Health Financial Systems LINCOLN PRAIRTE In Lieu of Form CM5-2552-10
This report is required by law (42 UsC 1395¢; 42 CFR 413.20(b)). Falure to report can result in all interim FORM APPROVED

payments made since the beginming of the cost reporting period being deemed overpayments (42 usc 1395g). OME NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 144013 |Period: worksheet S
AND SETTLEMENT SUMMARY From 05/01/2011 [ Parts I-IIL

To 04/30/2012 | Date/Time Prepared:
8/15/2012 12:51 pm

[PART, |
Provider 1. [ X 1Flectronically filed cost report Date: Time:
use only 2.[  Imanually submitted cost report
3.[ 0 ]1If 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 ICost Report Status 6. Date Received: 10.NPR Date:
use only (1) As submitted 7. Contractor No. 11.cContractor's vendor Code: 4
(2) sertled without Audit 8. [ N ]JInitial Report for this Provider cenj12.[ ¢ 1If Tine 5, column 1 is 4: Enter
(3) settled with audit 9. [ N ]Final Report for this Provider CCn number of times reopened = 0-9.

(4) Reopened
(5) Amended

MISREPRESENTATION OR FALSIFICATION OF ANY INFORMATION CONTAINED IN THIS COST REPORT MAY BE PUNISHABLE BY CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINE AND/OR IMPRISONMENT UNDER FEDERAL LAW. FURTHERMORE, IF SERVICES IDENFIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE XLLEGAL, CRIMINAL, CIVIL AND
ADMINTSTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

I HEREBY CERTIFY that T have read the above statement and that I have examined the accompanying electronically
filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and Expenses prepared by
LIKCOLN PRAIRIE for the cost reporting period beginning 05/01/2011 and ending 04/30/2012 and to the best of my
knowledge and belief, it is a true, correct and complete statement prepared from the books and records of the
provider in accordance with applicable instructions, except as noted. I further certify that I am familiar with
the Taws and regulations regarding the provision of healith care services identified 1in this cost report were
provided in compliance with such laws and regulations.

(signed)
officer or Administrator of provider(s)
Title
Date
PART LT

1.00 [Hospital 0 0 0 0 -7,723,672| 1.00
2.00 |subprovider - IPF 0 1] 0 2.00
3.00 JsSubprovider - IRF 0 0 0 0 3.00
4.00 |SUBPROVIDER I Q [ 0 0] 4.00
5.00 |swing bed - SNF 0 0 0 0; 5.00
6.00 Swing bed - NF 0 0] 6.00
7.00 {SKILLED NURSING FACILITY 0 0 0 0| 7.00
8.00 |NURSING FACILITY 0 0l 8.00
9.00 |HOME HEALTH AGENCY I G 0 0 0| 9.00
10.00 |RURAL HEALTH CLINIC I [ 0 0| 10.00
11.00 |FEDERALLY QUALIFIED HEALTH CENTER I 0 0 0| 11.00
12.00 |CMHC I 0 1] 0| 12.00
200.00| Total 0 0 0 1] ~7,723,672|200.00

The above amounts represent "due to" or “due from" the applicable program for the element of the above complex indicated.
According teo 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
instructicns, 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.
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Health Financial Systems LINCOLN PRALRIE

In Lieu of Form Ccm5-2552-10

HOSPITAL AND HOSPTTAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CON: 144013

To

pPeriod:
From 05/01/2011
04/30/2012

worksheet $-2
Part I

Date/Time Prepared:

8/15/2012

H

Street: 5230 S 6TH 5T.
City: SPRINGFTELD

[
(=]
==

State: IL Zip Code: 62703

County . SANGAMON

1.00
2.00

HB P

e cation

A - 2L
Hospital LINCOLN PRAIRIE
Subprovider - IPF
subprovider - IRF
Subprovider - (Other)
swing Beds -~ SNF
Swing Beds - NF
Hospital-Based SNF
Hospital-Based NF
Hospital-Based OLTC
Hospital-Based HHA
separately Certified AsC
Hospital-Based Hospice
Hospital-Based Health Clinic - RHC
Hospital-Based Health Clinic -~ FQHC
Hospital-Based (CMHC) 1
Hospital-Based (CORF) 1
Renal Dialysis
Other

144013 44100 4

05/15/2008

: e Hrhin 0 200
20.00 (cost Reporting Period (mm/dd/yyyy 05/01/2011 04/30/2012 | 20.00
21.00 [Type of Control (see instructions) 21.00
Inpatie nformatio :
22.00 poes this facility qualify for and is it currently receiving payments for N N 22.00
dispropertionate 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 "Y" for yes or "N for no.
23.00 |Endicate in column 1 the method used to capture Medicaid (title XIX) days reported on N 23.00

Tines 24 and/or 25 of this worksheet during the cost reporting period by entering a 1"
if days are based on the date of admission, "2" iT days are based on census days (also
referred to as the day count), or "3" if the days are based on the date of discharge.
Is the method of identifying the days in the current cost reporting period different
from the method used in the prior cost reporting period? Enter in column 2 "v" for ves
or

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

If this provider is an IRF, enter the jn-state 0 ] 0
medicaid paid days in col. 1, the in-state Medicaid
eligible days in col. 2, out-of-state Medicaid days
in col. 3, out-of-state Medicaid eligible days in
col. 4, medicaid HMO paid and eligible but unpaid
days in col. 5, and other Medicaid days in col. 6.

25.00

25.

00

Enter your standard geographic classification (not wage) status at the beginning of the
cost reporting peried. Enter (1) for urban or {2} for rural.

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

35.00 1f this is a sole community hospital (SCH), enter the number of periods SCH status in

effect in the cost reporting period.

27.

00

35.00

36.00 iEnter applicable beginning and ending dates of SCH status. Subscript iine 36 for number 36.00
of periods in excess of one and enter subsequent dates.
37.00 {If this 15 a Medicare dependent hospital (MDH), enter the number of periods MDH status 37.00

in effect in the cost reporting period,

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRATRIE

In Lieu of Form €M5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFLICATION DATA Provider CCN: 144013

Feriod:
From 05/01/2011
To  04/30/2012

worksheet $-2

Part I

uate/T1me Prepared
012

38.0C [Enter applicable beginning and ending dates of MDH status.

of pariods in excess of one and enter subsequent dates.

Subscript line 38 for number

38.00

45.
with 42 CFR Section §412.3207 (see instructions)
46,
§412.348(g)? If yes, complete worksheet L, Part IIT and £-1, Parts I through IIT
Is this a new hospital under 42 CFR §412.300 PPS capital? Enter
Is the facility electing full federal capital payment? Enter

47.
48.

Does this facility gualify and receive Capital payment for disproportionate share in accordance N

Is this facility eligible for the special exceptions payment pursuant to 42 CFR Section N

"y for yes or "N" Tor no. N
"v" for yes or "N" for no

45.00

46.00

47 .00
48.00

Teaching Hospitals

56. Is this a hospital involved in training residents in approved GME programs?
or "N" for no.

1f Tine 56 1is yes,
GME programs trained at this facility? Enter "Y" for yes or
is "y" did residents start training in the first month of this cost reporting period?
for yas or "N" for no in column 2. If column 2 is "y"
"N", complete worksheet D, Part TIT & IV and -2, Part II, if applicable.

I¥ line 56 is yes, did this facility elect cost reimbursement for physicians’
defined in ¢MS Pub. 15-1, section 21487 If yes, complete worksheet D-5.

Are costs claimed on Tine 100 of Worksheet A? 1If yes, complete Worksheet n-2,

57.

provider-operated criteria 857 Enter "Y" for yves or "N" for no.

is this the first cost reporting period during which residents in approved
"N" for no in column 1. If column 1

, complete wWorksheet E-4. IT column 2 is
services as

Part L.

Epter "v* for yes N

Enter "vy"

Are you claiming nursing schocl and/or allied health costs for a program that meets the N
(see instructions)

56.00

57.00

61.00 |pid your facility receive additional FTE slots under ACA section 55037 N
Enter "Y" for yes or "N" for no in column E. Tf "¥", effective for
portions of cost reporting periods beginning on or after July i, 2011
enter the average number of primary care FTE residents for IME in column
2 and direct GME in column 3, from the hospital’s three most recent cost

reports endang andr§ubm1tted before March 23, 2010. (see 1nstruct1ons)

61.00

A g:i k 8 d 5
Enter the number of FTE res1dents that your hosp1ta1 trained in this
cost reporting period for which your hospital received HRSA PCRE funding
(see 1instructions)

Enter the number of FTE residents that rotated from a Teaching Health
Center (THC) into your hospital during in. this cost reporting period of
HRSA THC program. (see 1n5truct1ons)

62.00

62.01

0.00|

0.00

62.00

62.01

Tezching:iHospitals:thaticlat

63.00 Has your facility trained residents in non- provxder 5ett1ngs dur1ng this N
COst reporting per1od7 Enter Ty" for yes or "N for no in column 1. IF

yes, complete

63.00

i: Ftha ] : ; Iyl - T ¥ 0}
If Tine 63 is yes or your facility trained residents in the base year
period, enter in column 1, from your cost reporting period that begins
on or after uly 1, 2009, and before June 30, 2010 the number of
unweighted nonprimary care FTE residents attributable to rotations that
occurred in all nonprovider settings. Enter in column 2 the number of
unweighted nonprimary care FTE residents that trained in your hospital.
Include unweighted OB/GYN, dental and podiatry FTEs on this line. Enter
in column 3, the ratio of column I divided by the sum of columns 1 and
2

64.00

0. 00|

¢.00

0.000000| 64.00

MCRIF3? - 2.33.131.0C



Health

Financial Systems

LINCOLN PRAIRIE

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX TDENTIFTCATION DATA

Provider CCN:

144013 | Period:
From 05/01/2011

To

04/30/2012

worksheet 5-2

Part T

Date/Time Prepared:
8/ 2 1

65.00

If line 63 is yes or your
facility trained residents in
the base year period, enter
from your cest reporting period
that begins on or after July 1,
2009 and before June 30, 2010,
the number of unweighted
primary care FTE residents for
each primary care specialty
program in which you train
residents. Use subscripted
Tines 65.01 through 65.50 for
each additional primary care
program. Enter in column 1, the
program name. Enter in column
2, the program code. Enter 1in
column 3, the number of
unweighted primary care FTE
residents attributable to
rotations that occurred in
nonprovider settings for each
applicable program. Enter in
column 4, the numher of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in column 5 the ratio of column
3 divided by the sum of columns
3 and 4. (see instructions)

0.00

0.000000] 65.00

66.00

Ibeg tersdn

010

by (col

23)

nst

Enter in column I 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 ratic of

o 1 . .

1;'[

0. 00|

0.00

0.000000 66.00

67.00

If Tine 63 1is yes, then, for
each primary care residency
program in which you are
training residents, enter in
column 1 the program name.
Enter in column 2 the program
code. Enter in cotumn 3 the
number of unweighted primary
care FTE residents attributable
to rotations that occurred in
nonprovider settings for each
applicable program. Enter in
column 4 the number of
unweighted primary care FTE
residents in your hospital for
each applicable program. Enter
in column 5 the ratic 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 coTumns for each
applicabte program.

0.00

0.00

0.000000 67.00

MCRIF32 - 2.33.131.0



Health

Financial Systems LINCOLN PRAIRIE

In tieu of Form CMS-2552-10

HOSPITAL AND HOSPTITAL HEALTH CARE COMPLEX IDENTIFICATTON DATA

Provider CCN: 144013 | Period:

7o

From 05/01/2011
04/30/2012

worksheet 5-2
Part T

pate/Time Prepared:
8 01

YL

70.00

71.

00

at Fag
Is this facility an Inpatient Psychiatric Facility (IPF), or does it contain an IPF subprovider?
Enter "Y" for yes or "N" for no.
If Tine 70 yes: Ceolumn 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
(D) (Hi1){D)? Enter "v" for yes or "N” for no. Column 3: If column 2 s Y, enter 1, 2 or 3
respectively in column 3. {see instructions) If this cost reporting period covers the beginning
of the fourth year, enter 4 in columr 3, or if the subsequent academic years of the new teaching
i i ente [ i i

76.00

for no.

subprovider?
If 1ine 75 yes: Column 1: Did the facility have a teaching program in the most recent cost
reporting period ending on or before November 15, 20047 Enter "¥" for yes or "N" for no. Column
2: Did this facility train residents in a new teaching program in accordance with 42 CFR
§412.424 (D) GTi)@)? Enter "Y" for yes or "N" for no. Column 3: If column 2 is Y, enter 1, 2
or 3 respectively in column 3. {see instructions) If this cost reporting period covers the
beginning of the fourth year, enter 4 in column 3, or if the subsequent academic years of the

Enter "y" for yes and "N

new teaching program in existence, enter 5. (see instructions)

70.

71.

76.

00

00

00

80.

00

Long :Tarm PES

Are'you a'Tnng térh caﬁe hoép1ta1 (LTCH)? 'Ehtef in column 1 Y -1or yes and "N" for no.

only exist as independent/freestanding facilities.

provider) require

'dentified‘in”42 CFRl412122( )

LTCHs can
An independent or freestanding facility may exist
as an unrelated hospital within a hospital, it must meet the separateness (from the host/co-located

p 13.4 (f (ﬁ TEFRA? Enter "v" for yes or
Did this facility establish a new Other subprovider (excluded unit) under 42 CFR Section
§413.40(PH (1) (Hi)7? Enter "¥" for ves and "N" for no.

for no.

80.

00

91.00

92.00
93.00
94.00

95.
96.

30
00
97.00

105.
106.

09
00

107.00

108.00

Ly 5¢

AT ] FTRPat i { e y ;
Does this facility have title v and/or XiX inpatient hospital services? Enter " for

CFR

Y 90.
ves or “N” for no in the applicable column.
Is this hospital reimbursed for title v and/or XIX through the cost report either fin N Y 91.
full or in part? Enter "y" for yes or "N" for no in the applicable column.
Are title XIX NF patients occupying title XVITI SNF beds (dual certification}? (see N 92.
instructions) Enter "v" for yes or "N" for no in the applicabTe column.
Does this facility operate an ICFAMR facility for purposes of title v and XIX?7 Enter N N 93.
"¥" for yes or "N" for no in the applicable column.
Does title v or XIX reduce capital cost? Enter "¥" for yes, and "N" for no in the N N 94
applicable column.
If Tine 94 1is "Y”, enter the reduction percentage in the applicable column. 0.00 0.00r 95.
poes title v or X¥X reduce operating cost? enter "y" for yes or "N" for no in the N N 96.
applicable column.
If line 96 is "¥", enter the reduction percentage in the applicable column, 0.00 0.00 97.
Ritral-Providers
Does this hospital qualify as a Critical Access Hospital (CaH)? N 105.
If this facility qualifies as a CAH, has it elected the all-inclusive method of payment N 106.
for outpatient services? (see instructions)
Column 1: IT this facility qualifies as a CAH, is it eligible for cost reimbursement N N 107.
for X &R training programs? Enter "Y" for ves or "N" for no in column 1. (see
instructions) If yes, the GME elimination would not be on worksheet B, Part I, column
25 and the program would be cost reimbursed. If yes complete worksheet D-2, Part IIL.
Celumn 2: TIT this facility is a CaH, do I&Rs in an approved medical education program
train in the CAH's excluded TIPF and/or IRF unit? Enter "Y" for yes or "N" for no 1in
column 2. (see instructions)
Is this a rural hospital gualifying for an exception to the CRNA fee schedule? See 42 N 108.

§412.113(

"N" far no.

00
00
00
00
00

00
00

00

00
o0

00

00

109.

00

If this hospital qualifies as a CAH or a cost provider, are
therapy services provided by outside supplier? Enter "¥"
for yves or "N" for no for each therap

109.

00

115.00

116.
117.

00
00

118.00

Rep

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

M1scellaneous Cos ] Enformatio:

Ts this an all-inclusive rate provider? Enter "v" for yes or "N" for no in column 1. If N 115.
yes, enter the method used (A, B, or E only) in column 2.

Is this facility classified as a referral center? enter "Y" for yes or "N" for no. N 116,
s this Facility legally-required to carry malpractice tinsurance? Enter "Y" for yes or N 117.
"N" for no.

Is the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy 0 118.

00

00
00

G0

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRAIRIE

In Lies of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN:

144013

Period:
From 05/01/2011
To  04/30/2012

worksheet $-2
part I

Date/Time Prepared:

8 01 :

118.01Enter the total amount of malpractice premiums paid in column 1, enter
the total amount of paid losses in column 2, and enter the total amount
of self insurance paid im _column

0118,

01

118.02(Indicate if malpractice premiums and paid losses are reported in other than the

the amounts applicable to each cost center.
119.00[pO NCT USE THIS LINE
120.00(1f this is an SCH (or EACH},

ACA, section 3121, as amended by the Medicare and Medicaid Extenders Act (MMEA) of

for yes or "N" for no in column 1 or column 2, respectively.

through December 31, 2012 to all sCHs (and EACHs) with 100 or fewer beds. These
responses impact the Tops calcutation on worksheet E, Part B, line 8.

121.00|pid this faciTity incur and report costs for implantable devices charged to patients?

Enter "Y' for yes or "N" for no.

administrative and General cost center. If yes, provide a supporting schedule and Tist

regardiess of bed size, or is rural hospital with 100 or
fewer beds that qualifies for the outpatient hold harmless provision in accordance with

2010, section 108; the Temporary Payrol] Tax Cut Continuation act of 2011, section 308;
and the Middle Class Tax Relief and Job Creation act of 2012, section 3002, enter "y
Note that for SCHs (and
EACHs) the cutpatient hold harmless provision is effective for services rendered from
January 1, 2010 through February 29, 2012 regardless of bed size and from March 1, 2012

Transplan

125.00boes this faci1{ty‘oberate a transplant center? Enter
yes, enter certification date(s) (mm/dd/yyyy) below.

126.00If this is a Medicare certified kidney transplant center, enter the certification date

in column 1 and termination date, if applicable, in coTumn 2.
127.00[xf this is a Medicare certified heart transplant center,
in column 1 and termination date, if applicable, in column 2.
128.00[xf this is a medicare certified 1iver transplant center,

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

129.00l1f this is a Medicare certified lung transplant center, enter the certification date in

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

130.00ixf this is a Medicare certified pancreas tramsplant center, enter the certification

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

131.00{Tf this is a Medicare certified intestinal transplant center, enter the certification

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

132.00/Tf this is a Medicare certified islet transplant center, enter the certification date

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

133.00/LT this is a medicare certified other transplant center, enter the certification date

in column 1 and termination date, it applicable, in column 2.

134.00i1f this is an organ procurement organization (OP0), enter the OPO number in column 1

and termination date, if applicable, in column 2.

v* for yes and "N” for no. If

enter the certification date

enter the certification date

140.00jAre thefé-éﬁy related organization or home office costs as defined in CMS pub. 15-1,
chapter 107 eEnter "y" Tor yes or "N" for no in column 1. If yes, and home office costs

are ct ff h

med

n colu

2 the h ber. (

399001

118.

119.

121.

25,
126.
127.
128.
129.
130.
131,
132.
133.

134.

140.

)

60

00

00

00

00

00

00

00

00

00

00

142.004Street: 367 SOUTH GULPH ROAD
143.00/Cit KING OF PRUSSIA

PO Box: P.0O. BOX
State: 44

Zip Code:

Contractor's Number: 392001

9406

144 _00|Are provider based physicians' costs included in worksheet A?

145.00|1f costs for renal services are claimed on worksheet A, Tine 74, are they costs for inpatient

Ty f T

1y? Ent

Y 144.
N 145.

Has the cost allocation methodology changed from the previously filed cost report?

enter "Y" for yes or "N" for no in column 1. (See ™S Pub. 15-2, section 4020) If ves,

enter the approval date (mm/dd/yyyy) in column 2.
147.00was there a change in the statistical basis? Enter "y" for yes or "N" for no. N
148.00was there a change in the order of allocation? Enter "Y" for yes or "N" for no. N
149.00was there a change to the simplified cost finding method? Enter "Y" for yes or "N" for N

Nno.

147.
148.
149.

155.00Hospital N N
156.00Subprovider - IPF N N
157.00/Subprovider - IRF N N
158.00|SUBPROVIDER

159.00|SNF N N

N 155
N 156
N 157
N 159

MCRTF32 - 2.33.131.0



Health Financial Systems LINCOLN PRAIRIE

In tieu of Form CM$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX TIDENTIFICATION DATA

Provider CCN:

144013

From 05/01/2011

Part T

To  04/30/2012 | pate/Time Prepared:
12 1

Period: worksheet s-2

HEALTH AGENCY

Multicampu

165.00|1s this hospital part of a Multicampus hospital that has one or more campuses in different CBSAs?

Enter "y¥" for ves or "N" for no

165.00

If Tine 16 ,
campus enter the name in column
0, county in cotumn 1, state in
column 2, zip code in column 3,
CBSA in column 4, FTE/Campus in
column 5

el Ame

167.00(1s th{s'bfovidér”a'mééﬁ%hgfu1 usar dﬁ&efrsécfioﬁn§i8§6(ﬁ)l

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 (Tine 105 is "N™), enter the

transition factor. (see instructions)

Enter "y" Fdr.yes or
168.00{1f this provider is a CAH (line 105 is "Y"} and is a meaningful user (line 167 1is "Y"), enter the

N

16700
0168.00

0.00169.00

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRAIRIE In Lieu of Form CmM$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE Provider CCN: 144013 |Period: worksheet s-2
From 05/01/2011{ rart II
To  04/30/2012 | pate/Time Prepared:

N

Provider Organization and :
1.00 [Has the provider changed ownership immediately prior to the beginning of the cost N 1.00
reporting period? If ves, enter the date of the change in column instructions)

peratig

as the prov erminated participation in the medicare pProgram?
yes, enter in column 2 the date of termination and in column 3, "v"* for
vo'luntary or "I" for involuntary.

3.00 |(Es the provider involved in business transactions, including management N 3.00
contracts, with individuals or entities (e.g., chain home offices, drug
or medical supply companies) that are related to the provider or fits
officers, medical staff, management personnel, or members of the board
of directors through cwnership, control, or family and other similar
relationships? (see instructions)

[ D; ndi Reportsts i : e
Column 1: Were the financial statements prepared by a cCertified Public Y
Accountant? Column 2: IT ves, enter "A" for Audited, "C" for Compiled,
or "R" for Reviewed. Submit complete copy or enter date available in
column 3. (see instructions) If no, see instructions.

5.00 |Are the cost report total expenses and total revenues different from N 5.00
those on the filed financial statements? If yes, submit reconciliation

.Ap.ﬂ 20 EdUC: onz
6.00 |cotumn 1: Are costs claimed for nursing school? Column 2:
the legal operator of the program?

If yes, is the provider is N 6.00

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

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

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

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

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

Teaching Program on worksheet A? If yes, see instructions.

12.00 [1s the provider seeking reimbursement for bad debts? If yes, see instructions.

13.00 |If Tine 12 is yes, did the provider's bad debt collection policy change during this cost reporting N 13.00
period? If yes, submit copy.
14.00 |If line 12 is yes, were patient deductibles and/or co-payments waived? If yes, see instructions. N 14.00

jnstruction

16.00 |Was the cost report prepared using the PS&R N 16.00
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 |wWas the cost report prepared using the PS&R N 17.00
Report for totals and the provider's records
for allecation? If either column 1 or 3 is
yes, enter the paid-through date in columns
2 and 4. (see instructions)

18.00 11f Tine 16 or 17 is yes, were adjustments N 18.00
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
12.00 |If Tine 16 or 17 is yes, were adjustments N 19.00
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

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

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRATRTE

Tn iieu of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNATIRE Provider CCN: 144013

pPeriod:
From 05/01/2011
To 04,/30/2012

worksheet $-2
Part IT

Date/Time Pre
8/15/2012 12:

pared:
51 pm

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

instructions.

21.00

Capital:iRel :

22.00 [Have assets been relifed for Medicare purposes? If ves, see jnstructions N 22.00

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

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

25.00 |Have there been new capitalized Tleases entered +into during the cost reporting period? If yes, see N 25.00
instructions.

26.00 [were assets subject to Sec.2314 of DEFRA acquired during the cost repeorting pericd? If yes, see N 26.00
instructions.

27.00 [Has the provider's capitalization policy changed during the cost reporting period? If yes, submit N 27.00

28.00 [were new Toans, mortgage agreements or letters of credit entered into during the cost reporting N 28.00
period? If yes, see instructions.

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

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

31.00 [Has debt been recalled before scheduled maturity without issuance of new debt? If yes, see N 31.00
instructions.

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

33.00 {If line 32 is yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If N 33.00
no, see 1nstruct1ons

34,00 |Are services Furn1shed at the provider facility under an arrangement with provider-based physicians? Y 34.00
If yes, see instructions.

35.00 [If Tine 34 is yes, were there new agreements or amended existing agreements with the provider-based Y 35.00

physicians during the cost reporting period? If yes, see instructions.

36.00 |were home office costs claimed on the cost report? Y 36.00

37.00 |If line 36 is ves, has a home office cost statement been prepared by the home office? Y 37.00
1f yes, see instructions.

38.00 |[1f Tine 36 is yes , was the fiscal year end of the home office different from that of Y 12/31/2010 38.00
the provider? If yes, enter in column 2 the fiscal year end of the home coffice.

39.00 |If Tine 36 is ves, did the provider render services to other chain components? If ves, N 39.00
see instructions.

40.00 [1f line 36 is yes, did the provider render services to the home office? If ves, see N 40.00

instructions.

41.00 [Enter the first name, last 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.

41.

00

42.

o0

43.00
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wealth Financial Systems

LTNCOLN PRAIRIE

In Lieu of Form €MS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNATIRE Provider CCN:

144013

Period:
From {5/01/2011
To  04/30/2012

worksheet s-2

Part TI

pDate/Time Pre

8/15/20]

12

pared:
51 pm

16.00

17.00

18.00

19.00

20.00

21.00

P5& a

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

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

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

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

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

16.00

17.00

18.00

19.00

20.00

21.00

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRAIRIE In Lieu of Form (Ms-2552-10
HOSPITAL ANMD HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 144013 | Pariod: worksheet 5-3

From 05/01/2011 | Part T

To  04/30/2012 | Date/Time Prepared:
8/15/2012 12:51 pm

1.00 jHospital adults & Peds. (columns 5, 6, 7 and 30.00 88 32,720 0.00 1.00

8 exclude swing Bed, Observation Bed and

Hospice days)
2.00 [HMO 2.00
3.00 |HMO IPF 3.00
4.00 |HMO IRF 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |[Hospital Adults & peds. Swing Bed NF 6.00
7.00 |[Total Adults and peds. (exclude observation 88| 32,720 0.00 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) 88 32,720 0.00 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 INURSING FACILITY 20.00
21.00 ]OTHER LONG TERM CARE 46.00 0 [ 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 99.00 25.00
25.10 [CMHC - CORF 99.10 25.10
26.00 [RURAL HEALTH CLINIC 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 [Total (sum of Tines 14-26) 38| 27.00
28.00 (Observation Bed Days 28.00
29.00 {Ambulance Trips 29.00
30.00 |Emptoyee 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 - 2.33.131.0



Health Financial Systems LINCOLN PRAZIRIE

In Lieu of Form CMS-2552-10

HOSPITAL AND HOSPTTAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN:

144013 | Period:

To

From 0570172071

04/30/2012

worksheet s-3

Part I

Date/Time Prepared:
8/15/2012 12:51 pm

1.00 |Hospital Adults & pPeds. (columns 5, 6,
8 exclude Swing Bed, Observation Bed and
Hospice days)

2.00 |HMO
3.00 [HMO IPF
4,00 {HMO IRF
5
6
7

an

.00 {Hospital adults & peds. swing Bed SNF
.00 {Hospital Aadults & peds. swing Bed NF
.00 |Total Adutts and Peds. (exclude observation
beds) (see instructions)

8.00 |INTENSIVE CARE UNIT

9.00 |CORONARY CARE UNIT

10.00 |BURN INTENSIVE CARE UNIT

11.00 | SURGICAL INTENSIVE CARE UNIT

12.00 |OTHER SPECIAL CARE (SPECIFY}

13.00 {NURSERY )

14.00 {Total (see instructions)

15.00 |CAH visits

16.00 |SUBPROVIDER - IPF

17.00 |SUBPROVIDER - IRF

18.00 |SUBPROVIDER

19,00 |SKILLED NURSING FACILITY

20.00 |NURSING FACILITY

21.00 |OTHER LONG TERM CARE

22.00 |HOME HEALTH AGENCY

23.00 [AMBULATORY SURGICAL CENTER (D.P.)
24.00 (HOSPICE

25.00 [CMHC - CMHC

25.10 |CMHC ~ CORF

26.00 |RURAL HEALTH CLINIC

26.25 |FEDERALLY QUALIFIED HEALTH CENTER
27.00 |Total {sum of Tines 14-26)

28.00 |Observation Bed Days

29.00 |AmbuTance Trips

30.00 {Employee discount days (see ‘instruction}
31.00 {Employee discount days - IRF

32.00 |Labor & delivery days {see instructions)
33.00 |LTCH non-coverad days

coo

cooC

<

20

12,707

19,519

19,519

[ ]

MCRTF32 - 2.33.131.0



Health Financial Systems

LLINCOLN PRAIRIE

In Lieu of Form CM$-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATLSTICAL DATA

Provider CCN:

144013

TO

Period:
From 05/01/2011
04/30/2012

worksheet 5-3

Part I

Date/Time Prepared:
8/15/2012 12:51 pm

ospital adults & Peds. (celumns 5, 6, 7 a
2 exclude sSwing Bed, Observation Bed and
Hospice days)

HMG

HMO IPF

HMO IRF

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

TNTENSTVE CARE UNIT

CORONARY CARE UNIT

BURN TNTENSIVE CARE UNIT

SURGTCAL TNTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

NURSERY

Total (see instructions)

CAH visits

SUBPROVIDER ~ IPF

SUBPROVIDER - IRF

SUBPROVIDER

SKTLLED NURSING FACILITY

MURSTNG FACILETY

OTHER 10NG TERM CARE

HOME HEALTH AGENCY

AMBULATORY SURGICAL CENTER (D.P.)
HOSPICE

CMHC - CMHC

CMHC - CORF

RURAL HEALTH CLINIC

FEDFRALLY QUALIFIED HEALTH CENTER

Total (sum of Tines 14-26)

Chservation Bed Days

ambulance Trips

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

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

0.00

113.00

0.00

0.00

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRAIRIE In Lieu of Form CM$5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 144013 | Period: worksheet s-3

From 05/01/2011 | Part I

To 04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm

1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 1,116 1.00

8 exclude Swing Bed, Observation Bed and

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

beds) (see instructions)
8.00 |TINTENSTVE CARE UNIT 8.00
9,00 |[CORONARY CARE UNIT 9.00
10,00 |BURN TNTENSIVE CARE UNIT 10.00
11,00 {SURGTCAL INTENSIVE CARE UNIT 11.00
12.00 |OTHER SPECIAL CARE {SPECIFY) 12.00
13.00 |NURSERY 13.00
14.00 |Total (see instructions) 1,116 1,459 14.00
15.00 jCAH visits 15.00
16.00 [SUBPROVIDER - IPF 16.00
17.00 [SUBPROVIDER - IRF 17.00
18.00 |SUBPROVIDER 18.00
19.00 |SKTLLED NURSING FACILITY 19.00
20.00 |NURSING FACILITY 20.00
21.00 |OTHER LONG TERM CARE 0 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
25.10 {CMHC - CORF 25.10
26.00 |RURAL HEALTH CLINIC 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of lines 14-26) 27.00
28.00 [Ghservation 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 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

In Ljeu of Form CM5-2552-10

HOSPITAL UNCOMPENSATEDR AND INDIGENT CARE DATA

Provider CCON:

144013 | Period:

From 05/01/2011
To  04/30/2012 ga}g[ﬁme Prepared:
m

worksheet 5-10

Bncompe
1.00 |Cost to charge rat1o (WOrksheet C Part I 11ne 200 coiumn 3 divided by line 200 column 8) (.374637| 1.00
Medicaid (S 1
2.00 [Net revenue from Med'l caid 0| Z.00
3.00 |pid you receive DSH or supplemental payments from Medicaid? 3.00
4.00 {If Tine 3 is “yes”, does line 2 include all DSH or supplemental payments from Medicaid? 4.00
5.00 |If Tine 4 1is "no™, then enter BSH or supplemental payments from Medicaid 0} 5.00
6.00 |Medicaid charges 0l 6.00
7.00 |Mmedicaid cost (line 1 times iine 6) O 7.00
8.00 |Dpifference between net revenue and costs for Medicaid program (line 7 minus sum of lines 2 and 5; if 0{ 8.00
< zero then enter zero)
] ] PragTam CeCHTE i
9.00 [Net revenue from stand a'lone SCHIP 0| 9.00
10.00 |stand-alone SCHIP charges 0| 10.00
11.00 {5tand-alone SCHIP cost {line 1 times Tine 10) 0| 11.00
12.00 |pifference between net revenue and costs for stand-alone SCHIP (line 11 minus Tine 9; if < zero then 0| 12.00
enter zero)
Otheristates calilgovernment ; P (seadnstruetion: sachip]an
13.00 [Net revenue from state or local nd1gent care program (Not dncluded on Tines 2 5 or 9) 0| 13.00
14.00 |Charges for patients covered under state or local indigent care program (Not included in Tines & or 0| 14.00
10}
15.00 |state or local indigent care pregram cost (line 1 times line 14) 0| 15.00
16.00 |pifference between net revenue and costs for state or local indigent care program (iine 15 minus Tine 0} 16.00
13; if < zero then enter zero)
Uncompensate f : : i
17.00 {Private grants, “donations, or endowment income restr1 cted to funr.h ng charity care 0| 17.00
18.00 |Government grants, appropriations or transfers for support of hospital operations 0! 18.00
19.00 |Total unreimbursed cost for Medicaid , SCHIP and state and local indigent care programs (sum of Tines 0] 18.00
20.00 |Total initial obligation of patients approved for charity care (at full 0 0 0| 20.00
charges excluding non-reimbursable cost centers) for the entire facility
21.00 |Cost of initial obligation of patients approved for charity care (line 1 0 0 G| 21.00
times line 20)
partial payment by patients approved for charity care 0 0 0| 22.00
cost of charity care (Tine 21 minus Tine 22) 0 0 0
24.00 |poes the amount in Tline 20 column 2 dinclude charges for patient days bevond a Tength of stay limit 24.00
imposed on patients covered by Medicaid or other indigent care program?
25.00 |If Tine 24 is "yes," charges for patient days beycnd an indigent care program's length of stay limit Qaf 25.00
26.00 |Total bad debt expense for the entire hospital complex (see instructions) 0| 26.00
27.00 |Medicare bad debts for the entire hospital complex (see instructions) Q| 27.00
28.00 |Non-Medicare and Non-Reimbursable bad debt expense (Tine 26 minus Tine 27) 0| 28.00
29.00 |Cost of non-Medicare bad debt expense (line 1 times Tine 28) 0| 29.00
30.00 |Cost of non-Medicare uncompensated care (line 23 column 3 plus Tine 29) 0] 30.00
31.00 |Total unreimbursed and uncompensated care cost (1ine 19 plus Tine 30) 0] 31.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRATIRIE

In tieu of Form CMS-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Praovider CCN:

144013 | Period:

From 05/01/2011
To  04/30/2012

worksheet A

Date/Time Prepared:

8/15/2012 12:51 pm

GENER}!

.SERVICE. COST.

NTERS:

1.00 [CAP REL COSTS-BLDG & FIXT 888,677 888,677 0 888,677
2.00 |CAP REL COSTS-MVBLE EQUIP 185,100 185,100 21,473 206,573
3.00 [OTHER CAP REL COSTS 0 1] 0
4.00 |EMPLOYEE BENEFITS 101,231 1,120,029 1,221,260 0 1,221,260
5.00 |ADMINISTRATIVE & GENERAL 1,543,439 2,400,695 3,944,134 ~228,916; 3,715,218
7.00 |OPERATION OF PLANT 119,367 828,780 4} 828,780
8.00 |LAUNDRY & LINEN SERVICE 0 87,570 4] 87,570
9.00 [HOUSEKEEPING 0 255,107 0 255,107
10.00 |DIETARY 202,403 403,068 1) 403,068
11.00 |CAFETERIA 0 0 1] 0
13.00 |NURSING ADMINISTRATION 418,061 428,046 0 428,046
16.00 |MEDICAL RECORDS & LIBRARY 1] 1

INPATIENT ROUTINE SERVICE :
30.00 |ADULTS & PEDIATRICS 3,555,987 226,629 3,782,61ﬂ 3,782,616
46.00 |OTHER LONG TERM CARE

ANCILLARY: SERVICEHCOSTICENTERS!
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0 0
60.00 | LABORATORY 0 101,908 101,908 0 101,908
67.00 |OCCUPATIONAL THERAPY 0 0 0 0
68.00 | SPEECH PATHOLOGY 0 0 0 0
69.00 | ELECTROCARDIOLOGY 0 0 0 0
70.00 | ELECTRDENCEPHALOGRAPHY 0 0 0 0
71.00 {MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 0 0 0

DRUGS CHARGED TO PATIENTS 7 9 6 0

OTHER ‘REIMBURSABLE.COS!

99.00 | OWIC
99.10 |CORF
SPECIAL ‘PURPOSE:: OS |
118.00[SURTOTALS (SUM OF LINES 1-117D) \ 6,455,073 6,527,124 12,982,197} —207,443] 12,774,75411

NONRETMBURSABLE iCOST. CENTERS:

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

192.00| PHYSICIANS' PRIVATE OFFICES

193. 00| NONPAID WORKERS

194. 00| OTHER NONREIMBURSABLE COST CENTERS
194. 01| EDUCATION

194.02| COMMUNITY RELATIONS

200.00} TOTAL {SUM OF LINES 118-199)

cococoo

71,785
0
6,526,858

13,056,071

207,44

SWOoOOoOOQOoOoQ

13, 056 0712

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRAIRIE In Lieu of Form CMs$-2552-10
RECEASSTFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES Provider CCN: 144013 | Period: worksheet A

From 05/01/2011
To  04/30/2012 | pate/Time Prepared:
8/15/2012 12:51

GEN =RV] 0! =NTER
1.00 iCAP REL COSTS-BLDG & FIXT -446,187 442,490 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP -1,555 205,018 2.00
3.00 |[OTHER CAP REL COSTS 0 0 3.00
4.00 |EMPLOYEE BENEFITS 58,550 1,279,810 4.00
5.00 |ADMINTSTRATTIVE & GENERAL -1,370,343 2,344,875 5.00
7.00 |OPERATION OF PLANT 0 828,780 7.00
8.00 [ILAUNDRY & LTNEN SERVICE 0 87,570 8.00
9.00 |HOUSEKEEPING 0 255,107 9.00
10.00 |DIETARY -26,844 376,224 10.00
11.00 |CAFETERIA 0 0 11.00
13.00 |NURSING ADMINISTRATION 0 428,046 13.00
16.00 |MEDTCAL RECORDS & LIBRARY -6,282 186,512 | 16.00

O
60.00 |LABORATORY 0 101,908 60.00
67.00 |OCCUPATIONAL THERAPY 0 4] 67.00
68.00 |SPEECH PATHOLOGY 0 0 68.00
69.00 |ELECTROCARDIOLOGY 0 0 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 70.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS ¢! 0 71.00
73.00 JDRIGS CHARGED TO PATTENTS [ 395,366 73.00

-1,822,725]|

118.0

[=]

SUBTOTALS (SUM QF LTNES

10,952,029
NONREIMEURSAR STHCENTE

J118.00

-190.00

190.00|GIFT, FEQWER, COFFEE SHOP & CANTEEN 0 0

191. 00| RESEARCH 0 0 191.00
192. 00| PHYSTICTIANS' PRIVATE QOFFICES 0 0 192.00
193. 00| NONPATD WORKERS 0 0 193.00
194 .00 OTHER NONRETMBURSARLE COST CENTERS 0 0 194.00
194 . 01 EDUCATTON 0 73,874 194.01
194 .02| COMMUNTITY RELATIONS 0 207,443 194.02
2060.00| TOTAL (SUM OF LINES 118-199) -1,822,725 11,233,346 200.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRATRIE

In Ejeu of Form CM5-2552-10

RECLASSIFICATIONS

pProvider CCN:

144013 | period: worksheet A-6
From 05/01/2011
To

04/30/2012 | bate/Time Prepared:
8/15/2012 12:51 pm

COMMUNITY:RELATIONS

1.00 |COMMUNITY RELATIONS

194.02

153,300

54,137

153,306

54,137

500.00 |Grand Tetai:

Increases

153,306

75,610

1.00

500.00

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRATRIE In Lieu of Form CM5-2552-10

RECLASSIFICATIONS provider CCN: 144013 | Pericd: worksheet A-6
From 05/01/2011
To 04/30/2012 | Date/Time Prepared:
8/15/2012 12:51 pm

[TOTALS
500.00 |Grand Total: Decreases

75,610 500.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LTNCOEN PRATRIE

In Lieu of Form ¢M5-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

provider CCN:

144013

period: worksheet A-7

From 05/01/2011! Parts I-IIL

To  04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm

PART.

.00 [Land

.00 [Land Improvements
.00 [Buildings and Fixtures

.00 [Building Improvements

Fixed Equipment

.00 [Movable Equipment

.00 |HIT designated Assets

.00 |subtotal (sum of lines 1-7)
.00 |Reconciling Items

i
2
3
4
5.00
¢}
7
8
9

 BALANCES
3,203,487 0

0 0

13,707,331 0

0 0

0 0

1,190,373 0

1] 0

18,101,191 0
0 0

SO oo oo
D00
oo oOCoCooOOO|
OGO N O R W N
<
L]

T & RECON i1

CAP REL COSTS-BLDG & FIXT
CAP REL COSTS-MVBLE EQULP
Total {sum of Tines 1-2)

685,676
182,573
868,249

eoo

0 26,157 176,844] 1.00
0 2,527 0
0

28,684 176,844

P ONETL

1.00 CAP REL COSTS*I‘SLDG & FIX"T"
2.00 CAP REL COSTS-MVBLE EQUIP
3.00 |Total (sum of Tines 1-2)

OO
(===

0 1.000000 0] 1.00
0 0.000060 Q] 2.00
0 1.000000 0] 3.00

MCRIF32 - 2.33.131.9



Health Financial Systems

LINCOLN PRAIRIE

In Lieu of Form (MS-2552-10

RECONCILTATTION OF CAPTTAL COSTS CENTERS

Provider CCN: 144013

period: worksheet A-7

From 05/01/2011 | Parts I-IIT

To  04/30/2012 | bate/Time Prepared:
8/15/2012 12:51 pm

“TPART.

0C |Land
.00 |Land Improvements
.00 |Buildings and Fixtures
.00 |Building Improvements
.00 |Fixed Equipment
Movable Equipment
.00 |HIT designated Assets
.00 |subtotal (sum of lines 1-7)
.00 [Reconciling Items
0.00 |Total (Tine 8 minus Tine 9)

2O NGV A W N
[=
o

3,203,487

0

0 0
13,707,331 0
9 0

0 0
1,190,373 0
0 0
18,101,191 0
0 0

18,10 0

CWwWoe~Nou W

=

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

0 888,677
0 185,100

0 1,073,777

BART ECO 0

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

0 ,56 0} 1.00
0 181,018 21,473} 2.00
0 405,579 21,473 3.00

MCRTF32 - 2.33.131.0



Health Financial Systems LINCOLN PRAIRTE

In Lieu of Form C€MSs-2552-10
RECONCILIATION OF CAPITAL COSTS CENTERS Provider CCN: 144013

Period: workshest aA-7

From 05/01/2011 | Parts I-III

To 04/30/2012 | pate/Time Prepared:
8/15/2012 312:51 pm

1.00 |CAP REL COSTS-BLDG & FIXT 14,928 26,157 176,844 O 442,490 1.00
2.00 CAP REL COSTS-MVELE EQUIP 4] 2,527 0 o] 205,018 2.00
3.00 |Total (sum of ¥ines 1-2) 14,928 28,684 176,844 G 647,508| 3.00

MCRIF3Z - 2.33.131.0



Heaith Fimancial Systems

LINCOLN PRAIRIE

In Lieu of Form {MS-2552-10

ADJUSTMENTS TO EXPENSES

Provider

CCN: 144013

To

Period:
From 05/01/2011
04/30/2012

worksheet A-8

Date/Time Prepared:

15/2012

1.00
2.00

3.00
4.00

5.00
6.00

7.00

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

Investment income - CAP REL COSTS-MVBLE
EQUIF {chapter 2)

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

Refunds and rebates of expenses (chapter 8)
Rental of provider space by suppliers
{chapter 8}

Telephone services {pay stations excluded)
{chapter 21)

TeTlevision and radio service (chapter 21)
parking lot {chapter 21)

Provider-based physician adjustment

sale of scrap, waste, etc. (chapter 23)
Retated organization transactions (chapter
19)

Laundry and 1inen service
Cafeteria-employees and guests

Rental of guarters to employee and cthers
sale of medical and surgical supplies %o
other than patients

sale of drugs to other than patients

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

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

Interest expense on Medicare overpayments
and borrowings to repay Medicare
overpayments

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

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

Physicians' assistant

Adjustment for occupational therapy costs in
excess of limitation {(chapter 14}
Adjustment for speech pathology costs 1in
excess of limitation {chapter 14)

CAH HIT Adjustment for Depreciation and
Interest

OTHER REVENUE

REBATES

PHYSICIAN BILLING

PHYSICIAN RECRUITING

MARKETING

LOBBYING

BAD DEBTS

DONATIONS

MISCELLANEOUS

PATIENT TRANSPORTATION

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

PP PrPPEPPPPRPP®

-22,210
0

0

0

0
-1,220,348
0

159,817

0
-25,306
0
0

0
-6,282
0
-1,538
0

0

ol=

0

0
-461,115
-1,555
0

0

a

0

0

IADMINISTRATIVE &

DIETARY

DIETARY

SPEECH PATHOLOGY

~-10,112 ADMEINISTRATIVE

22,210
-37,408
-13,063
-39,949

-2,955
-86,939
-682

-474
-74,816

0

o

0

0
-1,822,725

&
ADMENTSTRATIVE &
IADMINTSTRATIVE &
WDMINTSTRATIVE &
JADMINISTRATIVE &
IADMINTSTRATIVE &
IADMINTSTRATIVE &
IADMINTSTRATIVE &
IADMINTISTRATIVE &
IADMINTSTRATIVE &

GENERAL

** Cost Center Deleted
%% Cost Center Deleted

% Cost Center Deleted

OCCUPATIONAL THERAPY

GENERAL
GENERAL
GENERAL
GENERAL
GENERAL
GENERAL
GENERAL
GENERAL
GENERAL
GENERAL

CAP REL COSTS-BLDG & FIXT

CAP REL COSTS-MVELE EQUIP

MEDICAL RECORDS & LTRRARY

dedy

ALR

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

65.00] 23.00
66.001 24.00

114.00] 25.00

19.00/ 28.00
67.00| 30.00

68.00| 31.00

[ B B N BT LV ) W) S W R W R W) QW R R, |
<
(=}
ey
<
o
[=]

MCRIF32 - 2.33,131.0



Health Financial Systems LINCOLN PRAIRIE In Lieu of Form Cms-2552-19

ADJUSTMENTS TO EXPENSES Provider CON: 144013 | Period: worksheet A-8

From 05/01/2011

To  04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm

1.00 jInvestment income - CAP REL COSTS-BLDG & 0 1.00

FIXT (chapter 2)

2.00 irnvestment income - CAP REL COSTS-MVBLE 0 2.00
EQUIP (chapter 2)

3.00 |Investment income - other (chapter 2) 0 3.00

4,00 |Trade, quantity, and time discounts (chapter 0 i 4.00
8)

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

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

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

8.00 |Televisjon and radio service (chapter 21) 0 8.00

9.00 |Parking Jot (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
1)

13.00 lLaundry and linen service 0 13.00

1400 |Cafeteria—employeas and guests 0 14.00

15.00 |Rental of guarters to employee and others 0 15.00

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

17.00 |sale of drugs to other than patients 0 17.00

18.00 |sale of medical records and abstracts 0 18.00

19,00 |Nursing school (tuition, fees, books, etc.) 0 19.00

20.00 {vending machines 0 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

<
I
[a®]
(=]
(=)

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 Timitation (chapter 14

25.00 |utilization review - physicians® 25.00
compensation {(chapter 21)

26.00 |Depreciation - CAP REL COSTS-BLDG & FIXT 9 26.00

27.00 {Depreciation - CAP REL COSTS-MVBLE EQUIP 9 27.00

28.00 {Non-physician Anesthetist 28.00

29.00 |physicians® assistant 0 29.00

30.00 [Adjustment for occupatienal therapy costs in 30.00
excess of limitation (chapter 14)

31.00 [adjustment for speech pathology costs in 31.00

excess of Timitation (chapter 14)
32,00 |CAH HIT Aadjustment for Depreciation and
Interest

(=]
i
av]
<
<

33.00 |OTHER REVENRUE 0 33.00
34.00 |REBATES 6] 34.00
35.00 | PHYSICTIAN BILLING 0 35.00
36.00 | PHYSTCTAN RECRUTTTNG 0 36.00
37.00 {MARKETING 0 37.00
38.00 |LOBBYING [¢] 38.00
3%.00 |BAD DEBTS 0 39.00
40.00 |DONATIONS 0 40.00
41.00 |MISCELLANEOUS 0 41.00
42,00 | PATIENT TRANSPORTATION 0 42.00
43.00 0 43.00
44,00 0 44,00
45.00 0 45.00
46.00 0 46.00
50.00 | TOTAL {sum of lines 1 thru 49) (Transfer to 50.00

worksheet A, column 6, line 200.)

MCRIF32? - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

In Lieu of Form (M5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME

OFFICE COSTS

pProvider CCN:

144013

Period:
From 05/01/2011
To  04/30/2012

worksheet A-8-1

Date/Time Prepared:
8/15/2012 12:531 pm

1.00 5.00ADMINISTRATIVE & GENERAL MANAGEMENT FEE 1.00
2.00 1.00[cAP REL COSTS-BLDG & FIXT INTERCO INTEREST 2.00
3.00 4. 00[EMPLOYEE BENEFITS WORKERS COMP 3.00
4.00 5.00JADMINISTRATIVE & GENERAL MAL PRACTICE 4,00
5.00 |TOTALS (sum of Tines 1-4). Transfer column 5.00
6, 1line 5 to worksheet A-8, column 2, Jine
12.
* The amounts on lines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column &, 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.

'i

i

i8

Rl

R

ON

SHI

E]

ORGANLZA

ME-OFETC

The Secretary, by virtue of the authori

ty granted under secti

the information requested under Part B of this workshesat.

on 1814(k){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 Sccial Security Act.

part of the request information, the cost report is considered incomplete and not acceptable for purposes of claiming

reimbursement under title XVIIL.

If you do not provide all or any

6.0C

G. other (financial or non-financial)
specify:

B

UNTVERSAL HEALT

6.00
7.00
2.00
9.00

10.00
100.00

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

SN mpP

crganization.

E. Individual is director, officer, administrator,
F. Director, officer, administrator, or key perscon

provider,

Individual has financial interest (stockholder,
Corporation, partnership, or other organization
pProvider has financial interest in corporation,
. Director, officer, administrator, or key person

partner, etc.) in both related crganization 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 organization or relative of such person has financial interest in

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRAIRIE In Lieu of Form CMs-2552-10
STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 144013 [pPeriod: worksheet A-8-1

OFFICE COSTS From 05/01/2011 )
To  04/30/2012 | Date/Time Prepared:
8/15/2012 12:51 pm

1.00 445,537 316,560 128,977 0 1.00
2.00 0 -14,928 14,928 11 2.00
3.00 127,376 68,826 58,550 0 3.00
4.00 102,936 145,574 -42,638 0 4,00
5.00 |[TOTALS (sum of lines 1-4). Transfer column 675,849 516,032 159,817 5.00
6, 1ine 5 to worksheet A-8, column 2, Tline
12.

The amounts on Tines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column &, lines as
appropriate. Positive amounts increase cost and negative amounts decrease cest. 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 dindicated in cofumn 4 of this part

l ERRELATTONSHIP 10 RELATE D ORGANIZATION (5)=AND/OR “HOME FOFFECE B
The secretary, by virtue of the authority granted under section 1814(b){1) of the Social Security Act, requires that you furnish
the infoermation 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 vou by common ownership or
contro? represent reasonable costs as determined under section 1861 of the Social Security act. I 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 XVIIT.

6.00 UNIVERSAL HEALT 100.00HEALTH CARE 6.00

7.00 0.00 7.00

8.00 _ 0.00 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) vuse the following symbols to indicate +interrelationship to related organizations:

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

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

Provider has financial dinterest in corporation, partnership, or other organization.

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

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

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

ognNnw»

MCRIF32 - 2.33.131.‘6



Health Financial Systems LINCOLN PRAIRIE

In Lieu of Form ¢ms5-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT Provider CCN: 144013

Period: worksheet A-8§-2
From 05/01/2011
To  04/30/2012 | Date/Time Prepared:
8/15/2012 12:51

3 00 Pl 40055 i
1.00 5. 00 ADMINISTRATIVE & GENERAL 1,190, 284 1,190,284| 1.00
2.00 0.00 ) 0 2.00
3.00 30.00ADULTS & PEDTIATRICS 28,834 28,834 3.00
4,00 90.00|CLINIC 1,230 1,230 4.00
5.00 0.00 0 0| 5.00
6.00 0.00 0 6.00
7.00 0.00 0 0 7.00
8.00 0.00 O 0| 8.00
9,00 0.00 0 0} 9.00
10.00 0.060 0 J| 10.00
200.00 1,220,348 1,220,348|200.00

MCRIF32 - 2.33.131.0




Health Financial Systems LINCOLN PRAIRIE In Lieu of Form CM5-2552-10
PROVIDER BASED PHYSICTAN ADJUSTMENT Provider CCN: 144013 |Period: worksheet A-8-2

From 05/01/2011
To 04/30/20%2 | bate/Time Prepared:
8/15/2012 12:51 pm

1.00 0 0 0 0 0| 1.00
2.00 0 0 0 0 6| 2.00
3.00 0 0 0 0 c| 3.00
4.00 0 0 0 0 c| 4.00
5.00 0 0 0 0 0; 5.00
6.00 0 0 0 0 0} 6.00
7.00 0 0 0 0 0| 7.00
8.00 0 Q 0 0 0] 8.00
9.00 0 3 0 0 of 2.00
10.00 0 O o] 0 0§ 10.00
200.00 0 0 0 0{200.00

MCRYF32 - 2.33.131.0



Health Financial Systems LTNCOLN PRAIRTE In Lieu of Form (M$-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT provider CCN: 144013 |Period: worksheet A-§-2

From 05/01/2011

To  04/30/2012 | bate/T1ime Prepared:

8/15/2012 12:51 pm
G

Q 0 0 0 .
2 0 0 0 0 0] 2.00
3 0 0 0 0 0] 3.00
4 0 0 0 0 0] 4.00
5 0 0 0 0 0] 5.00
[ 0 0 4] 0 0] 6.00
7 0 0 0 0 0] 7.00
8 0 0 0 0 0] 8.00
9. 0 0 y 0 0] 9.00
10.00 0 0 @ 0 0: 190.00
200.00] 0 0 0 0 0]2040.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

In Lied of Form cMs5-2552-10

PROVIDER BASED PHYSLCIAN ADJUSTMENT

Provider CCN:

144013

period:
From 05/01/2011
To 04/30/2012

worksheet A-8-2

Date/Time Prepared:
8/15/2012 12:51 pm

1IN - I i SWey N
<
(=]

o000

1,190,284
0

28,834
1,230

0

0
O
0
0
8

1,220,34

W00~ Y PN
(=]
o

=
(=]
=]
L=l

200.00

MCRIF32 - 2.33,131.0



Health Financial Systems

LINCOLN PRATRIE

In Lieu of Form CM5-2552-10

COST ALLOCATION - GEMERAL SERVICE COSTS

Provider CCN: 144013 |period:
From 05/01/2011
04/30/2012

To

worksheet B
Part I

Date/Time Prepared:

8/15/20]

12 12:51 pm

GENER ERVIC

1.00 |CAP REL COSTS-BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS

5.00 |[ADMINISTRATIVE & GENERAL
7.00 |OPERATION OF PLANT

8.00 |[LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING

10.00 iDIETARY

11.00 |CAFETERIA

13.00 |NURSING ADMINLISTRATION
16.00 |MEDICAL RECORDS & LIBRARY

442,490
205,018
1,279,819
2,344,875
828,780
87,570
255,107
376,224

0
428,046
186,512

442,490

1,784
42,428
97,875

0

2,849

15,891

205,018
827
19,658
45,348
0

1,320
7,363

1,282,421
277,441
23,823

0

0

40,395

2,684,402
995,826
87,570
259,276
439,873
0
514,804
204,440

INPATTENT SROUTINES SERVICECOST  CENTER

30.00 |ADULTS & PEDIATRICS
46.00 |OTHER LONG TERM CARE

3,753,782

4,846,941
0

ANCILi:ARY; SERVICE: COST:.CENTERS

54_.00 [RADIOLOGY-DIAGNOSTIC
60.00 |LABORATORY

67.00 |OCCUPATIONAL THERAPY
68.00 [SPEECH PATHOLOGY

69.00 |ELECTROCARDIOLOGY
70.00 |ELECTROENCEPHALOGRAPHY
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS
73.00 {DRUGS CHARGED TO PATIENTS

0
101,908

v R e R v B v B o B a0 }

OUTPAT LEN TS ERVICE "COSTCENTERS

90.00 |CLINIC

333,779

OTHER-REEMBURSABLEZCOST :GENTER

99.00 |CMHC
99.10 CORF _

118.00{ SUBTOTALS (SU

NONRETMBURSABL ECOSTHEENTERS

191.00| RESEARCH

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 o 0 0(190.00

0 0 0 ¢! 3[191.00
192.00| PHYSICIANS® PRIVATE OFFLCES 0 0 G 0 0{192.00
193.00| NONPALD WORKERS 0 4] o] 0 0[193.00
194 .00/ OTHER NONREIMBURSABLE COST CENTERS G 0 0 0 019%4.00
194 .01 EDUCATION 73,874 1,191 552 14,327 89,9441194.01
194.02] COMMUNITY RELATIONS 207,443 1,247 578 30,597 239,865{194 .02
200.00{Cross Foot Adjustments 01200.00
201.00|Negative Cost Centers 0 0 0 0201.00
202.00| TOTAL {sum lines 118-201) 11,233,346 442,490 205,018 1,282,421 11,233,346(202.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN

PRATRIE

In Lieu of Form CMs-2552-10

CosT

ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 144013

worksheet B

Part I

Date/Time Prepared:
8/15/2012 12:51 pm

pPeriod:
From 05/01/2011
04/30/2012

To

CAP REL COSTS-BLDG & FIXT 1.00
CAP REL COSTS-MVELE EQUIP 2.00
EMPLOYEE BENEFITS 4,00
ADMINISTRATIVE & GENERAL 2,684,402 5.00
OPERATION OF PLANT 312,693 1,308,519 7.00
LAUNDRY & LINEN SERVICE 27,497 0 115,067 8.00
HOUSEKEEPING 81,414 12,432 0 353,102 9.00

.0C |DIETARY 138,122 69,221 0 18,858 666,074| 10.00

.00 |CAFETERIA 0 0 0 0

.00 |NURSING ADMINISTRATION 161,651 9,889 0 2,694

.00 |MEDICAL RECORDS & LIBRARY , 223 0 3,875

.00 [ADULTS & PEDIATRICS

TNPATTENT. RODTIN

.00 |OTHER LONG TERM CARE

.00 {RADIOLOGY-PIAGNOSTIC Q 0 0
.00 | LABORATORY Y 0 0
.00 |OCCUPATIONAL THERAPY 0 0 0
.00 |SPEECH PATHOLOGY 0 | 0
.00 | ELECTROCARDIOLOGY 0 y 0
.00 | ELECTROENCEPHALOGRAPHY 0 0 0
.00 [MEDICAL SUPPLIES (HARGED TO PATIENTS 0 0 0

2 0 1

1,521,957

1,141,427

0 9

115,067 310,962
0 0

ANCILLARY: SERVICECOS

.10 |CORF 0 0 0 0 0| 99.10
SPECTAL :PURPOSE.COST CENTER ]
.00[SUBTOTALS {SUM OF LINES 1-117) | 2, 580, 840] 1,297,898 115, 067] 350, 20§ 666,074|118.00
NONREIMBURSABLE: COST iCENTE |
.00| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0190.90
. 00| RESEARCH 0 0 0 0 0191.00
. 00| PHYSICIANS ' PRIVATE OFFICES 0 0 0 0 0192.00
. D0|NONPAID WORKERS 0 0 0 0 01193.00
.00/ OTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 07194.00
.01} EDUCATZION 28,243 5,188 0 1,414 0[194.01
.02{ COMMUNITY RELATIONS 75,319 5,433 0 1,480 0/194.02
.00|Cross Foot Adjustments 200.00
.00[Negative Cost Centers 0 0 0 G 0(201.00
.00/ TOTAL (sum lines 118-201) 2,684,402 1,308,519 115,067 353,102 666,074 \202.00

MCRIF3Z2 - 2.33.131L.0



Health Financial Systems

LINCOLN PRATRTE

In Lieu of Form cMs-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN:

144013

Period:
From 05/01/2011

To

04/30/2012

worksheet B
Part I
pate/Time Prepared:

8/15/2012 12:51

1.00 CAP REL COSTS-BLDG & FIXT 1.00
2.00 |CAP REL COSTS-MVBELE EQUILP 2.00
4.00 |EMPLOYEE BENEFITS 4,00
5.00 |ADMINISTRATIVE & GENERAL 5.00
7.00 |OPERATION OF PLANT 7.00
8.00 |LAUNDRY & LINEN SERVICE 8.00
9.00 |HOUSEKEEPING 9.00
10.00 |DIETARY 10.00
11.00 |CAFETERIA 0 11.00
13.00 |NURSING ADMINISTRATION 0 689,038 13.00

0 Q 16.00
30.00 ADULTS & PEDIATRICS 0 689,038 261,713 9,553,179 0| 30.00
46.00 |OTHER LONG TERM CARE 0 0 0 0 0| 46.00
54.00 |RADIOLOGY-DIAGNOSTIC 0 0 0 0 0 54.00
60.00 | LABORATORY 0 ¢ 1,649 135,557 0] 60.00
67.00 |OCCUPATIONAL THERAPY 0 0 0 0 0! 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0 0] 68.00
69.00 | ELECTROCARDIOLOGY 0 0 0 0 0] 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
73.00 DRUGS CHARGED TO PATIENTS 0 0 16,492 597,526 0] 73.00

118.

689,038

286,733

10,786,460

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0 0 0 0(190.00
191. 00| RESEARCH 0 0 0 0] 0[191.00
192.00| PHYSICIANS ™ PRIVATE OFFICES 0 0 0 0 0[192.00
193. 00| NONPAID WORKERS 0 0 0 0 G[193.00
194.00| OCTHER NONREIMBURSABLE COST CENTERS 0 0 0 0 0]194.00
194, 01| EDUCATION 0 0 0 124,789 0[194.01
194, 02] COMMUNITY RELATIONS 0 0 0 322,087 0]194.02
200.00|Cross Foot Adjustments 0 01200.00
201.00| Negative Cost Centers 0 0 0 0 0{201.00
202.00/ TO0TAL {sum Tines 118-201) 0 689,038 286,733 11,233,346 0{202.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

In Lieu of Form CMS-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCh: 144013

period:
From Q5/01/2011
TO 04/30/2012

worksheet B

Part T

Date/Time Prepared:
8/15/2012 12:51 pm

CGENERA; ERVICE-ICO ENITER!

1.00 |CAP REL COSTS-BLDG & FIXT
2.00 |CAP REL COSTS-MVBLE EQULP
4_00 |EMPLOYEE BENEFITS

5.00 |ADMINISTRATIVE & GENERAL
7.00 |OPERATION OF PLANT

.00 LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING

10.00 |DIETARY

11.00 |CAFETERTA

13.00 |NURSING ADMIMNISTRATION
16.00 MEDICAL RECORDS & LIBRARY

INPATTENT ROUTINE -SERVIC

30.00 |ADULTS & PEDIATRICS
46.00 [OTHER LONG TERM CARE

9, 553,179L

ANCILLARY. SERVIL

54.00 |RADIOLOGY-DIAGNOSTIC
60.00 |LABORATORY

67 .00 |OCCUPATIONAL THERAPY
68.00 |SPEECH PATHOLOGY

69.00 |ELECTROCARDTOLOGY
70.00 |FLECTROFENCEPHALOGRAPIEY
71.00 |MEDTCAL SUPPLEES CHARGED TO PATIENTS
DRUGS CHARGED TQ PATIENTS

99.00 |CMHC

10,786,460

NONREIMBURSABLE! ENTER:

190.00(GIFT, FLOWER, COFFEE SHOP & CANTEEN
191.00{RESEARCH

192 . 00| PHYSICIANS' PRIVATE OFFICES

193. 00| NONPATD WORKERS

194 .00/ OTHER NONREIMBURSABLE COST CENTERS
194 .01 EDUCATION

194 .02} COMMUNITY RELATIONS

200.00| Cross Foot Adjustments
201.00|Negative Cost Centers

202 .00 TOTAL {sum iines 118-201)

oo oo

124,789
322,097

0

0

11,233, 346

190.00

202.00

MCRIF3Z2 - 2.33.131.0



Health Financial Systems

LTNCOLN PRATRTE

In Lieu of Form CM5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

pProvider CCN:

144013

Period:
From 95/01/2011
To  04/30/2012

worksheet B
Part II

Date/Time Prepared:

8/15/2012 12:

51 pm

ENERA CENTER

1.00 |CAP REL COSTS-BLDG & FIXT 1.
2.00 |CAP REL COSTS-MVBLE EQUIP 2.
4.00 |EMPLOYEE BENEFITS 0 1,784 827 2,611 2,611 4.
5.00 |ADMINISTRATIVE & GENERAL 36, 496 42,428 19,658 98,582 564 5.
7.00 |OPERATION OF PLANT 0 97,875 45,348 143,223 48| 7.
8.00 |LAUNDRY & LINEN SFRVICE 0 0 0 0 0| 8.
9.00 |HOUSEKEEPING 0 2,849 1,320 4,169 0| 9.
1000 |DIETARY 0 15, 891 7,363 23,254 82| 10.
11.00 |CAFETERIA 0 0 0 0 0| 11.
13.00 |NURSING ADMINISTRATION 0 2,270 1,052 3,322 170} 13
16.00 |MEDICAL RECORDS & LTIBRARY 0 3,265 1,513 4,778 27) 16
TNPATIENT ROUT INE: SERVICE :COST: CENTERS
30.00 {ADULTS & PEDIATRICS
46,00 |OTHER LONG TERM (ARE

. LABORATORY 0 0
67.00 |OCCUPATIONAL THERAPY 0 Q| 67.
68.00 [SPEECH PATHOLOGY 0 0| 68.
69.00 |ELECTROCARDIOLOGY 0 0| 69.
70.00 | ELECTROENCEPHALOGRAPHY 0 0| 70.
71.00 [MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0| 71.
73.00 |DRUGS CHARGED TO PATIENTS 0 5

P

90.00

99.00

99.10

118.00 36, 496

190.00 0 0 0 0 0[180
191.00 RESEARCH 0 0 0 0 01191
192.00| PHYSICIANS' PRIVATE OFFICES 0 ¢ 0 0 0192
193.00 NONPAID WORKERS 0 0 0 0 0193
194.00{OTHER NONREIMBURSABLE CO5T CENTERS 0 0 0 0 0[194
194. 01! EDUCATION 1) 1,191 552 1,743 292194
194, 02| COMMUNITY RELATIONS 1] 1,247 578 1,825 62194
200.00[Cross Foot Adjustments 0 200
201.00[Negative Cost Centers 0 0 0 0201
202.00|TOTAL (Sum lines 118-201) 36,496 442,490 205,018 684,004 2,611\202

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

n Lieu of Form CMs-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 144013 |Pericd:
From 05/01/2011
To 04/30/2012

worksheet B
Part IT1
Date/Time Prepared:
8/15/2012 12:51

.00 CA.P REL COSTS-BLDG & FIXT

10.00 |DIETARY

1 1.00
2.00 |CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |EMPLOYEE BENEFITS 4.00
5.00 {ADMINISTRATIVE & GENERAL 99,146 5.00
7.00 |OPERATION OF PLANT 11,549 154,820 7.00
8.00 |LAUNDRY & LINEN SERVICE 1,016 0 1,016 8.00
9.00 |HOUSEKEEPING 3,007 1,469 0 8,645 9.00
5,101] 8,190 0 37,089 10.00

11.00 |CAFETERIA g Q 0| 11.00
13.00 [NURSING ADMINISTRATION 5,970 0 0| 13.00
MEDICAL RECORDS & LIBRARY 16.00
135,050 30.00

Q 46.00

54.00 RADIDLCIGY DIAGNDSTIC 0 0 0 o] 0| 54.00
60.00 |LABORATORY 1,182 0 0 o] 0| 60.00
67.0{0 |OCCUPATTONAL THERAPY 0 0 o] 0 0| 67.00
68.00 |SPEECH PATHOLOGY 0 0 o] 0 0| 68.00
£9.00 |ELECTROCARDIOLOGY 0 0 0 0 0} 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 0] 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
5,041 912 0 51 0| 73.00

73.00 DRUGS CHARGED TO PATIENTS

OTHER:REIMBURSABLE CO

99.00 |CMHC

118.00 SUBTOTALS (SUM OF LINES 1- 117

NOGNREIMBURSABL E: COST::.CENTERS

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN
191.00| RESEARCH

192.00{ PHYSICIANS' PRIVATE OFFICES

193.00| NONPALID WORKERS

194.00/OTHER NONREIMBURSABLE COST CENTERS
194.01| EDUCATION

194.02| COMMUNITY RELATIONS

200.00{Cross Foot Adjustments
201.00|Negative Cost Centers

202.00| TOTAL (sum Tines 118-201)

(=]

1,016

8,645

190.00

(=}
[
[
far}
<
(=)

37,089(202.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRATRTE

In Lieu of Form CMS5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

pProvider CCN:

144013

Period:
From 05/01/2011
To  04/30/2012

worksheet B
Part II

L

8/15/2012
17

pate/Time Prepared:
2:51 pm

1.00 |CAP REL COSTS-BLDG & FIXT

2.00 CAP REL COSTS-MVBLE EQUIP

4,00 |EMPLOYEE BENEFITS

5.00 |ADMINISTRATIVE & GENERAL

7.00 |OPERATION OF PLANT

8.00 |LAUNDRY & LINEN SERVICE

9.00 |HOUSEKEEPING

10.00 |DIETARY

11.00 |CAFETERIA

13.00 |NURSING ADMINISTRATION 10,698
16.00 |MEDICA RECORDS & LIBRARY , 954
30.00 |ADULTS & PEDIATRICS

46.00 |OTHFR LONG TERM CARE

ANCILLARY: SERVICE COST CENTE

54._00 | RADTOLOGY-DIAGNOSTIC

LARORATORY

67.00 |OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
D TO PATIENTS

[aRalaleRelele]

cCoCcoCoOoo

CLENIC

OTHER REIMBURSAR

CMHC

118.00 SUBTOTALS (SUM.OF LINES 1 117)

10,698

NONREIMBURSAB

190.00| GIFT, FLOWER, COFFEE SHOP & CANTEEN
191.00| RESEARCH

192.00| PHYSICIANS' PRIVATE OFFICES

193.00| NONPAID WORKERS

194.00{OTHER NONREIMBURSABLE COST CENTERS
194 . 01| EDUCATION

194 .02| COMMUNLITY RELATIONS

200.00|Cross Foot Adjustments
201.00|{Negative Cost Centers

202.00|TOTAL {sum Tines 118-201)

cCooCoo oo

10,698

8,954 675,197
0 0

0 0

0 0

0 0

0 0

0 3,464

0 5,348

0

0 0
8,954 684,004

2

CO000ROOOO
=
w
=

190,

02.

MCRIF32 - 2.33.131.0



Health Financial Systems

LTINCOLN PRAIRTE

In Lieu of Form ¢M5-2552-10

ALLOCATION OF CAPITAL RELATED <OSTS

Provider CCN:

144013

period:
From 05/01/2011
T0 04/30/2012

worksheet B
Part II
Date/Time Prepated:

8/15

f2012 12:51

.00 |caP REL COSTS BLDG & FIXT

1

2.00 |CAP REL COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS

5.00 |ADMINISTRATIVE & GENERAL
7.00 |[OPERATION OF PLANT

.00 LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING

10.00 |DIETARY

11.00 | CAFETERIA

13.00 |NURSING ADMINISTRATION
16.00 MEDICAL RECORDS & LIBRARY

30.00 [ADULTS & PEDIATRICS
46.00 OTHER LONG TERM CARE

640,756

RADIOLOGY-DIAGNOSTIC
LABORATORY

G67.00 |OCCUPATIONAL THERAPY
68.00 | SPEECH PATHOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
71.00 |MEDICAL SUPPLIES CHARGED 7O PATTENTS
DRUGS CHARGED TO PATIENTS

OUTRATIEN

CLINIC

99.00 [CMHC
99.10 [CORF

118.00}.

190.00 GIFl' FLOWER COFFEE SHOP & CANTEEN
191. 00| RESEARCH

192.00| PHYSICIANS' PRIVATE OFFICES

193 .00 NONPAID WORKERS

194 .0)| OTHER NONREIMBURSABLE COST CENTERS
194 . 01| EDUCATION

194.02| COMMUNITY RELATIONS

200.00|Cross Foot adjustments
201.00iNegative Cost Centers

202.00/ TOTAL (sum lines 118-201)

684,004

190.
191.
192.
193.
194.
194.
194.
206.
201.
202.

MCRIF32 -~ 2.33.131.0



Health Financial Systems

LINCOLN PRAIREE

In Lieu of Form CMs-2552-10

COST ALLOCATION - STATISTICAL BASIS

provider CCN:

144013 |Period:
From 005/031/2011

To  04/30/2012

worksheet B-1

pate/Time Pre
8/15/2012 12

pared:
_pm

-NERAL:

1.00 |CAP REL COSTS-BLDG & FIXT 94,728 1.00
2_.00 |CAP REL COSTS-MVBLE EQULP 94,728 2.00
4.00 |EMPLOYEE BENEFITES 382 382 6,425,627 4,00
5.00 [ADMINISTRATIVE & GENERAL 9,083 9,083 1,390,133 -2,684,402 8,548,944| 5.00
7.00 |OPERATION OF PLANT 20,953 20,953 119,367 0 995,826 7.00
8.00 |LAUNDRY & LINEN SERVICE 0 0 0 0 87,5707 8.00
9.00 |HOUSEKEEPING 610 610 4] 0 259,276| 9.00
10.00 |DIETARY 3,402 3,402 202,403 0 439,873( 10.00
11.00 |CAFETERIA 0 b 0 0 0| 11.00
13.00 |NURSING ADMINTSTRATION 436 436 418,061 0 514,804 13.00
16.00 {|MEDICAL RECORDS & LIBRARY 699 699 65,889 0 204,440| 16.00
INPATIENT ROUTENE: SERVEICE CO!
30.00 |ADULTS & PEDTATRICS
46.00 |OTHFR LONG TFRM CARE
ANCTLEN SRR GO
54.00 ; RADTOLOGY-DTAGNOSTIC 0 0 0 i) 54.00
60.00 | LABORATORY 0 0 0 ¢ 60.00
67.00 |OCCUPATTONAL THERAPY 0 0 0 ¢ 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 O 68.00
69.00 | ELECTROCARDTOLOGY 0 0 0 0 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0 0 0 0 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 71.00
73.00 |DRUGS CHARGED TO PATIENTS 379 379 7 0 73.00
OUTPATIENT: SERVICESCOST:ECENTERS,
90.00 [cLINIC 2,114 2,114 264 ,499] 0 90.00

(OTHER: REIMBURSABL EICOST-ECENTER!

99.00 -
99.10

118. 00 SUBTC

-2,684,402]

190.00
191.00{ RESEARCH

192.00f{ PHYSICIANS' PRIVATE OFFICES

193. 00| NONPAID WORKERS

194.00| OTHER NONREIMBURSABLE COST CENTERS

194,01 EDUCATION

194.C2| COMMUNITY RELATIONS

200.09{ Cross Foot Adjustments

201.00{ Negative Cost Centers

202.00|Cost to he allocated (per Wkst. B, Part I)
203.00/uUnit cost multiplier (wkst. B, Part I}
204.00|Cost to be allocated (per wkst. B, Part II)
205.00[unit cost multiplier (wkst. 8, Part II)

442,490
4.671164

255
267

205,018
2.164281

71,785
153,306

<
[m = e )

1,282,421
0.199579
2,611
0.000406

89,944
239,865

2,684,402
0.314004
99,146
0.011597

coo ool

190.00

194.0L
194.02
200.00
201.00
202.00
203.00
204.00
205.00

MCRTF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

In Ltieu of Form €M$-2552-10

COST ALLOCATION - STATISTEICAL BASIS

Provider CCN:

144013

Period:
From 05/01/2011
To  04/30/2012

worksheet B-1

8/15/2012 12:51

Date/Time Prepared:
P

Lt

CAP REL COSTE-BLDG & FIXT

CAP REL COSTS-MVBLE EQUIP

EMPLLOYEE BENEFITS

ADMINISTRATIVE & GENERAL

OPERATION OF PLANT 64,310

LAUNDRY & LINEN SERVICE .0 19,519

HOUSEKEEPING 610 0 63,700

DIETARY 3,402 0 3,402 19,519 1c
CAFETERTA 0 0 O 0 0] 11
NURSING ADMINISTRATION 486 0 486 0 0| 13
MEDICAL RECORDS & LIBRARY 699 0 699 0 0! 16
ADULTS & PEDIATRICS 56,098 19,519 56,098 19,519 Q| 30
OTHER LONG TERM CARE 0 0 0 0 0] 46

RADIOLOGY DIAGNOSTIC

LABORATORY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDEOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

[=Relalelelelele]

ol
P

[ofeloelelelole]

190.
191.
192.
193.
194.
194.
194.
200.
201.
202.
203.
204.
205.

.00

00
00|
00|
00
00
01
02
00
00
00
00
00
G0

CMHC

SUBTOTALS (SUM OF LINES 1-117)

19,519}

0]118.

NONREIMBURSABLE! COS

GIFT, FLOWER, COFFEE SHOP & CANTEEN
RESEARCH

PHYSICIANS' PRIVATE OFFICES

NONPAID WORKERS

OTHER NONREIMBURSABLE COST CENTERS
EDUCATION

COMMUNITY RELATIONS

Cross Foot adiustments

Negative Cost Centers

Cost to be allocated (per wkst. B, Part I)
unit cost multiplier (wkst. B, Part 1)

Cost to be allocated (per wkst. R, Part TT)
unit cost multiptier (wkst. B, Part II)

cCoCc oo

255
267

1,308,519
20.347053

154, 820
2.407402

115,067
5.895128
1,016
0.052052

cooo o

255
267

353,102
5.543203
8,645
0.135714

cCoooCcoQoO

666,074
34.124392
37,089
1.900149

0.000000(263.
0(204.
0.000000 |205.

0|190.
0|191.
0|192.
0/193.
0]194.
0]194.
0{194.
200.
201.

MCRLF32 - 2.33.131.C



Health Financial Systems

LINCOLN PRAIRIE

In Lieu of Form ¢MS-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CON:

144013

Period:
From 05/01L/2011
To  04/3072012

worksheet B-1

Date/Time Prepared:

8/15/2012 12:

51 pm

.00 CAP REL COSTS BLDG & FIXT

1

2.00 |CAP REL COSTS-MVBLE EQUIP
4.00 |EMPLOYEE BENEFITS

5.00 |[ADMINISTRATIVE & GENERAL
7.00 |OPERATION OF PLANT

8.00 |LAUNDRY & LINEN SERVICE
9.00 |HOUSEKEEPING

10.00 |DIETARY

11.00 |CAFETERIA

13.00 |NURSING ADMINISTRATION

MEDICAL RECORDS & LIBRARY

0 28,791,736

INPATTENT ROUTINE ‘SERVICE COSTICENTER

30.00 {ADULTS & PEDIATRICS 19,519 26,279,420
46.00 |OTHER LONG TERM CARE 0 0
54.00 | RADICLOGY - DIAGNOSTIC 0 0
60.00 | LABORATORY 0 165,541
67.00 |OCCUPATIONAL THERAPY 0 0
68.00 [SPEECH PATHOLOGY 0 0
69.00 |ELECTROCARDIOLOGY 0 0
70.00 | ELECTROENCEPHALOGRAPHY 0 0
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0
73.00 [DRUGS CHARGED TO PATIENTS 0 1,656,007

NONREIMBURSABLE SCOST: CENTER

190.00|GIFT, FLOWER, COFFEE SHOP & CANTEEN

191. 00} RESEARCH
192.00[ PHYSICIANS' PRIVATE OFFICES
193. 00| NONPAID WORKERS

194.00| OTHER NONREIMBURSABLE COST CENTERS

194 .01 EDUCATION

194.0G2{ COMMUNITY RELATIONS
200.00{Cross Foot Adjustments
201.00|Negative Cost Centers

202.00|Cost to be allocated (per wkst.
203.00/unit cost multiplier (wkst. B,
204.00|Cost to be allocated (per wkst.
205.00/Unit cost multipliier (wkst. B,

B, Part I)
Part 1)

B, Part TIT)
pPart IT)

CoOoo0 oo
OO0

689,038
35.300886
10,698
0.548081]

286,733
0.009959
8,954
0.000311]

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRAIRIE In Lieu of Form CM5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 144013 |Pericd: worksheet ¢

From 05/01/2011 | Part T

To  04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm

Titl

XVITT Hospital
o5t

INP. ] OUTINE:S L = :

30.00 |ADULTS & PEDIATRICS 9,553,179 9,553,179 0 01 30.00
46.00 |OTHER LONG TERM CARE
ANCIEIARY SERVICE “COSTICENTERS

54.00 | RADIOLOGY-DIAGNOSTIC 0 4] 0] 54.00
60.00 | LABORATORY 135,557 0 0| 60.00
67.00 |OCCUPATIONAL THERAPY 0 Q 0 0| 67.00
68.00 |SPEECH PATHOLOGY 0 0 0 0| 68.00
69.00 { ELECTROCARDIOLOGY 0 0 0j 6%9.00
70.00 |ELECTROENCEPHALOGRAPHY 0 ] 0| 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 6] 0) 71.00
73.00 |DRUGS CHARGED TO PATIENTS 6 0 0| 73.00

OUTPATTENT:
90.00 |CLINTC \ 500,198] - 0] 0| 90.00
QTHER:REIMBURSABLE!COS:
99,00 |CMHC
99.10 |CORF v}
200,00 subtotal (see instructions) 10,786,460 0 10,786,460 0 0{200.00
201.00| Less Observation Beds 0 0 0]201.00
202.00| Total (see instructions) 10,786,460 0 10,786,460 0 0:202.00

MCRIF3Z - 2.33.131.0



Health Financial Systems

LTNCOLN PRATRTE

In Lieu of Form CMS$-2552-10

COMPUTATION OF RATIO OF COSTS TQ CHARGES

Provider CCN: 144013

Period: worksheet C

From 05/01/2011 | Part I

To 04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm

Title XVIII

Hospital

TNPATTENT RO

30,00 [ADULTS & PEDIATRICS
46.00 |OTHER LONG TERM CARE

. 279,420

26,279,400 T 30.00

ANCTLLARY:

54,00 |RADIQLOGY- DIAGNOSTIC

0 0 0. 0 0.000000| 54.00

60,00 |LABORATORY 165,541 0 165, 541 0.818873 0. 000000} 60.00
67.00 |OCCUPATTONAL THERAPRY 0 0 0 0.000000 0.000000| 67.00
68,00 |SPEECH PATHOLOGY 0 0 0 0.000000 0.000000| 68.00
69.00 |ELECTROCARDTOLOGY 0 a 0 0.030000 0.000000| 69.00
70.00 | ELECTROENCEPHALOGRAPHY [ 0 0 0.000000 0.000000| 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 U] 0 0.000000 0.000000; 71.00
1,656,007 0 1,656,007 0.360823 0 73.00

73.00 DRUGS CHARGE!) TO PATIENTS

200.00|subtotal (see instructions)
201.00|Less Observation Beds
202.00/Total (see instructions)

28,100,968 690,768 28,791,736 200:00
201.00
28,100,963 690,768 28,791,736 202.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

In Lieu of Form CMs-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 144013

Pariod:

worksheet C

From 05/01/2011 | Part I

To

04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm

Title XVIIE

Hospital

TERM CARE

ERVILCESCO8
54.00 |RADIOLOGY-DIAGNOSTIC 0. 000000 54,00
60.00 |LABORATORY 0.000000 60.00
67.00 |OCCUPATIONAL THERAPY 0. 000000 67.00
68.00 |SPEECH PATHOLOGY 0.000000 68.00
59.00 |ELECTROCARDIOLOGY 0.000000 69.00
70.00 | ELECTROENCEPHALOGRAPHY 0.000000 70.00
71.00 {MEDICAL SUPPLIES CHARGED TO PATLENTS 0.000000 71.00
73.00 |DRUGS CHARGED TO PATIENTS 0.000000 73.00

ERVICE:COSTCENTERS

90.00 |CLINIC

(OTHER 'REIMBURSABLESCOST CENTER

99.00 | CMHC

99.10 {CORF

200.00|subtotal (see instructions)
201.00|Less observation Beds
202.00/ Total (see instructions)

MCRIF32 - 2.33.131.90



Health Financial Systems

LINCOLN PRAIRIE

In Lieu of Form cMs5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 144013 | Period:
From 05/01/2011 | Part I

worksheet C

To  04/30/2012 | Date/Time Prepared:
8/15/2012 12:51 pm
Title XIX Hospital Cost

T E UTINE. SERVIC

30.00 [ADULTS & PEDIATRICS

54.00 | RADTOLOGY-DIAGNOSTIC

60.00 | LABORATORY

6700 |QCCUPATTONAL THERAPY

68.00 |SPEECH PATHOLOGY

69.00 | FLECTROCARDIOLOGY

70.00 | FLFCTROENCEPHALOGRAPHY

71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS
73.00 |DRUGS CHARGED TG PATIENTS

9,553,179 9,553,179
0 0

135,557 135,557

0 G 0

0 a 0

0 0

0 0

0 0

597,526 597,526

o000 OO

dllooococococoo
=)
©
o
<

99.10 |CORF

200.00| subtotal {(see instructions)
201.00| Less Chservation Beds
202.0Q| Total (see instructions)

0
10,786,460 o| 10,786,460
0 0
10,786,460 0 10,786,460

0 .
0 0{200.00
0/201.00
0 0]202.00

MCRIF3Z2 - 2.33.131.0




Health Financial Systems LINCOLN PRAIRIE - In Lieu of Form €M5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 144013 | Period: worksheet C

From 05/01/2011 | Part I

To  04/30/2012 | bate/Time Prepared:
8/15/2012 12:51 pm

Titie XIX Hospital cost

INPATIENT .ROU OST. CENTERS
30.00 |ADULTS & PEDIATRICS 26,279,420 26,279,420 30.00
0

54.00 ] 0 0.000000 0.00000G| 54.00
60.00 |LABRORATORY 165,541 0 0.818873 0.00000C| 60.00
67.00 |OCCUPATIONAL THERAPY 0 0 0.000000 0.000000| 67.00
68.00 |SPEECH PATHOLOGY 0 0 0.000000) 0.000000| 68.00
69.00 | ELECTROCARDIOLOGY 0 O 0.000000 0.000000} 69.00
70.00 | ELECTROENCEPHALQGRAPHY 1] 0 0.000000) 0.000000( 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 ) 0. 0.000000] 71.00
73.00 |DRUGS CHARGED TQ PATIENTS 1,656,007 4] 0. 73.00

990.00 [CLINTC .
OTHER: REIMBURSABLE “COST CENTE ]
99.00 JCMHC 0 ¢ 0 99.00

99.10 |CORF 0 0 0 99.10
200.00{subtotal (see instructions) 28,100,968 690,768 28,791,736 200.00
201.00|Less Observation Beds 201.00

202.00/Total (see instructions) 28,100,968 690,768 28,791,736 202.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

In Lieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 144013

Period:
From 45/01/2011
To 04/30/2012

worksheet C

Part I

Date/Time Prepared:
8/15/2012 12:51 pm

Haspital

Cost

L

30.00 [ADUETS & PEDTATRICS
46,900 |QTHER LONG TERM CARFE

ANCILEN ERVECE 'COST 'CENTERS

54.00 |RADIOLOGY-DTAGNOSTIC
60.00 | LABORATORY

67.00 |OCCUPATIONAL THERAPY
68.00 |SPEECH PATHOLOGY

69.00 | ELECTROCARDIOLOGY
70.00 | ELECTROENCEPHALOGRAPHY
71.00 |MEDTCAL SUPPLTIES CHARGED TO PATTENTS
73.00 |DRUGS CHARGED TQ PATIENTS

. 000000
. 000000
. 000000
. 000000
. 000000
. 000000
.000000
. 000000

oOooooood

QULRATT RV

90.00 {CLINIC

0.0006000]

99.10 |CORF

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

MCRIF32 - 2.33.131.0



Health Financial Systems
APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS

LTNCOLN PRAIRIE

tn lieu of Form (M5-2552-10

Provider CCN:
From 05/0L/201L

worksheet D
Part 1

Date/Time Prepared:

8/15/2012 12:51 pm
Cost

INPATIEN QUTTIN ER

30.00 [ADULTS & PEDIATRICS |

200.00/Total (Tines 30-199)

32.83| 30.00
200.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE In Lieu of Form Cms-2552-10
APPORTIONMENT OF INPATTENT ROUTINE SERVICE CAPITAL COSTS Provider CCN: 144013 | Period: worksheet D
From 05/01/2011 | part T
To  04/30/2012 | bate/Time Prepared:
8/15/2012 12:51 pm
Title XIX Cost

INPATTENT. ROUTINE: SERVE
30.00 (ADULTS & PEDIATRICS 12,707 417,171 30.00
200,00/ Fotal (Tines 30-192) 12,707 417,171 200.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRTE

In Lieu of Form (MS-2552-10

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

Provider

CCN: 144013 | Period:

worksheet D

From 05/01/2011 | Part IT

To 04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm

Ti t1_ e XIX

Hospitzal Cost

AN LA RVICH

54.00 |RADTOLOGY-DIAGNQOSTIC
60.00 |LABORATORY

67.00 |{OCCUPATIONAL THERAPY

£8.00 |SPEECH PATHOLOGY

69.00 |FLECTROCARDICLOGY

70.00 |ELECTROENCEPHALOGRAPHY

71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS
73.00 |DRUGS GED TO PATIENT

0 0
1,233 165,541,
0 Q
0 Q
0 [y
0 0
0 0

OO C o oo

. 600000 0

0] 54.00
.007448 103,524 786! 60.00
. 000000 0 0} 67.00
. 000000 0 0| 68.00
. 000000 0 0| 62.00
. 030000, 0 0| 70.00
. G00000 0 0] 71.00

1,105,615

o ERVICE |

90.00 [CLINTC
200.00[Total (lines 50-199)

690,768
2,512,316

0.

034771 0 0| 90.00
1,211,139 6,918|200.00

MCRIF32 - 2.33.131.0



dealth Financial Systems

LINCOLN PRATRIE

In Lieu of Form (M5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

pProvider CCN: 144013

pPeriod:
From Q5/01/201%1
To  04/30/2012

worksheet D

Part III

Date/Time Prepared:
8/15/2012 12:51 pm

pital

St

THPATTEN] JTINE:

30.00 [ADULTS & PEDIATRICS
200.00[Total (lines 30-199)

o

0| 30.00
([200.00

MCRIF3Z2 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

In Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH (COSTS

Provider CCN: 144013 |Period:
From 05/01/2011

worksheet D
Part IIT

To 04/30/2012 | Date/Time Prepared:
8/15/2012 12:51 pm
Title XIX Hospital Cost

30.00 A[SULTS & PEDIATRICS

200.00| Total (iines 30-199)

19,519
19,519

0.00

12,707
12,707

30.00
200.00

==l

MCRIF32 - 2.33.131.0



Health

Financial Systems

LINCOLN PRATRIE

In Lieu of Form CMs-2552-10

APPORTIONMENT OF INPATTIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

Provider CCN: 144013

Period:
From 05/01/2011
To  04/30/2012

worksheet D

Part III

Date/Time Prepared:
8/15/2012 12:51 pm

Title XIX

Hospital

Cost

ENPAT R INE--5ERV!
30.00 |ADULTS & PEDIATRICS 0 30.00
200.00 Total (lines 30-199) 0 200.00
MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

Th Lieu of Form CM5-2552-10

APPORTTONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 144013

Period:
From 05/01/2011
To 04/30/2012

worksheet D

part Iv

pate/Time Prepared:
8/15/72012 12:51 pm

Title XIX _

o

90.
200.00)

00

LABORATORY
OCCUPATIONAL THERAPY
SPEECH PATHOLOGY
ELECTROCARDTOLOGY

ELECTROENCEPHALOGRAPHY
MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENT.

coococoood

OO o OO

[mReRele e ==
ajejelelelelele]

OO0 O0OO0
[e2]
w0
o
o

DUTPATIENT - SERVICE

CLINIC

Total (Jines 50-199)

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

in Lieu of Form CMs-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CON: 144013

Period: worksheet

From 05/01/2011 | Part IV

To  04/30/2012 | Date/Time Prepared:
8/15/2012 12:51 pm

Hospital Cost

ANCTELAR

54.00 |RADIOLOGY-DIAGNOSTIC 0 0. . \

60.00 |LABGRATORY ] 0. 0.000000 105, 524] 60,00
67.00 |OCCUPATIONAL THERAPY U] 0. 0. 000000 0| 67.00
68.00 |SPEECH PATHOLOGY U] 0. 0.000000 0| 68.00
69.00 |ELECTROCARDIOLOGY 0 Q. 0.000000 0| 69.00
70.00 | ELECTROENCEPHALOGRAPHY o] 0. 0.000000 0} 70.00
71.00 |MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0. 0.000000 0| 71.00
73.00 |DRUGS CHARGED TO PATI G 8] 51 73.00

OUTPA NI SERVICE :C0S

200.00{Total (lines 50-199)

0 690,768 0.000000 0.00606000 G| 90.00

0 2,512,316

1,211,139|200.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRIE

In Lieu of Form ¢M$-2552-10

APPORTLONMENT OF INPATIENT/OUTPATIENT ANCTILLARY SERVICE OTHER PASS Provider CCN: 144013 Perio%:S/Ol/Zﬂl worksheet D
THROUGH COSTS From 1) Part Iv
To  04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm
Title XIx Hospital Cost

N

90

200.00|Total (lines 50-1929)

00

\NCTLIARY: SERVICE -COST/ CE} & !

RADTOLOGY-DIAGNOSTIC 0 0 0 Q| 54.00
LLABORATORY 0 0 0 0 0| 60.00
OCCUPATIONAL THERAPY 0 0 0 0 01 67.00
SPEECH PATHOLOGY 0 0 G 0 0] 68.00
ELECTROCARDTOLOGY 0 0 0 0 0| 69.00
EL.ECTROENCEPHALQGRAPHY 0 0 0 0 0| 70.00
MEDICAL SUPPLIES CHARGED T{O PATIENTS 0 0 0 0 0 71.00
DRUGS CHARGED TQ PATIENTS ) 0 0 0 0| 73.00

OUTFATTENT SERVICE G GENTER!

CL.INTC

MCRIF3Z2 - 2.33.131.0



Health Financial Systems

LTNCOLN PRAIRIE

In Lieu of Form ¢MS-2552-10

APPORTIONMENT OF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

provider CCN: 144013

Period:
From 05/01/2011

worksheet D
part IV

Title XIX

TO 04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm
Hospital Cost

a0.
200.00| Total (lines 50-199)

oG

ANC ARY: R 05
RADIOLOGY-DTIAGNOSTIC
LABORATORY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TO PATIENTS
DRUGS CHARGED TO PATIENTS

COOCOO0

oo o oo

OUTPATIENT  SERVICE COST CENTERS:

CLINIC

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRATRTE

Tn iieu of Form (MS-2552-10

COMPUTATTON OF INPATIENT OPERATING COST Provider CCN: 144013 |period: worksheet D-1
From 05/01/2011
To 04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm
Title XIX Hospital Cost

v w2
o (=]
o (==

[=]
(=4
=]

10.00
11.00

12.00

6.00

7.00

10.0G0

11.00

12,

TIE DAY

Inpatient days (including private room days and swing-bed days, excluding newborn) 19,519

Inpatient days (including private room days, excluding swing-bed and newborn days} 19,519

Private room days {excluding swing-bed and observation bed days). If you have only private room days, 0

do not complete this Tine.

Semi-private room days (exciuding swing-bed and observation bed days) 19,519

Total swing-bed SNF type inpatient days {including private room days) through December 31 of the cost 1]

reporting period

Total swing-bed SNF type inpatient days (incTuding private room days) after December 31 of the cost o]

reporting period (if calendar year, enter 0 on this Tine)

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

reporting period

Total swing-bed NF type inpatient days (including private room days) after bDecember 31 of the cost 0

reporting period (if calendar year, enter 0 on this line)

Total inpatient days including private room days applicable to the Program (excluding swing-bed and 12,707

newborn days)

swing-bed SNF type inpatient days appTlicable to title XvIIX only (including private room days) 0

through December 31 of the cost reporting period (see instructions)

swing-bed SNF type inpatient days applicable to title XviII only (including private room days) after 0

December 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) 0

through December 31 of the cost reporting period

swing-bed NF type inpatient days applicable to titles v or XIX only (including private rocm days) 0

after pecember 31 of the cost reporting period {if calendar year, enter 0 on this line}

Medically necessary private room days applicable to the program (excluding swing-bed days) 1]

Total nursery days (title v or XIX only) o]
days (title Y

Medicare rate for swing-bed SNF services applicable to services through December 31 of the cost 0.00

reporting period

medicare rate for swing-bed SNF services applicable to services after December 31 of the cost 0.00

reporting period

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

reperting period

Medicaid rate for swing-bed NF services applicable to services after pecember 31 of the cost 0.00

reporting period

Total general inpatient routine service cost {see instructions) 9,553,179

swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (Tine 0

5 x line 17)

swing-bed cost applicable to SNF type services after December 31 of the cost reporting period (line 6 0

x Tine 18)

swing-bed cost applicable to NF type services through December 31 of the cost reporting period (line 0

7 x Jine 19

swing-bed cost applicable to NF type services after December 31 of the cost reporting period (1ine 8 0

x Tine 200

Total swing-bed cost (see instructions) 1]

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

General inpatient routine service cost/charge ratio (1ine 27 + Tine 28)

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

Average semi-private room per diem charge (line 30 = 1ine 4)

Average per diem private room charge differential (1ine 32 minus Tine 33)(see instructions)
Average per diem private room cost differential (Tine 34 x Tine 31)

pPrivate room cost differential adjustment (line 3 x line 35)

General
27 _minu

inpatient routine service cost net of swing-bed cost and private rcom cost differential (line

26,279,420
0
26,279,420
0.363523
0.00
1,346.35
0.00

0.00

0
9,553,179

NG COST: BEFORE Ol ME

general inpatient routine service cost per diem (see instructions)
Program general inpatient routine service cost (line 9 x Tine 38)
Medically necessary private room cost applicable to the Program (1ine 14 x line 35)
Total Program general inpatient routine service cost (Tine 39 + 1ine 40)

489.43
6,219,187
0
6,219,187

20.00

21.00
22.00

23,

24.

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRATRIE

In Lieu of Form CMS-2552-10

COMPUTATION OF INPATEENT OPERATING COST Provider CCN: 144013 |Period: worksheet D-1
From 05/01/2011
To 04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm
Title XIX Hospital cost

42.00 |NURSERY (title Vv & XIX only) 42.00
[frtensive i@

43.00 [INTENSIVE CARE UNILT 43.00

44,00 |CORONARY CARE UNIT 44.00

45.00 [BURN INTENSIVE CARE UNIT 45.00

46,00 |SURGICAL INTENSIVE CARE UNIT 46.00

47.00 |OTHER SPECTIAL CARE (SPECIFY) 47.00

48.00 |Program inpatient ancillary service cost (wkst. p-3, col. 3, Tine 200 485,342 48.00
49.00 |Total Program 1npat1ent costs (sum of lines 41 through 48) (see instructions) 6,704,529 49.00
PASS THROUGH [COST ADIUSTMI
50.00 |pass through costs app11cab1e to Program inpatient routine services (from wkst. D, sum of Parts I and 0 50.00
TIT)
51.00 |Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts II 0| 55.00
and Iv)
52.00 {Total program excludable cost (sum of Tines 50 and 51) Q| 52.00
53.00 |Total Program TnpatTent operating cost exc1ud1ng capital related, non-physician anesthetist, and 0| 53.00
medical education costs {iine 49 m1nu 14 52
TARGETAMOUNT SAND: LIMITE: COMPUTATIO
54.00 |program discharges
55.00 |Target amount per discharge
56.00 |Target amount (line 54 x Tine 55) .
57.00 {pifference between adjusted inpatient operating cost and target amount (line 56 minus line 53) 0] 57.00
58.00 |Bonus payment (see instructions) 0] 58.00
59.00 |Lesser of lines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00( 59.00
market basket
60.00 |Lesser of Tines 53/54 or 5% from prior year cost report, updated by the market basket 0.00] 60.00
61.00 |1f Yine 53/54 is Tess than the lower of Tines 55, 59 or 60 enter the Tesser of 50% of the amount by 0| 61.00
which operating costs (line 53) are less than expected costs (lines 54 x 60}, or 1% of the target
amount (line 36), otherwise enter zero (see instructions)
62.00 |Relief payment (see instructions) 0| 62.00
63.00 |AllowabTle Inpatient cost p1us 1ncent1ve payment (see instructions) 0| 63.00
64.00 |Medicare swing-bed SNE 1npat1ent routine costs through pDecember 31 of the cost reporting period (See 0| 64.00
instructions) (title XVIII only)
65.00 IMedicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period {See 0! 65.00
instructions) (title XVITI only)
66.900 |Total Medicare swing-bed SNF finpatient routine costs (line 64 plius Tine 65)(ritle XVIII only). For 0| 66.00
CAH {see instructions)
67.00 |Title v or XIX swing-bed NF inpatient routine costs through pecember 31 of the cost reporting period 0| 67.00
(Tine 12 x Tline 19)
68.00 |Title v or XIX swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0| 68,00
(Tine 13 x Tine 20)
63.00 | Tot 1 title v or XIX swing-bed NF 1np t1ent rout1 051S (1'ne 67 + Tine GB)
PART: (T EDSNURSTN TEY; ANDOLCE/MRONE
70.00 |skilled nursing Fac111ty/0ther nurs1ng fac111ty/1CF/MR routine service cost {line 37) 70.00
71.00 |Adjusted general inpatient routine service cost per diem (Tine 70 + line 2) 71.00
72.00 |Program routine service cost {line 9 x line 71) 72.00
73.00 |Medically necessary private room cost applicable to Program (line 14 x Tine 35} 73.00
74_00 [Total Program general inpatient routine service costs (line 72 + Tine 73) 74,00
75.00 |capital-related cost allocated to inpatient routine service costs (from worksheet B, Part ITI, column 75.00
26, line 45}
76.00 jPer diem capital-related costs (Tine 75 + Tine 2) 76.00
77.00 lprogram capital-related costs (line 9 x Jine 76 77.00
78.00 |Inpatient routine service cost (line 74 minus line 772 78.00
79.00 |Aggregate charges to beneficiaries for excess costs (from provider records} 79.00
80.00 |Total Program routine service costs for comparison to the cost Timitation (Tine 78 minus Tine 79) 80.00
81.00 |Inpatient routine service cost per diem Timitation 81.00
82.00 |Inpatient routine service cost limitation (line 9 x line 8§1) 82.00
83.00 ‘Reasonable inpatient routine service costs (see instructions) 83.00
84.00 |Program inpatient ancillary services (see instructions) 84.00
85.00 |utilization review - physician compensation (see instructions) 85.00
86.00 |Total Program ‘inpatient operating costs (sum of lines 83 through 85) 86.00
: ON OBSERVATION: BED: PASS THROUGHCOS!
87.00 TotaT observation bed days {see finstructions) .
88.00 |Adjusted general inpatient routine cost per diem (line 27 + Tine 2) 0.00; 88.00
89.00 |Observation bed cost (line 87 x Tine 88) (see instructions) 0 89.00

MCRIF32 - 2.33.131.0



Health Financial systems

LINCOLN PRAIRIE

In Lieu of Form CM5-2552-10

COMPUTATION OF INPATLENT OPERATING COST Provider CCN: 144013 | Period: worksheet D-1
From 05/01/2011
To 04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm
Title XIX Hospital cost

CO5

COMPUTATION OF: OBSERVATION: B

90.00 |capital-related cost
91.00 |Nursing School cost
92.00 |Allied health cost
93.00 |A11 other Medical Education

o oo of

(s wele)

(o R i)

90.00

91.00
92.00
93.00

O OO Ofp

MCRIF32 - 2.33.131.0¢



Health Financial Systems LLTNCOLN PRATRTE

In tieu of Form CMS-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

Provider CCN: 144013 | period:

worksheet D-3
From 05/01/2011
To 04/30/2012 | Date/Time Prepared:
8/15/2012 12:51 pm

Title XIX

Hospital Cost

30,00 [ADULTS & PEDIATRICS

ANCILLARY :SERVICE {COST CENTERS

54,00 |RADIOLOGY-DTIAGNOSTIC

60.00 |LABORATORY

67.00 |OCCUPATIONAL THERAPY

68.00 |SPEECH PATHOLOGY

69.00 |ELECTROCARDIOLOGY

70.00 | ELECTROENCEPHAILOGRAPHY

71.00 {MEDICAL SUPPLIES CHARGED TO PATIENTS
73.00 |DRUGS CHARGED TO PATIENTS

OUTPATIENT: SERVICE - COSTHCENTER

90.0C |CLINIC

200.00|Total (sum of Tines 50-%4 and 96-98)

201.00Less PBP Clinic Laboratory Services-Program only charges (line 61)
202.00|{Net Charges (line 200 minus line 201)

| 30.00
0.000000
0.818873
0. 000000
0. 000000
0. 000000
0. 000000,
0.000000/
0.360823

0.724119 0 0| 90.00

1,211,139 485,3421200.00

0 201.00

1,211,139 202.00

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRATRIE

In Lieu of Form CMS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 144013 | period: worksheet E-3
From 05/01/2011 | Part vII
To 04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm
Title XIX Hospital Cost

~N SR

Inpat1ent hosp1ta1/5NF/NF serv1ces

Medical and other services

organ acquisition (certified transplant centers only)
subtotal (sum of Tines 1, 2 and 3)

Inpatient primary payer payments

Outpatient primary payer payments

subtotal (line 4 less sum of Tines 5 and 6)

6,704,529
0

0
6,704,529
450,134
1]
254,395

=3}

Rouline service charges

ancillary service charges 1,211,139
organ acguisition charges, net of revenue 0
Incentive from target amount computation 0
Total reasonable charges (sum of Tines 8 through 11) 18,420,202

17,209,063

CUSTOMARY: CHARGES:

amount actually collected from patients liable for payment for services on a charge basis 0
Aamounts that would have been realized from patients liable for payment for services on a charge basis 0
had such payment been made +in accordance with 42 CFR 413.13(e)

Ratio of Tine 13 to Tine 14 (not to exceed 1.000000) 0.000000
Total customary charges (see instructions) 18,420,202
Excess of customary charges over reasonable cost (complete only if line 16 exceeds Tine 4) (see 11,715,673
instructions)

Excess of reasonable cost over customary charges (complete only if line 4 exceeds line 16) (see 0
instructions)

Interns and Residents (see instructions) Q
Cost of Teaching Physicians (see +instructions) 0
Cost nF covered serv1ces (enter the 1esser of I1ne 4 or 11ne 16) 6,704,529

Other than outlier payments

outlier payments

Program capital payments

Capital exception payments (see instructions)
Routine and ancillary service other pass through costs
subtotal {sum of lines 22 through 26)

customary charges (ritle v or XIX PP5 covered services only}
Titles v or XIX enter the sum of 11nes 27 and 21.

(=2}
~
=]
B
o
LSl
WOOoOO0000o o)

COMPUTATION:

Excess of reasonable cost {from Tine 18)

subtotal (sum of lines 19 and 20, plus 29 minus lines 5 and 6)
Deductibles

Coinsurance

Allowable bad debts (see €instructions)

Utilization review

Subtotal (sum of T1ines 31, 34 and 35 minus sum of Tines 32 and 33)
OTHER ADJUSTMENTS (SEE INSTRUCTLONS) (SPECIFY)

subtotal (Tine 36 = Tine 37)

Direct graduate medical education payments (from wkst. E-4)

Total amount payable to the provider (sum of Tines 38 and 39)
Interim payments

Balance due provider/program (line 40 minus 41)

section 115.2

Protested amounts (nonallowable cost report items) in accordance with CM5 pub 15-2,

0
6,254,395
0

0

0

0
6,254,395
0
6,254,395
0
6,254,395
13,978,067
-7,723,672
0

~NO VR u R

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRATRIE

In Lied of Form Cm$-2552-10

BALANCE SHEET (If you are nonproprietary and dc not maintain

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

Provider CCN:

144013

Period:
From 05/01/2011
Te  04/30/2012

worksheet G

Date/Time Prepared:

8/15/2012 12:51 pm _

CURENT:AS

.00 |cash oh hand in Bénk-é-

1
2
3
4
5
6.00
7
8
9
1
1

0 0

.00 |Temporary investments 0 0 0
.00 [notes receivable 0 0 0
.00 |Accounts receivable 11,076,008 0 0 0
.00 |other receivable 0 1] 0 1]
Allowances for uncollectible notes and accounts receivable 0 ¢ 0 0

.00 |[Inventory 45,849 0 0 0
.00 |Prepaid expenses 26,436 0 0 0
.00 |other current assets Y 0 0 0
.00 [pDue from other funds 0 0 0 0
Total current assets (sum of lines 1-10) 11,078,841 Q 0 4]

Land improvements
Accumulated depreciation
Buildings

Accumulated depreciation
Leasehold improvements
Accumulated depreciation
Fixed equipment

AccumuTated depreciation
Automobiles and trucks
Accumulated depreciation
Major movable equipment
Accumulated depreciation
Minor equipment depreciable
Accumulated depreciation
HIT designated Assets
Accumulated depreciation
Minor equipment-nondepreciable
Total fixed f 14

13,709,985
-994,091

oo

CO0OCOOOOD0OODL OO0 000
OO0

COoOQOOOO000Oo oo COoo0

GTHER :ASSET

31.00 |Investments 0 0 0 0
32.00 |Deposits on leases 0 0 0 0
33.00 |pue from owners/officers 0 0 0 0
34.00 |other assets 2,381,578 0 0 0
35.00 |Total other assets (sum of lines 31-34) 2,381,578 0 0 0
36.00 |Total assets (sum of lines 11, 30, and 35) 30,425,232 0 0 0
CURREN: ABIL{TTEE Sk

37.00 {Accounts payable 434,158 0

38.00 |salaries, wages, and fees payable 378,149 0 0 0
39.00 |Payroll taxes payable 0 o] 0 )
40.00 |Notes and Toans payable (short term) 0 0 0 o
41.00 |peferred income 0 0 4] G
42.00 |Accelerated payments 0

43.00 |Due to other funds 0 0 0 [¢]
44,00 [other current liabiTities 247,071 0 o] 0
45.00 [Total current ¥iabilities (sum of Tines 37 thru 44> 1,059,378 0 0 o]

| ONG :TERM::LEABTLITE

=
O W80 N MU W N
=]
(=]

=

46.00 [Mortgage payable 0 0 ¢ 0
47.00 [Notes payable 0 0 0 0
43.00 |unsecured loans 0 0 0 0
49.00 |other Tong term liabilities 25,345,833 0 0 0
50.00 |Total Tong term Tiabilities (sum of lines 46 thru 4% 25,345,833 1) 4] 0
51.00 |Total Tiabilites f 14 45 and 50) 4 [ 0 0
53.00 |specific purpose fund 0

54.00 jponcr created - endowment fund balance - restricted 0

55.00 |ponor created - endowment fund balance - unrestricted 0

56.00 |Governing body created - endowment fund balance ]

57.00 |plant fund balance - invested in plant 8]
58.00 {plant fund balance - reserve for plant improvement, 8]

replacement, and expansion

59.00 |Total fund balances {sum of lines 52 thru 58) 4,020,021 0 0 0
60.00 |Total liabilities and fTund balances (sum of lines 51 and 30,425,232 0 8] 0

59)

MCRIF32 - 2,33.131.0



Health Financial Systems LINCOLN PRAIRIE In Lieu of Form CMS-2552-10

STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 144013 | Period: worksheet G-1

From 05/01/2011

To  04/30/2012 | pate/Time Prepared:
__ 2 12:51

8/15/201.
: 0
1.0C¢ |Fund balances at beginning of period -105,791 o] 1.00
2.00 [Net income (Joss) (from wkst. G-3, line 29) 4,125,817 2.00
3.00 |Total (sum of Tine 1 and Tine 2} 4,020,026 0 3.00
4.00 |Additions {credit adjustments) (specify) 0 0 4,00
5.00 0 o) 5.00
6.00 0 0 6.00
7.00 0 0 7.00
8.00 o 0 8.00
9.00 o [¢] 9.00
10.00 |Total additions (sum of Tine 4-9) 0 0 10.00
11.00 |subtotal (line 3 plus Tine 10) 4,020,026 0 11.00
12.00 0 0 12.00
13.00 0 0 13.00
14.00 0 0 14.00
15.00 0 0 15.00
16.00 0 0 16.00
17.00 ] 0 1i7.00
18.00 |Total deductions (sum of Tines 12-17) 0 0 18.00
19.00 |Fund balance at end of period per balance 4,020,026 0 19.00
sheet (1ine 11 minus 1ine 18)

MCRIF32 - 2.33.131.0



Health Financial Systems LINCOLN PRAIRTE In Lieu of Form CMS-2552-10
STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 144013 { Period: worksheet G-1

From 05/01/2011
To 04,/30/2012 | Date/Time Prepared:
8/15/2012 12:51 pm

1.00 |fFund balances at beginning of period 0 0 1.00
2.00 |Net income (Toss) (from wkst. G-3, Tine 29) 2.00
3.00 [Total (sum of Tline 1 and Tine 2) 0 O 3.00
4,00 |additions (credit adjustments) (specify) 0 1] 4.00
5.00 0 1] 5.00
6.00 0 ¢l 6.00
7.00 0 G 7.00
8.00 0 0 8.00
9.00 8] 0 9.00
10.00 |[total additions (sum of Tine 4-9) 0 0 10.00
11.00 |subtotal {Tine 3 plus Tine 100 0 0 11.00
12.00 0 4} 12.00
13.00 0 0 13.00
14.00 0 0 14.00
15.00 0 0 15.00
16.00 0 0| 16.00
17.00 0 0 i7.00
18.00 |Total deductions (sum of Tines 12-17) 0 0 18.00
19.00 |Fund balance at end of period per balance 0 0 19.00
sheet (Tine 11 minus Tine 18)

MCRIF32 ~ 2.33.131.0



Health Financial Systems LINCOLN PRAIRIE In Lieu of Form (Ms-2552-10
STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES provider CCN: 144013 | period: worksheet G-2 Parts
From 05/01/201%
To 04/30/2012 | pate/Time Prepared:
8/15/2012 12:51 pm

patiel

.00 [Hospital
.00 SUBPRCOVIDER -~ IPF
.00 SUBPROVIDER ~ IRF
.00 SUEPRCVIDER

.00 |swing bed -~ SNF 0
swing bed - NF 0
.00 SKILLED NURSING FACTILITY
.00 NURSING FACILITY

.00 OTHER LONG TERM CARE 0 0

, 420

HWOoeSNGY s N
o
o
oo
oW~ ULRAREWRNRE
o
o

0.00 iTotal genel 0o
Tntensive: [npati 1 ]
11.00 |INTENSIVE CARE UNIT 11.00
12.00 |CORONARY CARE UNIT 12.00
13.00 [BURN INTENSIVE CARE UNIT i3.00
14.00 |SURGICAL INTENSIVE CARE UNIT 14.00
15.00 {OTHER SPECIAL CARE (SPECIFY) 15.00
16.00 |Total intensive care type inpatient hospital services (sum of lines 0 0| 16.00
11-15)
17.00 |Total inpatient routine care services (sum of Tines 10 and 16) 26,279,420 26,279,420| 17.00
18.00 |Aancillary services 1,821,548 0 1,821,548| 18.00
19.00 |outpatient services 0 690,768 690,768 19.00
20.00 |RURAL HEALTH CLINIC 0 0 0] 20.00
21.00 | FEDERALLY QUALIFIED HEALTH CENTER 0 0 0} 21.00
22.00 [HOME HEALTH AGENCY 22.00
23.00 [AMBULANCE SERVICES 23.00
24.00 [cMHC 0 04 24.00
24.10 |CORF 0 0 0| 24.10
25.00 {AMBULATORY SURGICAL CENTER (D.P.) 25.00
26.00 |HOSPICE 26.00
27.00 |PHYSICIAN FEES AND EDUCATION 2,093,711 0 2,093,711 27.00
28.00 |Total patient revenues (sum of tines 17-27)(transfer column 3 to wkst. 30,194,679 620,768 30,885,447 28.00
29.00 0pera‘cmg expenses (per‘ wkst. A, column 3, line 200) 13,056,071 29.00
30.00 [ADD (SPECIFY) ¢} 30.00
31.00 o 31.00
32.00 0 32.00
33.00 0 33.00
34.00 0 34.00
35.00 0 35.00
36.00 |Total additions (sum of Tlines 30-35) 6] 36.00
37.00 |DEDUCT (SPECIFY) 0 37.00
38.00 0 38.00
39.00 0 39.00
40.00 0 40.00
41.00 0 41.00
42.00 |Total deductions (sum of lines 37-41) 0 42.00
43.00 |Total operating expenses (sum of lines 29 and 36 minus line 42)(transfer 13,056,071 43.00

10 wkst. G-3, Tine 4)

MCRIF32 - 2.33.131.0



Health Financial Systems

LINCOLN PRAIRLIE

In Lieu of Form CMS-2552-10

STATEMENT OF REVENUES AND EXPENSES

Provider CCN:

144013

Period:
From 05/01/2011
To  04/30/2012

worksheet G-3

Date/Time Prepared:

8/15/2012 12:51

1.00 |Total patient revenues (from wkst. G-2, Part I, column 3, Tine 28) 30,885,447 1.00
2.00 |Less contractual allowances and discounts on patients' accounts 13,746,797, 2.00
3.00 |Net patient revenues (fine 1 minus line 2) 17,138,650 3.00
4.00 iLess total operating expenses {from wkst. G-2, Part II, Tline 43) 13,056,071 4.00
5.00 (Net income from service to patients (line 3 minus Tine 4) 4,082,579 5.00
6.00 jcontributions, donations, bequests, etc 0l 6.00
7.00 |Income from investments 0] 7.00
8.00 [Revenues from telephone and telegraph service 0 8.00
9.00 [Revenue from television and radio service 0 9.00
10.00 [Purchase discounts 0| 10.00
11.00 |[Rebates and refunds of expenses 0 11.00
12.00 |pParking Tot receipts 0| 12.00
13.00 [Revenue from laundry and linen service 0| 13.00
14.00 |Revenue from meals sold to employees and guests 25,306| 14.00
15.00 |Revenue from rental of living quarters 0| 15.00
16.00 |Revenue from sale of medical and surgical supplies to other than patients 0| 16.00
17.00 |Revenue from sale of drugs to other than patients 0| 17.00
18.00 |Revenue from sale of medical records and abstracts 6,282 18.00
19.00 |Tuition (fees, sale of textbocks, uniforms, etc.) G| 19.00
20.00 |Revenue from gifts, flowers, coffee shops, and canteen G| 20.00
21.00 |Rental of vending machines 1,538 21.00
22.00 |Rental of hospital space 0] 22.900
23.00 |Governmental appropriations 0] 23.00
24,00 |OTHER (SPECIFY) 10,112 24.00
25.00 |Total other income (sum of lines 6-24) 43,238] 25.00
26.00 {Total (Tine 5 plus Tine 25) 4,125,817] 26.00
27.00 {OTHER EXPENSES (SPECIFY) 0} 27.00
28.00 {Total other expenses (sum of line 27 and subscripts) 0] 28.00
29.00 |Net income (or loss) for the period (line 26 minus line 28) 4,125,817 29.00

MCRIF32 -~ 2.33.

131.9



