25/2013 8

pared:

115 pm

1.00

N 11
Has the prov1der changed 0wnersh1p immediately prior to the beginning of the cost N

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

instructions)

Has the provider terminated participation in the Medicare Program? If TN

yas, enter in column 2 the date of termination and in column 3, "v" for
voluntary or "I" for inveluntary.
Is the provider dnvelved +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
relationships? (see instructions)

Column 1: Were the financial statements prepared by a Certified Public Y
Accountant? Column 2:
or "R" for Reviewed. Submit complete copy or enter date available in
(see instructions) IT no, see instructions.

Are the cost report total expenses and total revenues different from N
those on the filed financial st

column 3,

If yes, enter "A" for Audited, "C” for Compiled,

atements? If yes, submit reconciliation.

6.00 |Column 1. Are costs claimed for nursing school1? Column 2: I yes, is the providaer fis N
the Tlegal operator of the program?

7.00 |Are costs claimed for Allied Health Programs? If "vy" see instructions. N

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

9.00 |Are costs claimed for Intern-Resident programs claimed on the current cost report? If N
yes, see jnstructions.

10.00 |was an Intern-Resident program been initiated or renewed in the current cost reporting N
period? If yes, see inhstructions.

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

Teaching Program on Worksheet A? If yes, see jnstructions.

6.00

7.00
8.00

10.00

11.00

Bad.pebts

12,
13.

14.

[Bed-Camplenant

Is the provider seeking reimbursement for bad debts? If ves,

see finstructions.

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

period? If yes,

If Tine 12 is yes,

wer'

pat ent deductibles and/or co-payments waived? If ves,

see instruction

14.

Did total beds available change from the pr1or cost reporting period? If yes

see instructions

1z,
13.

00
00

00

P &ng; t&m :
was the cost report prepared using the PS&R N
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

16.00

17.00

18.00

19.00

20.00

instructions)

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

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

yes,

instructions.

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

01/31/2013

see instructions.

16.00

17.00

18.00

19.00

20.00

MCRIF32

- 3.6.137.0



Health Financial Systems

BCC DBA TLLINT COMMUMITY HOSPITAL

In Lie

) of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

Provider CCN: 141315

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

To

worksheet 5-2
Part IT

pate/Time Prepared:
2/25/2013 8§:15 pm

21.00

Was the cost report prepared only using the
pPOV1der s records? IT yes, see

71,00

22,
23,

00
00
24.00
25.00
26.00

27.00

28.00

29,00
30.00

31.00

32.
33.

34,

35.

Capital: Rolate

Have assets been relifed for Med1care purposes? If yes, see instructions

reporting period? If yes, see instructions.

If yes, see instructions

Have there been new capitalized leases entered into during the cost reperting period?
instructions.

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

Have changes occurred in the Medicare deprec1at1on expense due to appraisals made during the cost

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

If yes, see

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

ves, submit

N 22.00
N 23.00
N 24.00
N 25.00
N 26.00
N 27.00

copy.,
Eﬁiggreist Expensa

Were hew loahs, mortgage agreements or 1etters of credit entered into during the cost

report1ng

28.

physicians during the cost reporting peried? If yes, see instructions

N 00
period? If yes, see instructions.
Did the provider have a funded depreciation account and/or bond funds (bpebt Service Reserve Fund) N 29.00
treated as a funded depreciation account? IF yes, see finstructions
Has existing debt been replaced prior to its scheduled maturity with new debt? If yes, see N 30.00
instructions.
Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31.00
Have changes or new agreements occurred in patient care services furnished through contractual 32.00
arrangements with suppliers of services? IT yes, see instructions.
If Tine 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If 33.00
ng, see instructions.
raviderspasad Fhvsieians
Are services furnished at the prnv1der fac111ty under an arrangement with prov1der based phys1c1ans7 Y 34.00
If yes, sea instructions.
1f Tine 34 is yes, were there new agreements or amended existing agreements with the provider-based N 35.00

were home oFf1ce costs claimed on the cost report?

If Tine 36 is yes, has a home office cost statement been prepared by the home office?
If yes, see instructions.

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

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

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

seg

36.
37.

00
00
38.00
39.00

40.00

41.00

42.00

43.00

e

CONNIE

st Repor drercontact: Inf

Enter the First name, Tast name and the t1t1e/pos1t1on
held by the cost report preparer in columns 1, 2, and 3,
respectively.

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

Enter the telephone number and email address of the cost

BLESSTING CORPORATE SERVICES

217-223-8400, x4159

report preparer in columns 1 and 2, respectively.

ZIEGLER

&

ICZIEGLER@BLESSINGHOSPITAL . CO

41.00

42. 00

43.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL

In Lie

of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIOMNAIRE

Provider CCN: 141315

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

worksheet $-2

Part ITI

Date/Time Prepared:
2/25/2013 8:15 pm

PS&R Data

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

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

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

20.00 [If Tine 16 or 17 ‘s yes, were adjustments N
made to PS&R Report data for other? Describe
the other adjustments:

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

01/31/2013

16.00

17.00

18.00

19.00

20.00

21.00

@ epars it

41.00 |Enter the first name, Tast name and the title/position
held by the cost report preparer -in columns 1, 2, and 3,
respectively.

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

43.00 |Enter the telephone number and email address of the cost
report preparer in columns 1 and 2, respectively.

DIRECTOR OF REVENUE
INTEGRITY

41.00

42.00
43.00

MCRIF32 - 3.6.137.0



tHealth Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In lie

) of Form CMS-2552-10

HOSPITAL AND HOSPLTAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 141315

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

worksheat 5-3
part I
Date/Time Prepared:

2/25/2013 8:15 pm

Hospital Adults & Peds. (columns 5, 6, 7 and 9, 38,280.00

8 excTude swing Bed, Observation Bed and

Hospice days)
2.00 [HMO 2.00
3.00 {HMQ IPF Subprovider 3.00
4.00 [HMO IRF Subprovider 4.00
5.00 |Hospital Adutts & Peds. Swing Bed SNF 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 6.00
7.00 |Total Adults and Peds. (exclude observation 25 9,150 38,280.00 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNTT 8.00
9.00 |CORONARY CARE UNTT 9.00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Tota'l (see instructions) 25 9,150 38,280.00 14.00
15.00 |CAH visits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 [SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDER 18.00
19.00 | SKILLED NURSING FACILITY 19,00
20.00 | NURSING FACILITY 20,00
21.00 |OTHER LONG TERM CARE 21,00
22.00 |HOME HEALTH AGENCY 22.00
23.00 [AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 [HOSPICE 24,00
25.00 [CMHC - CMHC 25.00
26.00 | RURAL HEALTH CLINIC 88.00) 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of Tines 14-26) 25 27.00
28.00 |Observatich 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



Heatth Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In_Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 141315 |Period: worksheet s-3

From 10/01/2011 | Part I

To 09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm

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

8 exclude swing Red, Observation Bed and

Hospice days)
2.00 [HMO 62 0 2.00
3.00 ([HMO IPF Subprovider 0 0 3.00
4.00 ([HMO IRF Subprovider 0 0 4.00
5.00 [Hospital Aadults & Peds. Swing Bed SNF 0 300 0 300 5.00
6.00 {Hospital Adults & pPeds. Swing Bed NF 0 0 0 6.00
7.00 |Total Adults and Peds. (exclude observation 0 1,571 103 1,895 7.00

heds) (see instructions)
8.00 |INFENSIVE 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 (SPECIFY) 12.00
13.00 |NURSERY 13,00
14.00 |Total (see instructions) 0 1,571 103 1,885 14,00
15.00 |CAH visits 0 0f 0 0 15,00
16.00 |SUBPROVIDER - IPF 16.00
17.00 |SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDER 18.00
19.00 |SKILLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 22.00
23.00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 [HOSPICE 24,00
25.00 |CMHC - CMHC 25.00
26,00 {RURAL HEALTH CLINIC 0 2,508 O 8,982 26.00
26,25 | FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of lines 14-26) 27.00
28.00 |observation Bed Days 0 Q 98 28.00
29,00 [Ambulance Trips 0 29.00
30.00 (Employee discount days (see +instruction) 18 30.00
31.00 [Employee discount days - IRF 0 31.00
32.00 |Labor & delivery days (see instructions) 0 0 32.00
33.00 |LTCH non-covered days 0 33.00

MCRIF32Z -~ 3.6.137.0



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

From 10/01/2011 | Part I

To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm

1.00 |Hospital Adults & Peds. {columns 5, 6, 7 and

& exclude swing Bed, Observation Bed and

Hospice days)
2.00 |HMD 17| 2.00
3.00 |HMO IPF Subprovider 3.00
4.00 |HMO 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 pPeds. (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 (SPECIFY) 12.00
13.00 [NURSERY 13.00
14.00 |Total (see instructions) 0.00 160.87 0.00 0f 3641 14.00
15.00 |CAH visits 15.00
16.00 |SUBPROVIDER - IPF 16.00
17.00 | SUBPROVIDER - IRF 17.00
18.00 | SUBPROVIDER 18.00
19,00 |SKILLED MURSING FACILITY 19.00
20,00 |NURSING FACILITY 20.00
21,00 |OTHER LONG TERM CARE 21,00
22,00 |HOME HEALTH AGENCY 22,00
23,00 |AMBULATORY SURGICAL CENTER (D.P.) 23.00
24.00 [HOSPICE 24.00
25.00 [CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 0.00 9.01 @. 00 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of Tines 14-26) 0.00 169. 88 0.00 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

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form €M5-2552-19

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 141315

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

worksheet 5-3
part I

pate/Time Prepared:
2/25/2013 8:15 pm

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

HMO

HMO IPF Subprovider

HMO IRF Subprovider

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

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

INTENSIVE CARE UNET

CORONARY CARE UNIT

- |BURM INTEMNSIVE CARE UNIT

SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)

NURSERY

Total (see 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 QUALTIFIED HEALTH CENTER

Total (sum of Tines 14-26}

observation Bed Days

ambulance Trips

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

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

38

513

MCRTF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNLTY HOSPITAL

In Lieu of Form CM5-2552-10

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

Provider CCN: 141315
Component CCN: 143482

Period: worksheet 5-8
From 10/01/2011
To 09/30/2012 | pate/Time Prepared:

2/25/2013 8:15 pm

Rural Health cost
Clini )1

321 WEST WASHINGTON

deral:Funds

4,00 [Community Health Center ({Section 330(d), PHS Act)
5.00 |migrant Health cCenter (Section 329(d), PHS Act)
6.00 [Health Services for the Homeless (Section 340(d), PHS Act)
7.00 [Appalachian Regional Commission

8.00 |Look-Alikes

9.00 |OTHER (SPECIFY)

cooocao
[CRIN S RN
=
S

Does this facility operate as other than an RHC or FQHC? Enter
no in column 1, If ves, indicate number of other operations in column 2.(Enter in
subscripts of line 11 the type of other operation(s) and the operating hours.)

¥"* for yes or "N" for

Sinda

Have yolt received an appfdva1 for an exception to the productivity standard?
30.87 Enter "Y" for yes or "N for no in column 1. If yes, enter in column 2 the
number of providers included in this repert. List the names of all providers and

Is this a consolidated cost report as defined in <MS Pub. 104-04, chapter 9, section

CON number

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

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL Ih Lieu of Form CMS-2552-10
HOSPITAL-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED HEALTH CENTER | Provider CcN: 141315 |{period: Worksheet s-8

STATISTICAL DATA From 10/01/2011 ,
Component CCN: 143482 [To  09/30/2012 | pate/Time Prepared:

2/25/2013 8:15 pm

Rural Health Cost

lcity, state, zip code, county

2.00

Facility hours )
11.00 [Clinic

o7:00 17130 b7:00 7:30 ] 1 11.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lieu of Form CMs-2552-10

HOSPITAL-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED HEALTH CENTER

STATISTICAL DATA

Provider CCN: 141315
Compohent CCN: 143482

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

worksheet 5-8

pate/Time Prepared:
2/25/2013 8:15 pm

Rura’l Health
cliniec (RHC) I

Cost

FaCi ity hours of operations (1)

11.00 |Clinic

07:00

[17:30

11.00

MCRTF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL-BASED RURAL HFALTH CLINIC/FEDERALLY QUALIFIED HEALTH CENTER | Provider con: 141315 |Pericd: worksheet, 5-8
STATISTICAL DATA From 10/01/2011
Component CCN:143482 |To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm
Rural Health Cost
Clinic (RHC) I

i
11.00 [Clinic [07:00 [12:00 11.00

MCRIF3? - 3.6.137.0



Health Financial Systems

BCC DBA ILLINT COMMUNITY HOSPTITAL

In Lieu of Form CMS-2552-10

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA

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

| Provider CCN: 141315

To

worksheet 5-10

2/25/2013 8:15

Date/Time Prepared:

9.00

10.00
.00
12.00

17.
18.
19.

I 0.409126

Cost to charge ratio CWOrksheet C, Part T line 202 column 3 divided by line 202 column 8)

madicaid: Coee nskrlctions For aach . lina)

Net revenue from Medicaid

bid you receive DSH or supplemental payments from Medicaid?

If Tine 3 is "yes", does line 2 include a1l DSH or supplemental payments From Medicaid?

If Tine 4 is "no", then enter DSH or supplemental payments from Medicaid

Medicaid charges :

Medicaid cost (1ine 1 times 1ine 6}

Difference between net revenue and costs for Medicaid program (line 7 minus sum of Tines 2 and 5; if
< zero then enter zero)

1,504,622
Y

N
347,527
6,837,086
2,797,230
945,081

state thildren's HEATth-Tnsdrance: Frogram: (SCHIP): (566 Instructions for gach 1iney..

Net ravenue from stand-alone SCHIP

stand-alone SCHIP charges

stand-alone SCHIP cost (1ine 1 times line 10)

Difference between net revenue and costs for stand-alone SCHIP (line 11 minus 1ine 9; if < zero then
enter zero)

o oo okl

Othar Etate or-Tocal- gove FRNent. | hil gent. Cars. prodran. et ans - For-each I

Net revenue from state or local indigent care program (Not 1nc]uded on 1ines 2, 5 or 9)

Charges for patients covered under state or Tocal indigent care program (Mot included in T1ines 6 or
10

State or local indigent care program cost (line 1 times line 14)

pifference between net revenue and costs for state or Tocal indigent care program (1ine 15 minus line
13; if <« zero then enter zero

Uncemgegsaf ad care- (Seainstrictions Fora&ch Tina)

Private grants, donations, or endowment income restricted to funding char1ty care

Government grants, appropriations or transfers for support of hospital operations

Total unreimbursed cost for medicaid , SCHIP and state and local indigent care programs (sum of lines
8, 12 and 16)

4]

20.00

21,00

22.
23.

00
oo

Total initial obligation of patients approved for charity care (at full 1,066,633 505,266
charges excluding non-reimbursable cost centers) for the entire facility

Cost of initial obligation of patients approved for charity care (line 1 436,387 206,717
times Tine 20)

Partial payment by patients approved for charity care 7,707 3,579

Cost of charity care (line 21 minus line 22) 428, 680 203,138

1,571,899
643,104

11,286

631,818

Does the amount in Tine 20 column 2 include charges for patient days beyond a Tength of stay Timit
imposed on patients covered by Medicaid or other indigent care program?

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

Mmedicare bad debts Tor the entire hespital complex (see instructions)

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

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

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

2,289,858
774,627
1,515,231
619,920
1,251,738

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

2,196,819

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CM$-2552-10
RECLASSIFECATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 141315 |Period: Worksheat A
From 10/01/2011
To  09/30/2012 | bate/Time Prepared:
2/25/2013 8:15 pm
; e

.00 [0D100]CAP REL COSTS-BLDG & FIXT 451,295 451,205 115, 802 567,097

1 1.00
2,00 |00200|CAP REL COSTS-MVBLE EQUIP 694,479 694,479 4,873 699,352; 2.00
3.00 |[00300|OTHER CAP REL COSTS 0 0 0 0 3.00
4.00 [00400| EMPLOYEE BENEFITS 0 2,358,877 2,358,877 0 2,358,877 4.00
5.00 [00500| ADMINISTRATIVE & GENERAL 1,206,137 1,680,259 2,886, 396 28,794 2,915,190| 5.00
6,00 |00600| MAINTENANCE & REPAIRS 304,529 182,541 487,070 ¢ 487,070 6.00
7.00 {00700| OPERATION OF PLANT 0 312,748 312,748 80,622 393,370{ 7.00
8.00 |00800|LAUNDRY & LIMEN SERVICE 0 90, 354 90,354 0] 90,354| 8.00
9,00 [00900] HOUSEKEEPING 273,542 41,778 315, 320! 0f 315,320( 9.00
10.00 (01000 DIETARY 192, 380 110,177 302,557 0f 302,557| 10.00
11.00 [01100| CAFETERTA 0 0 0 0 0| 11.00
13.00 |01300| NURSING ADMINISTRATION 214, 884 50,894 265,778 -119, 414 146,362| 13.00
16.00 |01600| MEDICAL RECORDS & LIBRARY 70,528 200,070 270,598 0 270,598] 16.00

SOCIAL SERVICE 0 0 0 54,552 54,552] 17.00

NONPHYSICTAN ANESTHETISTS 0 0 0 269,816 269,816| 19.00

TIENT. ROUTINE - SERVICE €08 NTERS R =

& PEDIATRICS

SERVICE. COST.CENTERS : ; ]
OPERATING ROOM 464,598 187,553 652,151 -489 651,662| 50.00

1,205,853

. ANESTHESIOLOGY 269, 816 1,688 271,502 -271,502 0j 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 643,428 597,900 1,241,328 -105 1,241,223 54.00
54,01 |03450| NUCLEAR MEDICINE - DIAGNOSTIC 31,662 140,869 172,531 -35,271 137,260( 54.01
60.00 |06000] LABORATORY 483,235 621,693 1,104,928 -71,519 1,033,409| 60.00
65.00 [06500| RESPIRATORY THERAPY 169, 797] 58,647 228,444 ~25,491 202,953| 65.00
65.01 (06501 SLEEP STUDIES 37,364 8,501 45, 865 0] 45,865| 65.01
66.00 |06600{ PHYSICAL THERAPY 293,799 93,761 387,560 ~23,659 363,901 66.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 151,215 194,080 136,259 330,339| 71.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 2,079,078 2,408,495 -99 2,408,396| 73.00
73.01 |03480| ONCOLOGY 2 393,433 0 3 73.01

[OUTPATIENT .SERVICGE COST CENTERS = SEETS
88.00 (08800 RURAL HEALTH CLINIC 425,366 796,920 1,222,286 -401 1,221,885] 88.00
91.00 (09100| EMERGENCY 724,021 1,655,353 2,379,374 -314 2,379,060( 91.00
92.00 (09200 OBSERVATION BEDS (NON DISTIN 92.00
113.00 11300 INTEREST EXPENSE 113,707 113,707I ~56,675 57,032(113.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 13,007,965 20,412,450 118.00

NONRELMBURSABLE: ‘COST CENTERS -
190.00/19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0j 0 07190.00
192, 00(19200( PHYSICIANS ' PRIVATE OFFICES 124,767 6,004 130,771 37 130,808(192.00
193.00{19300| NONPATD WORKERS 0 0f 0f 0 0[193.00
193.01{19301 AUTOMATED HEALTH SERVICES 0 0f 0f 0 0[193.01
103.02{19302| RENAL 0 0 0 0 0[193.02
193.03|19303{ LEASED SPACE v 0 0 0 0[193.03
193, 04|19304| UNUSED SPACE 0f 0 o, O 0]193.04
193.05|19305| WELLNESS 98,618 41,538 140,206 -30, 375 109,831|193.05
200.00 TOTAL (SUM OF LINES 118-199) 7,627,870 13,055,557 20,683,427 0] 20,683,427|200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL in Lieu of Form ¢Ms-2552-10
RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 141315 |Period: worksheet A

From 10/01/2011 .
To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15

RA g
.00 |00100|CAP REL COSTS-BLDG & FIXT 0 567,097

1 1.00
2.00 |00200|CAP REL COSTS-MYBLE EQUIP -343,223 356,129 2.00
3.00 |00300{OTHER CAP REL COSTS 0 0 3.00
4.00 |00400| EMPLOYEE BRENEFITS -565,941 1,792,936 4.00
5.00 |0DO500|ADMINISTRATIVE & GEMERAL 190,638 3,105,828 5.00
6.00 [0O600|MAINTENANCE & REPAIRS 0 487,070 6.00
7.00 (00700{OPERATION OF PLANT -3,353 390,017 7.00
8.00 00800 LAUNDRY & LINEN SERVICE -1,337 89,017 8.00
9.00 {00900( HOUSEKEEPING 0 315,320 9.00
10.00 |0100{{ DIETARY -47,128 255,429 10.00
11.00 |01100( CAFETERIA 0 0 11.00
13.00 |01300| NURSING ADMINISTRATION 0 146,362 13.00
16.00 |01600| MEDICAL RECORDS & LIBRARY 16,713 287,311 16.00
17.00 |01700{ SOCTAL SERVICE 0 54,552 17.00
19.00 |01900| NONPHYSICIAN ANESTHETISTS 0 2

816 19,00

INPATIENT ROUTINE SERVICE €OST CENTERS™
30.00 [03000| ADULTS & PEDIATRICS
ANCILEARY. SERVICE COST CENTERS.

651,662

50.00 [05000|OPERATING ROOM .
53.00 [05300! ANESTHESIOLOGY 0 0 53.00
54.00 (05400 RADIOLOGY-DIAGNOSTIC -21,068 1,220,155 54,00
54.01 (03450| NUCLEAR MEDICINE - DIAGNOSTIC 0 137,260 54,01
60.00 [06000{ LABORATORY 0 1,033,409 60.00
65.00 |06500| RESPIRATORY THERAPY 0) 202,953 65.00
65.01 |06501] SLEEP STUDIES 0 45,865 65.01
66.00 |06600| PHYSICAL THERAPY 0 363,901 66.00
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATTIENTS -2,011 328,328 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 40,161 2,448,557 73.00
73.01 |03480] ONCOLOGY ~261,000) 132,433 73.01
GUTPA 5 T
88.00 [08800|RURAL HEALTH CLINIC -17,877] 1,204,008 88.00
91.00 |09100| EMERGENCY -1,071,193 1,307,867 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 92.00
SPECTALEPURPOSE €OST CENTERS 5 ; .
113.00[11300] INTEREST EXPENSE -57,032 0 113.00
118.00 118.00

-2,143,651 18,299,137

NOMREIMBURSABEE €0ST.C

190.00/19000{ GIFT, FLOWER, COFFEE SHOP & CANTEEN 0

192.00|19200( PHYSICIANS' PRIVATE OFFICES 0

193.00/19300| NONPAID WORKERS 0 0

193.0119301{ AUTOMATED HEALTH SERVICES 0 0

193.02|19302| RENAL 0 0 193.02
193.03|19303| LEASED SPACE 0 0

193.04|19304| UNUSED SPACE 0 ¢

193.05|19305|WELLNESS 0

200,00 TOTAL (SUM OF LINES 118-199)} ~2,143,651

109,831 193.05
18,539,776 200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Liew of Form CM5-2552-10
RECLASSTFICATIONS Provider CCN: 141315 | period: worksheet A-6

From 10/01/2011
To  09/30/2012 | pate/Time Prepared:

2/25/2013 B:15
B RECEASS - UTTCLTTES =i
1.00 |OPERATION OF PLANT _— L * I ¢ 1.00
G4 RECLASS MEDICAL GUPPLIES EXPENSE .
1.00 |MEDICAL SUPPLIES CHARGED TO 71.00 1.00
PATIENTS
2,00 |PHYSICIANS' PRIVATE OFFICES 192.00 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 i 0.00 16.00
(ECLASS  INTEREST. EXPENSE
1.00 |CAP REL COSTS-BLDG & FIXT 1.00
2.00 2.00
1.00 1.00
1.00 1.00
i ASS T CRNACOSTS
1.00 |NONPHYSICIAN AMESTHETISTS | 1.00
L RECLASS SUR-COORDINATOR  SALARY.
1.00  |ADMINISTRATIVE & GEMERAL | 1.00
TOTALS _ _
J = RELCAS S NURSING  MANAGER -
1.00 |ADMINISTRATIVE & GENERAL 1.00
R RECEASS  BUTEDENG -RENT.
1.00 |CAP REL COSTS-BLDG & FIXT 1,00
200 | .1 oo o  p 2.00
TOTALS 0 54,000,
500.00 |Grand Total: Increases 443,784 339,279 500.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Liey of Form (MS-2552-10
RECLASSIFICATIONS Provider CCN: 141315 |Period: worksheet a-6

From 10/01/2011
To 09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm

TQTALS
.= RECLASS. UTTLITIES ©
1.00 |ADMINISTRATIVE & GENERAL | 5.0
[TOTALS _
C.# RECLASS MEDLCAL SUPPLIES EXPENSE
1.00 [ADULTS & PEDIATRICS
2,00 |OPERATING ROOM

3.00 |RADIOLOGY-DIAGNOSTIC
4,00 |NUCLEAR MEDICINE -
DIAGNOSTIC

5.00 |LABGRATORY

6.00 |RESPIRATORY THERAPY

7.00  |PHYSICAL THERAPY

§8.00 |DRUGS CHARGED TO PATIENTS
9

1

.00 EMERGENCY
RURAL HEALTH CLINIC

1.00
2.00
v RECERSE S SOCTAL: SERVICE SALARY
1.00 |ADULTS & PEDIATRICS 1.00
1.00 1.00
TOTALS
. =ERECLASS
1.00 |ANESTHESIOLOGY 1.00
TOTALS
B BECLASS . DR ICOORDINATOR S ALARY
1.00 |NURSING ADMINISTRATION 1.00
2 RELCASS NURSTING MANAGER 5
1.00  [NURSING ADMINISTRATION | 1.00
TOTALS
SRECEASS BULLDING. RENS
1.00  [PHYSICAL THERAPY 1.00
2,00 |WELLNESS | 193.05 2.00
TOTALS o 0f
500.00 |Grand Total: Decreases 443,784 339,279 500.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DRA ILLTINI COMMUNITY HOSPITAL

In Lieu of Form CMS$-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Provider CCN: 141315

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

worksheet A-7
Parts I-ITT

Date/Time Prepared:
2/25/2013 8:15

in

1,00 |Land 134,251 4,500 O 4,500 0] 1.00
2.00 |Land Improvements 258,001 31,166 0f 31,166 0] 2.00
3.00 |Buildings and Fixtures 6,448,376 45, 500 0 45,500 o 3.00
4.00 (Bwilding Improvements 855,178 41,530 0 471,530 o 4.00
5.00 ([Fixed Equipment 0 0f 0f 0 0l 5.00
6.00 ([MovabTe Egquipment 6,581,565 339,421 0 339,421 151,368| 6.00
7.00 [HIT designated Assets 0 0 0 0 0 7.00
8.00 |subtotal {sum of 1ines 1-7) 14,277,373 462,117 0 462,117 151,368 8.00
9.00 [ReconciTling Items 0 0 0 0 9.00
10 otal (line B m'inq; Tline &) 14, 371 462,117 0 462,117 151,368| 10.00

ROM: WORKSHEET A%

CAP
CAP REL COSTS-MVBLE EQUIP
Total (sum of lines 1-

694,479
1,145,774

PART: 2 RECONCILTAT
1,00 |CAP REL COSTS-BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP
3.00 |Total (sum of lines 1-2)

7,390, 584
6,769,618

14,160,202

0 7,390,584 0.521926 5,219
0 6,769,618 0.478074 4,781
0 14,160,202 1. 000000, 10,000

MCRTF32Z - 3.6.137.0



Health Financial Systems

BCC DBA TELINT COMMUNITY HOSPITAL

In Lieu of Form CMs-2552-10

RECONCTLTATION OF CAPITAL COSTS CENTERS

Provider CCN: 141315 |Period:
From 10/01/2011 | Parts I-III
To  09/30/2012 | pate/Time Prepared:

worksheet A-7

2/25/2013 8:15 pm

PA

LYSTS OF CHANGES TN 4

1.00 |[Land
2.00 |Land Improvements

3.00 |Buildings and Fixtures

4.00 |Building Improvements

5.00 |Fixed Equipment

6.00 |Movable Equipment

7.00 [HIT designated Assets

8.00 |subtotal (sum of lines 1-7)
9.00 Reconc111ng Items
10.00 Tota1 11 m1nus Tine 93

6,769,618
0
14,588,120
0
14,588,120

jeielejalaeeRel-lv]

CSCWeSNGH B
<
o

=

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

CAP REL COSTS-BLDG & FIXT

ART ]
1.00 [CAP REL COSTS-BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP
3.00 |Total (sum of lines 1-2)

[==)
SO S

5,219
4,781
10,000

451,295 54,000| 1.00
351,256 0] 2.00
802,551 54,000/ 3.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form ¢M5-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

pProvider CCN: 141315

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

To

worksheet A-7
Parts I-TIIL
Date/Time Prepared:

2/25/2013 8:15

[BART Lrx = RECONCICIATION OF .CAPITAL

1.00 |CAP REL COSTS-BLDG & FIXT
2.00 CAP REL COSTS-MVBLE EQUIP
3.00 [7Total (sum of lines 1-2)

SO0 o0

923,226 3.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CM$-2552-10
ADJUSTMENTS TO EXPENSES provider CCN: 141315 | period: Worksheet A-8
From 10/01/2011
To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm
Ksheet :

1.00 |Investment income - CAP REL COSTS-BLDG & GiCAP REL COSTS—BLbG & FIXT 1.00| 1.00

FIXT {(chapter 2)

2.00 |Investment income - CAP REL COSTS-MVBLE O|CAP REL COSTS-MVELE EQUIP 2.00( 2.00
EQUIP {chapter 2}

3.00 |Investment income - other (chapter 2) B -48, 494|INTEREST EXPENSE 113.00| 3.00

4.00 |Trade, quantity, and time discounts (chapter 0 0.00| 4.00
8)

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

6.00 |Rental of provider space by suppliers 0 0.00| 6.00
(chapter 8)

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

8.00 |Television and radio service (chapter 21) 0 0.00] 8.00

9.00 |pParking Tot (chapter 21) 0 0.00] 9.00

10.00 |Provider-based physician adjustment A-8-2 -1,550,889 10.00

11.00 |sale of scrap, waste, etc. (chapter 23) 0 0.00f 11.00

12.00 Re;ated organization transactions {chapter A-8-1 45,309 12.00
10

13.00 |Laundry and Tinen service 0 0.00|°13.00

14.00 |cafeteria-employees and guests B -71|DIETARY 10.00| 14.00

15.00 [rental of quarters to employee and others 0 0.00| 15.00

16.00 [sale of medical and surgical suppties to 0 0.00( 16.00
other than patients

17.00 |sale of drugs to other than patients 0 0.00( 17.00

18.00 |sale of medical records and abstracts B ~459MEDICAL RECORDS & LIBRARY 16,00 18.00

19.00 |Nursing school (tuition, fees, books, etc.) B -&DIETARY 10.00) 19.00

20.00 |vending machines 0 0.00| 20.00

21.00 |Income from imposition of interest, finance o 0.00( 21.00
or penalty charges {chapter 21)

22.00 |Interest expense on Medicare overpayments 0 0.00[ 22.00
and borrowings to repay Medicare
overpayiments

23.00 |Aadjustment Ffor respiratory therapy costs in A-8-3 ORESPIRATORY THERAPY 65.00| 23.00
excess of limitation (chapter 14)

24.00 |Adjustment For physical therapy costs in A-8-3 O[PHYSICAL THERAPY 66.00| 24.00
excess of Timitation (chapter 14)

25.00 |utilization review - physicians' QfF#* Cost Center Deleted #** 114.00| 25.00
compensation {chapter 21)

26.00 |Depreciation - CAP REL COSTS-BLDG & FIXT 0jcaAP REL COSTS-BLDG & FIXT 1.00( 26.00

27.00 |Depreciation - CAP REL COSTS-MVELE EQUIP 0/CAP REL COSTS-MVBLE EQUIP 2.00] 27.00

28.00 |Noh-physician Anesthetist O|NONPHYSTCTAN ANESTHETISTS 19.00] 28.00

29.00 |physicians' assistant 0 0.00( 29.00

30.00 |Aadjustment for occupational therapy costs in A-8-3 O*#** Cost Center Deleted #¥* 67.00( 30.00
excess of Timitation (chapter 14)

31.00 |Adjustment for speech pathology costs in A-8-3 0[*** Cost Center Deletad *** 68.00| 31.00
axcess of Timitation (chapter 14)

32.00 |CAH HIT Adjustment for Depreciation and 0 0.00( 32,00
Interest

33,00 |MISCELLANEQUS INCOME B -4, 27BADMINISTRATIVE & GEMERAL 5.00| 33.00

33,01 |MISCELLANEOUS RADIOLOGY INCOME B -2, 384RADTOLOGY-DIAGNOSTIC 54.00| 33.01

33.02 |MISCELLANEOUS SUPPLIES INCOME B -2,011MEDICAL SUPPLIES CHARGED TO 71.00| 33.02

PATIENTS

33.03 |CABLE TELEVISION A -3, 353|0PERATION OF PLANT 7.00( 33.03

33.04 |MISCELLANEOUS EXPENSE A -28, 596{ADMINISTRATIVE & GENERAL 5.00( 33.04

33.05 |PUBLIC RELATIONS SALARIES A -22, 600ADMINISTRATIVE & GENERAL 5.00) 33.05

33.06 |PUBLIC RELATIONS EMPLOYEE BENEFITS A -6, 989 EMPLOYEE BENEFITS 4,00 33.06

33.07 |PUBLIC RELATIONS EXPENSES A ~78,048ADMINTSTRATIVE & GENERAL 5.00{ 33.07

33.08 |COFFEE SHOP RECFTPTS B ~44, 705DIETARY 10.00( 33.08

33.09 |MEALS ON WHEELS B ~3,066DIETARY 10.00( 33.09

33.10 |LOBBYING EXPENSE A -8, 013JADMINISTRATIVE & GENERAL 5.00] 33.10

33.11 |NON-RHC PHYSTCTAN COST A -41, 773RURAL HEALTH CLINIC 88.00( 33.11

33.12 ;CAH HIT ADJUSTMENT FOR DEPRECTIATION A -343,223|CAP REL COSTS-MVBLE EQUIP 2.00| 33.12

33.13 0 0.00| 33.13

50.00 |ToTaL (sum of Tines 1 thru 49) (Transfer to -2,143,651 50.00

worksheet A, column 6, Tine 200.)

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CMs-2552-10
ADIUSTMENTS TO EXPENSES Provider CCN: 141315 |Period: worksheet A-8

From 10/01/2011
To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm

1.00

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

2.00 |Investment income - CAP REL COSTS-MVBLE 0 2.00
EQUIP {chapter 2}

3.00 |Investment income - other (chapter 23 0 3.00

4.00 |Trade, quantity, and time discounts (chapter 0 4,00
&

5.00 [Refunds and rebates of expenses (chapter 8) 0 £.00

6.00 |Rental of provider space by suppliers 0 6.00

(chapter 8)
7.00 |Telephone services (pay stations excluded)
(chapter 21)

o
~
[an]
f=J

8.00 |Television and radio service {(chapter 21) 0 8.00
9.00 |pParking 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 (Related organization transactions (chapter 0 12.00
10)
13.00 |taundry 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 0f 17.00
18.00 |5ale of medical records and abstracts 0o 18.00
19.00 |Nursing school (tuition, fees, books, etc.) 0f 19,00
20.00 |vending machines Q 20.00
21.00 |Income from imposition of +interest, Finance 0 21.00

or penalty charges (chapter 21)
22.00 |Interest expense on Medicare overpayments
and borrowings to repay Medicare

o]
o
[
(=
(=

overpayments

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

24,00 (Adjustment for physical therapy costs in 24,00
excess of limitation (chapter 14)

25.00 (utilization review - physicians' 25.00
compensation (chapter 21)

26.00 |pepreciation - CAP REL COSTS-BLDG & FIXT 0 26.00

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

28.00 [Non-physician Anesthetist 28.00

29.00 [pPhysicians' assistant 0 29.00

30.00 |Adjustment for occupational therapy costs in 30.00
excess of limitation {(chapter 14)

31.00 [adjustment for speech pathoTogy costs in 31.00

axcess of limitation (chapter 14)
32.00 {cAH HIT Adjustwent for Depreciation and
Interest

o
(57
L8]
]
<

33.00 |MISCELLANEQUS INCOME 0 33.00
33.01 |MISCELLANEQUS RADIOLOGY ENCOME 0 33.01
33.02 |MISCELLANEQUS SUPPLIES INCOME 0 33.02
33.03 | CABLE TELEVISION 0Ol 33.03
33.04 |MISCELLANEOUS EXPENSE 0 33.04
33.05 | PUBLTC RELATIONS SALARIES 0 33.05
33.06 |PUBLIC RELATIONS EMPLOYEE BENEFITS 0 33.06
33.07 |PUBLIC RELATIONS EXPENSES 0 33.07
33.08 |COFFEE SHOP RECEIPTS 0 33.08
33.09 |MEALS ON WHEELS 0 33.09
33.10 |LOBBYING EXPENSE 0 33.10
33.11 |NON-RHC PHYSICIAN COST 0 33.11
33.12 |CAH HIT ADJUSTMENT FOR DEPRECIATION 9 33.12
33.13 0 313.13
50.00 [TOTAL (sum of Tines 1 thru 49) (Transfer to 50.00

worksheet A, column 6, line 200.)

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CM5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME

OFFICE COSTS

pProvider CCN: 141315

worksheet A-38

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

Date/Time Pre
2/25/2013 8:1

-1

pared:
5 pm

[ N N N N N W TR
=
o

.00 |ToTALS (sum of Tines 1-4).
6, line 5 to worksheet A-8, column 2, Tline

iz,

Transfer column

.Q0ADMINTISTRATIVE & GENERAL
.00DIETARY

.00LAUNDRY & LINEN SERVICE
.00|EMPLOYEE BENEFTITS
LO0[RURAL HEALTH CLINIC
.O0|EMERGENCY

.O0RURAL HEALTH CLINIC

. OC|ADMINISTRATIVE & GENERAL
.OOMEDICAL RECORDS & LIBRARY
. 00|RADIOLOGY-DTAGNOSTIC
,00|DPRUGS CHARGED TO PATIENTS
.O0|INTEREST EXPENSE

HOME OFFICE
DIETICIAN

LAUNDRY SERVICES
HEALTH INSURANCE
RHC PHYSTCIANS

ER PHYSICTANS

RHC CLINTC BUILDING
INFORMATION SYSTEMS
MEDICAL RECORDS
ECHO SERVICES
PHARMACY SERVICES
INTEREST

[ N N N N R
=
.

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

appropriate.

Positive amounts increase cost and negative amounts decrease cost.
which has not been posted to worksheet A, columns 1

For related
amount allowable should be i

organization or home office cost

part.

ndicated in coTumn 4 of this
Fe o 1

NTERRELA

B

SHTI

HOME :OREICE

the information requested under part B of this worksheet.

The Secretary, by virtue of the authority granted under saction 1814(b)(1) of the Social security Act,

requires that you furnish

This information is used by the Centers for Medicare and Medicaid Services and its intermediaries/contractors in determining that
the costs applicable to services, facilities, and supplies furnished by organizations related to you by common ownership or

control represent reasonable costs as determined under section 1861 of the social Security Act. IF you do not provide all or any
part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming
reimbursement under title XVIII.

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

specify:

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

A. Individual has financial interest (stockholder,

B. Corporation, partnership, or other organization

C. Provider has financial interest in corporation,

D. Dpirector, officer, administrator, or key parson

arganization.

E. Individual is director, officer, administrator,

F. Director, officer, administrator, or key person

provider.

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

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

MCRIF32 - 3.6.137.0



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

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 141315 |Period: worksheet A-8-1
OFFICE COSTS From 10/01/2011

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

_ 2013 8:15 p
. o er=d
1.00 797,846 465,489 332,357 0 1.00
2.00 11,299 10,577 722 0 2.00
3.00 60,259 61,596 -1,337 0 3.00
4.00 860,348 1,419,300 -558,952 0 4,00
4.01 516,424 481,233 35,191 0 4,01
4.02 813,521 594,825 218,696 0 4,02
4.03 8,073 19,368 -11,295 0 4,03
4.04 32,000 32,184 -184 0 4,04
4.05 120,413 103,241 17,172 0 4.05
4.06 7,261 25,945 -18, 684 0 4,06
4.07 76,161 36,000 40,161 0 4.07
4.08 0 8,538 -8,538] 0 4.08
5.00 |TOTALS (sum of Tines 1-4), Transfer column 3,303,605 3,258,296 45,309 5.00
6, line 5 to worksheet A-8, column 2, line
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 organization or home office cost

which has not been posted to worksheet A, columns 1 and/or 2, the amount allowable should be indicated in column 4 of this part.
T —— T o (T T Tated AT T A eS o e e it

B i INTERREEATTONSHIP. 0 RELATED. ORGANTZATIONCSY AND/OR ci
The Secretary, by virtue of the authority granted under section 1814(b)(1) of the social Security Act, requires that you furnish
the information requested under part B of this worksheet.

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

6.00 BLESSING CORP S 0.00HOME QFFICE 6.00

7.00 BLESSING HOSP 0. D0HOSPITAL 7.00

8.00 DENMAN SERVICES 0. 00|[LAUNDRY 8.00

9.00 0.00 9.00

10.00 0.00 10.00

100.00{G. other {financial or non-financial) 100.00
specify:

(1} use the following symbols to indicate interrelationship to ralated organizations:

A. Individual has financial interest (stockhelder, partmer, etc.) in both related organizatien and in provider

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

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

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

E. 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 BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form cM5-2552-10
PROVIDER BASED PHYSICTAN ADJUSTMENT Provider CCN: 141315 |Period: worksheet A-8-2

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

1.00 60. DO[LABORATORY 33,246 0| 1.00
2.00 73. 01jONCOLOGY 261,000 261,000| 2.00
3.00 91. 00[EMERGENCY 1,750,478 1,226,385| 3.00
4.00 91.00|EMERGENCY 63,504 63,504| 4.00
5.00 13.00/NURSING ADMINISTRATION 3,025 ol 5.00
6.00 0. 00| 0 6.00
7.00 Q.00 0 o 7.00
8.00 0.00 0 0| 8.00
9.00 0.00 0j af 9.00
10.00 0.00 0 0 10.00
200,00 ' 2,111,253 1,550,889)200.00

MCRIF32 - 3.6.137.0



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

From 10/01/2011
To 09/30/2012 | Date/Time Prepared:
2/25/2013 8:15 pm

erg
1.00 0 0 0 0| 1.00
2.00 0 0 0 0| 2.00
3.00 524,093 0 0 0 6| 3.00
4.00 0 0 0 0 ol 4.00
5.00 3,025 0 0 0 0| 5.00
6.00 0 0 0] 0 0| 6.00
7.00 0 0f 0 0 0| 7.00
8.00 o 0 0 0 0} 8.00
9.00 0 0 0 0 0| 9.00
10.00 0 0 0 0 0| 10.00
200.00 560,364 0 0 0§200.00

MCRIF32 - 3.6.137.0



Health Financial Svstems BCC DBA ILLTINT COMMUNITY HOSPITAL In Lieu of Form CMs-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 141315 |Period: worksheet A-8-2
Fram 10/01/2011 )
To  09/30/2012 | pate/Time Prepared:
2/25/2013 815 pm_

G 400 i :
1.00 0 0 0 0 o 1.00
2.00 0 0 0 0 o| 2.00
3.00 0 0 0 0 0| 3.00
4,00 0 0 0 0 0| 4.00
5.00 0 0 0 0 0| 5.00
6.00 0 0 0 0 ol 6.00
7.00 0 0 0 0 0| 7.00
8.00 0 0 0 0 0| 8.00
9,00 0 0 0 0 ol 9.00
10.00 0 0 0 0 0| 10.00
200.00 0 0 0 0 0[200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Fort CMs-2552-10
PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 141315 | period: worksheet A-8-2

From 10/01/2011
To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15

18:00
1.00 0 0 1.
2.00 0 261,000 2.
3.00 0 1,226,385 3.
4.00 0 63,504 4,
5.00 0 0f 5.
6.00 0 6.
7.00 0 0 7.
8.00 0 0f 8.
9.00 0 0 9.
16.00 0f 0 16.
200.00 0f 1,550,889 200

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CM$-2552-10

REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY Provider CCN: 141315 | Pperiod:
OUTSIDE SUPPLIERS From 10/01/2011
To 09/30/2012

worksheet A-8-3
Parts I-vI

Date/Time Prepared:
2/25/2013 8:15 pm

ical

Cost

ERA '
Total number of weeks worked (excluding aides) (see nstruct1ons)

1.00 1.00
2.00 [Line 1 multiplied by 15 hours per week 780 2.00
3.00 (Number of unduplicated days iin which supervisor or therapist was on provider site (see instructions) 7% 3.00
4.00 | Number of unduplicated days in which therapy assistant was on provider site but meither supervisor 104 4.00
nor therapist was on provider site (see instructions)
5,00 [Mumber of unduplicated offsite visits - supervisors or therapists (see instructions) 0| 5.00
6.00 |Number of unduplicated offsite visits - therapy assistants (include only visits made by therapy ol 6.00
assistant and on which supervisor and/or therapist was not present during the visit(s)) (see
instructions)
Standard travel expense rate 3.457 7.00
optional xpense rate per mile 0.00! 8,00
. Total hours worked . . . . . .
10.00 |AHSEA (see instructions) 103.23 76.13 57.10 0.00 0.00( 10.00
11.00 |standard travel allowance (columns 1 and 2, 38.07 38.07 28.55 11.00
one-half of column 2, Tine 10; column 3,
one-half of column 3, Tine 10)
12.00 [Number of travel hours (provider site) 0 0 0
12,01 |Number of travel hours (offsite) 0 0 0
13.00 |Number of miles driven {(provider site) 0 0 0
13.01 [Number of miles driven {offsite) 0 0 0

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

superv1sors (co1umn 1 Tine 9 t1mes column 1, Tine 10)
Therapists (column 2, Tine 9 times column 2, Tine 10)
Assistants (column 3, T1ine 9 times column 3, Tinel®)

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

aides (column 4,
Trainees (column 5,

Tine 9 times column 4, line 10)
Tine 9 times column 5, line 10)

Total allowance amou um_of 1ines 17-19 for resp1rat0ry therapy 11ne5 17 and 18 for all others)
P S P e - :

5 2 UL L EOHE. L LR e U O e W 4] AL
weighted average rate excluding aides and trainees (l1ine 17 divided

by sum of columns 1 and 2, Tine 9 67.08] 21.00
for respiratory therapy or columns 1 thru 3, line 9 for all others)
weighted allowance excluding aides and trainees (line 2 times Tine 21) 22.00
Total salary equivalency (see instructions) - 23.00
. it - o S
: { Al id
Therap1st5 (11ne 3 times column 2, Tine 11) 3,008 24.00
Assistants (line 4 times column 3, Tine 11) 2,969( 25.00
subtotal (line 24 for respiratory therapy or sum of Tines 24 and 25 for all others) 5,977] 26.00
Standard travel expense (line 7 times line 3 for respiratory therapy or sum of lines 3 and 4 for all 631| 27.00
others)
Total standard travel allowance and standard travel expense at the provider site (sum of lines 26 and 6,608| 28.00
2
optional Travel Allowancé GHd Optional Travel. Expense. =
Therapists (column 2, Tine 10 times tha sum of columns 1 and 2, Tine 12 ) 0| 29.00
Assistants {column 3, Tine 10 times column 3, Tine 12) 0| 30.00
subtotal (line 29 for respiratory therapy or sum of lines 29 and 30 for all others) 0| 31.00
optional travel expense (line 8 times columns 1 and 2, line 13 for respiratory therapy or sum of 0| 32.00
columns 1-3, Tine 13 for all others)
standard travel allowance and standard travel expense (line 28) 6,608 33.00
optional travel allowance and standard travel expense (sum of 1ines 27 and 31) 0f 34.00
0pt1ona] travel a110wance and optional trave1 £xpense (sum of lines 31 0f 35.00
Therap1sts (1ine 5 times column 2, Tine 11) 0] 36.00
Assistants (Tine & times column 3, l1ine 11) 0| 37.00
subtotal (sum of Tines 36 and 37) | 38.00
standard travel expense (line 7 times the sum of Tines 5 and &) 0! 39.00
Optional. Travel A and-optigha  iravel. EXpans : T
Therapists (sum of columns 1 and 2, Tine 12.01 times colur 2, Tine 10) 0] 40.00
Assistants (column 3, Tine 12.01 times column 3, Tine 10) 0| 41.00
subtotal (sum of Tines 40 and 41) 0| 42.00
Opt1ona1 trave1 expense (Tine 8 t1mes the sum of co1umns 1-3, Tine 13.01) 0| 43.00

i : T

Standard “travel a11owance and standard trave1 expense (sum of Tines 38 and 39 - see instructions) 0| 44.00
optional travel allowance and standard travel expense (sum of lines 39 and 42 - see instructions) 0| 45.00

MCRIF32 -~ 3.6.137.0



Health Financial Systews BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CM§-2552-10
REASONABLE COST DETERMINATION FOR THERAPY SERVICES FURNISHED BY Provider CCN: 141315 |Perjod: worksheet A-8-3
OUTSIDE SUPPLIERS From 10/01/2011 | parts I-vI

To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm

The rapy

.00 [optional travel allowance and optional travel expense (sum of _11nes 42 and 43 - see 1nstr‘uct1ons)

47.00 overtme hours worked dur'ung report‘mg 0.00 0.00 0.00) 0.00 0.00] 47.00
period (if column 5, 1line 47, is zero or
egual to or greater than 2,080, do not
complete Tines 48-55 and enter zero in each
column of Tine 56)
48.00 |overtime rate (see jnstructions) 0.00 0.00| 0.00 0. 00| 48.00
49.00 |Total overtime (including base and overtime 0.00 0. 00| 0. 00| 0.00 49.00
allowance) ( 1t1g y 1' imes 11 :

50.00 | Percentage of overt1me hours by category 0.00 0.00 0.00 0.00 0.00| 50.00
(divide the hours in each column on line 47
by the total overtime worked - column 5,
Tine 47)

51.00 |allocation of provider's standard work year 0.00 0.00 0.00 0.00 0.00] 51.00
for one fu'll-time employee times the
percentages on line 50) (see instructions)
[DETERMINATION OF -OVERTIME ALLOWANC

52.00 |Adjusted hourly sa1ar'y equivalency amount 52.00
(see 1instructions)

53.00 |overtime cost Timitation (1ine 51 times Tine 0 0| 0| 0 53.00
52)

54.00 |Maximum overtime cost (enter the lesser of 0 o, 0 o 54.00
Tine 49 or line 53)

55.00 |Portion of overtime already included in 0 0 0 0 55.00

hourly computation at the AHSEA (multiply
Tine 47 times line 52)

56.00 |overtime allowance (line 54 minus line 55 - 0 0 0 0 0| 56.00
if negative enter zero) { Enter in column 5
the sum of columns 1, 3, and 4 for
respiratory therapy and columns 1 through 3
for all others.)

TON ‘OF THERAPY LIMITATION AND EXCESE

57.00 sa1ary equivalency amount {from Tine 23) ) 57.00
58.00 |Travel allowance and expense - provider site (From Tlines 33, 34, or 35)) 6 608) 58.00
59.00 }Travel allowance and expense - Offsite services (from Tines 44, 45, or 46) 0| 59.00
60.00 |overtime allowance (from column 5, Tine 56) 0| 60.00
61.00 |Equipment cost {see instructions) 0| 61.00
62.00 |supplies (see instructions) 0| 62.00
63.00 |Total allowance {(sum of Tines 57—62) 58,930| 63.00
64.00 |Total cost of outside supplier services (from yvour records) 17,651 64.00
65.00 | Excess over 11m1tatlon (line 64 minus Tine 63 - if negative, enter zero) 0| 65.00

LENE 4

100.00/Line 26 = 11ne 24 for respi r'ator'y therapy or sum OF Tines 24 ancl 25 for all others 5,977(100.00
100.01 Line 27 = line 7 times Tine 3 for respiratory therapy or sum of lines 3 and 4 for all others 631|100, 01
100.02|Line 33 = sum of Tlines 26 and 27

1ine 28 =

LINE 34 ¢ : o
10100\ Line 27 = 11ne 7 times line 3 ﬂ)r‘ resm ratory therapy or sum of Tines 3 and 4 for all others 631]101.00
101.01f Line 31 = Tine 29 for respiratory therapy or sum of Tines 29 and 30 for all others 0(101.01
101.02 L1ne 34 = sum of 'I1nes 27 and 31

102.00 L'|ne 31 11ne 29 'For respi r'ator'y ther'a.py or sum of hnes 29 and 30 for' aTI others 0[102.00

102.01|Line 32 = Tine B times columns 1 and 2, Tine 13 for respiratory therapy or sum of columns 1-3, Tine 0[102.01
13 far all others

102.02|Line 35 = sum of Tines 31 and 32 0|102.02

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA TLLTINT COMMUNITY HOSPITAL

in Lieu of Form CMs-2552-10

COST ALLOCATION -~ GENERAL SERVICE COSTS

To

Provider CCN: 141315 |Period:
From 10/01/2011
09/30/2012

2/25/2013 8:15

worksheet B
Part I
Date/Time Prepared:

SERVILCE 20051

0 |00100|CAP REL COSTS-BLDG & FIXT 567,007 1.00
0 |00200{CAP REL COSTS-MVBLE EQUIP 356,129 356,129 2.00
0 |00400, EMPLOYEE BENEFITS 1,792,936 0 0 1,792,936 4.00
0 |00500| ADMINISTRATIVE & GENERAL 3,105,828 98,042 69,201 307,171 3,580,242 5.00
0 |O06CO{ MAINTENANCE & REPAIRS 487,070 106,199 74,956 71,792 740,017 6.00
0 |00700{ OPERATION OF PLANT 390,017 0 0 0 390,017 7.00
8.00 (00800 LAUNDRY & LINEM SERVICE 89,017 0 0 0 89,017 8.00
9.00 |00900| HOUSEKEEPING 315,320 8,256 5,827 64,487 393,890 9.00
10.00 |01000| DTETARY 255,429 10,074 7,111 45,353 317,967| 10.00
11.00 |01100| CAFETERIA 0f 3,641 2,570 0 6,211] 11.00
13.00 ]01300/NURSING ADMIMISTRATION 146, 362 682 481) 22, 506 170,031; 13.00
16.00 |O1600|MEDICAL RECORDS & LIBRARY 287,311 15,148 10,692 16,627 329,778| 16.00
17.00 (01700 SOCIAL SERVICE 54,552 650 459 12, 861 68,522| 17.00
19.00 [01200| NONPHYSTCIAN ANESTHETISTS 269,816 0 333,425| 19.00

INPATIENT ROUTINE SERVICE COST .CENTERS -

63, 609

30.00 [03000]ADULTS & PEDIATRICS 1,105,855 32,601 1,432,346] 30.00
ANCLLEARY SERVICE COST CENTERS . o AT % |
50.00 |05000| OPERATING ROOM 651, 662 109,529 813,948 50.00
53.00 |05300| ANESTHESIOLOGY 0 0f 0| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 1,220,155 14,934 151, 688 1,407,935| 54.00
54.01 {03450|NUCLEAR MEDICINE - DIAGNOSTIC 137,260 1,659 7,464 148,733| 54.01
60.00 |06000 LABORATORY 1,033,409 7,916 113,922 1,166,462| 60,00
65.00 |06500{ RESPIRATORY THERAPY 202,953 2,070 40,029 247,984 65,00
65.01 |06501| SLEEP STUDIES 45,865 1,303 8, 809 57,823 65.01
66,00 |06600| PHYSICAL THERAPY 363,901 11,857 69,263 461,819 66.00
71,00 |07100|MEDICAL SUPPLIES CHARGED TOQ PATIENTS 328,328 5,911 10,105 352,718 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 2,448,557 5,295 77,660 2,539,013} 73.00
73.01 |03480|ONCOLOGY 132,433 28,730 171,167| 73.01

[o) NT . SERVICE COST CENTE
AL HEALTH CLINIC 1,204,008 100, 280 1,315,445( 88.00
91.00 |09100; EMERGENCY 1,307,867 19,651 170,687 1,526,046| 91.00
OBSERVATION BEDS (NON-DISTINCT PART) 0| 92.00

PURPOSE 'COST. CENTERS &

)| ENTEREST EXPENSE

18,299,137

311,619

18,060,556

PHYSICTIANS' PRIVATE OFFICES
. NONPATD WORKERS
193.01/19301{ AUTOMATER HEALTH SERVICES
193.02/19302| RENAL .
193.03{19303| LEASED SPACE

193.04{19304| UNUSED SPACE

193.05/19305| WELLNESS

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

[GIFT, FLOWER, COFFEE SHOP & CANTEEN 0

130, 808

o

0
0
0f
0O
1

109,83

18,539,776

2,996 2,115
29,982 21,162
0 0

0 0
10,470 0
27,031 0
40, 847 0
30,082 21,233
0 0
567,097 356,129

29,414

=]

0y
0
0
0
23,249

0

1,792,936

5,111{19C.00
211,366(192.00
0
0
10,4707193.02
27,031(193.03

40, 847|193.04
184,395(193.05

(=Y =]

18,539,776|202.00

MCRIF3Z2 - 3.6.137.0



Health Financiall Systems

BCC DBA TLITIMI COMMUMITY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION -~ GENERAL SERVICE COSTS

Provicder CCN: 141315 |Pe

Fr
To

riod:
om 10/01/2011
09/30/2012

worksheet B
Part I

Date/Time Prepared:
2/25/2013 8:1

1.00 {00100/ CAP REL COSTS-BLDG & FIXT 1.00

2.00 |00200, CAP REL COSTS-MVELE EQUIP 2.00

4.00 [00400| EMPLOYEE BENEFITS 4.00

5.00 |0O500(ADMINISTRATIVE & GEMERAL 3,580,242 5.00

6.00 |O0B00JMAINTENANCE & REPAIRS 177,107 917,124 6.00

7.00 |00700|OPERATION OF PLANT 93,342 0 483,359 7.00

8.00 |DDB00|LAUNDRY & 1LINEN SERVICE 21,304 0 0 110,321 8.00

9.00 00900 HOUSEKEEPING 94,269 22,413 11,313 0 521,885 9.00

10.00 [01000| DIETARY 76,098 13,805 0 17,316( 10.00

11.00 |01100| CAFETERIA 1,486 4,990 0 6,259 11.00

13.00 [01300|NURSING ADMINISTRATION 40,693 934 0 1,172 13.00

16.00 {01600| MEDTCAL RECORDS & LIBRARY 78,925 20,757 0 26,036 16.00

17.00 |01700| SOCTAL SERVICE 16,399 891 0 1,117 17.00

19.00 (01900 NONPHYSTCTAN ANESTHETISTS 0 0 0| 19.00
INPATIENT ROUTINE SERVICE TOST CENTERS.. T s T

00| ADULTS & PEDIATRICS 342, 801 63,294 30.00

BANCILLARY - SERVICE: COST CENTERS -1 : & i ;

OPERATING ROOM 194, 801 42,380 0 53,158] 50.00

ANESTHESIOLOGY 0 Q 0f 0| 53.00

RADIOLOGY-DIAGNOSTIC 336,958 28,993 0f 36,366] 54,00

NUCLFAR MEDICINE - DIAGNOSTIC 35,596 3,221 0f 4,040 54,01

LABORATORY 279,167 15, 369 0 19,277] €0.00

RESPIRATORY THERAPY 59,350 4,018 0 5,040( 65,00

SI.LEEP STUDIES 13,839 2,529 0 3,172( 65.01

PHYSICAL THERAPY 110,526 23,019 0 28,872 66.00

MEDICAL SUPPLIES CHARGED TO PATIENTS 84,415 22,734 11,475 0 14,393 71.00

. DRUGS CHARGED TO PATIENTS 607,663 20, 365 10,279 0 12,893 73.00

73.01 |03480{ ONCOLOGY 40,965 15,921 8,036, 0 10,080 73.01
DUTPATEENT: SERVICE COST CENTERS : s ; i o TR

88.00 |08800| RURAL HEALTH CLINIC 314,823 0 0| 88.00

91.00 |09100| EMERGENCY 365,226 75,584 38,150 0 47,853| 91.00

92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART)

SEEL POSE.COST CENTERS

113, 00[11300

3,465,551

303,453

110, 321

NONRETMBURSABLE C

366,435

190, 00{19000( GIFT, FLOWER, COFFIIE'E SHOP & CANTEEN

192.00{19200| PHYSICIANS' PRIVATE OFFICES
193. 00{19300 NONPAID WORKERS
193.01/19301 AUTOMATED HEALTH SERVICES
193.02(19302| RENAL

193.03|19303( LEASED SPACE

193.04|19304{ UNUSED SPACE

193.05/19305| WELLNESS

200.00 Cross Foot Adjustments
201.00 Negative Cost Centars
202,00 TOTAL (sum Tines 118-201)

1,223
50,586
0
0

2,506

6,469

9,776
44,131

0
3,580,242

8,134
81,397
0
0
28,424
73,387

0
81,668

0
917,124

4,105
41,085
0

0
14,347
23,174
55,973
41,222

0
483,359

COoOO0oOC oo

110,321

5,149{190.00
51,533(192.00
0(193.00
0

17,995|193.02
29,068|193.03

0[193.04
51,705[193.05

0|201.00
521,885(202.00

MCRYXF32 - 3.6.137.0



Health

Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CM5-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 141315

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

worksheet B

Part I

pate/Time Prepared;

2/25/2013 8:

00100 CAP REL COSTS BLDG & FIXT
00200i CAP REL COST5-MVRLE EQUIP
00400 EMPLOYEE BEMEFITS

00500 ADMINISTRATIVE & GENERAL
00600 MAINTENANCE & REPATRS
00700| OPERATION OF PLANT

00800| LAUNDRY & LINEN SERVICE
00900 HOUSEKEEPING

01000| DIETARY

(01100{ CAFETERTA

01300| NURSING ADMINISTRATION
01600|MEDICAL RECORDS & LIBRARY
01700/ SOCIAL SERVICE

01900 NONPHYSICIAN ANESTHETISTS

452,536

SO0 0

215,179

496,988
0
0

INPATTENT ROUTINE SERVIGE -COST CENTERS

03000 ADULTS & PEDIATRICS

ANCILLARY : SERVICE 'COST CENTERS

OUTPATLENT :SERVICE COS L CENTERS,

[SPECTAL . PURPOSE COST CENTERS. .

05000{ OPERATING ROOM

05300{ ANESTHESTOLOGY

05400 RADIOLOGY-DIAGNOSTIC

03450 NUCLEAR MEDICINE - DIAGNOSTIC
06000| LABORATORY

06500 RESPIRATORY THERAPY
06501|SLEEP STUDIES

Q6600| PHYSICAL. THERAPY

07100|MEDICAL SUPPLIES CHARGED TO PATIENTS

07300/ DRUGS CHARGED TO PATIENTS
03480] ONCOLOGY

OO0 OO OO

30,938
2,077
139,618
18,881
81,280
21,608
5,404

CooCCOO o OO ol
o
w
o
<)

08800/ RURAL HEALTH CLINIC
092100] EMERGENCY

09200 OBSERVATION BEDS {NON-DISTINCT PART)

17,019
56,433

oo

11300| INTEREST EXPENSE
SUBTOTALS (SUM OF LINES 1-117)

452,534

207,637

496,988

88,978/118.00

INONREIMBURSABLE COST CENTERS

190.00
192.00
193.00
193.01
193.02
193.03
193. 04
193.05
200. 00f
201. 00
202.00

19000| GIFT, FLOWER, COFFEE SHOP &
19200 PHYSICTANS' PRIVATE OFFTICES
19300{ NONPATD WORKERS

19301 AUTOMATED HEALTH SERVICES
19302|RENAL

19303| LEASED SPACE

19304/ UNUSED SPACE

19305/ WELLNESS

Cross Foot Adjustments
Negative Cost Centers

TOTAL (sum Tines 118-201)

0
0
O
0
0O
0
0Of

o

452,536

i
=

o

28,832

PO OOO OO O]

0
7,542

OO0 o9

0
215,179

0
496,988

coocococoo

cCoooCoCoool
=
=]
w
o
i

=
™~
[=]
=
[
(=

88,978|202.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TILLINI COMMUNITY HOSPITAL In Lieu of Form ¢M$-2552-10
COST ALLOCATYON - GENERAL SERVICE COSTS Provider CCN: 141315 | period: worksheet B

From 10/01/2011 | Part T

To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15

GENERA ER

1.00 (00100 CAP REL COSTS BLDG & FIXT 1.00
2.00 00200{CAP REL COSTS-MVBLE EQUIP 2.00
4.00 (00400 EMPLOYEE BENEFITS 4,00
5.00 |00G500{ ADMINISTRATIVE & GENERAL 5.00
6.00 [00600|MAINTENANCE & REPAIRS 6.00
7.00 [00700|OPERATION OF PLANT 7.00
8.00 |00800|LAUNDRY & LINEN SERVICE 8.00
9.00 [00900|HOUSEKEEPING 9.00
10.00 (01000| DIETARY ’ 10.00
11.00 [01100| CAFETERIA 11.00
13.00 |01300/ NURSING ADMINISTRATION 13.00
16.00 |01600 MEDICAL RECORDS & LIBRARY 16.00
17.00 |01700f SOCIAL SERVICE 17.00
12

.00 |01900| NONPHYSICTAN ANESTHETISTS 414,629 _| 18.00
ITNPATIENT ROUTINE SERVICE. COST CENTERS. ) a5

30.00 03000/ ADULTS & PEDTATRIC 2,801, 489 30,00
ANCILEARY :EERVICE ‘€O5T CENTERS ™ ok
50.00 [05000| OPERATING ROOM 0 1,256,284 0 1,256,284 50.00
53.00 [05300| ANESTHESTOLOGY 414,629 416,706 0 416,706 53.00
54,00 {05400 RADIOLOGY-DTAGNOSTIC 0 2,011,108 0 2,013,108 54.00
54,01 |03450| NUCLEAR MEDICINE - DIAGNOSTIC 0 220,201 0 220,201 54.01
60.00 |06000| LABORATORY 0 1,594,541 ) 1,594,541 60.00
65.00 [06500| RESPIRATORY THERAPY 0 356,403 0 356,403 65.00
65.01 |06501|SLEEP 5TUDIES 0 87,973 0 87,973 65.01
66.00 |06600] PHYSTCAL THERAPY 0 690,997 0 690,997 66.00
71.00 (07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 499,244 0 499, 244 71.00
73.00 |07300: DRUGS CHARGED TO PATIENTS 0 3,261,562 0 3,261,562 73.00
73.01 03480 ONCOLOGY ) 0 2 7 0 62 73.01
88,00 08800 RURAL HEALTH CLINIC 0 1,692,418 0 1,692,418 88.00
91.00 |09100| EMERGENCY 0 2,177,240 0 2,177,240 91.00
92,00 [09200| OBSERVATION BEDS (NON-D PART) 0 92.00

SPECTAL PURFOSE COST CENTERS
113.00{11300| INTEREST EXPENSE

118.00 SUBTOTALS (SUM OF LINES 1-117)
INONREIMEURSABLE (COST .C

190.00/19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 23,722 0f 23,722 190. 00
192.00{19200| PHYSICIANS' PRIVATE OFFTICES 0 444,159 0 444,159 192.00
193. 00{19300{ NONPAID WORKERS 0 0 0 0 193.00
193. 0119301 AUTOMATED HEALTH SERVICES 0 0 0 0 193.01
193.02(19302| RENAL 0 73,742 0 73,742 193.02
193.03|19303| LEASED SPACE 0 159,129 0 159,129 193.03
193.04/19304| UNUSED SPACE 0 106,596 0 106, 596 193.04
193.05/ 19305 WELLNESS 0 403,635 0 403, 635 193.05
200.00 Cross. Foot Adjustments 0 0 0 0f 200.00
201.00 Negative Cost Centers 0 0 0 0 201.00
202,00 TOTAL (sum tines 118-201) 414,629 18,539,776 0 18,539,776 202.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CM5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 141315 |Period:
From 10/01/2011
To 09/30/2012

worksheat B

Part IT
bate/Time Prepared:
2/25/2013 8:15

.00 [OO100[CAP REL COSTS-BLDG & FIXT

1

2,00 |[00200|CAP REL COSTS-MVBLE EQUIP
4.00 (00400 EMPLOYEE BENEFITS

5.00 |00500] ADMINTISTRATIVE & GEMERAL
6.00 [D0600| MATNTENANCE & REPAIRS
7.00 |00700{ OPERATION OF PLANT

8.00 |00800(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
17.00 (01700} SOCIAL. SERVICE

19.00 (01900 NONPHYSICIAN ANESTHETISTS

SO OO oo

0 0 0
98,042 69,201 167,243
106,199 74,956 181,155
0 0 0

0 0 0
8,256 5,827 14,083
10,074 7,111 17,185
3,641 2,570 6,211]
682 481 1,163
15,148 10, 692 25,840
650 459 1,109

OO0 OOO OO
=
S
<
S

INPATIENT ROUTINE SSERVICE COST CENTERS -

0 0 0

30.00 |0300Q| ADULTS & PEDIATRICS

78,790

ANCI]LARY: SERVICE COBT CENTERS 7

50.00 |05000| OPERATING ROOM

60.00 |06000| LABORATORY

65.01 |06501| SLEEP STUDIES

73.01 |03480| ONCOLOGY

21,829 83,757

GUTPATTEN

88.00 [08800|RURAL
91.00 [09100| EMERGENCY

0 0| 50.00
53.00 |05300{ ANESTHESIOLOGY 0 0 0f 0f 53.00
54.00 |05400| RADIOCLOGY-DIAGNOSTIC 0 14,934 36,092 0| 54.00
54.01 |03450| NUCLEAR MEDICINE ~ DIAGNOSTIC 0 1,659 4,009 0j 54.01
0 11,215 7,916 19,131 0] 60.00
65.00 |06500| RESPIRATORY THERAPY 0 2,932 2,070 5,002 0] 65.00
¢ 1,846 1,303 3,149 0| 65.01
66.00 |06600| PHYSICAL THERAPY 0 16,798 11, 857 28,655 0] 66.00
71.00 (07100 MEDICAL SUPPLIES CHARGED TO PATIENTS 0 8,374 5,911 14,285 0f 71.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0 7,501 5,205 12,796 0| 73.00
0] 5,865 4,139 10, D04 0] 73.01
RVIEE COST.CENTERS. e =

ALTH CLINIC , .
0 27,841 19, 651 47,492 0| 91.00
(NON DISTINCT PART) 0 92.00

92.00 09200/ OBSERVATION B

| SPECEAL - PURFO

113.00(11300 INTEREST EXPENSE
118.00] | SUBTOTALS (SuM OF 25,689 311,610 737,308
INONRETMBURSABLE “‘ ST

190. 00| 19000( GIFT, FLOWER COFFEE SHOP & CANTEEN
192.00[{19200| PHYSICIANS ' PRIVATE OFFICES
193.00{19300| NONPAID WORKERS

193.01)19301| AUTOMATED HEALTH SERVECES
193.02|19302| RENAL

193,03|19303| LEASED SPACE

193.04{19304| UNUSED SPACE

193.05/19305 WELLNESS

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

ScCoCoocoooD

2,996 2,115 5,111
29,982 21,162 51,144
0 0; 0

0f 0 0
10,470 0f 10,470,
27,031 0 27,031
40,847 0f 40,847
30,082 21,233 51,315
0

0 0 0
567,097 356,129 923,226

190.00

coooo oo olije
=
o
(5]
=]
=1

< O

202.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 141315

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

worksheet B
Part IT

pate/Time Prepared:

2/25/2013 8:1

5.

CAP REL COSTS-BLDG & FIXT

1.00 00100
2.00 |00200{CAP REL COSTS-MVBLE EQUIP
4,00 |00400|EMPLOYEE BENEFITS
5.00 |00500(ADMINISTRATIVE & GEMERAL 167,243
6.00 |00GOO|MATNTENANCE & REPAIRS 8,273 189,428
7.00 |00700}OPERATION OF PLANT 4,360 0 4,360
8.00 |00BOO| LAUNDRY & LIMEN SERVICE 995 0 0 995
9.00 {00900 HOUSEKEEPING 4,404 4,629 102 0 23,218
10.00 (01000 DIETARY 3,555 5,649 125 0 770
11.00 (01100| CAFETERIA 69 2,042 45 0 278
13.00 [01300[NURSING ADMINISTRATION 1,901 382 8 0 52
16.00 [01600|MEDICAL RECORDS & LIBRARY 3,687 8, 494 187 0 1,158
17.00 |01700; SOCIAL SERVICE 766| 365 8 0 50
19.00 (01900 NONPHYSICIAN ANESTHETISTS 0 0 0
FNPATIENT ROUTINE  SERVICE TOST CENTERS o T o :
30.00 {03000/ ADULTS & PEDIATRICS 16,014 25,901] 570 995 3,532
ANCTLEARY - SERVICE SCO5T CENTERS - ] ; : 7 Tl
50.00 |05000| OPERATING ROOM 382 0 2,365
53.00 |05300| ANESTHESIOLOGY 0 0f 0
54.00 |05400| RADIOLOGY-DIAGNOSTIC 11,864 262 0 1,618
54.01 |03450|NUCLEAR MEDICINE - DIAGNOSTIC 1 663 1,318 29 0 180
60.00 |06000( LABORATORY 13,041 6,289 139 0 858
65.00 |06500| RESPIRATORY THERAPY 2,772 1,644 39 0 224
65.01 |0650L|SLEEP STUDIES 646 1,035 23 0 141
66.00 06600 PHYSICAL THERAPY 5,163 9,419 208 0 1,285
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 3,943 4, 696, 104 0 640
73.00 [07300/DRUGS CHARGED TO PATIENTS 28,382 4,209 93 0 574
73.01 |03480| ONCOLOGY 1,914 3,289 72 0 448
OUTPATIEN CE :COST: CENTERS. - : HE =
88.00 |08300] RURA LTH CLINIC 14,707 8,864 0 0 (]
91.00 (09100 EMERGENCY 17,0861 15,611 344 0 2,129
92.00 [09200| OBSERVATION BEDS (NOM-DISTINCT PART)
SPECTAL PURPOSE. COST. CENTERS T
113.00/11300] INTEREST EXPENSE
118.00 SUBTOTALS (SUM OF LINES 1-117) 161, 885 133,039 2,737 995 16,302
NONRE TMBURSARLE COST-CENTERS - o T e g =
180.00{19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 57 1, 680f 37 0 229
192..00|19200| PHYSICIANS PRIVATE OFFTCES 2,363 16,812 371 0 2,293
193.00{19300| NONPAID WORKERS 0 0 0 0 Q
193.0119301 AUTOMATED HEALTH SERVICES 0 0 0 0 Q
193.02|19302| RENAL 117 5,871 129 0f 801
193.03|19303| LEASED SPACE 302 15,158 209 0 1,293
193.04|19304| UNUSED SPACE 457 0 505 0 0
193.05|19305| WELLNESS 2,062 16, 868 372 0 2,300
200.00 Cross Foot Adjustments
201.00 Negative Cost Centers 0 0 0 0 0
202.00 TOTAL (sum lines 118-201) 167,243 189,428 4,360 995 23,218

MCRIF3Z2 - 3.6.137.0



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

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

From 10/01/2011 | Part II

To  09/30/2012 | Date/Time Prepared:
2/25/2013 8:15

‘GENERAL ‘SERVICE COST. CENTER

1.00 [00100|CAP REL COSTS-BLDG & FIXT 1.00
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 |DOBOO[MAINTENANCE & REPAIRS 6.00
7.00  |CO700|OPERATION QF PLANT 7.00
8.00 |0OB00[LAUNDRY & LINEN SERVICE 8.00
9.00 |00900| HOUSEKEEPENG 9.00
10.00 |01000| DIETARY 27,284 10.00
11,00 |01100| CAFETERIA 0 8,645 11.00
13.00 |01300{NURSING ADMINISTRATION 0 149 3,655 13.00
16.00 |01600{MEDICAL RECORDS & LIBRARY 0 110 0 39,476 16.00
17.00 |01700|SOCIAL SERVICE 0 85 0 0 2,383 17.00
19.00 |01300| NONPHYSICIAN ANESTHETISTS 0 422 0 0 0| 19.00
HNPATIENT ROUTINE SERVICE: COSI CENTERS
30.00 [03000|ADULTS & PEDIATRICS 30.00
ANCTLLARY.SERVICE COST CENTERS 7
50.00 [05000{OPERATING ROOM 0 726 589 2,458 0| 50.00
53.00 05300/ ANESTHESIOLOGY 0 0 0 165 0} 53.00
54,00 [05400| RADIOLOGY-DIAGNOSTIC 0 1,006 8 11,078] 0| 54.00
54.01 [03450| NUCLEAR MEDICINE - DTIAGNOSTIC 0 49 54 1,500 0| 54.01
60.00 |06000{ LABORATORY 0 755 0 6,459 0| 60.00
65.00 |06500| RESPIRATORY THERAPY 0 265 162 1,717 0| 65.00
65.01 |06501| SLEEP STUDIES 0 58 0 429 0| 65.01
66.00 |06600| PHYSICAL THERAPY 0| 459 0 1,560 0| 66.00
71.00 |07100]MEDICAL SUPPLIES CHARGED TO PATIENTS 0f 67| 0f 1,056 0| 71.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 0f 515 0] 5,532 0| 73.00
73.01 |03480| ONCOLOGY O 190 197 335 0] 73.01
GUTPATIENT SERVICE COST CENTERS. e
83.00 |0BBO0| RURAL HEALTH CLINIC
91.00 |09100| EMERGENCY
92.00 [09200| ORSERVATION BEDS. (NON-DISTINCT PART)

SPECTAL  PURPOSE: COST. CENTERS

113.00|11300| INTEREST EXPENSE
118.00

.. |SURTOTALS (SUM OF LINES 1-117) 27,284 8,296 3,527 39,476 ?,383/118.00
INONRETMBURSABLE (COST: CENTERS . ; : L : e

190.00/19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0:190.00
192.00119200| PHYSICIANS' PRIVATE OFFICES 0 195 128 0 0[192.00
193. 00{12300{ NONPAID WORKERS 0 0 0 0 0[193.00
103. 0119301 AUTOMATED HEALTH SERVICES 0 0 0 0 0[193.01
193.02|19302| RENAL 0 0 0 0 0[193.02
193,03|19303| LEASED SPACE 0 0 0 0 0[193.03
193.04/19304|UNUSED SPACE 0 0 0 0 0[193.04
193.05/19305/WELLNESS 0 154 0 0 0[193.05
200.00 cross Foot Adjustments 200.00
201.00 Negative Cost Centers 0 0 0 0 0(201.00
202.00 TOTAL (sum lines 118-201) 27,284 8,645 3,655 39,476 2,383|202.00

MCRIF3Z - 3.6.137.0 -



Health Financial Systems

BCC DBA TLLINY COMMUNITY HOSPITAL

In Lie

U of Form €MS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 141315

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

worksheet B
Part II

Date/Time Prepared:

2/25/2013 8:15

7.00
8.00
9.00
10.00
11.00
13.00
16.00
17.00
19.00

30.00

50.00
53.00
54.00
54.01
60.00
65.00
65.01
66.00
71.00
73.00
73.01

88.00
91.00
92.00

113.00{11300
118.00]
HONRE

190. 00
192.00
193.00
183. 01
193.02
103.03
193,04
193.05
200.00
201,00
202.00

00100
00200
00400
00500
00600
00700
00800
00900
01000
01100
01300
01600
01700
01900

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

DIETARY

CAFETERIA

NURSING ADMINISTRATION
MEDICAL RECORDS & LIBRARY
SOCIAL SERVICE

NONPHYS;F;AN{ANESTHETISTS_

PEDIATRICS

[ANCILLARY: SERVICE COST CENIERS..

160,467

05000
05300
05400
03450
06000
06500
06501
06600
07100

03480

OPERATING RCOOM
ANESTHESIOLOGY
RADIOLOGY~DIAGNOSTIC
NUCLEAR MEDICIME - DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY

SLEEP STUDIES

PHYSICAL THERAPY

MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED T PATIENTS
ONCOLOGY

i=gejeleloleleleRelels]

L??SOO

OHTEAT

TLENT. SERVECE COST CENTERS

08800
09100
09200

RURAL HEALTH CLINIC
EMERGENCY

ISPEGIA

INTEREST EXPENSE
SUBTOTALS (SUM OF LINES 1- 117)

IMBURSABLE: COST. CENTERS

19000
19200
19300
19301,
19302
19303
19304
19305

GIFT, FLOWER, COFFEE SHOP & CANTEEN
PHYSTCTANS' PRIVATE OFFICES
NONPAID WORKERS

AUTOMATED HEALTH SERVICES
RENAL

LEASED SPACE

UNUYSED SPACE

WELLNESS

Cross Foot Adjustments
Negative Cost Centers

TOTAL (sum Tines 118-201)

4,150

4,150

7,114
73,306
0
0
17,388
43,993
41,809
73,071

4,150

0
923,226

7,114
73,306
0
0
17,388
43,993
41,809
73,071

4,150
0
923,226

OO0 OoOOo

190.

202.

MCRIF3Z - 3.6.137.0



Health Financial Systems

BCC

DBA FLLTWT COMMUNITY HOSFITAL

In Lieu of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 141315

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

worksheet B-1

pate/Time Prepared:
8:15 pm_

2/25/201

GENERAL::SERVICE "COST CENTER

1.00 |00100| CAP REL COSTS-BLDG & FIXT 124,742
2.00 |0D200|CAP REL COSTS-MYBLE EQUIP 110,985
4.00 |00400| EMPLOYEE BENEFITS 0 0 7,605,270
5.00 00500 ADMINISTRATIVE & GENERAL 21,566 21,566 1,302,953 -3,580,242 14,959,534
6.00 00600 MAINTENANCE & REPAIRS 23,360 23,360 304,529 0 740,017
7.00 |00700|OPERATION OF PLANT 0 0 0 0 390,017
8.00 |00800| LAUNDRY & LINEN SERVICE 0 0f 0 0 89,017
9.00 |00900] HOUSEKEEPING 1,819 1,818 273,542 0 393,890
10.00 |021000| DIETARY 2,219 2,218 192,379 0 317,967 10.
11,00 |01100| CAFETERIA 801 801, 0 0 6,211 11.
13.00 |01300|NURSING ADMINISTRATION 150 150 95,468 0 170,031| 13
16,00 |01600] MEDICAL RECORDS & LIBRARY 3,332 3,332 70,528 0 329,778| 16
17.00 (01700 SOCIAL SERVICE 143 143 54,552 0 68,522( 17
19.00 |01900] NONPHYSICTAN ANESTHETISTS 0 0 269, 816 0 333 425 19
ENPATLENT-ROUTINE SERVIGE COST. CENTERS: : ; =
30.00 |[03000| ADULTS & PEDIATRICS 10,160 1,050, 699 1,432,346] 30.
ANCTLLARY: SERVECE COST. CENTERS - e L
50.00 |05000| OPERATING ROOM 6,803 6,803 464,598 0 48 50.
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 ol 53.
54.00 |05400| RADIOLOGY -DIAGNOSTIC 4,654 4,654 643,428 0 1,407,935| 54.
54.01 [03450{NUCLEAR MEDICINE - DTAGNOSTIC 517 517 31,662 0 148,733] 54.
60.00 06000 LABORATORY 2,467 2,467 483,235 0 1,166,462] 60
65.00 |06500| RESPIRATORY THERAPY 645 645 169,797 0 247,984| 65
65.01 |06501| SLEEP STUDIES 406 406 37,364 0 57,823| 65
66.00 |06600! PHYSICAL THERAPY 3,695 3,695 293,799 0 461,819| 66.
71.00 107100 MEDICAL SUPPLIES CHARGED TO PATIENTS 1,842 1,842 42,865 0 352,718| 71,
73.00 |07300{ DRUGS CHARGED TO PATIENTS 1,650 1,650 329,417 0 2,539,013| 73
73.01 |03480] ONCOLOGY 1,290 1,290 121, 866 0 171,167| 73
OUTPATEENT “SERVICE €0ST CENTERS. -
88.00 |D8B800[ RURAL HEALTH CLINIC R 425,366
91.00 |09100| EMERGENCY 6,124 6,124 724,021 0
92.00 |09200| OBSERVATION BEDS (NON- ~DISTINCT PART)
[SPECTALPURROSE  COST :CENTERS -
113.00|11300| INTEREST EXPENSE
118.00 SUBTOTALS (SUM OF LINES 1 11?)
© INONREIMBURSABLE ‘COST  CENTERS S C
190.00(19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 659 659 0 0 5,111(190
192.00/19200] PHYSICIANS " PRIVATE OFFICES 6,595 6,595 124,768 0 211,366/192
193.00{19300| NONPATD WORKERS 0 0| 0 0 0193
193.01]19301| AUTOMATED HEALTH SERVICES 0 0 0 0 0[193
193.02(19302( RENAL 2,303 0 0 0 10,470[193
193,03|19303| LEASED SPACE 5,946 0 0; 0f 27,031(193
193.04(19304| UNUSED SPACE 8,985 0 0] 0 40,847|193
193, 05(19305 WELLNESS 6,617 6,617 98, 618 0] 184,395]193.
200. 00 Cross Foot Adjustments 200.
201.00 Negative Cost Centers 200,
202.00 Cost to be allocated (per wkst. B, 567,097 356,129 1,792,936 3,580,242(202.
Part I)
203.00 Unit cost multiplier (Wkst. B, part I) 4.546159 3.208803 0.235749 0.239328(203.
204.00 cost to be allocated (per Wkst. B, 0 167,243(204.
Part 11
205.00 Unit cost multiplier (wkst. B, Part 0.000000 0.011180/205.

I5)

MCRIF32 - 3.6.137.0
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Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 141315

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

To

worksheet B-1

2/25/2013 81

202.

203.
204.

205.

pDate/Time Prepared:
5

o

09200| OBSERVATION BEDS (NON-DISTINCT PART)

00100 1.
00200| cAP REL COSTS5-MVBLE EQUIP 2.
00400| EMPLOYEE BENEFITS 4,
Q0500| ADMINISTRATIVE & GENERAL 5.
00600| MAINTENANCE & REPAIRS 74,308 6.
00700| OPERATION OF PLANT 0 77,590 7.
00B00| LAUNDRY & LINEN SERVICE 0 0 1,885 8.
00900| HOUSEKEEPING 1,816 1,818 0 66,789 9,
01000 DIETARY 2,216 2,216 0 2,216 1,895] 10,
01100 CAFETERIA 801 801 0 801/ 0 11
01300 NURSING ADMINISTRATION 150 150 0 150f 0f 13
01600|MEDICAL RECORDS & LTIBRARY 3,332 3,332 0 3,332 0| 16
01700{ SOCIAL SERVICE 143 143 0 143 o 17
01900 NONPHYSICIAN ANESTHETISTS 0| 0 0 0 0f 19
[INPATIENT ROUTING  SERVICE L0GT . CENTERS. : L : ]
03000[ ADULTS & PEDIATRICS 30.
ANCELLARY  SERVICE “COST CENTERS: : P : i
05000] OPERATING ROOM 6,803 6,803 0 0| 50.
05300| ANESTHESIOLOGY 0 0 0 0| 53.
05400| RADIOLOGY-DIAGNOSTIC 4,654 4,654 0 0| 54.
{03450 NUCLEAR MEDICTNE - DIAGNOSTIC 517 517 0 0| 54.
06000 LABORATORY 2,467 2,467 0| 0| 60
06500 RESPIRATORY THERAPY 645 645 0 G| 65
06501 SLEEP STURTES 406 406 0 0| 65
06600| PHYSICAL THERAPY 3,695 3,695 0 0| 66.
07100(MEDICAL SUPPLIES CHARGED TO PATIENTS 1,842 0 0y 71.
07300{ DRUGS CHARGED TO PATIENTS 0 of 73
03480 ONCOLOGY 0 0] 73
OQUTPATYENT SERVICE COST GENTERS

08800 RURAL HEALTH CLINIC 88.
09100| EMERGENCY o1,

BPECTALS PRPOSE COST. CENTERS

11300/ INTEREST EXPENSE
SUBTOTALS (SUM O

NONRETMEURSARLE - CBET €

19000| GLFT, FLOWER, COFFEE SHOP & CANTEEN
19200! PHYSICIANS' PRIVATE OFFICES

19300| NONPAID WORKERS

19301 AUTOMATED HEALTH SERVICES

19302| RENAL

19303| LEASED SPACE

19304{ UNUSED SPACE

19305 WELLNESS

Cross Foot adjustments

Negative Cost Centers

Cost to be allocated (per Wkst. B,
part 1)

unit cost multiplier (wkst. B, Part

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

unit cost multiplier (wkst. B, Part
II)

659
6,595
0

0
2,303
5,946
0
6,617

917,124

I) 12.342197
189,428

2.549228

659
6,595
0

0
2,303
3,720
8,985
6,617

483,359,

6.229656]
4,360

0.056193

CoCcCocCoCooSS

110,321

58.216887
985

0.525066

659 0[190.
6,595 0[192

0f 0[193

0 0193

2,303 0193
3,720 0193

0 0193

6,617 0193
200

201

521,885 452,536(202.
7.813936 238.805277|203.
23,218 27,284(204.
0.347632 14.397889 (205,

MCRIF3Z2 - 3.6.137.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 141315

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

To

worksheet B-1

Date/Time Prepared:

GENE

2/25/2013 8

5..

Al SERVICE :COST CENTER

1.00 [00100|CAP REL COSTS-BLDG & FIXT
2.00 |00200|CAP REL COSTS-MVELE EQUIP
4.00 |00400( EMPLOYEE BENEFITS
5.00 |00500{ ADMINISTRATIVE & GENERAL
6.00 |00GO0| MATNTENANCE & REPAIRS
7.00 |00700{OPERATION OF PLANT
8.00 [00B00(LAUNDRY & LINEN SERVICE
9.00 [00900 HOUSEKEEPING
10.00 [01000| DIETARY
11.00 [01100| CAFETERTA 5,531, 867
13,00 {01300 NURSING ADMINISTRATION 95, 468 2,204,934
16.00 |01600| MEDICAL RECORDS & LIBRARY 70,528 0 40,839,102
17.00 |01700; SOCIAL SERVICE 54,552 0 0f 1,895
19,00 [01900) NONPHYSICIAN ANESTHETISTS 269,816 0) 0 0, 100
INPATIENT  ROUTINE SERVICE 05T CENTERS
30.00 |03000| ADULTS & PEDIATRICS 765,411
ANGILLARY SERVICE COST, CENTERG. . R o h
50.00 |05000| OPERATING ROOM 464,598 ‘355,305 2,542,385 0f 0
53.00 |05300| ANESTHESIOLOGY 0 0 170,656 0 100
54.00 |05400| RADIOLOGY-DIAGNOSTIC 643,428 4,542 11,471,865 0 0
54,01 03450/ NUCLEAR MEDICINE - DTAGNOSTIC 31,662 32,622 1,551,600 0 0
60.00 |06000 LABORATORY 483,235 197 6,679,281 0 0
65.00 [06500|RESPIRATORY THERAPY 169, 797 97,930 1,775,687 0 0
65.01 [06501|SLEEP STUDIES 37, 364 0 444,049 0 1]
G6.00 [06600| PHYSICAL THERAPY 293,799 0 1,612,770 0 1]
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 42,865 0 1,091,783 0 1]
73.00 [07300/DRUGS CHARGED TQ PATIENTS 329,417 0 5,722,066 0 1]
73.01 |03480[ ONCOLOGY _ 121, 866 118,987 346,074 0] 9
OUTPATIENT SERVECE COST. CENTERS R : S b
88.00 |08800| RURAL HEALTH CLINIC 425, 366 174,397 0 0 0
91.00 09100 EMERGENCY 724,021 578,262 5,273,557 0 0
92.00 (09200 RVATTON BEDS (NON- ~DISTINCT P T
SPECE. GREOSE. COST CENTERS: :
113.00|11300; INTEREST EXPENSE
118.00 SUBTOTALS (SUM OF LINES 1-117) 40,839,102
NONRETMEURSABLE (€DST- CENTERS L
190.00|19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0
192.00{19200| PHYSICIANS " PRIVATE OFFICES 124,768 77,281 0 0] 0
193.00{19300| NONPAID WORKERS 0 0, 0 0 0
193.0119301| AUTOMATED HEALTH SERVICES 0 0f 0 0 0
193.02|19302| RENAL 0 0 0 0f 0
193.03|19303|LEASED SPACE 0 0f 0 0f 0
193.04{19304| UNUSED SPACE 0 0 0 o 0
193.05(19305|WELLNESS 98, 618 O 0 0 4]
200,00 cross Foot Adjustments
201.00 Negative Cost Centers
202,00 Cost to be allocated (per wkst. B, 28,832 215,179 196,988 88,978 414,629
Part I)
203.00 Unit cost multiplier (wkst. B, Part I 0.005212 0.097590 0.012169 46.954090 4,146.290000
204.00 Cost to be allocated (per wkst. B, 8,645 3,655 39,476 2,383 4,150
Part 1I)
205.00 Unit cost multiplier (wkst. B, Part 0.001563 0.001658 0.000967 1.257520 41.. 500000

1I)

MCRIF32 - 3,6.137.0



Health Financial Systems

BCC DBA TLLTNT COMMUNITY HOSPITAL

In Lieu of Form Cms-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 141315

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

worksheet €

Part I

bate/Time Prapared:
2/25/2013 B:15 pm

03000]ADULTS & PEDIATRICS 30.00
ANCILLARY ‘SERVICE: COST CENTERS i :
50.00 |05000| OPERATING ROOM 1,256,284 1,256,284 0 0| 50.00
53.00 |053000 ANESTHESIOLOGY 416,706 416,706 0 0| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 2,011,108 2,011,108 0 0 54.00
54.01 |03450{ NUCLEAR MEDICINE - DIAGNOSTIC 220,201 220,201 0 0| 54.01
60.00 |06000( LABORATORY 1,594, 54]] 1,594,541 0 0| 60.00
65.00 |06500( RESPIRATORY THERAPY 356,403 0 356,403 0 0j 65.00
65.01 |06501| SLEEP STUDIES 87,973 0 87,973 0 0| 65.01
66.00 |06600( PHYSICAL THERAPY 690,997 0 690,997 0 0| 66.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 499,244 499,244 0 0 71.00
73.00 [07300| DRUGS CHARGED TO PATIENTS 3,261,562 3,261,562 0 0 73.00
73.01 [03480| ONCOLOGY 262,627 262,627 0 o 73.01
OUTPATIENT: SERVICE COST:CENTERS - - - i S 5 |
88.00 |0B800|RURAL HEALTH CLINIC 1,692,418 1,692,418 0| 88.00
91.00 |09100| EMERGENCY 2,177,240 2,177,240 0 0 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 137,756 137,756 0f 92.00
SPEGIAL PUREUSE: COST -CENTERS = : ]
113.00/11300| INTEREST EXPENSE 113.00
200. 00 subtotal (see instructions) 17,466,549 0 17,466,549 0 0]|200.00
201, 00| Less Observation Beds 137,756 137,756 0)2070.00
202.00 Total (see instructions) 17,328,793 0f 17,328,793 0) 0(202.00

MCRIF32 - 3.6.137.0



Health rinancial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CM$-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES ) Provider CCN: 141315 |Period: worksheet C

From 10/01/2011| Part I

To  09/30/2012 | Date/Time Prepared:
2/25/2013 8:15 pm

HINPAT WOUTINE - SERVICE COST.:CEN
30.00 |03000] ADULTS & PEDIATRIC

ANCTLLARY. SERVICE COST CENTERS i 0 T Gy
50.00 |05000| OPERATING ROOM 169, 362 2,373,023 2,542,385

2,029, 411| | 2,029,417

.494136] 0.000000| 50.00

0 0
53.00 |05300| ANESTHESIOLOGY 38,687 131,969 170,656 2.441789 0.000000| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 570,440 10, 892,425 11,471, 865 0.175308 0.000000| 54.00
54.01 |03450(NUCLEAR MEDICINE - DIAGNOSTIC 12,895 1,538,705 1,551,600 0.141919 0.000000| 54.01
60.00 |06000 LABORATORY 739,866 5,930,415 6,679,281 0.238729 0.000000| 60.00
65.00 |06500| RESPIRATORY THERAPY 664,887 1,110, 800 1,775,687 0.200713 0.000000| 65.00
65.01 |06501{SLEEP STUDIES 0 444,049 444,049 0.198116 0. 000000 65.01
66.00 |06600{ PHYSICAL THERAPY 124,966 1,487,804 1,612,770 0.428454 0. 000000 66.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TQ PATIENTS 471,626 620,157 1,091,783 0.457274] 0.000000| 71.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 037,310 4,784,756 5,722,066 0. 569997 0.000000| 73.00

0.758875 0

73.01 03480 ONCOLOGY 0 346,074 346,074
IQUTPATLENT ‘SERVICE COST. CENTERS: i en T IR

88.00 |08800| RURAL HEALTH CLINIC 1,516,534 1,516,534
91.00 09100 EMERGENCY 27,500 5,246,057 5,273,557 0.412860
92.00 (09200 OBSERVATION BEDS (NON-DISTINCT PART) 0) 127,918 127,918] .076909
SPECTAL PURPOSE COST . CENTERS : L
113.00{11300] INTEREST EXPENSE

-000000| 73.01

.000000( 91.00
. 000000 92.00

[ en]

200.00 Subtotal (see instructions) 5,795,950 36,559, 686 42,355,636
201.00 Less Observation Beds
202.00 Total (see instructions) 5,795,950 36,559,686 42,355,636

MCRIF32 - 3.6.137.0



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

From 10/01/2011 | part 1

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

2/25/2013 8:15 pm
ost

Tit

spital_

ANCELLARY: SERVICE COST CENTERS -

~000000 = 50.00

50.00 |05000[ OPERATING ROOM 0

53.00 |05300[ ANESTHESIOLOGY 0.000000 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 0.000000 54.00
54.01 |03450/NUCLEAR MEDICINE - DIAGNOSTIC 0.000000 54,01
60.00 |06000| LABORATORY 0. 000000 60.00
65.00 |{06500| RESPIRATORY THERAPY 0. 000000 65.00
65.01 (06501| SLEEP STUDIES 0. 000000 65.01
66.00 [06600| PHYSICAL THERAPY 0.000000 66.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0. 000000 71.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0. 000000 73.00
73.01 |03480] ONCOLOGY 0

00000 _______ |7

OUTPATIENT SERVICE COST CENTERS G

88.00 |08800| RURAL HEALTH CLINIC 88.00

91..00 [09100{ EMERGENCY . 000000 91.00

92.00 (092001 OBSERVATION BEDS {NON-DISTENCT 000000
SPECTAL PURROSE COST CENTERS. = St

113.00{11300| INTEREST EXPENSE

200.00 subtotal (see instructions)

201.00 Less Observation Beds

202.00 Total (see instructions)

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA JLLINI COMMUMITY HOSPITAL

In Lie

u of Form ¢MsS-2552-10

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

Provider CCN: 141315

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

worksheet D

Part II

Date/Time Prepared:
2/25/2013 8:15 pm

Cost

ANCIELAR

05000[ OPERATING ROOM
05300 ANESTHESIOLOGY
54.00 (05400 RADIOLOGY-DIAGNOSTIC

54.01 (03450| NUCLEAR MEDICINE - DIAGNOSTIC

06000| LARORATORY

06500| RESPIRATORY THERAPY

65.01 |06501) SLEEP STUDIES

06600| PHYSICAL THERAPY

71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS
73.00 [07300|DRUGS CHARGED TG PATIENTS

73.01 }03480| ONCOLOGY

2,542,385 0.033716 99,159
170,656 0.000967 19,399
11,471,865 0.006770 412,892
1,551,600 0.005673 10,224
6,679,281 0. 006988 586,077
1,775,687 0. 006658 476,700
444,049 0.012343 0
1,612,770 0.028987 63,854
1,091,783 0.022707 351,177
5,722,066 0.009105 651,544
346,074 0,047530

0 =

JOUTPATIENT, SERVICE COST. CENTE

88.00 |D8B00[RURAL HEALTH CLINIC

91.00 [09100| EMERGENCY

09200| OBSERVATION BEDS (NON-DISTINCT PART)
Total (Tines 50-199)

35,682
89,828
0
501,928

1,516,534 0
5,273,557 0.017034 2,397
127,918 0.000000 0
40,326,225 2,673,423

.023529 0

MCRIF32 - 3.6.137.0



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

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 141315 |Period: worksheet D
THROUGH COSTS From 10/01/2011 | Part 1Iv

To  09/30/2012 | pate/Time Prepared:
272572013 8:15 pm

Title XVIII
heaTl AT Ted TieaT

C

50.00 [05000| OPERATING

ROOM ) 0 0 0 0 0| 50.00
53.00 {05300| ANESTHESIOLOGY 414,629 0 0| 0 414,629 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0j 0 0| 54.00
54.01 |03450| NUCLEAR MEDICINE - DIAGNOSTIC 0 0 0 0 0| 54.01
60,00 |06000| LABORATORY 0 0 0 0 0! 60.00
65.00 |06500| RESPIRATORY THERAPY 0 0 0] 0 0/ 65.00
65.01 |06501| SLEEP STUDIES 0 0 0] 0 0 65.01
66,00 |06600| PHYSICAL THERAPY 0 0 0 0 0| 66.00
71,00 |07100{ MEDICAL SUPPLIES CHARGED TOQ PATIENTS 0f 0 0 0 0| 71.00
73.00 |07300| DRUGS CHARGED TQ PATIENTS 0] 0 0 0 0| 73.00
73.01 |03480] oNCOLOGY 0] 0 0 0 0| 73.01

OUTPATIENT SERVICE COST/GENTERS B i

88.00 |08800( RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
91,00 |09100| EMERGENCY 0] 0 0] 0 0 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0f 0 0 0 0| 92.00
200.00 Total (Tines 50-199) 414,629 0 0 0 414,629|200.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLEINT COMMUNITY HOSPITAL In Lieu of Form CmMs-2552-10

APPORTIONMENT OF INPATIENT/OUTPATTIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 141315 | Period: worksheet D
THROUGH COSTS From 10/01/2011 | Part Iv

To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm

ANCILLARY. SERV

50.00 |05000{ OPERATEING ROOM 0 2,542,385 0. 000000 0.000000 99,159| 50.00
53.00 |05300( ANESTHESIOLOGY 0 170,656 2.429619 0. 000000, 19,399 53,00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 0 11,471,865 0. 000000 0. 000000, 412,892 54,00
54,01 |03450| NUCLEAR MEDICINE - DIAGNOSTIC 0 1,551,600 0. 000000 0. 000000 10,224| 54,01
60.00 |06000( LABORATORY 0 6,679,281 0. 000000 0. 000000 586,077| 60.00
65.00 |0650Q0( RESPIRATORY THERAPY 0 1,775,687 0. 000000 0.000000 476,700| 65.00
65.01 |06501| SLEEP STUDIES 0 444,049 0.0000060 0.000000 0| 65.01
66.00 |06600| PHYSICAL THERAPY 0 1,612,770 4. 000000, 0.000000 63,854 66.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 1,091,783 0. 000000 0.000000 351,177| 71.00
73.00 |07300{DRUGS CHARGED TQ PATIENTS 0 5,722,066 0.000000] 0.000000 651,544| 73.00
73.01 ONCOLOGY 0] 346,074 0.000000] 0.000000 73.01

,000000 ' 0| 88.00

. 0 1,516,534 0.000000 0
91.00 {09100| EMERGENCY 0 5,273,557 0.000000 0.000000) 2,397| 91.00
92.00 [09200/ OBSERVATION BEDS (NON-DISTINCT PART) 0 127,918 0. 000000 0.000000] 0| 92.00
200.00 Total (lines 50-199) 0 40,326,225 2,673,423[200.00

MCRTF32 - 3.6.137.0



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

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 141315 | Period: worksheet D
THROUGH COSTS From 10/01/2011 ] Part Iv

To  09/30/2012 | Date/Time Prepared:
2/25/2013 8:15 pm

Hospital
A A% R

50.00 |05000] OPERATING ROOM 0 0 0 0f 0| 50.00
53.00 |05300| ANESTHESIOLOGY 47,132 0 0 0 0| 53.00
54.00 [05400| RADIOLOGY-DIAGNOSTIC 0 0 0 0 0| 54.00
54.01 (03450 NUCLEAR MEDICINE - DIAGNOSTIC 0 0 0 0 0| 54.01
60.00 [06000| LABORATORY 0 0 0 0 0| 60.00
65.00 [06500| RESPIRATORY THERAPY 0 0 0 0 0| 65.00
65.01 (06501 SLEEP STUDIES 0 0 0 0 0| 65.01
66.00 [06600| PHYSICAL THERAPY 0 0 0 0 0| 66.00
71.00 |07100/MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
73.00 {07300| DRUGS CHARGED TO PATIENTS 0 0 0 0 0f 73.00
73.01 |03480] ONCOLOGY 0 0 0 0 0f 73.01
OUTPATIENT SERVICE COST. AR T
88.00 |[08800|RURAL HEALTH CLINIC 0 0] 0 0 0/ 88.00
91.00 |09100| EMERGENCY 0 0 0 0 0] 91.00
92.00 {09200 OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0| 92.00
200.00 Total (lines 50-199) 47,132 0f 0] 0 0]200.00

MCRIF32 -~ 3.6.137.0



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

APPORTIOMMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 141315 |Period: worksheet D
THROUGH COSTS From 10/01/2011 | Part Iv

To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm

Cost _
ANCTLLARY SERVICE /COST CENTERS
50.00 |05000{ OPERATING ROOM 0 0 50,00
53.00 |05300[ ANESTHESIOLOGY 0 0O 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 54,00
54,01 |03450| NUCLEAR MEDICINE - DIAGNOSTIC 0 0 54,01
60.00 |06000( LABORATORY 0f 0 60.00
65.00 |06500| RESPIRATORY THERAPY 0 0 65.00
65.01 |06501| SLEEP STUDIES 0f 0 65.01
66.00 |06600| PHYSICAL THERAPY 0 0 66.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 71.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 0 73.00
73.01 |03480| ONCOLOGY 0 0 73.01
OUTPATIENT SERVICE. COST :CENTERS =
88.00 [0B800|RURAL HEALTH CLINIC 0 0 88.00
91.00 [09100| EMERGENCY 0 0 91.00
92.00 [09200| OBSERVATION BEDS (WNON-DISTINCT PART) 0 0 92.00
200.00 Total (lines 50-199) 0 h 200.00

MCRIF32 - 3.6,137.0



Health Financial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lie

) of Form CMS-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

Provider CCN: 141315

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

worksheat D

Part v

Date/Time Prepared:
2/25/2013 8:15 pm

spital

Lo

50.
53.
54.
54.
60.
65.
65.
66.
71.

73

88.
a1,
92.
20

201,00

202.00

SERVICE COST

00 |05000
00 {05300
00 (05400
01 |03450
00¢ (06000
00 06500
01 (06501
00 06600,
00 |07100,

.00 |07300
.01 (03480

OPERATING ROOM
AMESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC

NUCLEAR MEDICINE - DIAGNOSTIC
LABORATORY

RESPIRATORY THERAPY

SLEEP STUDIES

PHYSTICAL THERAPY

MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS
ONCOLOGY

.494136
.441789
.175308
. 141919
. 238729
.200713
.198116)
. 428454
457274
. 569997
.758875

SO0 DO OSDD

1,189,099
53,735
4,531,704
945,560
2,462,944
628,008
184,304
541,657
290,060
3,132,813
199,324

2,43

cCOHoO oo oo Co

50.00
53.00
54.00
54.01
60.00
65.00
65.01
66.00
71.00
73.00

73.01

OUTEA

FLENT SERVICE: COST CENTERS

00 (08800
00 |09100
00 (09200
.00

RURAL HEALTH CLINIC

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
Subtotal (see instructions)

Less PBP Climic Lab. Services-Program
onTy charges

Net charges (line 200 +/- Tine 201}

000000
412860
076909

o 00

1,860,909
86,238 0f
16,106, 355
0f 0f

0f 16,106, 355

91,00
92,00
200,00
201,00

202.00

MCRIF3Z - 3.6.137.0



BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form €M5-2552-10
provider CCN: 141315 |pPeriod: worksheet D

From 10/01/2011| Part v

To 09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm

Realtth Financial Systems
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

ital

RY. SERVICE COST CENTERS

ANCTLLARY. 5 R i
50.00 |05000| OPERATING ROOM 0 587,577 0 50.00
53.00 05300 ANESTHESIOLOGY 0 131, 2710 0 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 794,444 0 54.00
54.01 |03450|NUCLEAR MEDICINE - DIAGNOSTIC 0 134,193 0 54.01
60.00 |06000| LABORATORY 0 587,976 0 60.00
65.00 |06500{ RESPIRATORY THERAPY 0 126,049 0 65.00
65.01 |06501(SLEEP STUDIES 0 36,514 0 65.01
66.00 |06600| PHYSICAL THERAPY 0 232,075 0 66.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 132,637 0 71.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 1,785,694 1,389 73.00
73.01 |03480| ONCOLOGY 0 151,262 0) 73.01
OUTPATIENT SERVECE COST .CENTERS . ;
88.00 [08B00|RURAL HEALTH CLINIC 0 0 0 88.00
91.00 |09100! EMERGENCY 0 768,295 631 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 92,870 0 92.00
200.00 subtotal (see instructions) 0 5,560,794 2,020 200,00
201.00] Less PBP Clinic Lab. services-Program 0f 201.00
only Charges
202 .00 Net charges (line 200 +/- line 201) 0 5,560, 796 2,020 202.00

MCRIF32 - 3.

6.137.0




Health Finan

cial Systeis

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lie

) of Form CMS-2552-10

APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST

Provider CCN: 141315
Component CCN: 142315

Perio
From
To

d:
1

0/01/2011

09/30/2012

Worksheet D

Part v

Date/Time Prepared:

2/25/2013 8:15 pm

swing Beds - SNF

Cost

Title XVITI

. 050001 0.494136 0 0 .
53.00 |05300 ANESTHESIOLOGY 2.441789 0 0 0 53
54.00 |05400 RADIOLOGY-DIAGNOSTIC 0.175308 0 0 0 54
54.01 |03450| NUCLEAR MEDICINE - DIAGNOSTIC 0.141919 0 0 0 54
60.00 |06000| LABORATORY 0.238729 0 0 0 60
65.00 [06500{ RESPIRATORY THERAPY 0.200713 0 0 0 65
65.01 (06501 SLEEP STUDIES 0.198116 0 0 0 65
66.00 |06600| PHYSICAL THERAPY 0.428454 0 0 O 66
71,00 |07100(MEDICAL SUPPLIES CHARGED TO PATIENTS 0.457274 0 0 0 71
73.00 |07300| DRUGS CHARGED TO PATIENTS 0.569997 0 0 0 73
73.01 |03480| oNCOLOGY 0.758875 0 0 0 73

OUTPATIENT SERVICE (COST..CENTER
88.00 |08800| RURAL HEALTH CLINIC 0.000000 88
91.00 |09100| EMERGENCY 0.412860 0 0 0 91
92.00 |09200(OBSERVATION BEDS (MON-DISTINCT PART) 1.076909 0 0 0 92
200.00 subtotal {see instructions) 0 0 0 200
201.00 Less PBP Clinic Lab. Services-Program 0 0 201
only charges
202,00 Net Charges (line 200 +/- Tine 201) 0 0 0 202

.00
.00
.01
.00
.00
.01
.00
.00
.00
.01

.00
.00
.00
.00
.00

.00

MCRIF3Z - 3.

6,137.0



Health Financial Systems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CM5-2552-10

APPORTIONMENT OF MEDICAL,

OTHER HEALTH SERVICES ANMD VACCINE COST

Provider CCN: 141315

Period:

worksheet D

From 10/01/2011 | Part v

Component CCN:14z315 (To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm
itle XvIT Swi ds - SNF Cost
FLARY: SERV Ci S
50.00 |O5000{ OPERATING ROO 0f 0 0 50.00
53.00 [05300| ANESTHESIOLOGY 0y 0 0 53,00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 0 54,00
54.01 |03450|NUCLEAR MEDICINE - DIAGNOSTIC Q 0 0 54.01
60.00 (06000 LABORATORY 0 0 0 60.00
65.00 [06500) RESPIRATORY THERAPY 0 0 0 65.00
65.01 [06501{SLEEP STUDIES 0 0 0 65.01
66.00 (06600 PHYSICAL THERAPY 0 0 0 66.00
71.00 (07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 71.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 0 0 0 73.00
73.01 |03480{ ONCOLOGY 0 0 0 73.01
IOUTPATIENT SERVICE €0ST: CENTERS - R
88.00 |08800| RURAL HEALTH CLINIC 0 0 0 88.00
91.00 |09100! EMERGENCY 0 0 0f 91,00
92.00 |09200( OBSERVATION BEDS (NON-DISTINCT PART) 0 0f 0 92.00
200.00 Subtotal (see instructions) 0 0 0 200.00
201.00 Less PBP Clinic Lab. Services-Program 0f 201,00
only Charges

202.00 Net Charges (line 200 +/- Tine 201} 0 1] 0 202.00

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA ILLINL COMMUNITY HOSPLITAL

In Lieu of Form €m$-2552-10

COMPUTATION OF INPATIENT OPERATING COST pProvider CCN: 141315 |Period: worksheet D-1
From 10/01/2011
To  09/30/2012 | Date/Time Prepared:
2/25/2013 8:15 pm
Title XVIII Hospital Cost

1.00
2.00
3.00

4.00
5.00

6.00

7.00

10.00

11.00
12.00
13.00
14.00
16:00
17.00
18.00
19.00
20,00

21.
22.

00
00

23.

0o

.00
.00
.00
.00

fNPATIENT Vs

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

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

Private room days (excluding swing-bed and observation bed days). If you have only private room days,
do not complete this Tline.

Semi-private room days {excluding swing-bed and cbservation 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 iinpatient days (including private room days) after December 31 of the cost
reporting period {if calendar year, enter 0 on this 1ine)

Total swihg-bed NF type inpatient days (including private room days) through December 31 of the cost
reperting 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 Tine)

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

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

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

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

swing-bed NF type inpatient days applicable to titles v or xIX orly (including private room days)
after December 31 of the cost reporting period (if calendar year, enter O on this 1ine)

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

Total nursery days (title vV or XIX only)

Nursery days (title ¥ or XIX only)

- 225

1,271
75
225

SWING-BED ADJUSTM

oo o o

medicare 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 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 December 31 of the cost reporting pericd (line
5 x Tine 17)

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

swing-bed cost applicable to NF type services through December 31 of the cost reporting per1od (Tine
7 x Tine 19)

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

Total swing-bed cost (see instructions)

Ganeral 1ngat1ent routine service cost het of swing-bed cost (line 21 minus 1ine 26)

94.12
94.62

2,801,489
0

0
0
0

421,698
379,791

TMENT

e charges (excluding swing-bed charge
pPrivate room charges (excluding swing-bed charges)

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

General tdnpatient routine service cost/charge ratio (line 27 + Tline 28)
Average private room per diem charge (line 29 + Tine 3)

Average semi-private room per diem charge (line 30 + Tline 4)
Average per diem private room charge differential (line 32 minus Tine 33)(see instructions)
Average per diem private room cost differential (Tine 34 x Tine 31)

Private room cost differential adjustment (line 3 x Tine 35)
Geaneral inpatient routine service cost net of swing-bed cost and private room cost differential (line
27 minus line 36)

1,873,732
0
1,873,732
1.270081

2,379,791

Adjusted genera1 1npat1ent routine service cost per diem (see 1nstruct1ons)
program general inpatient routine service cost (line 9 x 1ine 38)
Medically necessary private room cost applicable to the Program (line 14 x line 35}

Total Program general inpatient routine service cost {1ine 39 + line 40)

1,405.66
1,786,594
0
1,786,594

10.
11.

MCRIF32 - 3.6.137.0

.00

.00
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.00
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00
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.00



Health Financial Systems BCC PBA TLLINI COMMUNITY HOSPITAL In Lieu of Forin CMS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 141315 |Period: worksheet D-1
From 10/01/2011
To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm
T1t1e XVIII Hospital Cost

42!

43.
44,
45.
46.
47.

NURSERY (title v & XIX only)

Intensive Care Type Enpatient Hospital Unite

INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE {SPECIFY)
= =

ke 00

2.
49,

50.

51.

Program inpatient ancillary service cost (Wkst. D-3, col. 3, line 200)

Total Program 1npat1ent costs (sum of 11nes 41 through 48) (see 1nstruct1ons)

966,105
2,752,699

PASS THROUGH €OST

ITI)
Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts IT
and 1v)

Total Program excludable cost (sum of Tines 30 and 51)

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

rPass through costs applicable to Program 1npat1ant routine services (from wkst D, sum of Parts T and

FPARGET - AMOUNT -AND: - LIMIT. COMPUTATION :

program discharges

Target ameunt per discharge
Target amount (1ine 54 x line 55)
pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53)

Bonus payment (see instructions)

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

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

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

Relief payment (see instructions)

A11owab1e Ihpat1ent cost plus incentive payment (see instructions)

G.00

ATIENT  ROUTINE SWING:BED: COST <o

instructions)(title XVIII only)

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

Total Medicare swing-bed SNF inpatient routine costs (line 64 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 period
{1ine 12 x Tine 19)

Title V or XIX swing-bed NF inpatient reutine costs after pecember 31 of the cost reporting period
(1ine 13 x 1ine 20)

Tota1 title V or XIX swing-bed NF 1npat1ent routine costs (line 67 + line G8)

Medicare swing-bed SNF inpatient routine costs through December 31 of the cost report1ng per1od (See

105,425

Sk111ed nur51ng Fac111ty/other nurs1ng fac111ty/ICF/MR routine serV1ce “cost (line 37)

Adjusted general inpatient routine service cost per diem (1ine 70 + line 2)

Program routine service cost (line 9 x Tine 71)

Medically necessary private rooth cost applicable to Program (line 14 x 1ine 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, Tine 45)

per diem capital-related costs (line 75 = Tine 2)

Program capital-related costs (line 9 x Tine 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 (Tine 78 minus 1ine 79)
Inpatient routine service cost per diem Timitation

Inpatient routine service cost Timitation (line 9 x 1ine 81)

Reasonable inpatient routine service costs {see +instructions)

Program inpatient ancillary services (see instructions)

utitization review - physician compensation (see instructions)

ram_inpatient operating costs (sum of Tines 83 through 85)

OMPUTATION ‘OF -DBSERVATION HED FASS "THROUGH -COST -

Total observation bhed days (see instructions)
Adjusted general inpatient routine cost per diem (line 27 + 1ine 2)

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

316,274
421,699
0

0

0

98
1,405,67
137,756

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 141315 |Period: worksheet D-1

From 10/01/2011 )
To  09/30/2012 | Date/Time Prepared:
2/25/72013 8:15 pm
st

COMPUT/ BSERVATION BEDPASS

90.00 |capital-related cost 0 0 0. 600000 0 0| 20.00
91.00 |Nursing School cost 0; 0 0, 000000 0 0 91.00
92.00 |Allied health cost 0 0 0, 000000 0 0| 92.00
93.00 |A11 other Medical Education. 0f 0 0. 000000] 0 0| 93.00

MCRIF32 - 3.6.137.0



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

From 10/01/2011
To 09/30/2012 | pate/Time Prepared:
2/25/72013 8:15 pm
Cost

Hospital
T Enbatier

UTINE SERVI

INPATIENE ROUTINE (SERVI ST CENTE
30.00 [03000|ADULTS & PEDIATRICS \ 1,496,733 30.00

ANCILLARY SERVECE COST -LENTERS e, ST : i
50.00 105000 OPERATING ROOM 0.49413 48,998 50.00
53.00 |05300| ANESTHESIOLOGY 2.441789; 19,399 47,368 53.00
54,00 (05400( RADIOLOGY-DIAGNOSTIC 0.175308 412,892 72,383 54.00
54,01 |03450|NUCLEAR MEDICINE - DIAGNOSTIC (.141919 10,224 1,451 54.01
60.00 (06000} LABORATORY 0.238729 586,077 139,914| 60.00
65.00 [06500| RESPIRATORY THERAPY 0.200713 476,700 95,680 65.00
65.01 (06501 SLEEP STUDIES (.198116 0 0| 65.01
66.00 (06600 PHYSICAL THERAPY 0.428454 63,854 27,359 66.00
71,00 [07100; MEDICAL SUPPLIES CHARGED TO PATIENTS 0.457274 351,177 160,584 71.00
73.00 (07300 DRUGS CHARGED TO PATIENTS (. 569997 651, 544 371,378| 73.00
73,01 [03480] ONCOLOGY 0.758875 0) g 73.01

ODUTPATTENT ‘SERVICE COST CENTERS - : : s
88.00 |08800 RURAL HEALTH CLINIC 0.000000 0 88.00
91.00 |09100{ EMERGENCY 0.412860 2,397 990] 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTIMNCT PART) 1.076909 0 0 92.00
200.00 Total {sum of Tlines 50-94 and 96-98) 2,673,423 966,105|200.00
201.00 Less PBP Clinic Laboratory Services-pProgram only charges (Tine 61) 0 201.00
202.00 Net Charges (line 200 minus Tine 201) 2,673,423 202.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL

Ih Lieu of Form CMS-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT provider CCN: 141315

Compohent CCN: 142315

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

worksheet D-3

Date/Time Prepared:

2/25/2013 8:

15 pn

T1 t1 e XVITT

_1Swing Beds

COSt

03000|ADULTS & PEDIATRICS

ANCILEARY SERVICE COST CENTERS:

50.00 |05000|OPERATING ROOM 0

53.00 |053008 ANESTHESTOLOGY 2.441789 0]
54,00 |05400| RADTOLOGY-DIAGNOSTIC 0.175308 30,842
54.01 103450 NUCLEAR MEDICINE - DIAGNOSTIC 0.141919 0
60.00 [06000 LABORATORY 0.238729 32,069
65.00 |06500{ RESPIRATORY THERAPY 0.200713 87,688
65.01 |06501| SLEEP STUDIES 0.198116 0
66.00 |06600| PHYSICAL THERAPY 0.428454 57,782
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.457274 51,715
73.00 |07300] DRUGS CHARGED TO PATIENTS 0.569997 102,569
73.01 |03480| ONCOLOGY 0.758875 0

494136 0

0] 50.00

0] 53.00

5,407 54.00

0] 54.01
6| 60.00

17,600| 65.00

0l 65.01
7| 66.00

23,648| 71.00
58,464 73.00

0] 73.01

OUTPATIENT. SERVICE COST CENTERS

88.00 [03800[RURAL HEALTH CLINIC e T 0.000000

91.00 [09100| EMERGENCY 0.412860 0
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 1.076909 0
200.00 Total (sum of Tines 50-94 and 96-98) 362,665
201.00 Less PBP Clinic Laboratory Services-pProgram only charges (line 61) 0
202.00 Net Charges (Tine 200 minus 1ine 201) 362,665

0| 88.00
0| 21.00
0] 22.00
2|200.00
201.00
202.00

MCRIF32 - 3,6.137.0



Health Financial Systems

BCC DBA TLLINT COMMUNITY HOSPITAL

In Lieu of Form ¢M$-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

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

Provider CCN: 141315

worksheet E
Part B

Date/Time Prepared:
2/25/2013 8:15 pm

Title XVIII ital

_Lost

W~ H W bW
[ord
(=]

ND: OTHER HEALTH SERV

Med1ca1 and other services (see 1nstruct1ons)

mMedical and other services reimbursed under OPPS (see instructions)

PPS payments

outlier payment (see +instructions)

Enter the hospital specific payment to cost ratio {see instructions)

Line 2 times 1ine 5

sum of T1ine 3 plus Tine 4 divided by line 6

Transitional corridor payment {see instructions)

ancillary service other pass through costs from worksheet b, part Iv, column 13, line 200
organ acquisitions

5,562, 616|

Tota1 cost (sum of 11nes 1 and 10) (see instructions)

'“L(a[

ANCi 1ary service charges
organ acquisition charges (from worksheet D-4, part III, T1ine 69, col.
Total reasonable charges (sum of Tines 12 and 13)

4y

Custonary chatges::

) Protested amgunts (nona]]owabTe cost report fitems) din accordance with ¢MS Pub. 15-I1, section 115. 2

Aggregate amount actua11y co11ected from pat1ents Tiable for payment for Services on a charge bas1s
Amounts that would have been realized from patients iable for payment for services on a chargebasis
had such payment been made in accordance with 42 CFR 413.13(e)

Ratio of line 15 to Tine 16 (nhot to exceed 1.000000)

Total customary charges (see instructions)

Excess of customary charges over reascnable cost (complete only +if 1ine 18 exceeds 1ine 11) (see
instructions)

Excess of reasonable cost over customary charges (complete only if Fine 11 exceeds 1ine 18) (see
instructiens)

Lesser of cost or charges (1ine 11 minus Tine 20) (for CAH see instructions)

Interns and residents (see instructions)

Cost of teaching physicians (see instructions, 42 CFR 415.160 and cMs Pub. 15-1, section 2148)
Tota1 prospect1ve payment (sum oF 11nes 3, 4, 8 and 9

0.000000
0
0

0

5,618,444

Deduct1b1es and coinsurance (for CAH see instructions)

Deductibles and Coinsurance relating to amount on Tine 24 {(for CAH, see instructions)

subtotal {(Tines 21 and 24 - the sum of Tines 25 and 26} plus the sum of lines 22 and 23} (for can,
see instructions)

pirect graduate medical education payments (from worksheet E-4, 1line 50)

ESRD direct medical education costs (from worksheet E-4, Tine 36)

subtotal (sum of lines 27 through 29)

Primary payer payments

subtotal (11ne

Tine 31)

35,006
2,710,475
2,872,963

0

0
2,872,963
59
2,872,904

ALLOWABLE T CLUDE _BAD. DERTS 'EOR PROEESSTONAL

Composite rate ESRD {from worksheet I-5, Tine 11)

Allowable had debts (s5ee 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) (line 35 hospital and subprovider only)
MSP-LCC reconciliation amount from PS&R

OTHER ADJIUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

RECOVERY QOF ACCELERATED DEPRECTATION

Subtotal (line 37 plus or minus Tines 39 minus 38)

Interim payments

Tentative settlement (for contractors use only)

Balance due provider/program (line 40 minus the sum of 1ines 41, and 42)

0

706,309
706,309
706,309
3,579,213
0

0

0
3,579,213
3,266,250
0

312,963
28,520

16 BE SCOMPLETED: BY, CONIRACTOR

original outlier amount (see 1nstruct1ons)
outTier reconciliation adjustment amount (see -instructions)
The rate used to calculate the Time value of Money

Time value of Mohey (see +instructions)

Total (sum of Tines 91 and 93)

HGCWo MU &N
(=]
(=

i

MCRXF32 - 3.6.137.0



Health Financial systems BCC DBA ILLINI COMMUNITY HOSPITAL In Lieu of Form CM5-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 141315 |Period: worksheet E
Frot 10/01/2011 | Part B
To 09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm
[a

byerride;
g

ital

Tit

112.00

MCRIF32 - 3.6.137.0



Health Financial $ystems

BCC DBA ILLINI COMMUNITY HOSPITAL

In Lie

U of Form CMS-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

Provider CCN: 141315

Perio
From 10/01/2011
To 09/30/2012

worksheet E-1
Part I

Date/Time Prepared:

2/25/2013 8:15 pm
C

1.00
2.00

W W
[=]
w

Al L W W w
o
w

Total interim payments paid to provider

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

List separately each retroactive Tump sum adjustment
amount based on subsequent revision of the interim rate
for the cost reporting period. ATso show date of each
payment. If none, write "MONE" or enter a zero, (1)

2,070,218

0j

3,373,713]

0

Prodran o Provider.

ADJUSTMENTS TO PROVIDER

06/01/2012
09/17/2012

ieroyTddr ¥o Progr

o o o o ofit

ADJUSTMENTS TO PROGRAM

Subtotal {sum of Tlines 3.01-3.49 minus sum of Tines
3.50-3.98)

Total interim payments (sum of Tines 1, 2, and 3.99)
Tine and column as

(transfer to wkst. E or wkst. E-3,

appropr1ate!

70,92

2,141,24

0] 06/01/2012
of 09/17/2012
0
0
0
5

3

89,083
18,380

~-107,463

3,266,250

o RE COMPLETED ‘BY..CONTRACTOR

List separate]y each tentative sett1ement payment after
desk rev1ew Also show date of each payment. If none,
write "NONE" or enter a zero. (1)

6 Frovide

TIVE TG PROVIDER

PFoVder €5 Brogran.

TENTATIVE TO PROGRAM

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

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

SETTLEMENT TO PROVIDER

SETTLEMENT TO PROGRAM

Total Medi

Tiability G

387,06

OO o o

1
0

O OO S

312,963
0

3,579, 213|

WL W W W)

[FERVE UL VLV )

.00
.00

.00

.00

[Name of Contractor

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Forth CMS-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

Provider CCN: 141315
Component CCN:14z315 (To

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

worksheet E-1
Part I

pate/Time Prepared:
2/25/2013 8§:15 pm

T1t1e XVIII

swing Beds - SNF

Cost,

1.00 |Total interim payments paid to provider 438 162 0
2.00 |Interim payments payable on individual bills, either 0 0
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
amount based on subsequent revision of the interim rate
for the cost reporting period. Also show date of each
payment If hone, wr1te "NONE" or _enter a zero. (1)}
3.01 [ADIUSTMENTS TO PROVIDER 06/01/2012 27,228 0
3.02 09/17/2012 8,077 0
3.03 0 0
3.04 0 0
3.05 0 0
Provider ¥o Program ; 5
3.50 |ADJUSTMENTS TO PROGRAM 0 0
3.51 0 0
3.52 4] ¢
3.53 0 0
3.54 0 8]
3.99 |subtotal (sum of Tines 3.01-3.49 minus sum of Tines 35,305 1]
3.50-3.98)
4.00 |Total interim payments (sum of lines 1, 2, and 3.99) 473,467 0
(transfer to wkst. E or wkst E-3, Tine and column as
appropr1ate)
TOBE €0
5.00 [List separate1y each tentat1ve sett1ement payment after
desk review. Also show date of each paywent. If none,
write "NONE" or enter a zero. (1)
[Program T6 Provider
5.01 |[TENTATIVE TO PROVIDER
5.02
5.03
Brovider ko Brogram o
5.50 TENTATIVE TQ PROGRAM 0 0
5.51 0 0
5.52 0 0
5.99 |subtotal (sum of Tines 5.01-5.49 minus sum of Tines 0 0
5.50-5.98)
6.00 [Determined net settlement amount (balance due) based on
the cost report. (1)
6.0l |[SETTLEMENT TO PROVIDER 87,060 0
6.02 |[SETTLEMENT TO PROGRAM 0
7.00 [Total medicare program liability (see instructions) 0

3.99
4.00

5.00

5.50

6.00

6.01
6.02
7.00

[wame of contractor

8.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CMS-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT FCR HIT pProvider CCN: 141315 | Period: worksheet E-1

From 10/01/2011 | Part II

To 09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm
1 DSt

Hospi

HEAL] ! ELON. =Dg G C : = o
1.00 TotaT hosmta'l d1schar‘ges as def1ned in AARA §4102 from wkst S- 3 Part I column 15 Tine 14 513| 1.00
2.00 |Medicare days from Wkst 5-3, Part ¥, column 6 sum of Tines 1, 8-12 1,271 2.00
3.00 (Medicare HMO days from wkst $-3, Part I, column 6. Tine 2 62| 3.00
4.00 |Total finpatient days from 5-3, part I column 8 sum of Tines 1, 8-12 £,59% 4.00
5.00 |Total hospital charges from wkst €, part I, column 8 Tine 200 42,355,636 5.00
6.00 |Total hospital charity care charges from wkst $-10, column 3 Tine 20 1,571,899 6.00
7.00 1CAH only - The reasonable cost incurred for the purchase of certified HIT technology wWorksheet s-2, ol 7.00
Part I Tine 168
8.00 ca1cu1at1on of the HIT incentiye payment (see 1nstruct1on5) ol 8.00
ITNPATTENT TIOSFITAL . SERVICES. UNDER. PES K CAL : ; ; : .
30.00 [Initial/interim HIT payment adjustment (see 1nstruction5) 0| 30.00
31.00 |[other Adjustment (specify) 0} 31.00
minus Tine 30 and Tine 31) 0 4

108.00 override of HIT payment [ 0]108.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Liew of Form CMs-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT - SWING BEDS . Provider CCN: 141315 | Period: worksheet E-2

From 10/01/2011
Component CCN:14z315|To  09/30/2012 | pate/Time Prepared:
2/25/2013 B8:15 pm
SNF __Cost

Title XVIIT Swi ng _B_n_er_is

g
COMPUTATT COST. ‘OF, “COVERED: SERVICES 7 ; e ST
1.00 |Inpatient routine services - swing bed-SNF (see instructions) 425,916 1.00
2,00 |Inpatient routine services - swing bed-NF (see instructions) 2.00
3.00 |Ancillary services (from wkst. p-3, column 3, Tine 200 for Part A, and sum of wkst. D, 138,907 0| 3.00
Part v, columns 5 and 7, Tine 202 for Part B) (For CaH, see instructions)
4.00 |per diem cost for interns and residents not in approved teaching program (see 0.00( 4.00
instructions)
5.00 |Program days ) 300 ol 5.00
6.00 |Interns and residents not in approved teaching program (see instructions) o &.00
7.00 |utilization review - physician compensation - SNF optional method only 0 7.00
8.00 :subtotal (sum of lines 1 through 3 plus lines 6 and 7) 564,823 0] 8.00
9.00 |[Primary payer payments (see instructions) 0 0| 9.00
10.00 [subtotal (line 8 minus Tine 9) 564,823 0f 10.00
11.00 |peductibles billed to program patients (exclude amounts applicable to physician 0 0 11.00
professional services)
12.00 {subtotal (1ine 10 minus Tine 11) 564,823 0] 12.00
13.00 |Coinsurance billed to program patients (from provider records) (exclude coinsurance 4,296 0| 13.00
for physician professional services)
14.00 |80% of part B costs (1ine 12 x 80%) 0| 14.00
15.00 |Subtotal (enter the lesser of 1ine 12 minus line 13, or line 14) 560,527 0 15.00
16.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 0| 16.00
17.00 |Reimbursable bad debts (see instructions) 0f 0| 17.00
18.00 |Reimbursable bad debts for dual eligible beneficiaries (see instructions) 0 0| 18.00
19.00 |Total (sum of Tines 15 and 17, plus/minus 1ine 16) 560,527 0| 19.00
20.00 |Interim payments 473,467 0| 20.00
21.00 |Tentative settlement (for contractor use onTy) 0 0| 21.00
22.00 [Balance due provider/program (Tine 19 minus the sum of Jines 20 and 21) 87,060 0| 22.00
23.00 |Protested amounts (nonallowable cost report items) in accordance with cms pub, 15-IT, 2,867 0| 23.00
section 115.2

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form CM$-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 141315 | period: worksheet E-3

From 10/01/2011| Part v

To 09/30/201% | pate/Time Prepared:
2/25/2013 8:15 pm
Title XVIIT Hospital Cost

1.00 Inpat1ent services ) 2, ?52 699 1.00
2.00 |Nursing and Alldied Health Managed Care payment (see instruction) 0| 2.00
3.00 |organ acquisition 0| 3.00
4.00 |[subtotal {(sum of Tines 1 thru 3) 2,752,699 4.00
5.00 [primary payer payments 4,212| 5.00
6.00 |Total « coSt i i i 6,014| 6.00
7.00 {Routine service charges 0| 7.00
8.00 [Ancillary service charges 0| 8.00
9.00 [organ acquisition charges, net of revenue 0| 9.00
10.00 Tota1 reasonabTe charges 0| 10.00
11.00 Aggregate amount actua'l'ly collacted from patients liable for payment for' services on a charge basis 0| 11.00
12.00 |amounts that would have been realized from patients liable for payment for services on a charge basis 0| 12.00
had such payment been made -in accordance with 42 CFR 413.13(e)
13.00 {Ratio of Tine 11 to Tine 12 (not to exceed 1.000000) 0.000000; 13.00
14.00 |Total customary charges (see instructions) 0 14.00
15.00 |Excess of customary charges over reaschable cost (complete only +if Tline 14 exceeds line 6) (see 0 15.00
instructions)
16.00 |Excess of reasonable cost over customary charges (complete only if Tine 6 exceeds line 14} (see 0| 16,00
instructions)
17.00 |cCost of teaching physicians (from worksheeft D-5, Part IT co1umn 3, Tine 20) (see instructions) 0 17.00
[COMPUTATION. OF: REIMBURSEMENT -SETTLEMENT i
18.00 |Direct graduate medical education payments (from WOrksheet E 4 Tine 49) 0| 18.00
19.00 |cost of covered services (sum of Tlines 6, 17 and 18) 2,776,014( 19.00
20.00 |peductibles (exclude professional component) 316,028( 20.00
21.00 |Excess reasonable cost (From Tine 16) 0] 21.00
22.00 |subtotal (line 19 minus Tine 2Q) 2,459,986 22.00
23.00 |Coinsurance 0) 23.00
24.00 (subtotal (line 22 minus Tine 23) 2,459,986 24.00
25.00 |Allowable bad debts (exclude bad debts for professional services) (see instructions) 68,318] 25.00
26.00 |Adjusted reimbursable bad debts {see +instructions) 68,318] 26.00
27.00 [AlTowable bad debts for dual eligible beneficiaries (see instructions) 68,318| 27.00
28.00 |subtotal (sum of Tines 24 and 25, or Tina 26) 2,528,304| 28.00
29,00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 29.00
29.99 |Recovery of Accelerated Depreciation 0| 29.99
30.00 [subtota? (1ine 28, pTus or minus T1ines 29) 2,528,304] 30.00
31.00 [Interim payments 2,141,243; 31.00
32.00 [Tentative settlement (for contractor use only) Qi 32.00
33.00 |Balance due provider/program (line 30 minus the sum of lines 31, and 32) 387,061( 33.00
34.00 |Protested amounts (nonallowable cost report -items) in accordance with cMs Pub. 15-2, section 115.2 14,119| 34.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLTINI COMMUNITY HOSPITAL In Lieu of Form CM5-2552-10
BALANCE SHEET (If you are nonproprietary and do not maintain Provider CCN: 141315 |Period; worksheet G

fund-type accounting records, complete the General Fund column onl From 10/01/2011
yp g , P ¥ To  09/30/2012 | pate/Time Prslzrsjared:

272572013 &

1.00 |cash on hand in banks 3,393,981 0 0 0] 1.00
2.00 |Temporary investments 0 0 0, 0 2.00
3.00 |Notes receivable 0 0 0j ol 3.00
4.00 [Accounts receivable 10,909,575 0 0f o 4.00
5.00 |other receivable -987,180 0 0 0] 5.00
6.00 [AlTowances for uncollectible notes and accounts receivable ~6,687,087 [ 0 0] 6.00
7.00 [Inventory 495,462 ¢ 0 o 7.00
8,00 f[Prepaid expenses 169,385 0 0 0] 8.00
9.00 jother current assets 0 0 0 0 9.00
10.00 [pue from other funds 0 0f 0f 0| 10.00
11, urrent assets (sum of Tines 1-10) 8,184,126 0 0 0] 11.00

. 138,751 0 0 0| 12.00
13.00 |Land improvements 289,167, 0 0 0| 13.00
14.00 |Accumulated depreciation ~222,266) 0 0 0| 14.00
15.00 |Buildings 7,452,271 0 g 0| 15.00
16.00 |AccumuTlated depreciation -3,487,011 0 ] 0| 16.00
17.00 |Leasehold improvements 0 0 0 0| 17.00
18.00 |AccumuTated depreciation 0f 0 0 0| 18.00
19.00 [Fixed equipment 0 0 0 0| 19.00
20.00 |Accumulated depreciation 0 0 0 0| 20.00
21.00 |Automobiles and trucks 0 0 0 0] 21.00
22.00 |Accumulated depreciation 0 0 0 0| 22.00
23.00 |Major movable equipment 6,769,619 0 0 0| 23.00
24.00 tAccumulated depreciation -4,983,210 0 0 0 24.00
25.00 [Minor equipment depreciable 0 0 0 0| 25.00
26.00 |Accumulated depreciation 0 0 0 0| 26.00
27.00 |HIT designated Assets 0 0 0 0| 27.00
28.00 |Accumulated depreciation 0 0 0 0| 28.00
29.00 [minor equipment-nondepreciable 0 0 0 0] 29.00
30.00 |Total fixed as ines 12-29) ] 5,957,321 0 0 0] 30.00

OTHER:ASSETS
31.00 |Investwents
32.00 |peposits on leases

33.00 |pue from owners/officers

34.00 |other assets

35.00 |Total other assets (sum of 1ines 31-34)
35.00 |Total _assets (sum of Tines 11, 30, and 35)

coo o ool
[ R-E=-2-2-X-1
U
[F5]
=)

S

SO0 ONHIIOD 0o oD

[Eui JTABILETIE ¢
37.00 |Accounts payable 425,156 ¢ 0] 37.00
38.00 |salaries, wages, and feas payable 808,517 0 0| 38.00
39.00 |Payrall taxes payable 26,584 0f 0| 39.00
40.00 |Notes and loans payable (short term) 0 0f 0| 40.00
41.00 [Deferred inconie 0 0 0| 41.00
42.00 |Accelerated payments 0 42.00
43.00 [pue to other funds 61,284 0 0 0| 43.00
44,00 |other current 1iabilities 1,240,164 0 0 0| 44.00
45.00 | ent liabiTities (sum of 'I1nes 37 thru 44) 2,561,705 0 0 0j 45.00

46.00 |Mortgage payable B 4,785,733

0 [y 46,00
47.00 {Notes payable 0 0 0 0| 47.00
48.00 |Unsecured Toans 0 0 0 0| 48.00
49,00 |other long term Tiabilities 138,943 0 0 0| 49.00
50.00 |Total Tong term Tiabilities (sum of lines 46 thru 49 4,424,676] 0 0 0| 50.00
51.00 Tota'l 1'ab111tes f 11 45 and 50 6,986,3 0 0 0| 51.00
52.00 Genera1 Funcl ba]ance 7,163,079 52,00
53.00 |specific purpose fund 0 53,00
54.00 |ponor created - endowment fund balance - restricted 0 54.00
55.00 |ponor created - endowment fund balance - unrestricted 0 55.00
56.00 |Governing body created - endowment fund balance 0 56.00
57.00 |plant fund balance - invested in plant 0] 57.00
58.00 |Plant fund balance - reserve for plant improvement, 0f 58.00
replacement,, and expansion
59,00 |Total fund balances {sum of Tines 52 thru 58) 7,183,079 0 0 0] 59.00
60.00 [Total liabilities and fund balances (sum of 1ines 51 and 14,149,460 0 0 0| 60.00
59)

MCREF32 - 3.6.137.0



Health Financial Systems BCC DBA JLLINI COMMUNITY HOSPLTAL In Lieu of Form CMS-2552-10
STATEMENT OF CHANGES TN FUND BALANCES pProvider CCN: 141315 |Period: worksheet, G-1

From 10/01/2011 )
To  09%/30/2012 | pate/Time Prepared:

2/25/2013 8:15 pm _
1.00 |[Fund halances at beginning of period 5,420,298 0 1.00
2.00 [Net income (loss) (from wkst. G-3, Tine 29) 1,512,811 2.00
3.00 (Total (sum of 1ine 1 and 1ine 2) 6,933,109 0f 3.00
4.00 |RELEASED FROM RESTRICTIONS 94,401, 0 4.00
5.00 |CONTRIBUTIONS 285,824 0 5.00
6.00 0 0 6.00
7.00 O 0 7.00
8.00 0f 0 8.00
9.00 0f 0 9.00
10.00 |Total additions (sum of line 4-9) 380,225 0 10.00
11.00 |subtotal (Tine 3 plus line 10) 7,313,334 0 11,00
12.00 |RELEASED FROM RESTRICTIONS 150,240 0 12.00
13.00 |ROUNDING 15 0 13,00
14.00 0 v 14,00
15.00 0 0 15.00
16.00 0 0 16.00
17.00 0 Y 17,00
18.00 |Total deductions (sum of lines 12-17) 150,255 0 18,00
19.00 |Fund balance at end of period per balance 7,163,079 0 19.00
sheet (1ine 11 minus line 18)

MCRYF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLENT COMMUNITY HOSPITAL In Lieu of Form CM$-2552-10
STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 141315 |Period: wWorksheet G-1

From 10/01/2011
To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15

1.00 |Fund balances at beginning of period 0 0
2.00 |Net income (loss) (From wkst. G-3, Tine 29)

3.00 |Total (sum of Tline 1 and Tine 2) 0 0
4.00 |RELEASED FROM RESTRICTIONS 0 0

5.00 | CONTRIBUTIONS 0 0

6.00 0 0

7.00 0 0

8.00 ) 0

9.00 0 0

10.00 |Total additions (sum of Tine 4-9) 0 0
11.00 |subtotal (1ine 3 plus Tine 1) 0 0
12.00 |RELEASED FROM RESTRICTIONS 0 0

13,00 | ROUNDING 0 0

14,00 0 0

15.00 0 0

16.00 0 0

17.00 0 0

18.00 |Total deductions (sum of Tines 12-17) 0 0
19.00 |Fund balance at end of pericd per balance 0 0

sheet (line 11 minus 1ine 18)

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL

In Lied of Form CMS-2552-10

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider CCN: 141315

Period:
From 10/01/2011
To

09/30/2012

worksheet G-2
parts I & II

T

Date/Time Prepared:
5/2013 8:15 piy

ART

Genaral:: o e
1.00 |Hospital 1,873,732 1,873,732
2.00 |SUBPROVIDER - IPF
3.00 |SUBPROVIDER - IRF
4.00 SUBPROVIDER
5.00 |Swing bed - SNF 177,382 177,382
6.00 |Swing bed - NF o 0
7.00 SKTILLED NURSING FACILITY
8.00 NURSING FACTLITY
9.00 OTHER LONG TERM CARE
10.00 |Total general inpatient care services {sum of lines 1-9) 2,051,114

Intehst reType Thpatiait HosRital Sarvices -

2,051,114

INTEMSIVE CARE UNIT
.00 |CORONARY CARE UNTT

.00 |BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
.00 |OTHER SPECIAL CARE {SPECIFY)

-
[
(=1
o

I

& B W
=
=3

.00 |Total intensive care type inpatient hospital sarvices (sum of T1ines 0
11-15)

17.00 |Total inpatient routine care services (sum of lines 10 and 16) 2,051,114
18.00 |ancillary services 3,846,282
19.00 |outpatient services 0
20.00 |RURAL HEALTH CLINIC 0
21.00 |FEDERALLY QUALIFIED HEALTH CENTER 0
22.00 |HOME HEALTH AGENCY
23,00 |AMBULANCE SERVICES
24,00 [CMHC
25.00 [AMBULATORY SURGICAL CENTER (D.P.)}
26.00 [HOSPICE :
27 .00 |[OTHER (SPECIFY) 0
28.00 [Total patient revenues (sum of lines 17-27)(transfer column 3 to wkst. 5,897,396

39,243,344
0
1,516,534
0

0
40,759,878

0

2,051,114
43,089,626
0
1,516,534
Q

0
46,657,274

30.00 |PROVISTON FOR BAD DEBTS 1,439,833

36.00 jTotal additions (sum of T1ines 30-35)
37.00 {DEDUCT (SPECIFY)

42,00 |Total deductions {sum of 1ines 37-41)
43.00 |Total operating expenses (sum of Tines 29 and 36 wminus 1ine 42)(transfer
to wkst. G-3, line 4)

o OO O

oo o O

1,439,833

0
22,123,260

20,683,427

QUERNCGUVTAEWNERE

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In Lieu of Form cMs-2552-10
STATEMENT OF REVENUES AND EXPENSES Provider CCN: 141315 |Period: worksheet G-3

From 10/01/2011
To  09/30/2012 | Date/Time Prepared:
2/25/2013 8:15 pm

1.00 ([Total patient revenues (from wkst. -2, Part I, column 3, Tine 28) 46,657,274 1.00
2.00 |Less contractual allowances and discounts on patients’ accounts 24,596,882 2.00
3.00 |Net patient revenues (line 1 minus Tine 2) 22,060,392 3,00
4.00 [Less total operating expenses (from wkst. G-2, Part II, line 43) 22,123,260 4.00
5.00 |MNet income from service to patients (line 3 minus line 4) 62,868] 5.00

.00 |Contributions, donations, begquests, etc 6
.00 [EIncome from -investments 7,523 7.00

: 1

9

.00 |Revenues from telephone and telegraph service

OO

6

7

8

9.00 |Revenue From teltevision and radio service
10.00 |Purchase discounts

11.00 |Rebates and refunds of expenses

12.00 |Parking lot receipts

13.00 |Revenue from laundry and linen service
14.00 |Revenue Trom meals sold to employees and guests 47,84
15.00 |Revenue from rental of living quarters

16.00 |Revenue From sale of medical and surgical supplies to other thanh patients
17.00 |Revenue from sale of drugs to other than patients

18.00 |revenue From sale of wedical records and abstracts

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

20.00 {Revenue From gifts, flowers, coffee shops, and canteen

COCOOOONDOOOD
=
&
(=]
o

21.00 |Rental of vending machines 21.00
22.00 |Rental of hospital space 134,836( 22.00
23.00 |Governmental appropriations 0| 23.00
24.00 [MISCELLANEOUS 1,334,092( 24.00
25.00 [Total other -+income (sum of Tines 6-24) 1,575,679( 25.00
26,00 [Total (1ine 5 plus Tine 25) 1,512,811( 26.00
27.00 |OTHER EXPENSES (SPECIFY) 0} 27.00
28,00 |Total other expenses {(sum of line 27 and subscripts) 0f 28.00
29,00 |Net income {or loss) for the period (line 26 minus line 28) 1,512,811] 29.00

MCRIF32 - 3.6.137.0



Health Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL In Liey of Form CMS-2552-10
ANALYSIS OF PROVIDER-BASED RURAL HEALTH CLINYIC/FEDERALLY QUALIFIED Provider CCN: 141315 |Period: worksheet M-1
HEALTH CENTER COSTS From 10/01/2011 )

component CCN: 143482 [To  09/30/2012 | pate/Time Prepared:
2/25/2013 8:15 pm
Rural Health Cost

_ clinic (RHC) I

Stal; (eol. J[RecTass il cat]

EALTH CARESSTA

FACILETY

1.00 |pPhysician 0 0 0 0 1.00
2.00 {Physician Assistant 0 0 0 0 2.00
3.00 |Nurse Practitioner 90,758 0 90,758 0 90,758 3.00
4.00 |wisiting Nurse 0 0 0 0 0| 4.00
5.00 [other Nurse 171,687 0 171,697 0f 171,697 5.00
6.00 |[Clinical psycholegist 0 0 0 0 0| 6.00
7.00 [Clinmical secial workar 0 0 0 0 ol 7.00
8.00 [Laboratory Technician 0 0 0 0f 0| 8.00
9.00 |other Facility Health care staff Costs 0 0 0 0y 0| 9.00
10.00 |subtotal {(sum of Tines 1-9) 262,455 0 262,455 [ 262,455 10.00
11.00 |Physician Services Under Agreement 0 481,233 481,233 [ 481,233| 11,00
12.00 |Physician supervision Under Agreement 0 0 0 0 0] 12.00
13.00 |other Costs uUnder Agreement 0 222,770 222,770 [, 222,770 13.00
14.00 | subtotal (sum of lines 11-13) 0 704,003 704,003 0 704,003| 14,00
15.00 |Medical Suppiies 0 401 401 -401] 0| 15.00
16.00 |Transportation (Health care staff) 0 0 0 Iy 0| 16.00
17.00 |Depreciation-Medical Equipment 0 0 0 0 0| 17.00
18.00 |pProfessional Liability Insurance 0 0 0 0 0| 18.00
19.00 |other Health care Costs 0 20,054 20,054 0 20,054| 19.00
20.00 |Allowable GME Costs 0 0 0 0 0| 20.00
21.00 |subtotal (sum of Tlines 15-20) 0 20,455 20,455 -401 20,054 21,00
22.00 |Total Cost of Health Care Services (sum of 262,455 724,458 986,913 -4 986,512| 22.00

Tines 10, 14, and 21)

ICOSTS OTHER THAN | RHG/FQHG SERVECS.
23.00 |Pharmacy

24.00 |pantal

25.00 |optometry

26.00 |A11 other nonreimbursable costs

coocooo
cooo o
cocococo
=E=N-R-R-K-
=== X=)

3%

f=21

=

=]

27.00 |Nonallowable GME costs

28.00 |Total Monreimbursable Costs (sum of Tines 28.00
23-27}
IEAGLETTY - OVERHEA]

29.00 |Facility Costs ¢ 37,087 37,097 0 37,097( 29.00

30.00 |Administrative Costs 162,911 35,365 198,270 0 198,276 30.00

31.00 |Total Facility overhead (sum of lines 29 and 162,911, 72,462 235,373 0 235,373( 31.00
300

32.00 |Total facility costs (sum of 1ines 22, 28 425,366 796,920 1,222,286 ~401] 1,221,885| 32.00
and 31)

MCRIF32 -~ 3.6.137.0



Health Financial Systems

BCC DBA TLLINT COMMUNTTY HOSPTTAL

In Lieu of Form (MS-2552-10

ANALYSIS OF PROVIDER-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED
HEALTH CENTER COSTS

Period:
From 10/01/2011
Component CCN: 143482 (To  09/30/2012

Provider CCN: 141315

worksheat M-1

Date/Time Prepared:

2/25/2013 8:15 pm

rRural Health
clinic (RHC) I

cost

ehysician 0 0
Physician Assistant 0 0
Nurse Practitioner 0 90,758
visiting Nurse 0 0
Other Nurse 0 171,697
Clinical psychologist 0 0
Clinical social worker 0 0
Laboratory Technician 0 0
Other Facility Health Care staff Costs 0 0
Subtotal (sum of 1ines 1-9) 0 262,455
Physician Services Under Agreement -6,582 474,651
Physician Supervision Under Agreement 0 0
other Costs Under Agreement 0 222,770
Subtotal (sum of Tines 11-13) -6,582 697,421,
Medical Supplies 0 0
Transportation (Health Care staff) 0 0
Depreciation-Medical Equipment 0 0
Professional Liability Insurance 0 0f
other Health Care Costs 0 20,054
Allowable GME Costs 0 0f
subtotal (sum of Tines 15-20) 0 20,054
Total Cost of Health Care Services (sum of -6,582 979,930
lines 10, 14, and 21)

COSTS - OTHER STHAN  RHC/EQHC T HERVICS

Pharmacy 0 0
pental 0 0
Optometiy 0] 0
A1l other nonreimbursable costs 0 0
Nonallowable GME costs 0 0
Total Nonreimbursable Costs (sum of lines 0 0
23-27)

FACILITY OVERHEAD

Facility Costs -11,295 25,802
Administrative Costs 0 198,276
Total Facility Overhead (sum of lines 29 and ~11,295 224,078
30)

Total facility costs (sum of 1ines 22, 28 -17,877 1,204,008

and 31)

MCRIF32 - 3.6.137.0

W00 N O WP A B



HeaTth Financial Systems BCC DBA ILLINI COMMUNITY HOSPITAL

In Lieu of Form CM5-2552-10

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

Component CCN: 143482

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

workshaet M-2

Date/Time Prepared:
2/25/2013 8:15 pm

Rural Health

cost

ic (RHC) I

1.00 Phy51c1an 1.60 6,458 4,200 6,720
2.00 [pPhysician Assistant 0.00 O 2,100 0
3,00 |Wurse Practitioner 0.89 2,391 2,100 1,869
4.00 |subtotal (sum of lines 1-3) 2.49 8,849 8,589
5.00 |visiting Nurse 0.00 0
6.00 (clinical psychologist 0.00 0
7.00 [clinical social worker 0.00 133
7.01 | Medical Nutrition Therapist (FQHC only) 0.00 0
7.02 |Diabetes self Management Training (FQHC 0.00 0

only)
8.00 |Total FTEs and visits (sum of lines 4-7) 2.49 8,982

Physician Services Under Agreements

1.00

2.00

3.00

8,8492| 4.00
0| 5.00

0| 6.00

133 7.00

o] 7.01

o 7.02

Tota1 costs of hea1th care serv1ces (from WOrksheet M- 1 c01umn ? Tina 22)
Total nonreimbursable costs (from worksheet M-1, column 7, Tine 28)
Cost of all services (excluding overhead) (sum of Tines 10 and 11)
Ratio of RHC/FQHC services (line 10 divided by Tine 12)

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

Allowable GME overhead (see instructions)}

Subtract line 17 from line 16

overhead appTicable to RHC/FQHC services (1ine 13 x line 18)

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

10.00
11.00
12.
13.
14,
15,
16,
17.
18.
19.00
20.00

579,930| 10,
0| 11.
979,930
1. 000000
224,078
488,410
712,488| 16,
0| 17.
712,488
712,488
1,692,418

MCRIF32 - 3.6.137.0




Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

In Lieu of Form (M$-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT FOR RHC/FQHC SERVICES

provider CCN: 141315
component CCN: 143482

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

worksheet M-3

Date/Time Prepared:
2/25/2013 8:15 pm

Title XVIII

rRural Health
Clindc (RHC) I

Cost

DETERMINATION OF RA : RV ICI : T
Total Atlowable Cost of RHC/FQHC Serv1ces (from worksheet M-2, 'hne 20) 1,692,418 1.00
Cost of vaccines and their administration (from worksheet M-4, Tline 15) 5,110| 2.00
Total allowable cost excluding vaccine {line 1 minus Tine 2) 1,687,308| 3.00
Total visits (from Worksheet M-2, column 5, Tine 8) 8,982 4.00
Physicians visits under agreement {(from worksheet M-2, column 5, Tine ©) 0| 5.00
Total adjusted visits (line 4 plus line 5) 8,982| 6.00
Adjusted cost per visit (line 3 divided by Tine 6) 187.85| 7.00
Per visit payment Timit (From ub. 27,sec. 505 or your con 78.07 8.00
Rate for Program covered ctions) 9.00
CALCULATION OF SETTEEMENT
Program covered visits excluding mental health ser‘v1ces (from contractor records) 61.6) 1,890 10.00
Program cost excluding costs for mental health services (line 9 x line 10) 115,716 355,037 11.00
Frogram covered visits for mental health services (from contractor records) 0 0 12.00
Program covered cost from mental health services {line 9 x Tine 12) 0 0| 13.00
Limit adjustment for mental health services (see instructions) 0 0| 14.00
Graduate Medical Education Pass Through Cost (see instructions) 0| 15.00
Total Program cost {sum of lines 11, 14, and 15, columns 1, 2 and 3) * 470,753 16.00
Total program charges (see instructions){from contractor's records) 363,126 16.01
Total program preventive charges (see +instructions){from provider's records) 0| 16.02
Total program preventive costs ((line 16.02/1ine 16.01) times line 16) 0| 16.03
Total Program non-preventive costs ((line 16 minus lines 16.03 and 18) times .80) 356,637| 16.04
(Titles v and XIX see instructions.)
Total program cost {see instructions) 356,637 16.05
Primary payer amounts 0| 17.00
Less: Beneficiary deductible for RHC only (see instructiens) (from contractor 24,957| 18.00
records)
Beneficiary coimnsurance for RHC/FQHC services (see instructions) (from contractor 67,634] 19.00
records)
Net Medicare cost excluding vaccines (see instructions) 356,637 20.00
Program cost of vaccines and their administration (from wkst. M-4, Tine 16) 2,807 21.00
Total reimbursable Program cost (1ine 20 plus Tine 21) 350,444] 22.00
Reimbursablie bad debts (see instructions) 0| 23.00
Reimbursable bad debts for dual eligible beneficiaries {see instructions) 0| 24.00
' |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0] 25.00
Net reimbursable amount (lines 22 plus 23 plus or minus 1ine 25) 359, 444| 26.00
Interim payments 282,840| 27.00
Tentative settlement (For contractor use only) 0| 28.00
Balance due component/program (line 26 minus Tines 27 and 28) 76,604 29.00
pProtested amounts (nonallowable cost report -items) in accordance with ¢ms pub., 15-II, 1,938| 30.00
chapter I, section 115.2

MCRIF32 - 3.6.137.0



Health Financial Systems

BCC DBA TLLINI COMMUNITY HOSPITAL

Ih Lieu of Form ¢M5-2552-10

COMPUTATION OF PNEUMOCOCCAL AND INFLUENZA VACCINE COST

Provider CON: 141315

Component CCN: 143482

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

worksheet m-4

Date/Time Preparad:
2/25/2013 8:15 pm

Title XVIII Rural Health Cost
Clinic (RHC) T
R i 2 a1 "hF1Ug§g§
; ) 0" s
1,00 [Health care staff cost (from worksheot m-1, column 7, Tine 10) 262,455 262,455 1.00
2.00 |Ratio of pneumococcal and influenza vaccine staff time to total health care staff time 0.000124 0.001379( 2.00
3.00 [Pneumococcal and influenza vaccine health care staff cost (line 1 x Tine 2) 33 362 3.00
4,00 [Medical supplies cost - pneumococcal and influenza vaccine (from your records) 867 1,697 4.00
5.00 |[Direct cost of pneumococcal and influenza vaccine (Tine 3 plus line 4) 900 2,059] 5.00
6.00 |Total direct cost of the facility (from worksheet m-1, cofumn 7, Tine 22) 979,930 979,930| 6.00
7.00 |Total overhead (from worksheet M-2, Tine 16) 712,488 712,488 7.00
8.00 |Ratio of pneumococcal and influenza vaccine direct cost to total direct cost (line 5 0.000918 0.002101| 8.00
divided by Tine 6)
9.00 [overhead cost - pneumococcal and influenza vaccine (line 7 x Tine 8) 654 1,497 9.00
10.00 [Total pneumococcal and influenza vaccine cost and +its (their) administration (sum of 1,554 3,556] 10.00
Tines 5 and 9)
11.00 [Total humber of pneumococcal and -influenza vaccine injections (from your records) 14 155( 11.00
12.00 [Cost per pneumococcal and influenza vaccine injection (1ine 10/Tine 11) 111.00 22.94] 12.00
13.00 [Number of pneumccoccal and influenza vaccine injections adwinistered to Program 4 103f 13.00
beneficiaries
14.00 |Program cost of pneumococcal and influenza vaccine and its (their) administration 444 2,363| 14.00
(Tine 12 x Tine 13)
15.00 |Total cost of pneumococcal and influenza vaccine and fts (their) administration (sum 5,110| 15.00
of columns 1 and 2, Tine 10) (transfer this amount to Worksheet M-3, Tine 2)
16.00 |Total Program cost of pneumococcal and influenza vaccine and its (their) 2,807| 16.00
administration (sum of columns 1 and 2, Tine 14) (transfer this amount to Worksheet
M-3, Tine 21}

MCRTF32 - 3.6.137.0



Health Financial Systems BCC DBA TLLINI COMMUNITY HOSPITAL In_Lieu of Form ¢M5-2552-10
ANALYSIS OF PAYMENTS TO HOSPITAL-BASED RHC/FQHC PROVIDER FOR SERVICES | Provider ccn: 141315 |Period: worksheet M-5
RENDERED TO PROGRAM BENEFICIARIES From 10/01/2011 .
Component CCN: 143482 |To  09/30/2012 | bate/Time Prepared:
2/25/2013 8:15 pm
Rural Health Cost

Clinic (RHC) I
Part;
Total finterim payments paid to provider .
2.00 |Interim payments payable on individual bills, either submitted or to bhe submitted to 0] 2.00
the contractor for services rendered in the cost reporting period. If none, write
"NONE" or enter a zerg
3.00 |List separately each retroactive Tump sum adjustment amount based on subsequent 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 zero., (1)
Brogran. to Provide| LN =
3.01 0] 3.01
3.02 0] 3.02
3.03 0] 3.03
3.04 0] 3.04
3.05 0] 3.05
Frovider to Program i Ea
3.50 06/01/2012 7,739 3.50
3.51 0 3.51
3.52 0| 3.52
3.53 0| 3.53
3.54 o 3.54
3.99 |subtotal (sum of Tines 3.01-3.49 minus sum of Tines 3.50-3.98) 7,739 3.99
4.00 |Total interim payments {sum of lines 1, 2, and 3.99) (transfer to worksheet M-3, Tine 282,840 4.00
273
TO-BE:COMFLETED RY CONTRAETOR - : EH A ST
5.00 [List separately each tentative settlement payment after desk review. Also show date of 5.00
"NONE" or enter a zero, (1)
5.01 5.01
5.02 5.02
5.03 5.03
0| 5.50
0] 5.51
0| 5.52
subtotal (sum of Tlines 5.01-5.49 minus sum of 1lines 5.50-5.98) 0| 5.99
Determined net settlement amount (balance due) based on the cost report. (1) 6.
SETTLEMENT TO PROVIDER 6.
SETTLEMENT TO PROGRAM 6.
Total Medi 7.
[Name of contractor

MCRIF32 -~ 3.6.137.0



