Health Financial Systems BLESSING HOSPITAL Th Liey of Form CMs-2552-10
This report is required by Taw (42 usC 1395g; 42 CFR 413.20(b)). Failure to report can result in all interim FORM APPROVED

payments made since the beginning of the cost reporting period baing deemed overpayments (42 USC 1395g) . OMB NO. 0938-0050
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX COST REPORT CERTIFICATION Provider CCN: 140015 |period: Worksheet §
AND SETTLEMENT SUMMARY From 10/01/2012 1 parts I-III

To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:17 pm

RTSTAT]

Provider 1.[ x JElectronically filed cost report pbate: 2/28/2014 Time: 2:17 pm
use ohly 2.[ Imanually submitted cost report
3.[ 0 ]If this is an amended report enter the number of times the provider resubmitted this cost report
4.[ F Imedicare UtiTlization. Enter "F" for full or "L" for low.
contractor 5.[ 1 Jcost Report Status 6. Date Received: 10.NPR Date:
use only (1) As Submitted 7. Contractor No. 11. contractor's vendor Code: 4
(2) settled without audit 8. [ N ]Initial Report for this pProvider cenj12.[ 0 JIf Tine 5, column 1 s 4: Enter
(3) settled with audit 9. [ N JFinal 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 IDENTIFIED IN THIS REPORT WERE
PROVIDED OR PROCURED THROUGH THE PAYMENT DIRECTLY OR INDIRECTLY OF A KICKBACK OR WERE OTHERWISE TLLEGAL, CRIMINAL, CIVIL AND
ADMINISTRATIVE ACTION, FINES AND/OR IMPRISONMENT MAY RESULT.

CERTIFICATION BY OFFICER OR ADMINISTRATOR OF PROVIDER(S)

T HEREBY CERTIFY that I have read the above certification statement and that I have examined the accompanying
electronically filed or manually submitted cost report and the Balance Sheet and Statement of Revenue and
Expenses prepared by BLESSING HOSFITAL ( 140015 ) for the cost reporting pariod beginning 10/01/2012 and ending
09/30/2013 and to the best of my knowledge and belfef, this report and statement are true, correct, complete and
prepared from the books and records of the provider in accordance with applicable instructions, except as nhoted.
I further certify that I am familiar with the laws and regulations regarding the provision of health care
services, and that the services identified im this cost report were provided in compliance with such Taws and
regulations.

Encryption Information (Signed)
ECR: Date: 2/28/2014 Time: 2:17 pm officer or Administrator of Provider(s)
3I5kONh2sw . XaTZNFF5LYLZI0REWXD
JhJo40ygermmgDg ewwwZCSIBTHPENPG
U7¥Y1lt2:970NANDo Title

PL: Date: 2/28/2014 Time: 2:17 pm
08QXAEBQb2 rfYTF3uj2ulpc2uipb. 0

atNj203yfINTB6IHIPGFOT 1PTLO07Y Date
1.00 [¢] -174,905 ~157,797 1,298,611 0] 1.00
2.00 |Subprovider - 1PF 0 159,452 0 o] 2.00
3.00 |subprovider - IRF o] 28,652 0 0| 3.00
5.00 |swing bed - SNF 0 0 B 0| 5.00
6.00 [sSwing bed - NF 0f 0| 6.00
7.00 |SKILLED NURSING FACILITY 0 159,055 0 0| 7.00
9.00 |HOME HEALTH AGENCY I 0 0 0 0] 9.00
10.00 |RURAL HEALTH CLINIC I 0 11,624 0| 10.00
200.00|Total 0 172,254 -146,173 1,298,611 0[200.00

The above amounts represent “due to" or "due from" the applicable program for the element of the above complex indicated. o
According to the paperwork Reduction Act of 1995, no persons are required te respond to a collection of information unless it
displays a valid oM control number. The valid OMB control number for this information collection is 0938-0050. The time
required to complete and review the information collection is estimated 673 hours per response, including the time to review
instructions, search existing resources, gather the data needed, and complete and review the information collection. If you

have any comments concerning the accuracy of the time estimate(s) or suggestions for improving the form, please write to: CMSs,
7500 security Boulevard, Attn: PRA Report Clearance Officer, Mail Stop €4-26-05, Baltimore, Maryland 21244-1850,

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

u of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 140015

period:

worksheet s-2

From 10/01/2012 [ part 1

To  08/30/2013

Date/Time Prepared:
2/28/2014 2:15

osPiL d fospital:

Hospit .
1.00 [street: 1005 BROADWAY
00 |City: QUINCY

0

sed: Componeht Tdentifications

BLESSING HOSPITAL
BLESSING PSYCHTATRIC AT
14TH sT

BLESSING REHAB UNIT

subprovider - IPF

5.00 |subprovider - IRF
6.00 subprovider - (Other)
7.00 (Swing Beds - SNF
8.00 |[swing Beds - NF

9.00 [Hospital-Based SNF BLESSING SKILLED CARE
UNTT

10.00 [Hospital-Based NF

11.00 |Hospital-Based OLTC
12.00 |Hospital-Based HHA

13.00 |Separately Certified ASC
14.00 |Hospital-Based Hospice

BLESSING HOME CARE

HOSPICE OF ADAMS COUNTY

15.00 |Hospital-Based Health Clinic - RHC |GOLDEN CLINIC
16.00 |Hospital-Based Health Clinic - FQHC
17.00 |Hospital-Based (CMHC) I

18.00 [Renal pialysis

19.00 [other

7140015

145015

141015

145643

147031

141501
143422

99914

99914

99914

99914

99914
99914

07/01/1966
10/01/1993

10/01/1985
06/20/198%

12/01/1984

06/01/1984
09/08/1996

P o}
P N
P N
0 N

00

Cost Reﬁort%ﬂg ééF1od Cnm/dd/yyyy)

09/30/2013

21.00 |Type of cControl (see instructions)
OrmaEtion

Inpatient Pl i .
22.00 [poes this facility qualify and is it

amendment hospital?) In column 2, enter "Y" for yes or "N" f

23.00 (which method is used to determine Medicaid days on lines 24 and/or 25 below? In column
1, enter 1 if date of admission, 2 if census days, or 3 if date of discharge. Is the
method of identifying the days +in this cost reporting period different from the method

or no.

nt y Eéce Qinb payments %b 4dispropo§tionate”
share hospital adjustment, in accordance with 42 CFR §412.1067 In column 1, enter "vy"
for yes or "N" for no. Is this facility subject to 42 CFR Section §412.06(c) (2} (Pickle

23.00

t

lused _in the prior cost reporting period? 1In column 2, enter "Y" for yes or “W” for no.
A

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

25.00 |If this provider is an IRF, enter the in-state
medicaid paid days in col. 1, the in-state Madicaid
aeligible unpaid days in col. 2, out-of-state
medicaid days in col. 3, out-of-state Medicaid
eligibTe unpaid days in col. 4, Medicaid HMO paid
and eligible but unpaid days in col. 5, and other
medicaid days in col. B.

655

281

72

264 0

24.00

25.00

cost reporting period. Enter "1" for urban or "2" for rural.

27.00 |Enter your standard geographic classification (not wage) status at the end of the cost
reporting period. Enter in column 1, ™1" for urban or “2* for rural. If applicable,
enter the effective date of the geographic reclassification in column 2.
35.00 |zf this is a soTe community hospital (SCH), enter the number of periods ScM status in

affect in the cost reporting period.

Enter your standard geographic classification (not wage) status at the beginning of the

27.00

35.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSTNG HOSPITAL

In Lieu of Form CmMs-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX TIDENTIFICATION DATA

Provider CCN: 140015

reriod:
From 10/01/2012
TO

09/30/2013

Worksheet 5-2
Part 1

Date/Time Prepared:
2/28/2014 2:15 pm

CReyTnng ot

1t
i

‘335
I

Enter app1icab1e beginning'ﬁﬁd en hg dates of SCH status.
of periods in excess of one and enter subsequent dates.
37.00
in effect in the cost reporting period.

Enter app]1cab13 beginning and ending dates of MDH status.
.f:

5 1n excass of one and enter subsequent dates.

38.

00

If this is a Medicare dependent hospital (MDH), enter the number of periods MDH status

Subscript 1ine 38 for number

Subscﬁ{bt“i1né.36 for numbar

16701/2012

09/30/2013

36.00
37.00

38.00

Does this facility qﬁ%

CFR 412.101¢h) (23 (1i1)? Enter in column 2 "y" for ves or "N"

y for the inpatient hospital payment adjustment for Tow volume
hospitals in accordance with 42 CFR §412.101(b)(2)(i1)? Enter in column 1 “y” for yes
or “N” for no. Does the facility meet the mileage requirements in accordance with 42
(see instructions)

for no

45,

00

46.00

47.
48,

Q0
00
56.00

57.00

58.00

59,
60.

00
00

45.00 [boes this facility qualify and receive Capital payment for d1sproport1onate share in accordance N N N
with 42 CFR Section §412.3207 (see instructions)
46.00 Is this facility eligible for additional payment exception for extraordinary circumstances N N N
pursuant to 42 CFR §412,348(f)7 If yes, complete Worksheet L, Part III and L-1, Parts I through
III.
47.00 (15 this a new hospital under 42 CFR §412.300 PPS capital? Enter "y for yes or "N" for no. N N N
48.00 [Is the facility electing full federa1 capital payment? Enter "y" for yes or "N" far no. N N N
Teachy iy Hospitals : S LT : ;
56.00 |1s this a hespital Tnvolved in tra1n1ng residents in approved GME program57 eEnter "Y" for yes Y
or "N" for no.
57.00 |1f Tine 56 s yes, is this the First cost reporting period during which residents in approved N
GME programs trained at this facility? Enter "Y" for yes or "N" for no in column 1. IF column 1
is "¥" did residents start training in the first month of this cost reperting period? Enter "y"
for yes or "N" for ne in column 2. If column 2 is "Y", complete Worksheet E-4. If column 2 is
"N", complete worksheet D, Part IIT & Iv and D-2, Part II, if applicable.
58.00 [1f Tine 56 is yes, did this facility elect cost reimbursement for physicians' services as N
defined in cMs pub. 15-1, section 21487 If ves, complete worksheet D-5.
59.00 |are costs claimed on line 100 of worksheet A? If yes, complete Worksheet D-2, Part I. N
60.00 |are you claiming nursing school and/or allied health costs for a program that meets the Y
provider-operated criteria under §413.85? Enter "vY" for yes or “N" for no. (see instructions)
61.00 [Did your hospital receive FTE slots under AcA N
section 55037 enter "Y' for yes or "N" for no in
column 1. (see instructions)
61.01 [Enter the average number of unweighted primary care 0.00 0.04
FTEs from the hospital’s 3 most recent cost reports
ending and submitted before March 23, 2010. (see
instructions)
61.02 |[Enter the current year total unweighted primary care 0.04 0.04
FTE count (excluding OB/GYN and general surgery)
added as a result of section 5503. (see
instructions)
61.03 i{Enter the base Tine FTE count for primary care 0.04 0.04
and/or general surgery residents, which is used for
determining compliance with the 75% test. (see
instructions)
61.04 [Enter the number of unweighted primary care/or 0.0( 0.04
surgery allopathic and/or osteopathic FTEs in the
current cost reporting period.(see instructions).
81.05 |Enter the difference bhetween the baseline primary 0.0d £.00
and/or general surgery FTEs and the current year's
primary care and/or general surgery FTE counts (Tine
61.04 minus Tine 61.03). (see instructions)
61.06 |[Enter the amount of ACA §5503 award that is bheing 0.04 0.0(
used for cap relief and/or FTEs that are nonprimary
care or general surgery. (see instructions)

61.

01

61.02

61.03

61.04

61.05

61.06

.05, specify each new program
specialty, if any, and the number of FTE residents
for each new program. (see +instructions) Enter in
column 1 the program name, enter in column 2 the
pregram code, enter in column 3 the IME FTE
unweighted count and enter in column 4 direct GME
FTE unweighted count.

0.00

61.10

MCRXF32 - 4.8.152.0



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

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 140015 |Period: worksheet §-2

From 10/01/2012 | Part I

To  09/30/2013 | pate/Time Prepared:

2/28/2014 2:15 pm

inweightad TME: UnweTghted
M

61.20 |0f the FTEs in Tine 61.05, specify each expanded 0.00 0.00| 61.20
program specialty, if any, and the number of FTE
residents for each expanded program. (see
instructions) Enter in column 1 the program name,
enter in column 2 the program code, enter in column
3 the IME FTE unweighted count and enter in column 4
direct GME FTE unweighted count.

62.00 [Enter the number of FTE residents that your husp1ta1 trained in this cost report1ng per1od For wh1ch T 0.00 62.00
your hospital received HRSA PCRE funding (see instructions)
62.01 |[Enter the number of FTE residents that rotated from a Teaching Health Center (THC) into your hospital 0.00 62.01

during in this cost reporting period of HRSA THC program. (see 1nstruct1ons)
Teaching Hospitdls that claim reésidents A0 Non~Provider Settings = e e T
63.00 |Has your facility trained residents in non-provider settings during th1s cost reporting per1od7 Enter N 63.00
"y for yes or "N" Tor no in column 1. If yes, complete lines 64-67. (see +instructions)

€ g A52009° -

64.00 |Enter in column 1. TF line B3 is yes, or your fa 11ty trained residents 0.00 0.00 0. 000000 64,00
in the base year period, the number of unweighted non-primary care
resident FTEs attributable to rotations occurring in all non-provider
settings. Enter in column 2 the number of unweighted non-primary care
resident FTEs that trained in your hospital. Enter in column 3 the ratio

65.00 [Enter in column X, if Tine 63 0.00 0.00 0.000000 65.00
is yes, or your facility
trained residents in the base
vear period, the program name
associated with primary care
FTEs for each primary care
program in which you trained
residents. Enter in celumn 2
the program code, enter in
column 3 the number of
unweighted primary care FTE
residents attributable to
rotations occurring in ali
non-provider settings. Enter in
column 4 the number of
unweighted primary care
resident FTEs that trained in
your hospital. Enter in column
5 the ratio of (column 3
divided by (column 3 + column
4)). {see instructions)

66.00

e Ll i ;
66.00 [Enter in column 1 the number of un ghted non-primary care resident 0.00| 0.00
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 1n your hospital. Enter in columh 3 the ratio of
(column 1 divided by (column 1 + columm 2)). (see +instructions)

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Fort CM5-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA Provider CCN: 140015 |period: worksheet s-2
From 10/01/2012 | Part I

To  09/30/2013

Date/Time Prepared:

13 om

2/28/2014

67.00

Enter in column 1 the program
name associated with each of
your primary care programs in
which you trained residents.
Enter in column 2 the program
code, Enter in column 3 the
number of unweighted primary
care FTE residents attributable
to rotations occurring in all
non-provider settings. Enter in
column 4 the number of
unweighted primary care
resident FTEs that trained in
your hospital. Enter in column
5 the ratio of (column 2
divided by (column 3 + column
4)), (see instructions)

0. 00

0.000000

67.00

71.00

75.00

76.00

Is this fac111ty an Inpat1ent Psych1atr1c Fac111ty (IPF) or does it conta1n an IPF 5ubpr0v1der7
Enter "Y" for ves or "N" for no.

If Tine 70 yes: Column 1: pid the facility have a teaching program in the most recent cost
report Tiled on or before wovember 15, 20047 Enter "v" for yes or "N" for no. Column 2: bid
this factlity train residents in a new teaching program in accordance with 42 CFR §412.424
(1Y E7)YMO)? Enter "Y" for yas or "N" for no. Column 3: If columh 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 tin column 3, or 1f the Sth or subsequent academic years of the new
teach1nq program in existence, enter 5. (s

71.00

Tnpatieht RehabiTitation Faci ity PRS &

Is this facility an Inpatient Rehabilitation Facility (IRF), or does it contain an IRF
subprovider? Enter "Y" for yes and "N" for no.

If Tline 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 "y" for yes or "N" for no. Column
2: pid this facility train residents in a new teaching program in accordance with 42 CFR
§412,424 (DL (i1)(D)? Enter "v" 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 5th or subsequent academic years of
the new teaching program in existence, enter 5. (see instructions)

75.00

76.00

85.00
86.00

Enter "Y" for ves and "N" for no.

Is"th1s a new hosp1ta1 under 42 CFR Section §413 40(f)(1)(1) TEFRA7 Enter“"Y"xfﬁﬁ yeéhér
pid this facility establish a new other subprovider (excluded unit) under 42 CFR Section
§413.40(F)(1)(11)? Enter "v" for yes and "N" for no.

90.00

91.00
92.00
93.00
94.00

95.00
96.00

97.00

105.00
106.00

Does this facility have title v and/or XIX inpatient hosp1ta1 services? Enter "v" for N
yes or "N" for ne in the applicable column.
15 this hosp1ta1 reimbursed for title v and/or XTX through the cost report either in N

full or in part? Enter "¥" Tor yes or "N" for no in the applicable celumn.
Are title XIX NF patients occupying title XVIIX SNF beds (dual certification)? (see
instructions) Enter "Y" for yes or “N" for no in the applicable column.

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

applicable column.
If 1ine 94 is "Y", enter the reduction percentage in the applicable column.
boes title v or XIX reduce operating cost? Enter "Y" for yes or "N" for no in the N
applicable column.
If line 96 is "y" Ticable col

nter the reduct1on percentag 'n the n

0.00

0.00

0.00

20.00
91.00
92.00
93.00
94.00

95.00
96.00

97.00

Rutal Froviders

0.00

pDoes this hospital qua11fy as a Cr1t1ca1 Access Hospital (CAH)? N
f this facility qualifies as a caH, has it elected the all-inclusive methad of payment

for outpatient services? (see instructions)

“|105.00

106.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE GOMPLEX TIDENTIFICATION DATA Provider CCN: 140015 |Period: Worksheet §-2

From 10/01/2012 | Part I

To  0%9/30/2013 | Date/Time Prepared:
1 2/28/2014 2:15 pm

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

108.00(15 this a rural hospital qualifying for an exception to the CRNA fee schedule? See 42 N 108.00
CFR Section §412,113(c). Enter "¥" for yes or "N" for no.

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

115.0015 th1s an all-inclusive rate prov1der? Enter "Y' for yes or "N for no in column 1. IF yes, N 0 (115.00
enter the method used (A, B, or E only) in column 2. If column 2 is "E", enter in column 3
either "93" percent for short term hospital or "98" percent for long term care (1nc1udes
psychiatric, rehabilitation and long term hospital providers) based on the definition in cvs

15-1, §2208.1.

116.00[1s th1s facility classified as a referral center? Enter "Y" for yes or "N" for no. Y 116.00

117.00[Ts this facility legally-required to carry malpractice insurance? Enter "Y" for yes or "N" for ¥ 117.00
no.

118.00|Ls the malpractice insurance a claims-made or occurrence policy? Enter 1 if the policy is 1 118.00
claim-made, Enter 2 if the policy is occurrence

01List amounts of malpractice premiums and paid losses:

118.02|are malpractice premiums and paid Tosses reported in a cost center other than the Y 118.02
administrative and Gereral? If yes, submit supporting schedule Tisting cost centers
and amounts contained therein.

119.00|D0 NOT USE THIS LINE 119.00
120.00(Is this a SCH or EACH that qualifies Tor the outpatient Hold Harmless provision in ACA Y N 120.00
§3121 and applicable amendments? (see instructions)} Enter in column 1 "v" for yes or
"N" for no. Ts this a rural hospital with < 100 beds that qualifies for the outpatient
Ho'ld Harmless provision in ACA §3121 and applicable amendments? (see instructions)
Enter in column 2 "Y" for yes or "N" for no.

121,00pid this facility incur and report costs for implantable devices charged to patients? Y 121.00
Enter "Y" for yes or "N" for no
Transpiant Information S e 3 SR Ry

125.00[poes this Ffacility operate a transp]ant center7 Enter "y" for yes and "N" for no. If N 125.00
ves, enter certification date(s}) {(mm/dd/yyyy) below.

126.00|If this is a Medicare certified kidney transplant center, enter the certification date 126.00
in column X and termination date, if applicable, in column 2.

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

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

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

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

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

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

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

134.00[cf this is an organ procurement organization (OPO), entar the OPQ number in column 1 13400

'n co]umn 2

and termmatmn d te, 1f aj
AT Froviders: ' - e
140.00|are there any re1ated 0rgan1zat1on or home offwce costs as defined in cMs Pub 15-1, Y 14H132 140.00
chapter 107 Enter "Y" for yes or "N" for no in column 1. If yes, and home office costs
are claimed, enter in column 2 the home office chain number. {see instructions)

1icab1

MCRIF32 - 4.8.152.0



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

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX IDENTIFICATION DATA

Provider CCN: 140015 |Period: worksheet s-2

From 10/01/2012
To 09/30/2013

Part T

Date/Time Pripared

2/28/2014 2

141, 00|Name : BLESSING CORPORATE SERVICES Contractor's Néme NATEOMAL GOVERNMENT Contractor's Number: 131

141,

00

SERVICES
142.00|Street: BROADWAY AT 11TH STREET PO BOX: 142.00
143.00|city: QUINCY State: I Zip Code; 62301 143.00

in worksheat A?

physicians’ costs include

144.00/Are Orovi der base

145.00/1F costs for remal services are claimed on wWorksheet A, line 74, are they costs for inpatient

services only? Enter "¥" for yes or "N" for no.

Yo [l44.
Y 145.

00

00

‘146.00Hé§ufﬁe éoéf'é11ocat1on methodology changed From the pfevfous1y filed co%f report? ‘ N
Enter "Y" for yes or "N" for no in column 1. {See cms Pub. 15-2, section 4020} If yes,

enter the approval date (mm/dd/yyyy) in column 2.

.00
.00
.00

147.00Was there a change in the statistical basis? Enter "Y" for yes or "N" for no. N 147
148.00was there a change in the order of allocation? Enter "v" for yes or "N" for no. N 148
149.00was there a change to the simplified cost finding method? Enter "¥" for yes or "N" for N 149
P e
155.00H05p1ta1 N N N N 155.
156.00|subprovider - IPF N N N N 156,
157.00|Subprovider - IRF N N N N 157.
158.00|SUBPROVIDER 158.
159, 00|SNF N N N N 159,
160, 00[HOME HEALTH AGENCY N N N N 160,
161, 00[CMHC N N N 161,

00
00
00
00
00
00
00

ML

1 part of a Multicampus
es or "N" f

165.00{Ts this h

"y £

N les.

00

166.00|If line 165 is yes, Tor each
campus enter the name in column
0, county in column 1, state in
column 2, zip code in column 3,
CBSA in column 4, FTE/Campus 1in
column 5

“0.00/166.

00

: 7 Vi S f
167.00/Ts this prov1der a meaningful user under Section §1886(n)7 Enter "Y' for yes or N for no.
168.00;f this provider is a cap (1ine 105 is "¥") and is a meaningful user (1ine 167 is "¥™, enter the

reasonable cost incurred for the HIT assets (see instructions)

169.00{1f this provider is a meaningful user (line 167 is "¥") and is not a caH (Tine 105 is "N™), enter the

transition factor. (see instructions)

0.50169.

s,
d168.

00
00

00

170.00[Enter in columns 1 and 2 the EHR Eeg1nn1ng date and ending date for the reporting 10/01/2012
period respectively (mm/dd/yyyy)

03/30/2013 |170.

00

MCRIF32 -~ 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
HOSPLITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNALRE Provider CCN: 140015 |Period: worksheet s-2

From 10/01/2012 | Part IT

To  09/30/2013 | pate/Time Prepared:
[2/28/2014 2:15 pm

ALS: :
gr organtzation: and operayion
Has the provider changed ownership immediate
reporting period? If ves

Ty prior to the beginning of the cost
enter the date of the change in _column 2. (see instructions) |

/N

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

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

Einancial Datd and Réports ... i
4.00 Jcolumn 1: were the financial statements prepared by a Certified Public
Accountant? Column 2: If yes, 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

ved E Tiie

Column 1: Are costs claimed for nursing school? Column 2: If yes, is the provider is 6.00
the Tegal operator of the program?

7.00 |Are costs claimed For Allied Health Programs? If "¥" see instructions. Y 7.00

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

9.00 |Are costs claimed for Intern-Resident programs claimed on the current cost repert? If Y 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 I & R in an Approved N 11.00

Teachi

P am on Worksheet A7 if . See_instructions,

Bad Debt: i : :
12,00 |1s the provider seeking reimbursement for bad debts? If yes, see instructions. 12.90
13.00 |xf 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.
were patient deductibles and/or co-payments waived? If yes, see instructions.

eporting period? instructions

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

17.060 (was the cost report prepared using the PS&R Y 12/31/2013 Y 17.00
Report for totals and the provider's records
for allocation? If either column 1 or 3 dis
yes, enter the paid-through date in columns
2 and 4. (see instructions)

18.00 |xf Tine 16 or 17 is yes, were adjustments N N 18.00
made to PS&R Report data for additional
claims that have been billed but are not
included on the PS&R Report used to file
this cost report? If yes, see instructions.
19.00 |If Tine 16 or 17 4is yes, were adjustments N N 19,00
made to PS&R Report data for corrections of
other PS&R Report information? If yes, see
instructions.

20.00 [1f T1ine 16 or 17 is yes, were adjustments. N N 20.00
made to PS&R Report data for Other? Describe
the other adjustments:

16.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

HOSPITAL AND HOSPITAL HFALTH CARE REIMBURSEMENT QUESTIONNAILRE

Period:
From 10/01/2012
09/30/2013

Provider CCN: 140015
To

worksheet 5-2
Part II

Date/Time Prepared:

2/28/2014 2 15mgmm

21.

00

was the cost report prepared only us1ng the N
provider's records? If yes, see

21.00

28.
29,
30.
31.

32.

33.

34,

35,

.00

00
00
00
00

00

00

00

00

Capital Related cost.:

Have assets been reljfed for Med1care purposes7 If yes, see 1nstruct1ons

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

were new leases and/or amendments to existing Teases entered into during this cost reporting pericd? N
If ves, see instructions

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

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

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

TNTErast. EXpanes ] R g0 - T T T
Were new loanhs, mortgage agreements or Tetters of cred1t entered into during the cost report1ng N
period? If ves, see instructions,

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

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

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

instructions.

Piirchasad Sarvide:

Have changes or new agreements occurred in pat1ent care serv1ces furn1shed through contractual
arrangements with suppliers of services? If yes, see instructions.

If Tine 32 1s yes, were the requirements of Sec. 2135.2 applied pertaining to competitive bidding? If
see 1nstruct1ons

Are services furn1shed at the prov1der fac111ty under an arrangement with provider-based physicians?
If yas, see instructions.

If Tine 34 is yes, were there new agreements or amended existing agreements with the provider-based
physicians during the cost reporting period? If ves, see instructions.

1 34.

22.
23.

0o
Qo
24.00
25.00
26.00

27.00

28.00

29.00
30.00

31.00

33.

00

aG

35.00

36.
37.

38.

39.

40.

00
GG

00
00

00

Home: Offiee Costs

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

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

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

instructions.

If yes, see

36.
37.

38.

39.

40.

41,

42,

43,

a0

00
00

CONNIE ZIEGLER

GOST )
‘Enter the f1rst name, Tast name and the t1t1e/pos1t1on
held by the cost report preparer in columns 1, 2, and 3,

respectively.

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

Enter the telephone number and email address of the cost [217-223-8400, x4159

report preparer in columns 1 and 2, respectively. M

CZIEGLER@BLESSINGHOSPITAL .CO

41.00

42.00

43.00

MCRTF32 - 4.8.152,0



Health Financial Svstems

BLESSING HOSPITAL

In Lieu of Form CM5-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE REIMBURSEMENT QUESTIONNAIRE

Provider CCN: 140015 | Perjod:
From 10/01/2012
To 09/30/2013

worksheet s-2

Part II

Date/Time Prepared:
2/28/2014 2:15 pm

16.

i7.

18.

19.

20,

21,

0o

o0

00

00

00

00

PSER Dats

was the cost report prepared using the PS8R
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)

was the cost report prepared using the PS&R 12/31/2013
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)

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 for corrections of
other PS&R Report information? If yes, see
instructions.

If Tine 16 or 17 is yes, were adjustments
made to P3&R Report data for other? pescribe
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

41.

42.

43.

a0

00

00

¢ REPOIL:Prep whtact ma:

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

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

Enter the telephone number and email address of the cost

report preparer in columns 1 and 2, respectively.

DTRECTOR, REVENUE INTEGRITY

41.00

42.00

43.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

Non-CMS HFS worksheet

HFS Supplementa’l Information

Provider CCN: 140015

Period:
From 10/01/2012
09/30/2013

To

Worksheet §-2
Part IX

Date/Time Pre
2[_8/2014 2:1

pared:
5 _pm

1.00

2.00

3.00

Do T1t1e v or XIX fo11ow Medicare (T1t1e XVIII) for the Interns and Res1dence post
stepdown adjustments on W/S B, Part I, column 257 Enter Y/N in column L for Title v
and Y/N in cotumn 2 for Title XIX.

bo Title v or XIX follow Medicare (Title XvIII) for the reporting of charges on W/s <,
Part I (e.g. net of physician's component}? Enter Y/N in column T for Title v and ¥/N

in column 2 for Title XIX.
Do Title v or XIX follow Medicare (Title XvIII) for the calcuwlation of Chservation Bed
Cost on W/S D-1, Part IV,

Tine 897 Enter ¥/N in column 1 for TitTe v and ¥/N in column

1.00

2.00

3.00

2 for Title XIX,

4.00

5.00

LAG ESS HOSPITALS

(Does Title v follow mecicara (T1t1e XVIII) for Cr1t1ca1 Access Hosp1ta1s (CAH) being
reimbursed 101% of cost? Enter ¥ or N in column 1 for inpatient and ¥ or N in column 2
for outpatient. -

Does Title x1X follow Medicare (Title XVIII) for critical access Hospitals (CAH) heing
reimbursed 101% of cost? Enter ¥ or N in column 1 for -inpatient and ¥ or N in column 2
for outpatient.

[RCE. DISALLOWANCE

Do Title v or XIX follow Medicare and add back the RCE Disallowance on W/S C, Part I
column 47 Enter Y/N in column 1 For T1t1e v and Y/N 1n e 1umn 2 for Title XIX

PASS THROUGH -COST

Do TitTe v or XIX follow Med1care when cost reimbursed (payment system is "o") for
worksheets p, parts I through Iv? Enter ¥/N in column 1 for Title Vv and ¥/N in column
2 for Title XTX.

6.00

7.00

WMCRIF32 - 4.8.152.0



Health Financial Systems BLESSTNG HOSPITAL In Lieu of Form CMs-2552-10
HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 140015 |Period: Worksheet §-3

From 10/01/2012 | Part I

To 09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm

o/

1.00 [Hospital Adults & Peds. (columns 5, 6, 7 and 30.00 164 59, 860 0.00 o 1.00

8 exclude swing Bed, Observation Bed and

Hospice days)(see instructions for col., 2

for the portion of LDP room available beds)
2.00 [HMO and other (see instructions) 2.00
3.00 |HMO IPF Subprovider 3.00
4,00 |HMO IRF Subprovider 4,00
5.00 [Hospital Adults & Peds. Swing Bed SNF 0| 5.00
6.00 |Hospital Adults & Peds. Swing Bed NF 0| 6.00
7.00 |Total Adults and Peds. (exclude observation 164 59,860 0. 00 0| 7.00

beds) (see instructions)
8.00 |INTENSIVE CARE UNIT 31.00 25 9,125 0.00 0| 8.00
9.00 |COROMARY CARE UNIT 9,00
10.00 |BURN INTENSIVE CARE UNIT 10.00
11.00 |SURGICAL INTENSIVE CARF UNTT 11.00
12.00 |OTHER SPECIAL CARE (SPECIFY) 12,00
13.00 |NURSERY 43.00 0| 13.00
14.00 |Total (see instructions) 189 68,985 0.00 0| 14.00
15.00 |CAH visits 0| 15.00
16.00Q |SUBPROVIDER - IPF 40.00 60 21,900 0| 16.00
17.00 |SUBPROVIDER - TRF 41.00 13 6,570 0 17.00
18.00 [SUBPROVIDER 18.00
19.00 [SKILLED MURSING FACILITY 44,00 20 7,300 0| 19.00
20.00 [NURSING FACILITY 20.00
21,00 [OTHER LONG TERM CARE 21.00
22.00 [HOME HEALTH AGENCY 101.00 0| 22.00
23.00 [AMBULATORY SURGICAL CENTER (D.P.) - 23.00
24.00 [HOSPICE 116.00 Of 0 2400
24.10 (HOSPICE (non-distinct part) 30,00 24.10
25.00 [CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 88.00 Q| 26.00
26.25 |FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of Tines 14-26) 287 27.00
28.00 [Observation Bed Days 0| 28.00
29.00 |Aambulance 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) 0 0 32.00
32.01 |Total ancillary labor & delivery room 32,01

outpatient days (see instructions)
33.00 |LTCH non-covered days 33.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL

In Lie

of Form CMS-2552-10

HOSPITAL AND HOSPITAL HEALTH CARE COMPLEX STATISTICAL DATA

Provider CCN: 140015

period:

From 10/01/2012
To 09/30/2013

worksheet 5-3
Part 1

pDate/Time Prepared:
| 2/28/2014 2:15

m

Sits /- Trins

Hospital Adults & Peds. {(columns 5, 6, 7 and
8 exclude Swing Bed, Observation Bed and
Hospice days)(see instructions for col. 2
for the portion of LDP room available beds)
.00 |HMO and other (see Tnstructions)

.00 [HMO IPF Subprovider

.00 |HMO IRF Subprovider

.00 [Hospital adults & Peds. Swing Bed SNF
00 |Hospital adults & peds. Swing Bed NF

00 |Total Adults 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 ITotal (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

24.10 |HOSPICE {(non-distinct part)

25.00 |CMHC - CMHC

26.00 |RURAL MEALTH CLINTIC

26.25 |FEDERALLY QUALTFTED 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)
32.01 |Total ancillary Tabor & delivery room
outpatient days (see instructions)

33.00 |LTCH non-covered days

20,251

2,625

22,876

2,378
3,596
4,752

44,935

2,563

32,

159

0

0

0

0
3,766 32,
290 3,
1,295 2,
5. 351] 38,

o
4,499 12,
353 4,
0 5,
0 58,

0

0
0 7,
1,274 8,

0

402

402

951

410
763

0
068
912

652

294

383

028

821
126

17.01

0.42

0.00

0.00

0.00

18.09

1,691.96

77.61
26.40

30.71

52.98

29.77

1,917.46

MCRIF3Z2 - 4.8,152.0



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

HOSPITAL AND HOSPLITAL HEALTH CARE COMPLEX STATISTICAL DATA Provider CCN: 140015 |Period: worksheet S-3
From 10/01/2012 | part I
To  09/30/2013 | pate/Time Prepared:

2/28/2014 2:15 pm

1.00 |Hospital Adults & Peds. (columns 5, 6, 7 and 0 5,123 1, 399 9,708 1.00

8 exclude swing Bed, Observation Bed and

Hospice days)(see instructions Tor col. 2

for the portion of LDP room available beds)
2.00 |HMO and other (see instructions) 178 2.00
3.00 |HMO IPF Subprovider 3.00
4,00 |HMO IRF Subprovider 4.00
5.00 |Hospital Adults & Peds. Swing Bed SNF 5.00
6.00 |Hospital AduTts & Peds. Swing Bed NF 6.00
7.00 |Total adults and peds. {exclude observation 7.00

heds) (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 [MURSERY 13.00
14.00 |Total (see instructions) 0.00 0 5,123 1,399 9,708| 14.00
15.00 |CAH visits 15.00
16.00 [SUBPROVIDER - IPF 0.00 0 324 716 2,039 16.00
17.00 | SUBPROVIDER - IRF 0.00 0 261 30 359 17.00
18.00 | SUBPROVIDER 18.00
19.00 [SKILLED NURSING FACILITY 0.00 19,00
20.00 [NURSING FACILITY 20,00
21.00 |OTHER LONG TERM CARE 21.00
22.00 |HOME HEALTH AGENCY 0.00 22.00
23.00 | AMBULATQORY SURGICAL CENTER (P.P.) 23.00
24.00 |HOSPICE 0.00 24.00
24.10 |HOSPICE Cnon-distihct part) 24,10
25.00 |CMHC - CMHC 25.00
26.00 |RURAL HEALTH CLINIC 0.00 26.00
26.25 | FEDERALLY QUALIFIED HEALTH CENTER 26.25
27.00 |Total (sum of Tines 14-26) .00 27.00
28,00 |observation Bed Days 28.00
29.00 |Ambulance Trips 29.00
30.00 |Employee discount days (see instruction) 30.00
31.00 |Employee discount days - IRF 31.00
32.00 |Labor & delivery days (see instructions) 32.00
32.01 {Total ancillary labor & delivery room 32.01

outpatient days (see instructions)
33,00 [LTCH non-covered days 33.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSTNG HOSPTTAL

In Lieu of Form CM5-2552-10

HOSPITAL WAGE INDEX INFORMATION

Provider CCN: 140015

To

Period:
From 10/01/2012

09/30/2013

worksheet S-3
Part IT

Date/Time Prepared
2/28/2014 2115

1.00

2.00

~ oy R =
=
[=}

]
<
[y

8.00

9.00

10.00
11.00
12.00
13.00
14.00
15.00

16.00

SALARIES

Total salaries {see 200.00| 104,884,608 0 104,884,608 4,125,296.76 25.42
instructions)

Noh-physician anesthetist Part 0 0 0 0.00 0.00
A

Non-physician anesthetist Part 0 0 0 0. 00 0.00
B

Physician-Part A - 553,236 0 553,236 3,542.00 156.19
Administrative

Physicians - Part A - Teaching 0 ¢ 0 0.00 0.00
Physician-pPart B 6,199,515 0 6,199,515 22,975,131 269.83
Non-physician-rart B 593,223 ¢ 693,723 23,266.5] 29.79
Interns & residents (in an 21.00 1,073,548 0 1,073,548 40,270, 40| 26.66]
approved program)

contracted interns and 0 0 0 0.00 0.00]
residents (in an approved

programs)

Home office personnel 0 0 0 0.00] 0.00
SNF 44.00) 1,430,360 -15,900 1,414,469 65,741.51 21.52
Excluded area salaries (see 17,878,279 669,090 18,547,369 611,142.11 30.35
instructions)

GTHER WAGES. & RELATED COSTS. S e
contract labor (see 295,885 0 295, 885 3,873.44 76.39
instructions}

Contract management and 428,049 0 428,049 1,893.60 226.05
administrative services

Contract Tabor: Physician-Part 0 0 0 0.00 0.00
A - Administrative

Home office salaries & 5,074,422 0 5,074,422 59,853.85 84.78
wage-related costs

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

Home ofﬁ'ce and Contract 0 0 0 0.00 0.00
Physicians Part A - TEElCh'I nq

|WAGE ] Y COSTS - o il

Wage-related costs (core) (see 34,393,236 0 34,393,236

instructions)

Wage-related costs (other) 0 0 0

(see instructions)

Excluded areas 3,679,248 0 3,679,248

Non-physician anesthetist Part 0 0f 0

A

Noh-physician anesthetist Part 0 0 0

B

Fhysician Part A - 110,589 0 110,589

Administrative

physician part A - Teaching 0 0y 0

physician Part B 1,147,706 0 1,147,706

wage-related costs (RHC/FQHC) 242,234 0 242,234

Interns & residents (in an 398, 369 0 398, 369

appraved program)

OVERHEAD €OSTS DIRECT SALARTES: : R TR

Employee Benefits Department 4,00 2,462,070 0 2,462,070 158,398.41 15.54
Administrative & General 5. 00| 13,858,196 0 13,858,196 549,459,738 25.22
Administrative & General under ¢ 0 0 0. 00| 0.00
cohtract (see 1nst.)

Maintenance & Repairs 6. 00 2,419,069 0 2,419,069 118,047.85 2049
oOperation of Plant 7.00 0 0 0] 0.00 0.00
Laundry & Linen Service 8. 00 61,611 0 61,611 5,460.12 11.28
Housekeeping 9. 00 2,082,453 0 2,082,453 164,773.99 12, 64
Housekeeping under contract 0 0 O 0.00 0.00
(see instructions)

Dietary 10.00 2,215,308 -1,589,705 625,603 51,220.79 12.21)
Dietary under contract (see 0 0 0 (.00 0.00
instructions)

cafeteria 11.00 0 1,589,705 1,589,705 130,155.94 12.21
Maintenance of Personnel 12.00 0 0 0 0.00 0. 00|
Nursing Administration 13.00 5,381,234 -14,5865 5,366,669 213,766.28 25.11
Central Services and Supply 14,00 0 0 0 0.00 0. 00|
Pharmacy 15.00 0 0 0 0.00 0.00
Medical Records & Medical 16.00 1,981,421 0 1,981,421 113,570.02 17.45

Records Library

~

~J

11.
12.
13.
14,
15.
16.

17.
18.

19,
20.

21.

22.

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

.00
.00

00
00
00
00
00

00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HQOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL WAGE INDEX INFORMATION Provider CCN: 140015 |Period: worksheet s-3

From 10/01/2012 | part I1

To  09/30/2013 | pate/Time Prepared:
_ _ 2/28/2014 2:15 pm

; o e : B AV VR e R T S e 1010 SRt Rl S
42,00 [social vice 17.004 0 0f 0f 0.00 0.00 42.00
43,00 |other General Service 18. 00| 0

0f 0.00 0.00] 43.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPLITAL

In Lieu of Form CMs-2552-10

HOSPITAL WAGE INDEX INFORMATION

Provider CCN: 140015

Period:
From 10/01/2012
To 09/30/2013

worksheet $-3
Part III
Date/Time Prepared:

| 2/28/2014 2:15 pu

" iaverage

Hou

4.00

5.00

< HOSPEITAL ‘WAGE - TNDEX - SUMMARY

Net salaries {see

iastructions)

Fxcluded area salarias (see
instructions)

subtotal salaries (line 1
minus Tine 2)

subtotal other wages & related
costs (seo inst.)

subtotal wage-related costs
(see inst.)

Tatal (sum of Tines 3 thru %)
Total overhead cost (see
instructions)

96,918,322
19,308,648
77,609,674

5,798,356
34,503,825

117,911,855
30,461,362

653,190 19,961, 838 676,883.62
-653,190 76,956,484 3,361,900.92
0 5,798, 356 65,620.89
0 34,503,825 0. 00|
-653,1900 117,258,665 3,427,521.8]
-14,565 30,446,797 1,504,853.18

of 96,918, 322]

4,038,784 54

“3400 1.0
29.49 2.00
22.89 3.00
88.3¢ 4.00
24.84 5.00

34,21 6.00
20.23) 7.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

y of Form CMS-2552-10

HOSPITAL WAGE RELATED COSTS

pProvider CCN: 140015

Perio
From 10/01/2012
To 09/30/2013

worksheet 5-3
Part 1v

Date/Time Prepared:

2/28/2014 2:15 pm

3,214,069

1.00 401K Employer Contr1but1ons
2.00 |Tax sheltered Annuity (T5A) Employer Contribution o]
3.00 |Nongualified Defined Benefit Plan Cost (see instructions) 1]
4,00 ([qualified Defined Benefit Plan Cost (see instructions) 6,632,501
PLAN ADMINTSTRATIVE €OSTS . (Pald: e Externdl organization) . . .. e
5.00 |401K/TsA Plan Administration fees
6.00 [lLegal/Accounting/Management Fees-Pension Plan
7.00 |Employee Managed Care Program Adm1n1strat1on Fees .
|‘|EAL1TH AND INSURANCE CCST D R R DR Rt L TR 3
8.00 |Health Insurance (Purchased or Se1f Funded) 21 049 14?
9.00 |Prescription Drug Plan 0
10.00 |Dental, Hearing and vision plan 0
11,00 |Life Insurance (If employee is owner or beneficiary) 101,546
12,00 |Accident Insurance (If employee is owner or beneficiary) 0
13.00 |Disability Insurance (If employee is owner or beneficiary) 215,022
14.00 |Long-Term Care Insurance (If employee is owner or beneficiary) 0
15.00 | 'workers" Compensation Insurance 570,949
16.00 |Retirement Health Care Cost (0Only current year, not the extraordinary accrual required by FASBE 106. 0
Non cumu1at1ve port1on)
TAXES - T L R L s T T e [
17.00 |FICA- Emp'loyers Purtmn On'ly 6,845,767
18.00 |Medicare Taxes - Employers Portion only 0
19.00 |unemployment Insurance 269,162
State or Federa1 Unemp1oyment Taxes
Executive Deferred Compensat1on (Other Than Ret1rement Cost Reported on 11nes 1 through 4 above (see 0
instructions))
22.00 [Day care Cost and Allowances 0
23.00 |Tuition Reimbursement 1,073,219
24.00 Tota1 wage Retated cost (sum of 1ines 1 -23) 39,971,382
Part B~ gther thiri €0 sTated: €ost
25.00 |OTHER WAGE RELATED COSTS (SPECIFY)

MCRTF32 - 4.8,152.0



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

HOSPITAL CONTRACT LABOR AND BENEFIT COST Provider CCN: 140015 |Period: Worksheet s-3

From 10/01/2012 | Part v

To .0%/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm

- Cou;t\_w,, P
Cortra : i R
Hosp1ta1 nd; HosnitalnsaSec componant X i il i R R
1.00 |Total facility's contract labor and benefit cost 295, 885 39,971,382 1.00
2.00 |Hospital 295,885 37,600,940 2.00
3.00 |Subprovider - IPF 0 686,436| 3.00
4.00 |Subprovider - IRF 0 255,142 4.00
5.00 |Subprovider - (Other) 0 0| 5.00
6.00 [Swing Beds - SNF 0 0| 6.00
7.00 |swing Beds - NF 0 ol 7.00
8.00 [Hospital-Based SNF 0 260,707| 8.00
9.00 |Hospital-Based WNF 9.00
10.00 |Hospital-Based OLTC 10.00
11.00 |Hospital-Based HHA 0 707,755| 11.00
12.00 ;separately Certified AsC 12.00
13.00 |Hospital-Based Hospice 0] 295,896( 13.00
14.00 |Hospital-Based Health CTinic RHC 0f 164,506( 14.00
15.00 |Hospital-Based Health CTinfc FQHC 15.00
16.00 |Hospital-Based-CMHC 16.00
17.00 |Renal Dialysis 0 Q| 17.00
18.00 |other 0 0| 18.00

MCRIF3Z2 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

Inh Lieu of Form CMS5-2552-10

HOME HEALTH AGENCY STATISTICAL DATA

provider CCN: 140015 |Period:

From 10/01/2012

Component CCN:147031|To  09/30/2013

worksheet 5-4

pDate/Time Prepared;
2/28/2014 2:15 pm

Home Health
Agency I

PPS

0.

[County

)Q;

HE, SDA

A

Home Health Aide Hours
Unduplicated Census Count (see jnstructions)

1,978.00) 2.00
Rl :

HOME. HEA GEl “NUMBER. OFEMPLOYEE

Administrator and Assistant administrato
Director(s) and Assistant Director(s)
other Administrative pPersonnel

Direct Nursing Service

Nursing Supervisor

Physical Therapy Service

Physical Therapy Supervisor

occupational Therapy Service
occupational Therapy Supervisor

Speech Pathoiogy Service

speech Pathology Supervisor

Medical Social Service

Medical Social Service Supervisor

Home Health Aide

Home Health Aide Supervisor
Other (specify)

40.00

0.00 0.00
1.00 0.00
9.85 0.00
19.95 0.00
0.00 0.00
9.15 0.00
0.00 0.00
3.57 0.00
0.00 0.00
0.66 0.00
0.00 0.00
2.54 0.00
0.00 0.00
6.25 0.00
0.00 0.00
0.00 0.00

[y

OO MONOOO WO RO RO
: o
(=]
=
jar
f=
=

HOME - HEALTH AGENCY: GBSA CODES'

Enter in column 1 the number of CBSAs where
you provided services during the cost
reporting period.

List those CBSA code(s) in coTumn 1 serviced

during this cost reporting period (line 20
contains the first code).

36.

37.
38.

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

.00

00

00
00

CTIVITY DAT

skiTled Nursing visits

skilled Nursing visit charges

Physical Therapy Vvisits

Physical Therapy visit charges
occupational Therapy visits

occupational Therapy visit charges

speech Pathology visits

Speech Pathology visit Charges

Medical Social Service visits

Medical social Service visit Charges

Home Health Aide visits

Home Health Aide visit Charges

Total visits (sum of 1ines 21, 23, 25, 27,
29, and 31)

other charges

Total Charges (sum of Tlinhes 22, 24, 26, 28,
30, 32, and 34)

Total Number of Episodes (standard/non
outTier)

Total Number of Outlier Episodes

Total Non-Routine Medical supply Charges

MCRIF32 - 4.8.152.0

19,637 3,898

2,854,448 571,536

9,068 474

1,326,234 69,237

3,628 257

532,287 37,632

546 39

78,792 5,733

74) 3

10,731 441

4,112 2,269

336,036 185,730

37,065 6,940

0 0

5,138,528 870,300
1,899

120

46,349 29,603

393 252
54,684 35, 868
68 118
9,702 17,052
15 32
2,205 4,704
1 0

147 0

1 0

147 0

4 46

328 3,690
482 448

0 0
67,213 61,314
176 37

1

590 300

24,180| 21.00
3,516,536| 22.00
9,728| 23.00
1,422,225 24.00
3,932} 25.00
576,828, 26.00
586; 27.00
84,672 28.00

78 29.00

11, 319§ 30.00
6,431] 31.00
525,784} 32.00
44,935t 33.00

0 34.00
6,137,364! 35.00

2,112} 36.00

121} 37.00
76,842| 38.00




Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA

Provider CCN: 140015

pPeriod:
From 19/01/2012
To  09/30/2013

worksheet 5-7

Date/Time Prepared:

2/28/2014 2:15 pm

1.00

1.00 |IFf this facility contains a hospital-based SNF, were all patients under managed care
or was there no Medicare utilization? eEnter "¥" for yes in column 1 and do nhot
complete the rest of this worksheet.

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

3.00 RUX 0

4.00 RUL 0

5.00 RVX 14

6.00 RVL 0

7.00 RHX 204

8.00 RHL 168

9.00 RMX 74

10.00 RML 64

11.00 RLX 5

12.00 RUC 0

13.00 RUB 19

14.00 RUA 0f

15.00 RVC 1238

16.00 RVB 27

17.00 RVA 82

18.00 RHC 1,024

19,00 RHB 823

20.00 RHA £§99

21,00 RMC 163

22.00 RMB 170

23.00 RMA, 145

24.00 RLB 0

25.00 RLA 0

26.00 ES3 &

27.00 ES2 0

28.00 ES1 246

29.00 HE2 13

30.00 HEL 23

31.00 HD2 0

32.00 HD1 24

33.00 HC2 0

34,00 HC1 49

35.00 HB2 0

36.00 HB1 139

37.00 LE2 0

38.00 LE1 0

39.00 LD2 0

40.00 LDbl 28

41.00 LC2 0

42.00 Lcl 37

43.00 LB2 10

44,00 LBl 14

45,00 CE2 0

46.00 CEl 0

47.00 cD2 14

48.00 CDl 13

49,00 cc2 0

50.00 ccl 32

51.00 CB2 0

52.00 CBl 54

53.00 CA2 0

54,00 cal 108

55.00 SE3 )

56.00 SE2 0

57.00 SEL 0

58.00 S5C 0

59.00 SSB G

60. 00 55A 0

61.00 1B2 0

62,00 IRl O

63.00 A2 O

64.00 IAL 0

65.00 BR2 O

66.00 BRL 0

67.00 BA2 0

68.00 BAl 0

[elelaolelelelelelleleleleleleleleleloloelojolo]olo]o}lolfollololeRol ol ol ol w il o i o R i o e 1ol ol ol o ol ol o o ol ol o o oo ol el o R ek e e e R o3 e ]

108

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

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL

In Lieu of Form CM§-2552-10

PROSPECTIVE PAYMENT FOR SNF STATISTICAL DATA Provider Ccn: 140015

Period:
From 10/01/2012
To 09/30/2013

worksheet $-7

pate/Time Prepared:
15

69.00 PE2 0 0 0| 69.00
70.00 PEL1 0 0| 0| 70.00
71.00 PD2 0 0 0| 71.00
72.00 PD1 0 0 0 72.00
73.00 PC2 0 0f 0| 73.00
74.00 PCl 0 0 0| 74.00
75.00 PB2 0 0 0| 75.00
76.00 PEL 4 0 4] 76.00
77.00 PA2 0 0 0| 77.00
78.00 pal 0 0f 0| 78.00
199.00 AAA 0 0 0(199.00

2 0 4,752|200.00

200.00| TOTAL 4,75

SNE EERVICES .

20L.00[Enter in column 1 the SNF CBSA code or 5 character non-CBSA code if a rural facility,
in effect at the beginning of the cost reporting period. Enter in column 2, the code
in_effect on or after October 1 of the cost reporting period (it applicable).

00914 99914 ]201.00

tretions)

202.00] staFfing ] o o ' ' 1,430, 369 30.87

203.00 Recruitment 0 0.00
204.00i Retention of employees 0 0.00
205.00 Training 0 0.00
206,00{ OTHER (SPECIFY) 0 0.00
207.00l Total SNF revenue (worksheet G-2, Part I, lina 7, column 3} 4,632,873

203.00
204.00
205.00

207.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
HOSPITAL-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED HEALTH CENTER | Provider CCN: 140015 |Pericd: Worksheet 5-8
STATISTICAL DATA From 10/01/2012 .
Component CCN: 143422 (To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm
Rural Health Cost
£hinic (RHQ) 1

GOLDEN

Grant Anard |
4,90

Source ol Federal :Funds
.00 |Community Health Center

(Section 330Cd), PHS Act)

4 0 4.00
5.00 |migrant Health Center (Section 329(d}, PHS Act) 0 5.00
6.00 |Health Services for the Homeless (Section 340(d), PHS Act) 0 6.00
7.00 |Appalachian Regional Comnission 0 7.00
8.00 [Look-Alikes 0 8.00
9.00 |OTHER (SPECIFY) 0 9.00

Does this facility operate as other than an RHC or FQHC? Enter "Y" for yes or "N" for

no in column 1. If yes, indicate number of other operations in column 2.(Enter 1in

subscripts of 1ine 11 the type of other operation(s) and tﬁ; operating hou
T = = : R

Have you received an approval for an exception to the productivity standard?
13.00 |Is this a consolidated cost report as defined in cMs pub. 100-04, chapter 9, section N 0| 132.00
30.87 Enter "Y" for yes or "N" for no in column 1. If yes, enter in cotumn 2 the
number of providers included in this report. List the names of all providers and
numbers below.

14.00 iPrOVTder name, CCN numbar

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

2.00

11.00 [clinie 17:00 09300 [17:00 o900 [17:00 11.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSEING HOSPITAL In Liey of Form CMS-2552-10
HOSPITAL-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED HEALTH CENTER | Provider CCN: 140015 |pPeried: worksheet 5-8
STATISTICAL DATA From '10/01/2012 .
Component CCN:143422 (To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Rural Health Cost

Clinic (RHC) I
atirday

Eacility hours: of operations. ¢
Clinic

11.00 T 7] 11.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSTNG HOSPITAL

In Lieu of Form CMs-2552-10

HOSPITAL EDENTIFICATION DATA

Provider CCi: 140015
Component CCN: 141501

Period:
From 10/01/2012
To 09/30/2013

worksheet 5-9
Parts I & II
Date/Time Prepared:
2/28/2014 2:15 pm

1.00

3.00
4.00

7.00

8.00

PART T “= ENROLLMENT: DAYS

Continuous Home Care
Routine Home Care
Inpatient Respite Care
General Inpatient Care
Total Hospice Days

HO O O O

Number of Patients Receiving
Hospice Care

Total Number of Unduplicated
Continuous Care Hours Billable
to Medicare

Average Length of stay (line
5/1ina &)

Unduplicated Census Count

36.36

469

44

0.00

0.00 11.

0 0
71 845
0 0
0 67
74 912
6 27
83 33.78
6 27

7.00
33.68 3.00
540 9.00

MCRTF32 - 4.3.152.0



Health Financial Systems BLESSENG HOSPITAL

In Lie

) of Form CMS-2552-10

HOSPITAL UNCOMPENSATED AND INDIGENT CARE DATA Provider CCN: 140015

Perio
From 10/01/2012
09/30/2013

To

Worksheet s-10

5

Date/Time Prepared:

2/28/2014 2:1

pin

Uncompensated and indigent care cost computation .. : i .
1.00 |cost to charge ratio (worksheet ¢, Part T 11ne 202 co1umn 3 d1v1ded by 11ne 202 co1umn 8) _ | 0 271693
Medicaid (see instrictions for: each dipe). T : . O R N YL R L U B
2.00 |Net revenue from Medicaid 15, 136 611
3.00 |pid you receive DSH or supplemental payments from Medicaid? Y
4.00 |If Tine 3 is "yes", does Tine 2 include all DSH or supplemental payments from medicaid? N
5.00 |IF Tline 4 is "no", then enter DSH or supplemental payments from Medicaid 8,083,421
6.00 [Medicaid charges 104,588,900
7.00 |Medicaid cost (1ine 1 times 1ine &) 28,416,072
8.00 |pifference between net revenue and costs for Medicaid program (1ine 7 minus sum of lines 2 and 5; if 5,196,040
< zero then enter zergp)
State children’s Health Insurance Prodram: (SCHIF) (See instructions for each dine) i il i i s
9.00 |Net revenue from stand-alone SCHIP 0
10.00 [stand-alone SCHIP charges 0
11.00 |stand-alone SCHIP cost (line 1 times line 10) 0
12.00 |pifference between net revenue and costs for stand-alone SCHIP (line 11 minus line 9; iF < zero then o]
anter zZero)
othex state or Jocal government indigént ¢are program (see nstrictions Tor. aach J11ne) W
13.00 |Net revenue from state or local indigent care program (Not included on Tines 2, 5 or 9) i}
14.00 |charges for patients covered under state or Tocal indigent care program (Not included in Tines 6 or 0
10)
15.00 |state or Tocal indigent care program cost (line 1 times Tine 14) 0
16.00 |pifference between net revenue and costs for state or local indigent care program (line 15 minus Tine 0
13; if < zero then enter zero)
UncomgenEated care  (see Instriictions for-each. 11AE) <. e
17.00 |Private grants, donations, or endowment income restricted to fun ing P ar1ty care 0
18.00 ;Government grants, appropriations or transfers for support of hospital operations 0
19.00 |Total unreimbursed cost for Medicaid , SCHIP and state and local indigent care programs (sum of lines 5,196,040
8, 12 and 16}
; i3] ) 1z
20,00 [Total initial obligation of patients approved for charity care (at fu 27 899 278 35,104,604 63,003,882
charges excluding non-reimbursable cost centers) for the entire facility
21.00 |cCost of initial obligation of patients approved for charity care (line 1 7,580,039 9,537,675 17,117,714
times Tine 20)
22.00 |pPartial payment by patients approved for charity care 47,842 140,227 188,069
23.00 (11ne 21 m1nus 11ne 22) 7,532,197 9,397,448 16,929,645

21.

00

22.
23,

00
00

Does the amount in Tine 20 column 2 include charges for patient days beyon
imposed on patients covered by Medicaid or other indigent care program?
If Tine 24 is "yes,"
Total bad debt axpense for the entire hospital complex (see instructions)

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

Non-Medicare and Noh-Reimbursable Medicare bad debt expense (line 26 minus Tine 27)

Cost of non-Medicare uncompensated care (l1ine 23 column 3 plus Tine 29)
Total unreimbursed and uncompensated care cost (line 19 plus Tine 30)

“a length of stay

charges for patient days beyond an €indigent care program's length of stay Timit

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

imit

23,305,071
1,057,270
22,247,801
6,044,572
22,974,217
28,170,257

MCRIF32 -~ 4.8.152.0



Health Financial Systems

BLESSTING HOSPITAL

In Lieu of Form CMS$-2552-10

RECLASSIFICATION AND ADJUSTMENTS OF TRIAL BALANCE OF EXPENSES

Provider

CCN: 140015

Period:
From 10/01/2012
To

09/30/2013

worksheet A

Date/Time Prepared:

-1 Rec

2/%?/2014 2:15

m

RVIEE COST CENTERS

0

00100 CAP REL COSTS-BLDG & FIXT 0

00101| CAP REL COSTS-BUTLER BULLDING 5,056 5,056 22,754 27,810
00102| CAP REL COSTS-OLD BUILDING & FIXT 215,131 215,131 43,705 258,836
00103! CAP REL COSTS-NEW BULLDING & FIXT 3,058,868 3,058,868 415,599 3,474,467
00104 CAP REL COSTS-14TH STREET 277,665 277,665 1,217,882 1,495,547
00105 CAP REL COSTS~MOB PHASE I 0 0 239,641 239,641
00200{ CAP REL COSTS~MVBLE EQUIP 10,802,743 10,802,743 440, 616 11,243,359
00300{ OTHER CAP REL COSTS 0 0 0| 0
00400| EMPLOYEE BENEFITS DEPARTMENT 2,462,070 41,799,323 44,261,393 0 44,261,393
00500| ADMINISTRATIVE & GENERAL 13,858,196 51,965,934 65,824,130 252, B3| 66,077,016
00600| MAINTENANCE & REPAIRS 2,419,069 3,861,773 6,280, 842 0 6,280,842
00800| LAUNDRY & LINEN SERVICE 61,611 997,236 1,058,847 0 1,058,847
00900| HOUSEKEEPING 2,082,453 397,900 2,480,353 0 2,480,353
01000 DIETARY 2,215,308 3,346,421 5,361,729 -3,847,577 1,514,152
01100 CAFETERIA o 0 0 3,847 577 3,847,577
01300] NURSING ADMINTSTRATION 5,381,234 859,578 6,240,812 -14,608 6,226,204
01600|MEDICAL RECORDS & LEBRARY 1,981,421 089,053 2,970,474 0 2,970,474
02000| NURSING SCHOOL 2,869,255 1,207,604 4,076,859 711,548| 4,788,407
02100| I&R SERVICES-SALARY & FRINGES APPRVD 1,073, 548] 0 1,073,548 [y 1,073,548
02200| I&R SERVICES-OTHER PRGM COSTS APPRVD 0] 2,044,783 2,044,783 0 2,044,783
02300| PARAMED ED PRGM-(SPECIFY) 0] 0 0 0 0
02301 PARAMED ED PRGM-RADIOLOGY 235,081 6,530 241,611 0f 241,611
02302| PARAMED ED PRGM-LABORATORY 84,892 2,962 8? 854 0] _87 854
INPATIENT. ROUTINE SERVICE -COST: GENTERS SR L R s
03000| ADULTS & PEDIATRICS 13,470,122 1,400,745 14, 870 867 -588,985 14 281 882
03100| INTENSIVE CARE UNIT 3,255,235 1,461,331 4,716,566 -178, 590 4,537,976
04000| SUBPROVIDER - IPF 3,764,337 101,438 3,865,773 -41, 118 3,824,657
04100| SUBPROVIDER - IRF 1,401,172 259,979 1,661,151 -24, 590 1,636,561
04300| NURSERY 430,433 84,735 515,168 -107,103 408,065
04400| SKILLED WURSING FACILITY 1,430, 369 138,986 1 569 355 ~-36,616| 1 532 739
ANCILLARY: SERVIE € e Rt I e s Sain i
05000 7,880,782 16,643,667 24 524 449 -12,366,336 12 158 113
(Q5200{ DELIVERY ROOM & LABOR ROOM 1,124,478 486,705 1,611,183 -120,153 1,491,030
(05300 AMESTHESIOLOGY 163,733 376,579 540,312 -134,137 406,175
05400] RADTOLOGY-DITAGNOSTIC 4,782,740 2,400,839 7,183,579 -363,901 6,819,678
06000| LABGRATORY 2,984 ,357] 2,742,714 5,727,071 -68,833 5,658,238
[06200| WHOLE BLOOD & PACKED RED BEOCD CELLS 117,613 1,102,494 1,220,107 0 1,220,107
(6500 RESPIRATORY THERAPY 1,909,998 352,990 2,262,988 -103, 245 2,159,742
{6600\ PHYSICAL THERAPY 1,362,333 138, 180 1,500,513 ~927 1,499,586
(6700| OCCUPATIONAL THERAPY 534,182 4, 168 538,350 ~702 537,648
{6800\ SPEECH PATHOLOGY 244,531 7,029 251,560 -4,358| 247,204
(6900 ELECTROCARDTOLOGY 1,479,329 3,540, 206! 5,020,235 ~-2,798,045 2,222,190
(07000 ELECTROENCEPHALOGRAPHY 249,934 71,040 320,974 -18| 320,956
07100/ MEDICAL SUPPLIES CHARGED TO PATIENTS 673,002 558,071 1,231,073 5,866,301 7,097,374
07200/ IMPL. DEV. CHARGED TGO PATIENTS 0 & 0 10,249,959 10,249,959
07300/ DRUGS CHARGED TO PATIENTS 3,189,948 11,654,503 14,844,451 ~210 14,844,241
07400 RENAL DIALYSIS 0 574,928 574,928 ~ 32| 574,602
OUTPATLIENT SERVICE COST CENTERS oo ol o = o . N - o =
08800| RURAL HEALTH CLINIC 419,334 464,814 884,148 ~1,17]] 882,977
09000 CLINIC 127,593 66,912 194,505 177 194,328
09100| EMERGENCY 9,641,373 806,255 10,447,628 -20,379 10,427,249
09200 OBSERVATION BEDS (NON- DISTINCT PART)

OFHER : REIMBURSABEE -COST- CENTERS - L

1,430,071

5,270,010]

10100|HOME HEALTH AGENCY

DSE.COST GENTE

3,839,939]

5,268,327

T ST EXPENSE
HOSPICE
SUBTOTALS (SUM OF LINES 1-117)

1,605,389

2,498,966
557,715

2,498, 966
2,163,104
272,371,712

-2,498, 964
~259

14,544

2,162,845

.6

INONREIMBURSABLE “COST  CENTERS

100,806,394 171,565,318

72,357,170

.07

19000
19200

19300
19302
192303
19305

192307

.00

19201

19304

19306

GIFT, FLOWER, COFFEE SHOP
PHYSICIANS' PRIVATE OFFICES
FASTCARE

NONPATD WORKERS

DENMAN SERVICES

MEALS ON WHEELS

UNUSED SPACE

HEALTH EDUCATION

RENTED SPACE

AUGUSTA PHARMACY

TOTAL {SUM OF LINES 118-199)

TEEN

3,451,052
459,574
0

oo oo

167,588
104, 884, 608

OK,, :

216, 261
111,184

COoOOooOoOo

649,445

172,542,208

0
3,667,313

570,758
0

cCoooo

817,033

277,426,816

14,54

COoOONDOD OO DO

3,667,313
570,758

OO0 O

14,542

0

817,033
277,426,816

:

L@V RWNRER R RS

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPTITAL

In Lie

y of Form CMS-2552-10

RECLASSTFTCATION AND ADJUSTMENTS OF TRIAE BALANCE OF EXPENSES

Provider CCN: 140015

Period:
From 10/01/2012
To  09/30/2013

worksheet A

Date/Time Prepared:

2/28/2014 2:15 on_

GENERA

B R
[
=

00100
00101
00102
00103
00104
00105
00200
00300
00400
00500
00600
00800
00900
01000
01100
01300
01600
02000
02100
02200

COSTS-BLDG & FIXT
COSTS-BUTLER BUILDING
COSTS-OLD BUILDING & FIXT
COSTS-NEW BUILDING & FIXT
COSTS-14TH STREET

CAP REL COSTS-MOB PHASE T

CAP REL COSTS-MVBLE EQUIP

OTHER CAP REL COSTS

EMPLOYEE BENEFITS DEPARTMENT
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION

MEDICAL RECORDS & LIBRARY

NURSING SCHOOL

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

PARAMED ED PRGM-RADIOLOGY
LABORATORY

CAP
CAP
CAP
CAP
CAP

REL
REL
REL
REL
REL

-432,372
-1,218,654
-179,634
-520, 406

0f
-22,884,985
-30,134,205
-583,635
-38, 386
-282,858
-723,138
-1,331,024
-143,538
-169, 446
-3,149,776

27,810
258, 836
3,042,095
276,893
60,007
10,722,953
0
21,376,408
35,942,811
5,697,207
1,020, 461
2,197,485
791,014
2,516,553
6,082,666
2,801,028
1,638,631
1,073,548,
2,044,783
0

160,953

= R R R e ]
OO OO C
OO OOV RWNPE O

<
<
L=

WICE  COST. CENTERS .

64,643

ADULTS & PEDIATRICS

14,273,995

50.00 [0

53.00
54.00
60.00
62,00
65.00
66,00
67.00
68.00
69.00
70.00
71.00
72.00
73.00
74.00

88.00
90.00
91.00
92.00
101.
113.00)

118. 00f

03100 INTENSIVE CARE UNIT 3,257,081
04000f SUBPROVIDER - IPF 3,824,657
04100| SUBPROVIDER - IRF 1,622,446
04300| NURSERY 408,065
04400 SKILLED NURSING FACTLITY 1,531,984
NEEE SERVICE COST CENTERS 10 R
05000] OPERATING ROOM 106, 794 11,051,319
05200/ DELIVERY ROOM & LAROR ROOM 0 1,491,030
05300 ANESTHESTOLOGY 0 406,175
05400 RADIOLOGY-DIAGNOSTIC 0 6,819,678
06000| LABORATORY -64,364 5,593,874
06200\ WHOLE ELQOD & PACKED RED BLOOD CELLS 0 1,220,107
06500 RESPTRATORY THERAPY -21,145 2,138,597
06600 PHYSICAL THERAPY ~18,004 1,481,582
06700 OCCUPATIONAL THERAPY 0 537,648
06800 SPEECH PATHOLOGY 0 247,204
06900| ELECTROCARDIOLOGY -37,492 2,184,698
07000 ELECTROENCEPHALOGRAPHY -45,097 275,859
07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 0 7,097,374
07200/ IMPL. DEV. CHARGED TQ PATIENTS 0 10,249,959
07300[DRUGS CHARGED TOQ PATIENTS -2,313,037 12,531,204
07400| RENAL DIALYSIS 0
OUTPATEENT SERVICE COST CENTERS o iy e
08800| RURAL HEALTH CLINIC -40,627 842,350
09000 CLINIC -25,121 169, 207]
09100] EMERGENCY -5,801,555 4,625,694
09200

0o,

OTHER -REIMBURSABLE COST,; CENTERS -

OBSERVATION BEDS (NON- DISTINCT PART)

10100/ HOME HEALTH AGENCY

SPECIAL; PURPOSE €OST CENTERS

5,268,327

11300
11600

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

0f
27,952

=
2,134,893
199,656, 404

HONREIMBURSABRLE COST CENIERS..

-72,700, 766

19000
19200
19201
19300
19302
19303
19304
19305
19306
19307

GLFT, FLOWER, COFFEE sHap & CANTEEN
PHYSICIANS' PRIVATE OFFICES
FASTCARE

NONPAID WORKERS

DENMAN SERVICES

MEALS ON WHEELS

UNUSED SPACE

HEALTH EDUCATION

RENTED SPACE

AUGUSTA PHARMACY

TOTAL (5UM OF LINES 118-199}

0
0
0
0
0
0
0
0
0
0
6

~72,700,76

0
3,667,313
570,758
9
0
0
0
14,542
0
817,033
204,726,050

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

COST CENTERS USED IN COST REPORT

provider CCN: 140015 |Period:
From 10/01/2012
To 09/30/2013

worksheet Non-CMS W

Date/Time Prepared:

tandard :Label
bl

| 2/28/2014 2:15 pm

FEOOOW R wWwNRE R R
e = I T T e
(=]
(=]

13.0

101,

113,
116,
118.

190,
192,
192,
193.
193.
193.
193.
193.
193.
193.
200.

NURSING ADMINISTRATION

MEDICAL RECORDS & LIBRARY

MURSTING SCHOOL

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

PARAMED ED PRGM-~RADIOLOGY

PARAMED ED PRGM-LABORATORY

GENERAL' CE.COST CENTERS:: R
CAP REL COSTS-BL.DG & FIXT 00100
CAP REL COSTS-BUTLER BUTILDING 00101
CAP REL COSTS-0LD BUILDING & FIXT 00102
CAP REL COSTS-NEW BUILDING & FIXT 00103
CAP REL €COSTS-14TH STREET 00104
CAP REL COSTS-MOB PHASE I 00105
CAP REL COSTS-MVBLE EQUIP 00200
OTHER CAP REL COSTS 00300
EMPLOYEE BENEFITS DEPARTMENT 00400
ADMINESTRATIVE & GENERAL 00500
MAINTENANCE & REPAILRS 00600
LAUNDRY & LINEMN SERVICE 00800
HOUSEKEEPING 00900
DIETARY

CAFETERTA

WO Sh Vbt R b e e e e
(=]
(=]

INPATIENT ROUTENE SERVEGE CUST CENTERS

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

SKILLED NURSING FACILITY

ANGILLARY: SERVICE COST CENTERS

00

00
00
00

00
00
exl
00
02
03
04
as
06
07

OPERATING ROOM

DELIVERY ROOM & LABOR ROOM
ANESTHESTOLOGY

RADIOLOGY-DIAGNOSTIC

LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSECAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDLCAL SUPPLIES CHARGED TO PATIENTS
IMPL. DEV. CHARGED TO PATIENTS

DRUGS CHARGED TO PATIENTS

REMNAL DTALYSIS

06900
07000
07100
07200
07300

OUTPATIENT SERVICE COST CENTERS ™

07400

RURAL HEALTH CLINIC
CLINTC

EMERGENCY
QBSERVATION BEBS (NON-DISTINCT PART)

09000
09100
09200

OTHER:REIMBURSABLE COST/ CENTERS

HOME HEALTH AGENCY

| 10100 |

ISPECTAL: PURPOSE COST CENTERS

00

TINTEREST EXPENSE .
HOSPICE 11600 116.00
SUBTOTALS (SUM OF LINES 1-117) 118.00
NONREIMBURSARLE. €0ST: CENTERS i

GIFT, FLOWER, COFEFEE SHOP & CANTEEN 19000 190.00
PHYSICIANS' PRIVATE OFFLCES 19200 192,00
FASTCARE 19201 192.01
NONPAXD WORKERS 19300 193.00
DENMAN SERVICES 19302 193.02
MEALS ON WHEELS 19303 193.03
UNUSED SPACE 12304 193.04
HEALTH EDUCATION 19305 183.05
RENTED SPACE 19306 19306
AUGUSTA PHARMACY 19307 193.07
TOTAL {SUM OF LINES 118-199) 200.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING

HOSPITAL

In Lieu of Form CMS-2552-10

RECLASSTFICATIONS

Provider CCN: 140015

Period:
From 10/01/2012
To 09/30/2013

worksheet A-6

2/28/2014 2:

Date/Time Prepared:

1.00
2.00
3.00

4.00

N
o
<

1,589,705

2,257,872

Ak RELATED ]

CAP REL COSTS BUTLER
BUILDING

CAP REL COSTS-0OLD BUILDING &
FIXT

CAP REL COSTS-NEW BUILDING &
FIXT

1-6i.d SR _..b

1.02 0
1.03 0

43,705

63,130

22,754

TOTALS

[G- = RECLASS TNTEREST EXPENSE. . . o0 ooeoion

CAP REL COSTS-NEW BUILDING &
FIXT

CAP REL COSTS-14TH STREET
CAP REL COSTS-MVBLE EQUIP
ADMINISTRATIVE & GENERAL

1.03 0
1.04 0
2.00 0
5.00 0

mw§5?,469- DR,

1,217,882
433,285

MEDICAL SUPPLIES CHARGED TO
PATIENTS

IMPL. DEV. CHARGED TO
PATIENTS

TOTALS

~
iy
o
o
=]

|
N
o
<
=]

D000 OO SOS
| o0

oo
wjejelolelelolalaialrcEelelolelelelaloele] ]

|
|
|
|

5,866,301

10,249,959

CeoOC O 0O OO TSSO

BECLA

NURSING SCHOOL

TotaLs

0.00 711,548
0.
0.
0.
0.
0.00
0.
0.
0.
0.
0.

00

L=
o
OO0 oo o O

]

K= RECL AGE RENT . EXPENG

1.05

CAP REL COSTS-MOB PHASE I 0 239,641
______________ . 000 o g
TOTALS 0 239, 641
Grand Total: Increases 2,326,344 21,355,226

HFowoNo bW

B

500,

.00

.00

.00
.00
.00
.00

.00

MCRIF32 - 4.8,152.0



Health Financiall Systems

BLESSING

RECLASSIFICATIONS

HOSPITAL Ih Lieu of Form CM$-2552-10
Provider CCN: 140015 |Period: worksheet A-6
From 10/01/2012
To  09/30/2013 | pate/Time Prepared:
2/28/2014 2;15 pm

B RECLASS Cx

DELIVERY_ROOM & LABOR ROOM

D - RECLASS CAPETAL RELATED: TN

1.00 |ADMINISTRATIVE & GENERAL 0 1.00
2.00 0. 00| 0 0 12 2.00
3.00 0. 00| 0l 0 12 3.00
400 | 0.00 0 0 12 4.00
TOTALS
[Fra RECLASS HEAETH . EDUCATION © o e i e T e o i s
1.00 |NURSING ADMINISTRATION | 1.00
[TOTALS
1.00 [INTEREST EXPENSE 113.00 1.00
2.00 0.00 2.00
3.00 0.00 3.00
400 | 0. 00| 4.00
H e RECLASS ER:PHYSICIAN. MALPRACTICE INS w0
1.00 {ADMINISTRATIVE & GENERAL 5.00 1.00
0 105 524
1.00 ADULTS & PEDIATRICS 30.00 0 194,40? 0 1.00
2.00 |INTENSEIVE CARE UNIT 31.00 0 124,834 0 2.00
3.00 |SUBPROVIDER - IPF 40.00 0 1,051 0 3.00
4.00 |SUBPROVIDER - IRF 41.00 0 7,698 0 4.00
5.00 [NURSERY 43.00 0 44,652 0 5.00
6.00 |SKTLLED NURSING FACILITY 44.00 0 20,716 0 6.00
7.00 |OPERATING ROOM 50.00 0 12,166, 387 0 7.00
8.00 |DELIVERY ROOM & LABOR ROOM 52.00 0 80,737 0 8.00
9.00 |ANESTHESIOLOGY 53.00 0 134,137 0 9.00
10.00 |RADIOLOGY-DIAGNOSTIC 54.00 0 284,394 0 10.00
11.00 |LABORATORY 60.00 0 68,833 0 11.00
12.00 |RESPIRATORY THERAPY 65.00 0 103,246 0 12.00
13.00 |PHYSICAL THERAPY 66.00 0 927 0 13.00
14.00 |OCCUPATIONAL THERAPY 67.00 0 702 0 14.00
15.00 |SPEECH PATHOLOGY 68.00 0 4, 356 0 15,00
16.00 |ELECTROCARDIOLOGY 69.00 0 2,789,834 0 16,00
17.00 |ELECTROENCEPHALOGRAPHY 70.00| 0 18 0 17.00
18.00 |DRUGS CHARGED TQ PATIENTS 73.00f 0 210 0 18.00
19.00 [RENAL DIALYSIS 74 .00 0 326| 0 19.00
20.00 |RURAL HEALTH CLINIC 88. 00 0 1,171 0 20.00
21.00 |CLINIC 90. 00 0 177 0 21.00
22.00 |EMERGENCY 91. 00 0 85,505 0 22.00
23.00 [HOME HEALTH AGENCY 101.00 0 1,683 0 23.00
24,00 [HospicE ] 116. 00 0 259 0 24.00
TOTALS
REGLASS PRECEPTOR. PAY e L Xt ;i
1.00 [NURSING ADMINISTRATION 13. 004 66 0| 0 1.00
2.00 [ADULTS & PEDIATRICS 30.00 394,578 0 0 2.00
3.00 [INTENSIVE CARE UNIT 31. 004 53,756 0 0 3.00
4.00 |SUBPROVIDER - IPF 40. 00f 40,065 0f 0 4.00
5.00 [SUBPROVIDER - IRF 41 . 00f 16,892 0 0 5.00
6.00 [NURSERY 43.00 62,451 0 0 6.00
7.00 [SKILLED NURSING FACILITY 44 .00 15,900 0 0 7.00
8.00 [OPERATING ROOM 50,00 50,407 0 0 8.00
9.00 IDELIVERY ROOM & LABOR ROOM 52.00 28,824 0 0 9.00
10.00 |[ELECTROCARDIOLOGY 69,00 8,211 0 0 10.00
11.00 |EMERGENCY 91.00, _ _ 40,398 o 09 11.00
0
1.00 |OPERATING ROOM . 0] 160,134 1.00
2.00 |[RADIOLOGY-DIAGNOSTIC _ _ | .. .5400 o .. _ 79,507 10 2.00
TOTALS O 239,641
500.00 |Grand Total: Decreases 2,326,344 21,355,226 500.00

MCRIF32 - 4.8.152.0



Health

Financial Systaems

BLESSING HOSPITAL

In Lieu of Form CM$-2552-10

RECLASSIFICATIONS

pProvider CCN: 140015

Period:
From 10/01/2012
To

worksheet A-B
09/30/2013

Noh-CMS Worksheet
Date/Time Preparad:

acraases

2/28/2004 2:15 pm

.00
.00
.00

.00

.00

.00

.00

.00
.00

.00

TOTALS

D) INSURANCE: 7

D% RECLASS. CAPTTAL:

12|TOTALS

CAP REL COSTS~-BUTLER

BUILDING

CAP REL COSTS-OLD BUILDING & 1.02
FIXT

CAP REL COSTS-NEW BUILDING & 1.03
FIXT

CAP REL COSTS-MVBLE EQUIP

ADMINISTRATIVE & GENERAL

S HEALTH EDUCATION

EssR
HEALTH EDUCATION

2 RECLASS INTEREST EXPENSE 7

CAP REL COSTS-NEW BUILDING &
FIXT

CAP REL COSTS-14TH STREET
CAP REL COSTS-MVBLE EQUIP
ADMINISTRATIVE & GENERAL

TOTALS

HZ RECLASE  ER PHYSTCTAN MALPRACT

EMERGENCY

TOTALS

[TOTALS

L5 RECLASS CHARGEABLE

MEDICAL SUPPLLIES CHARGED TO
PATIENTS

IMPL. DEV. CHARGED TO
PATIENTS

TOTALS

OlADULTS & PEDIATRICS

O[INTENSIVE CARE UNIT

0ISUBPROVIDER - IPF
O[SUBPROVIDER - IRF
O|NURSERY

0|SKTLLED NURSING FACILITY
O|OPERATING ROOM

O|DELIVERY ROOM & LABOR ROOM
OIANESTHESIOLOGY
DIRADIOLOGY-DIAGNOSTIC
O|LABORATORY

D|RESPIRATORY THERAPY
O|PHYSICAL THERAPY
O|OCCUPATIONAL THERAPY
O|SPEECH PATHOLOGY
O|ELECTROCARDTOLOGY
O|ELECTROFNCEPHALOGRAPHY
CIDRUGS CHARGED TO PATIENTS
O|RENAL DIALYSIS

OJRURAL HEALTH CLINIC
OCLINIC

0|EMERGENCY

OJHOME HEALTH AGENCY
QHOSPICE

o

[ i o R o R o I e B R o o R e P v o I o P R o R e e e )

3= RECUASSTPRECEPTOR PAY

Lo

711, 548NURSING ADMINISTRATION

NURSING SCHOOL 0. . 66l
0.00 QIADULTS & PEDIATRICS 30.00 394,578
0.00 Q|INTENSIVE CARE UNIT 31.00 53,756
0.00 O/SUBPROVIDER - IPF 40.00 40,065
0.00 O{SUBPROVIDER - IRF 41.00 16,892
0.00 O{NURSERY 43.00 62,451
0.00 O|SKTLLED NURSING FACILITY 44 .00 15,900
0.00 O|OPERATING ROOM 50.00 50,407
0.00 O|DELIVERY ROOM & LABOR ROOM 52.00 28,824
0.00 O[ELECTROCARDIOLOGY 69.00, 8,211

000 OEMERGENCY _ | _ _ 91.000 _ __ 40,398

TOTALS _ 711, 548[TOTALS 711,548

K % RECLASS :RENT EXFENSE SRR AL B I

CAP REL COSTS-MOB PHASE I 1.05 O|OPERATING ROOM

_______________ 0.0, _ _ _#&@L_OGY_-DE‘ESLIC_ S |

TOTALS O[TOTALS

Grand Total: Increases 2,326,344|crand Total: Decreases

1.00
2.00
3.00

4.00

1.00

NN
cCooooooOC
(= o= Rl e e e o ]

L=}
o
=]

MCRIF32 - 4.8.152.0



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

From 10/01/2012 | Part 1

To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm__

1.00 |Land 12,863,856 255,878 0 255,878 0] 1.00
2.00 ([Land Improvements 6,408,794 150,152 0 150,152 0] 2.00
3.00 |Buildings and Fixtures 97,480,903 3,224,299 0f 3,224,299 ol 3.00
4.00 |[Building Improvements 3,564,673 0 Of 0 0| A4.00
5.00 |Fixed Equipment 36,382,941, 795,953 0f 795,953 0 5.00
6.00 [MovabTe Equipment 133,874,621, 16,788,793 0f 16,788,793 272,934 6.00
7.00 [HIT designated Assets 0 0 0f 0 o 7.00
8.00 |[subtotal (sum of Tines 1-7) 290,575,788 21,215,075 0 21,215,075 272,934 &.00
9.00 |Reconciling Items 0 0 o 0 o[ 9.00
1 0f 21,215,075 272,934] 10.00

0.00 |Total (Tine 8 minus line 9) 290,575,788 21,215,075
Ty BRI ; :

1.00 13,119,734 0 1.00
2.00 ([Land Improvements 6,558,946 0 2.00
3.00 |Buildings apd Fixtures 100,705,202 0 3.00
4.00 (Building Improvements 3,564,673 0 4.00
5.00 |Fixed Equipment 37,178,894 0 5.00
6.00 [Movable Equipment 150,380,480 0 6.00
7.00 [HIT designated Assets 0 0 7.00
8.00 [subtotal {(sum of Tines 1-7) 311,517,929 0 8.00
9.00 [Reconciling Items 0 0 9.00
10.00 |Total (Tine & minus Tine 9) 311,517,929 0 10.00

MCRIF32 - 4.8.152.0



Health Financi

al systeiis

BLESSING HOSPITAL

In Lieu of Form CmMs-2552-10

RECONCILIATION OF CAPITAL COSTS CENTERS

Provider CCN: 140015

period:
From 10/01/2012
To 09/30/2013

2/28/2014

worksheet A-7
part IL

pate/Time Prepared:

2 pm

RECONECT

1. REL COSTS-BLDG & FIXT 0 0 0] 1.00
1. REL COSTS-BUTLER BUILDING 5,056 0 0 0 o] 1.01
1. REL COSTS-0LD BUILDING & FIXT 215,131 0 0 0 0| 1.02
1. REL COSTS-MEW BUILDING & FIXT 3,058,868 0 0 0 0| 1.03
1. REL COSTS-14TH STREET 277,665 0 0 0 0| 1.04
1. REL COSTS-MOB PHASE I 0 0 0 0 0| 1.05
2. REL COSTS-MVBLE EQUIP 10,802,743 0 0 0 0| 2.00
3 Total {sum of lines 1-2) 0 0 g 0]_3.00

FT . RECONCILIATION OF AMOUNTS. FROM WORKSHEET. ;. COLUM

1.00 CAP REL
1.01 CAP REL
1.02 CAP REL
1.03 CAP REL
1.04 CAP REL
1.05 CAP REL
2.00 CAP REL
3.00 |Total

COSTS-BLDG & FIXT
COSTS~BUTLER BUILDING
COSTS-OLD BUILDING & FIXT
COSTS-NEW BUILDING & FIXT
COSTS-14TH STREET
COSTS-MOB PHASE I
COSTS-MVBLE EQUIP

sum of Tines 1-2)

0

[on e e Qo R o R o L o

10,802,743
14,359,463

e e Y
o
)

MCRIF32 - 4.8.

152.0



Health Financial Systems

BLESSTING HOSPITAL

In Lieu of Form CMS-2552-10

RECONCILIATION OF CAPETAL COSTS CENTERS

provider CCN: 140015 |Period:

worksheet A-7

From 10/01/2012 | part EIII
To

09/30/2013 | Date/Time Prepared:
_zjzs/zol 2:15 pm

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

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

05 CAP REL COSTS-MOB PHASE I

.00 |CAP REL COSTS-MVBLE EQUIP

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

0 0 0

307,247 0 307,247
87,207,425 0 87,207,425
37,914,247 0 37,914,247
16,019,849 0 16,019,849
0 0 0
150,390,480 0] 150,390,480
291,839,248 0] 291,839,248

0.000000 0f 1.00
0.001053 0 1.01
0.298820 0| 1.02
0.129915 0| 1.03
0.054893 0, 1.04
0.000000 0 1.05
0.515319 o[ 2.00
1 0 3.00

HoNRRERPpRP R
o
w
T
=
m
r

OCATION .OF :0THER CARLTA

. 000000

.00 CAP REL COSTS BLDG & FIXT

.01 |CAP REL COSTS-BUTLER BUILDING

.02 CAP REL COSTS-0OLD BUILDING & FIXT
REL COSTS-NEW BUILDING & FIXT
04 CAP REL COSTS-14TH STREET

05 CAP REL COSTS-MOB FPHASE I

00 CAP REL COSTS-MVBLE EQUIP

00 |Total {sum of Tines 1-2)

TR R R R R
o
je %)
o
>
5l

coocoooool
cococoooo

loocooo o ool

of 1.00

5,056 0 1.01

215,131 0] 1.02

2,978,965 0] 1.03

276,892 0] 1.04

0 60,007 1.05

10,721,831 0] 2.00
3

14,197,875

.00 | CAP REL COSTS-BLDG & FIXT

.01 [CAP REL COSTS-BUTLER BUILDING

.02 | CAP REL COSTS~OLD BUILDING & FIXT
.03 | CAP REL COSTS-NEW BUTILDING & FIXT
CAP REL COSTS-14TH STREET

.05 [CAP REL COSTS-MOB PHASE I

.00 [CAP REL COSTS-MVBLE EQUIP

00 [total (sum of Tines 1-2)

W R e s
o
Iu

(=]
COCOCoCOoCoC o

0 0 1.00
0 27,810 1.01
0 258,836 1.02
0 3,042,095 1,03
0 276,893 1.04
0 60,007 1.05
0 10,722,953 2.00
0, 14,388,594 3.00

MCRIF32 - 4,8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

I of Form CMS-2552-10

ADJUSTMENTS TO EXPENSES

Provider CCN: 140015

period:
From 10/01/2012
To  09/30/2013

worksheet A-8

Date/Time Prepared:

2/28/2014 2.1

5

pm

Investment inhcome - CAP REL
COSTS-BLDG & FIXT (chapter 2)
.01 |Investment income - CAP REL
COSTS~BUTLER BUILDING (chapter
2)

Investment income - CAP REL
COSTS-0LD BUILDING & FIXT
(chapter 2)

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

Investment income - CAP REL
COSTS-14TH STREET (chapter 2)
Investment income - CAP REL
COSTS-MOB PHASE I (chapter 2)
Investment income - CAP REL
COSTS-MVBLE EQUIP (chapter 2)
Investment income - other
(chapter 2)

Trade, quantity, and time
discounts (chapter 8)

Refunds and rebates of
expenses (chapter 8)

Rental of provider space by
suppliers (chapter 8)
Telaphone services (pay
stations excluded) (chapter
21)

Television and radio service
(chapter 21)

rarking lot (chapter 21}
Provider-based physician
adjustment

sale of scrap, waste, etc.
(chapter 23)

Related organization
transactions (chapter 10)
Laundry and Tlinen service
cafeteria-employees and guests
Rental of quarters to employee
and others

sale of medical and surgical
supplies to other than
patients

sale of drugs to ether than
patients

Sale of medical records and
abstracts

nNursing school (tuition, fees,
books, etc.)

20.00 |vending machines

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

Interest expense on Medicare
overpayments and borrowings to
repay Medicare overpayments
23.00 |Adjustment for respiratory
therapy costs in excess of
Timitation (chapter 14)

24,00 |Adjustiwent for physical
therapy costs in excess of
Timitation (chapter 14)
utilization review -
physicians' compensation
(chapter 21)

Depreciation - CAP REL
COSTS-BLDG & FIXT
pepreciation - CAP REL
COSTS-BUTLER BUILLDING

=

1.05
2.00
3.00
4.00
5.00
6.00

7.00

17.00
18.00
19.00

22.00

25.00

26.00

26.01

A-8-2

A-8-1

A-8-3

A-8-3

-378,659
0
0

-195, 681

-36,246

0
~20,603,956

0
905,403
0
-1,331,024
0

0

-2,251,375
-33,194
-3,126,291

~81, 409
0

CAP REL COSTS-BLDG & FIXT 1.00
CAP REL COSTS-BUTLER 1. 01
BUILDING
CAP REL COSTS-OLD BUTLDING & 1.02
FIXT
CAP REL COSTS-NEW BUILDING & 1.03
FIXT
CAP REL COSTS-14TH STREET 1.04
CAP REL COSTS-MOB PHASE I 1.05
CAP REL COSTS-MVBLE EQUIP 2. 00
0.00
ADMINISTRATIVE & GENERAL 5.00
0.00
0.00
ADMINISTRATIVE & GENERAL 5.00
CAP REL COSTS-MVBLE EQUIP 2.00
0.00
(. 00|
0. 00
CAFETERTA 11.00
0.00|
0.00
DRUGS CHARGED TQ PATIENTS 73.00
MEDICAL RECORDS & LIBRARY 16.00
NURSING SCHOOL 20.00
DIETARY 10. 09
0.00
0.00
RESPIRATORY THERAPY 65.00
PHYSLCAL THERAPY 66.00
#¥% Cost, Center Deleted ##% 114.00
CAP REL COSTS-BLDG & FIXT 1.00
CAP REL COSTS-BUTLER 1,01
BUTLDTNG

[ S =]

SO

17,

18.

19.

20,

21,

22.

23.

24,

25.

26.

26.

.00

.01
.02
.03

.04
.05
.00
.00
.00
.00
.00

00

.00

.00
.00

.00
.00
.00
.00
.00

00

00

o0

00

00

Q0

0Q

00

00

01

MCRIF3Z2 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

ADJUSTMENTS TO EXPENSES

provider CCN: 140015

Period:
From 10/01/2012
To 09/30/2013

worksheet A-8

pate/Time Prepared:

2/28/2014 2:15 pm

26.02
26.03
26.04
26.05
27.00
28.00
29.00
30.00
30.99

31.00

Depreciation - CAP REL

COSTS-OLD BUILDING & FIXT
Depreciation - CAP REL
COSTS~NEW BUTILDING & FIXT
Depreciation - CAP REL
COSTS-14TH STREET
Depreciation - CAP REL
COSTS-MOB PHASE T
Depreciation - CAP REL
COSTS~MVBLE EQUIP
Nan-physician Anesthetist
Physicians' assistant
Adjustment for occupational
therapy costs in excess of
Timitation (chapter 14)
Hospice (hon-distinct) (see
instructions)

Adjustment for speech
pathology costs in excess of
Timitation (chapter 14)
CAH HIT Adjustment for
Depreciation and Interest
RENTAL INSURANCE EXPENSE
DAMAGED GOCDS

CHILD CARE CENTER
BOOKKEEPING FEES

RADLOLOGY TULTION

PRINT SHOP

HEALTH PROMOTIONS
HOUSEKEEPING SERVICES
ADVERTISING

RENTAL PROPERTY EXPENSE

RENTAL PROPERTY EXPENSE
REAL ESTATE TAXES ON RENTAL
RENTAL PROERTY EXPENSE
DIETARY CONSULT AUTOS
INTEREST TWCOME

INTEREST INCOME

INTEREST INCOME

INTEREST INCOME

DIETARY QUTSIDE
SERVICES-SALARIES

DIETARY OQUTSIDE
SERVICES-BENEFETS
PHYSICIAN RECRUITMENT
NURSING SCHOOL ADVERTISING
LOBBYING EXPENSE

TRANSFER TO PARENT
HOSPICE PROFESSIONAL FEES
ER PHYSICIAN BENEFITS
ALCOHOL RELATED EXPENSES
BOOK TO MEDTCARE REPRECIATION

BOOK TO MEDICARE DEPRECIATION
GROUND FEES

LABORATORY TUITION

CV SURGEOM BENEFITS
SELF-FUNDED HEALTH INSURANCE
STUDER GROUP EXPENSE

TRAUMA ON-CALL

NON-HOSPITAL DEPRECIATION
MISCELLANEQOUS TNCGOME
MISCELLANEOUS INCOME
MISCELLANEQUS INCOME
MISCELLANEOQUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME
MISCELLANEOUS INCOME

A-8-3

FPErEEENEEE>

> R R PR - 2

PrPrPrPrprr

TEEENERETEERDRRA R

-1,665,381

-722,938

-127,808
~16,620,028

FIXT
D|CAP REL COSTS-NEW BUILDING & 1.03
FIXT
0]CAP REL COSTS-14TH STREET 1.04
O{CAP REL COSTS-MOB PHASE I 1.05
O[CAP REL COSTS-MVBLE EQUIP 2.00
O*** Cost Center Deleted ¥¥¥* 19,00
0 0.00
0|OCCUPATIONAL THERAPY 67,00
OADULTS & PEDIATRICS 30.00
O|SPEECH PATHOLOGY 68.00
0 0.00

-9, 157|ADMINISTRATIVE & GENERAL
32,029ADMINISTRATIVE & GENERAL

~-80, 658 PARAMED ED PRGM-RADIOLOGY
~55,735ADMINISTRATIVE & GENERAL

-143,538NURSING ADMINISTRATION
~282, 858|HOUSEKEEPING
-375,918ADMINISTRATIVE & GENERAL

~154,190/CAP REL COSTS—-NEW BUILDING & 03
FIXT
-5,571cAP REL COSTS-MVBLE EQUIP 2.00
-73,513|MAINTENANCE & REPAIRS 6.00
-63, 186(MAINTENANCE & REPATIRS 6.00
-B38|CAP REL COSTS-MVRLE EQUIP 2.00)
~352,469|CAP REL COSTS-NEW BUILDING & 1.03
FIXT
-1,217,881|CAP REL COSTS-14TH STREET 1.04
-433,285/CAP REL COSTS-MVBLE EQUIP 2.00]
-495, 330ADMINISTRATIVE & GENERAL 5.00
-29, 306/|DIETARY 10.00
-11,192|EMPLOYEE BENEFITS DEPARTMENT 4.00

-598, 778lADMINISTRATIVE & GENERAL

-23,485/NURSING SCHOOL
-43, 300{ADMINISTRATIVE & GENERAL

-496, 310|ADMINISTRATIVE & GENERAL

-27,952|HOSPICE

-3, 00O|ADMINISTRATIVE & GEMERAL

74,287|CAP REL COSTS-MEW RUILDING &

FIXT
17,152|CAP REL COSTS~-MVBLE EQUIP
-62, 373{MATNTENANCE & REPAIRS

-23,211{PARAMED ED PRGM-LABORATORY
EMPLOYEE BENEFITS DEPARTMENT
EMPLOYEE BENEFXTS DEPARTMENT

~286, 743|ADMINTSTRATIVE & GENERAL
~1,003, 708(ADMINTSTRATIVE & GENERAL

~61, 818|CAP REL COSTS-MVBELE EQUIP
-64,096/ADMINISTRATIVE & GENERAL
-3, 645/LABORATORY
-18,004|PHYSICAL THERAPY
-4, 200/0PERATING ROOM
-11, 487|RESPIRATORY THERAPY
~38, 257|ELECTROENCEPHALOGRAPHY
~18, 294|ADMINESTRATIVE & GENERAL

EMPLOYEE BENEFITS DEPARTMENT
-128,631(ADMINISTRATIVE & GENERAL

EMPLOYEE BENEFITS DEPARTMENT

0|CAP REL COSTS-0OLD BUILDING & 1.02

[ 2%}
W LS G UT LI T e U LA
>
=

e
=

Hulbh oot Ow
=]
=

R O R B W N
(=]
=

PLOoOOOoOO0ODODOODd o

=
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Heatth Financial Systems

BLESSING HOSPITAL In Lieu of Form CMS-2552-10

ADIJUSTMENTS TO EXPENSES

Provider CCN: 140015 |Period: worksheet A-8
From 10/01/2012
To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

MISCELLANEOUS INCOME
MISCELLANEQUS INCOME
MISCELLANEQUS INCOME
MISCELLANEOUS INCOME
MISCELLANEQUS INCOME
MISCELLANEQUS INCOME
MISCELLANEQUS INCOME
CATERING REVENUE

FLOOR STOCK REVENUE
SERVICES TO TLLINI

BP5 EXPENSES

ECHO OUTRFACH SALARIES

ECHO OUTREACH BENEFITS
PHARMACY COVERAGE SALARIES
PHARMACY COVERAGE BENEFITS
PHARMACY COVERAGE EXPENSES
TINFORMATTON SYSTEMS WAGES.
TIMFORMATION SYSTEMS BENEFITS
MEDTCAL RECORDS SALARTES
MEDTCAL RECORDS BENEFITS
MEDTCAL RECORDS EXPENSES
PAIN MANAGEMENT NP SALARTES
PAIN MANAGEMENT NP BENEFITS
PAIN MANAGEMENT NP EXPENSES
NP AND PA IN URGENT CARE
SALARTES

NP AND PA IN URGENT CARE
BENEFITS

TOTAL (suim of lines 1 thru 49)
{Transfer to Worksheet A,
column 6, line 200.)

> PP PRPPLLLEIPRLIPPPPONA@EEE®®E @0
=8

00
~510, 766/ADMINISTRATIVE & GENERAL 5.00 0| 33.43
~773|cAP REL COSTS-14TH STREET 1.04 9| 33.44
-719|LABORATORY 60.00 0| 33.45
-8, 949|ELECTROCARDIOLOGY 69.00 0| 33.46
~118, 942(ADMINISTRATIVE & GENERAL 5.00 0 33.47
~20|OPERATING ROOM 50.00 0] 33.48
-23,820|CLINIC 90..00 0i 33.49
-308, S84|DIETARY 10.00 0} 33.50
-213, 839|DIETARY 10.00 0 33.51
-390|ADMINISTRATIVE & GENERAL 5.00 0] 33.52
~12,551, 825/ADMINISTRATIVE & GENERAL 5.00 0] 33.53
-16, 939 ELECTROCARDIOLOGY 69.00 0 33.54
-6, 471EMPLOYEE BENEFITS DEPARTMENT)| 4.00 0] 33.55
-36, 634|DRUGS CHARGED TO PATIENTS 73.00 0 33.56
-13,990/EMPLOYEE BENEFITS DEPARTMENT) 4.00 0| 33.57
-25,028|DRUGS CHARGED TGO PATIENTS 73.00 0] 33.58
-3,738, 636/ADMINISTRATIVE & GENERAL 5.00 0] 33.59
-1,637,547|EMPLOYEE BENEFETS DEPARTMENT 4,00 0 33.60
-90, 854|MEDTCAL RECORDS & LIBRARY 16.00 0 33.61
-34,697FMPLOYEE BENEFITS DEPARTMENT 4.00 0 33.62
-45,308MEDTICAL RECORDS & LIBRARY 16.00 0 33.63
-53, 101OPERATING ROOM 50.00 0f 33.64
-20,279(EMPLOYEE BENEFITS DEPARTMENT 4.00 0 33.65
-622|0PERATING ROOM 50.00 0 33.66
-220, 788|EMERGENCY 91.00 0| 33.67
-84, 319EMPLOYEE BENEFITS DEPARTMENT 4.00 0 33.68
0 0.00 0 33.69
0 0.00 0 33.70
~72,700,766 50.00

MCRIF3Z - 4.8.152.0



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

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 140015 |Period: worksheet A-8-1
OFFICE COSTS From 10/01/2012
To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

.00 MAINTENAI;JCE & .REPAIRS BIO-MED - 490,837 875, 400

1.00 [ 1.00
2.00 8.00/LAUNDRY & LINEN SERVICE LAUNDRY 935,883 974,269 2.00
3.00 88.00/RURAL HEALTH CLINIC EAST ADAMS RENT 31,683 72,310 3.00
4.00 5.00{ADMINISTRATIVE & GENERAL HOME OFFICE 10,846,170 6,984,249 4.00
4.01 4 .00/EMPLOYEE BENEFITS DEPARTMENT [BCS BENEFITS -1,861, 356 0 4.01
4.02 1.05(caP REL COSTS-MOB PHASE I SURGERY RENT 22,412 89,504 4.02
4.03 1.05(CAP REL COSTS-MOB PHASE I RADIOLOGY RENT 19,909 79,507 4.03
4.04 1.05(caP REL COSTS-MOB PHASE I WOUND RENT 17,686 70,630 4.04
4.05 5.00(ADMINISTRATIVE & GENERAL PFS AND PT ACCESS COSTS 0 381,134 4.05
4.06 4.00/EMPLOYEE BENEFITS DEPARTMENT [PF AND PT ACCESS BENEFITS 0 65,816 4.06
4.07 5.00(ADMINISTRATIVE & GENERAL ACCOUNTS PAYABLE COSTS 0 3,620 4.07
4.08 4.00/EMPLOYEE BENEFITS DEPARTMENT [ACCOUNTS PAYABLE COSTS 0 1,382 4.08
5.00 [TOTALS (sum of lines 1-4). 10,503,224 9,597,821 5.00

Transfer column 6, line 5 to
worksheet a-8, column 2,
Tine 12.

* The amounts on 1ines 1-4 (and subscripts as appropriate) are transferred in detail to worksheet A, column 6, Tines as
appropriate.Positive amounts increase cost and negative amounts decrease cost.For related organization or home office cost which
has not been posted to Worksheet A, columns 1 and/or 2, the amount allowable shou1d be 1nd1cated in cn]umn 4 of th1s part.

The Secretary, by v1rtue of the author1ty granted under section 1814(b)(1) of the social Security Act, requ1res that you furnish
the information requested under Part B of this worksheet.

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

6.00 G 0.00[DENMAN SERVICES 0.00 6.00
7.00 G 0.00[DENMAN SERVICES 0. 00| 7.00
8.00 G 0.00BLESSING FOUND 0.00 8.00
9.00 B 0.00[BLESS CORP SVCS 0.00 9.00
1¢.00 0.00 0.00 10.00
100.00 |G, Other (financial or BROTHER/SISTER 100.00

non-financial) specify: .

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

A. Individual has financial interest (stockholder, partner, etc.) in both related organization and im provider
B. Corporation, partnership, or other organization has financial interest in praovider. .

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

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

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

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

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL In Lieu of Form €MS5-2552-10

STATEMENT OF COSTS OF SERVICES FROM RELATED ORGANIZATIONS AND HOME Provider CCN: 140015 | Period: worksheet A-8-1
OFFICE COSTS

From 10/01/2012
To  09/30/2013{ pate/Time Prepared:
2/28/2014 2:15 pm _

Q0 3,
01 -1,

05 -

L R L R - S S N TE
<
wd

Wicst A7 Re

0

0

0

861,921 0

861, 356 0

-67,092 10

~59, 598 16

-52,944 10

381,134 0

-65, 816 0

~3,620 0

~1,382 0
905,403

L - N N A T S
(=g
w

*

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

appropriate.Positive amounts fncrease cost and negative amounts decrease cost.For related organization or home office cost which

has not baen posted to Worksheet A, columns 1 and/or 2, the amount _allowable sh9u1d be 1ndicated_in column 4 of this part

Tated Organization(s).

B

RRECATIONSHIP T0

The Secretary, by virtue of the author

ity granted under section 1814(b) (1) of the Social Security Act, requires that you furnish

the information requested under part B of this worksheet.

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

6.00 |BIO-MED
7.00 |LAUNDRY
8.00 |FUND RA
9.00 |HOME OF
10.00

100.00

MATINT

ISING
FICE

6.00
7.00
8.00
9.00
10.00
100.00

(L use the following symbols to indicate interrelationship to related organizations:

9 NmEPE

organization,

Individual has Financial interest (stockholder, partmer, etc.} in both related organization and in provider.
Corperation, partnership, or other organization has financial interest in provider

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

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

E. Individual is director, officer, administrator, or key person of provider and related organization.
F. Director, officer, administrator, or key person of related organization or relative of such person has financial interest din

provider.
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Health Financial Systems

BLESSING

HOSPTITAL

In Lieu of Form CMS-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 140015

Period:
From 10/01/2012
To 09/30/2013

worksheet A-8-2

pate/Time Prepared:

ysi

2/28/2014 2:15 pm

'ﬁ‘3:ﬁd :

1.00 5.00
2.00 5.00
3.00 5.00
4.00 5.00
5.00 4.00
6.00 30.00
7.00 31.00
8.00 31.00
9.00 41.00
10.00 44.00
11.00 60.00
12.00 65.00
13.00 65.00
14.00 70.00
15.00 69.00
16.00 69.00
17.00 70.00
18.00 91.00
19.00 91.00
20.00 91.00
21.00 91.00
22.00 91.00
23.00 90.00
24.00 50.00
25.00 5.00
26.00 50.00
27.00 50.00

ADMINISTRATI

VE & GENERAL
ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GENERAL
EMPLOYEE BENEFITS DEPARTMENT
ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
INTENSIVE CARE UNIT
SUBPROVIDER - IRF

SKILLED NURSING FACILITY
LABORATORY

RESPIRATORY THERAPY
RESPIRATORY THERAPY
ELECTROENCEPHALOGRAPHY
ELECTROCARDIOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY
EMERGENCY

EMERGENCY

EMERGENCY

EMERGENCY

EMERGENCY

CLINIC

OPERATING ROOM
ADMINISTRATIVE & GENERAL
OPERATING ROOM

OPERATING ROOM

180,266
1,900,171
152,971
11,781
17,490
1,111,170
169,725
36,625
1,600

60, 000)
9,900
9,900
14,750
9,100
19,050
3,000)
13,161
68,000)
5,213,294
312,440
174,849
3,375
94,019
8,961,294
445
986,219

1,556,715

0
1,900,171
152,971
11,781

0
1,111,170
169,725

0

0
60,000
0

jeRelolelelele]

5,213,296
0
174,849
0
0
8,961,294
445
986,219
20,174,250

00 B0
124,386 159,800
180,266 208,000

0 0
0 0
0 0
17,490 159,800
0 0
0 0
36,625 159,800
1,600 159,800
0 0
9,900 159,800
9,900 159,800
14,750 159,800
9,100 159,800
19,050 182,900
3,000 159,800
13,161 159,800
68,000 159,800
0 0
312,440 159,800
0 0
3,375 159,800
94,019 182,900
0 0
0 0
Q 0
917,062

=]
CENGW AWM
=
(=3

center/Phy

21,091,312
JlEstied - RE

Percant o

ostof:

w0

. 5.
2.00 5.00
3.00 5.00
4.00 5.00
5.00 4.00
6.00 30.00
7.00 31.00
8.00 31.00
9.00 41.00
10.00 44.00
11.00 60.00
12.00 65.00
13.00 65.00
14.00 70.00
15.00 62.00
16.00 69.00
17.00 70.00
18.00 91.00
19.00 91.00
20.00 91.00
21.00 91.00
22.00 91.00|
23.00 90. 00|
24.00 50.00
25.00 5.00
26.00 50.00
27.00 50.00

ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GENERAL
EMPLOYEE BENEFITS DEPARTMENT
ADULTS & PEDIATRICS
INTENSIVE CARE UNIT
INTENSIVE CARE UNIT
SUBPROVIDER ~ IRF

SKILLED NURSING FACILITY
LABORATORY

RESPIRATORY THERAPY
RESPIRATQRY THERAPY
ELECTROENCEPHALOGRAPHY
ELECTROCARDIOLOGY
ELECTROCARDIOLOGY
ELECTROENCEPHAEOGRAPHY
EMERGENCY

EMERGENCY

EMERGENCY

EMERGENCY

EMERGENCY

CLINIC

OPERATING ROOM
ADMINISTRATIVE & GENERAL
OPERATING ROOM

OPERATENG ROOM

114,000
0
0
O
9,603
O
O
22,510
845

0
5,071
5,071
9,066
5,378
11,168
1,844
7,375
40,949
0
152,655
0
2,074
31,832

[ e e v o o o e ) vt e e e e e e I e e e o o o e e e ] 3
oo o oo oooooooCoooooooooDoDDo oSSk

WO e~ G LT s o R
=
=

o000 0POPODORRORDRODRODR D
-
T
1
1=

{3

.00

ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GEMERAL
ADMINISTRATIVE & GENERAL
ADMINISTRATIVE & GEMERAL
EMPLOYEE BENEFITS DEPARTMENT
ADULTS & PEDIATRICS

1.00 5

Z2.00 5.00
3.00 5.00
4.00 5.00)
5.00 4.00f
6.00 30.00
7.00 31.00

INTENSIVE CARE UNIT

coo oo ool

56,471
66,266 66, 266
O 1,900,171
0 152,971
o 11,781
7,887 7,887
0 1,111,170

1,488, 800]

WG W
o
&
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Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM$-2552-10

PROVIDER BASED PHYSICIAN ADJUSTMENT

Provider CCN: 140015

period: worksheet A-8-2
From 10/01/2012
To

09/30/2013 | pate/Time Prepared:

B.00 31,00[INTENSIVE CARE UNIT
9.00 41,00|SUBPROVIDER — IRF
10,00 44 (Q0|SKILLED NURSING FACILITY
11,00 60 . QOjLABORATORY

12.00 65, 00|RESPIRATORY THERAPY
13.00 65 . 0DRESPIRATORY THERAPY
14.00 70 . 00|ELECTROENCEPHALOGRAPHY
15.00 69 . 00| ELECTROCARDIOLOGY
16.00 69 . O0|ELECTROCARDIOLOGY
17.00 70 . O0|ELECTROENCEPHALOGRAPHY
18.00 91. 00{EMERGENCY

19.00 91. O0[EMERGENCY

20.00 91. 00|EMERGENCY

21.00 91. 00[EMERGENCY

22.00 91. 00|EMERGENCY

23.00 90. 00|CLINIC

24.00 50.00[0OPERATING ROOM

25.00 5. 00JADMINISTRATIVE & GENERAL
26,00 50.00/OPERATING ROOM

27.00 50.00|OPERATING ROOM

200.00

OO0 000 OO0 o oo Qo

487,356

14,115
755

0
4,829
4,829
5,684
3,722
7,882
1,156
5,786
27,051
0

159,785
0

1,301
62,187
0
0
0
429,706

) 2/28/2014 2:15 p
00,
69,725
14,115
755 .
60,000 11.00
4,829 12.00
4,829 13.00
5,684 14.00
3,722 15.00
7,882 16.00
1,156 17.00
5,786 18.00
27,051 19.00
5,213,296 20.00
159,785 21.00
174,849 22.00
1,301 23.00
62,187 24.00
8,961,294 25.00
445 26.00
986,219 27.00
20,603,956 200.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

i of Form (MS-2552-10

CO5T ALLOCATION - GEWERAL SERVICE COSTS

Provider CCN: 140015

period:
From 10/01/2012
To  09/30/2013

worksheet B
Part I

2/28/2014 2:1

Date/Time Prepared:
3 _pm

.00 |oo100] COSTS-BLDG & FIXT

.01 COSTS-BUTLER BUILDING
.02 COSTS~-0LD BUILDING & FIXT
.03 [00103{CAP REL COSTS-NEW BUILDING & FIXT

.04 [00104(CAP REL COSTS~14TH STREET

00105| CAP REL COSTS-MOB PHASE I

.00 [00200|CAP REL COSTS-MVBLE EQUIP

00 [00400|EMPLOYEE BENEFITS DEPARTMENT

.00 |00500{ ADMINISTRATIVE & GENERAL

.00 |00B00| MAINTENANCE & REPAIRS

.00 |00BOG| LAUNDRY & LINEN SERVICE

.00 |00Y00| HOUSEKEEPING

01000| DIETARY

.00 [01100| CAFETERIA

01300 NURSING ADMINISTRATION
.00 |01600|MEDICAL RECORDS & LIBRARY

20.00 |02000{ NURSING SCHOOL

ROV AENBEHEPERRR
o
15, ]

Y
L]
=1
=]

[
o e
=
=

21.00 |02100| &R SERVICES-SALARY & FRINGES APPRVD
22.00 |02200| T&R SERVICES-OTHER PRGM COSTS APPRVD

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

27,810
258,836
3,042,095
276,893
60, 007,
10,722,953
21,376,408
35,942,811
5,697,207
1,020, 461
2,197,495
791,014
2,516,553
6,082,666
2,801,028
1,638,631
1,073,548
2,044,783
0
160,953
64

cooo e ol
wvi

looccoococoocoosocoo

27,810,

o
(2]
[+-]

21,95

258, 836
0
0
0f

oo O

11,625
63,677
35,703
3,522
7,615

oo

5,829

OO NODD OO O
0o
o0
=

3,042,095
0
0

157,071
559,074
388,849
0

2,498
77,877
23,296
0
48,024
144,663

INPATIENT ROUTINE SERVICE COST CENTERS

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

41.00 |04100| SUBPROVIDER - TRF

43.00 [04300| NURSERY

44.00 |04400| SKTLLED NURSING FACELITY

14,273,995
3,257,081
3,824,657
1,622,446

408,065
1,531,984

lcooocoo

IO OO OO0
(=

551,120
83,844
0
37,564
18,775
52,715

ANCTLLARY SERVICE (OST.CENTERS . =

50.00 [05000(OPERATING ROOM

52.00 |05200|DELIVERY ROOM & LABOR ROOM
53.00 |05300] ANESTHESTOLOGY

54.00 [05400| RADIOLOGY-DIAGNOSTIC

60.00 (06000( LABORATORY

62.00 06200/ WHOLE BLOOD & PACKED RED BLOOD CELLS

65.00 065008 RESPIRATORY THERAPY
66.00 [06600; PHYSICAL THERAPY

67.00 |06700{ OCCUPATIONAL THERAPY
68.00 |06800{ SPEECH PATHOLOGY
69.00 |06900| ELECTROCARDTOLOGY
70.00 |07000[ ELECTROENCEPHALOGRAPHY

71.00 |07100(MEDICAL SUPPLIES CHARGED TO PATIENTS
DEV. CHARGED TO PATIENTS

72.00 |07200[ IMPL.
73.00 |07300[ DRUGS CHARGED TQ PATIENTS
74.00 |07400] RENAL DIALYSIS

11,051,319
1,491,030
406,175
6,819,678
5,593, 874
1,220,107
2,138,597
1,481,582
537,648
247,204
2,184,698
275,859
7,097,374
10,249,959
12,531,204
574,602

cococoocosoccococoo ool

172,480
0

4,602
228,798
82,588
0

0
36,008
Q

0
37,944
0
24,789
43,313
26,697

OUTPATTENT, SERVICE COST: CENTER!
88.00 |08800| RURAL HEALTH CLINIC

90.00 |09000| CLINIC
91.00 |09100| EMERGENCY
92.00 |09200| OBSERVATIO

(NON -DIS

CoooooccoocooooO OO
.
N
&
w

RT)

842,350
169,207
4,625,694

oo o)

oo

OTHER  REIMEIRSAE

101. 0010100 HOME HEALTH AGENCY

SPECEAL - PURPOSE COST-CENTER

5,268,327

113.00|11300| INTEREST EXPENSE
116.00|11600| HOSPICE

SUBTOTALS (SUM OF LINES 1- 117)

2,134,893

199,656,404

27,810

251,159

0
2,926,945

190.00 GIFT, FLOWER COFFEE SHOP
192.00[(19200| PHYSICIANS' PRIVATE OFFICES
192.01{19201| FASTCARE

193.00[{19300| NONPAID WORKERS
193.02|19302{ DENMAN SERVICES
193.03|19303|MEALS ON WHEELS
193.04{19304| UNUSED SPACE
193.05119305|HEALTH EDUCATTON
193.06/19306|RENTED SPACE

193.07|19307| AUGUSTA PHARMACY

CANTEEN

”0,

3,667,313
570,758

conoococcooo|

CO0CoO0 O DO

15,1

1,79

oo
P
(=Rl R ]

(=]
w
=1

===

6,788

1,514

WOV N
o
w

“l113, 00

118.00

190.00
192.00
192.01
193.00
193.02
193.03
193.04

0/193.05

106, 848

193.06
193.07

MCRIF32 - 4.8.152.0



HeaTlth Financial Systems

BLESSING HOSPITAL

In Lieu of Form cM$-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN: 140015

To

Period: worksheet B
From 10/01/2012 | Part T
09,/30/2013 Date;T'ime Pr'elsaar'ed:

200.00

Cr‘oss ')Foot Adjﬁs;c)ments) 200,00
201. 00 Megative Cost Centers 0 0 0 0[201.00
202.00 TOTAL (sum lines 118-201) 204,726,050 0 27,810 258,836 3,042,005(202,00

MCRIF32 - 4.8.152.¢



Health Financial Systems BLESSING HOSPITAL

In Ljeu of Form CM5-2552-10

COST ALLOCATION -~ GEMERAL SERVICE COSTS

Provider CCN: 140015 |Pericd

To

From 10/01/2012

09/30/2013

Worksheet B

Part I

Date/Time Prepared:
2/28/2014 2:15 pm

NERAL: CE GEN
00 00100 CAP REL COSTS- ELDG & FIXT

01 [00101/cap REL COSTS-BUTLER BUILDING
02 |00102| CAP REL COSTS-OLD BUILDING & FIXT
03 |[00103|CAP REL COSTS-NEW BUILDING & FIXT
04 |00104| CAP REL COSTS-14TH STREET
00105/ CAP REL COSTS-MOB PHASE I
00 00200 CAP REL COSTS-MVBLE EQUIP
00 |00400| EMPLOYEE BENEFITS DEPARTMENT
00 |00S500| ADMINISTRATIVE & GENERAL
.00 |00600| MAINTENANCE & REPAIRS
.00 [00B00| LAUNDRY & LINEN SERVICE
.00 |00900| HOUSEKEEPING
10.00 |01000| DIETARY
11.00 |01100| CAFETERIA
13.00 |01300| NURSING ADMINISTRATION

Wb NREREERERRP
o
(¥

16.00 |016Q0|MEDICAL RECORDS & LIBRARY

20.00 {02000|NURSING SCHOOL

21.00 |02100| I&R SERVICES-SALARY & FRINGES APPRVD
22.00 |02200|I&R SERVICES-OTHER PRGM COSTS APPRVD
23.00 [02300| PARAMED EPR PRGM-(SPECIFY)

23.01 (02301| PARAMED ED PRGM-RADIOLOGY

23.02 |02302| PARAMED ED PRGM-LABQRATORY

[ENPATIEN

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

41,00 |04100| SUBPROVIDER - IRF

43.00 (04300 NURSERY

44,00 |04400[ SKILLED NURSING FACILITY

1.00

1.01

1.02

1.03

276,893 1.04

0 60,007 1.05

10,722,953 2.00

483 0 153,370 21,698,957 4.00

71,615 0 3,597,461 2,325,187] 42,559,825 5.00

65,183 0 182,198 574,507 6,049,505| 6.00

403 0 4,005 14,632 1,043,023| 8.00

2,817 0 97,761 494,564 2,802,750| 9.00

4,263 0 84,030 141,615 1,098,799| 10.00

5,481 0 0 377,541 2,922,871| 11.00

3,330 0 847,277 1,274,536 8,213,638| 13.00

1,213 0 291,008 448,993 3,591,340 16.00

8,100 0 51,989 850, 408 2,715,743| 20.00

0 0 o 254,958 1,328,506| 21.00

0 0 18 0 2,044,801| 22.00

0 0 0 0 0| 23.00

0 0 o 55,830 220,286| 23.01

0 0 0 20,161 85,826| 23.02
DUTENE SERVICE COST CEN o G e

0 0 3,105,337  18,175,936| 30.00

0 0 760,322 4,209,423| 31.00

25,746 0 884,481 4,751,724| 40.00

0 0 328,754 2,016,739| 41.00

0 0 87,392 524,650| 43.00

0 0 335,924 1,923,292| 44.00

ANGLLEARY. SERVEGE . COST: CENTERS

1,615,330

14,481,442 50.00

628,111 53,00

6/0,686| 67.00
308,196] 68.00

361,037( 70.00

574,602( 74.00

941,938 88.00
199,509 90.00

50.00 [05000[OPERATING ROOM 0 42,661 1,577,888
52.00 [05200|DELIVERY ROOM & LABOR ROOM 0 0 31,138 257,692 1,788,196| 52.00
53.00 (05300 ANESTHESIOLOGY 0 0 177,206| 38,885
54.00 [05400| RADIOLOGY-DIAGNOSTIC 0 17,346 1,890,357 1,135,858 10,092,037] 54.00
60.00 |06000| LABORATORY 360 0 282,185 708,758 6,667,765 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 27,932 1,248,801 62,00
65.00 {06500] RESPIRATORY THERAPY 0 0 0 453,607 2,600,172 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 8,239 323,542 1,853,730 66.00
67.00 [06700] OCCUPATIONAL THERAPY 0 0 2,924 126,863
68.00 |D6800|SPEECH PATHOLOGY 0 0 1,817 58,074
69.00 |06900| ELECTROCARDIOLOGY 0 0 575,696 345,354 3,158,093| 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 21,493 59,357
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 5,246 0 38,639 58,179 7,224,227 71.00
72.00 |07200| IMPL. DEY. CHARGED TO PATEENTS 9,167 0 46,825 101,653 10,450,917( 72.00
73.00 |07300| DRUGS CHARGED TO PATYENTS 350 0 267,144 748,883 13,574,916( 73.00
74.00 |07400 RENAL DIALYSIS 0 0 0 0

. 0 0 0 99,588
90.00 |09000| CLINIC 0 0 0 30,302
51.00 |09100| EMERGENCY 8,638 0 84,902 915,397

92.00 22200 OBSERVATION BEDS (NON-DISTINCT PART)

5,770,430| 91.00
0| 92.00

OTHER : REIMBURSABLE COST CENTERS o0

101.00 10100| HOME HEALTH AGENCY

911,951

6,202-,.775

SPECTAL. PURPOSE GOST GENTERS

113.00|11300{ INTEREST EXPENSE
116.00|11600 HOSPICE
118.00 SUBTOTALS (SUM OF LINES 1- 117)

0 8,633
60,007 10,714,993

2,522,130(116.00

INONREIMBURSABLE. COST CENTERE

190.00[{19000{ GIFT, FLOWER, COFFEE SHOP & CANTEEN
192.00{19200| PHYSICIANS' PRIVATE OFFICES
192.01)19201] FASTCARE

193.00|19300| NONPATD WORKERS
193.02|19302| DENMAN SERVTICES
193.03|19303|MEALS ON WHEELS
193,04/19304{ UNUSED SPACE
193.05/19305|HEALTH ERDUCATION
193,06|19306| RENTED SPACE

193, 07|19307| AUGUSTA PHARMACY

200,00 Cross Foot Adjustments
201.00 Negative Cost Centers

7,085

0
0
0
0
0
0 0
0
0
0
0

(=]
=]

374,627
20,726,974| 198,498,387 (118,00
0 8,402(190.00

819,594 4,508,875 [192.00
109,145 686,988[192.01

0 0[193.00

0 9,109(193.02

0 0[193.03

0 20,914(193.04

3,443 17,985(193.05

0 118,319[193.06

39,801 857,071{193.07
0[200.00

0 0|201.00

MCRIF32 - 4.8.152.0



Health Financial Systems
COST ALLOCATION - GENERAL SERVICE COSTS

BLESSING HOSPETAL

Provider CCN: 140015

To

Period:
From 10/01/2012
09/30/2013

In Liev of Form €M5-2552-10

worksheet B
Part I

Date/Time Prepared:

202.00| [TOTAL (sum Tines 118-201)

2/28/2014 2:15 pm

SR

276,893

60,007

10,722,953

21,698,957

204,726,050(202.00

MCRIF32 - 4,8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Li

ey of Form CmMs-2552-10

COST ALLOCATION - GENERAL SERVICE COSTS

Provider CCN:

140015

pPeriod:
From 10/01/2012
Toe  09/30/2013

worksheet B
Part T

Date/Time Prepared:
14 115

EEPING |

GENERAL SERVICE 05T

.00 |00100[cAP REL COSTS-BLDG & FIXT

.01 |00LOL(CAP REL COSTS-BUTLER BUILDING
.02 |00102[CAP REL COSTS-OLD BUILDING & FIXT
.03 |00103|CAP REL COSTS-NEW BUILDING & FIXT

.04 |00104; CAP REL COSTS-14TH STREET
007105/ CAP REL COSTS-MOB PHASE I
.00 |00200i CAP REL COSTS-MVBLE EQUIP
00 [00400| EMPLOYEE BENEFITS DEPARTMENT

L R N R Y )
o
w

.00 |00500| ADMINISTRATIVE & GENERAL 42,559,825
.00 |00600| MAINTENANCE & REPAIRS 1,823, 870 8,773,375
.00 |00800| LAUNDRY & LINEN SERVICE 273,737 36,611 1,353,371
.00 |00900| HOUSEKEEPING 735,571 116,289 3,246 3,657,856
10.00 [01000| DIETARY 288,375 262,548 7,988 50,857 1,708,568
11.00 |01100| CAFETERIA 767,096 145,273 0 111,454 0
13.00 |01300| NURSING ADMINISTRATION 2,155,636 102,851 0 53,336 0
16.00 |01600{ MEDICAL RECORDS & LIBRARY 942,533 147,889 0 39,489 0
20.00 |02000| NURSING SCHOOL 712,736 733,872 0 104,760 0
21,00 |02100| I&R SERVICES-SALARY & FRINGES APPRVD 348,661 6] 0 0
22,00 |02200| I&R SERVICES-OTHER PRGM COSTS APPRVD 536,650 0 0 0
23,00 {02300 PARAMED ED PRGM-(SPECIFY) 0 0 0f 0
23.01 |02301| PARAMED ED PRGM-RADIOLOGY 57,813 0 2,160 0
23.02 |02302[ PARAMED ED PRGM-LABORATORY 2 0j 0
INPATIENT ROUTENE SERVICE €OST CENTERS . .. PR : T
30.00 [03000|ADULTS & PEDIATRICS 4,770,151 1,513,225 606, 607 924,108 943,423
31.00 J03100! INTENSIVE CARE UNIT 1,104,748 387,977 64,715 265,761 114,036
40.00 |04000| SUBPROVIDER - IPF 1,247,071 408, 500 46,958 239,376| 346,388
41.00 {04100 SUBPROVIDER ~ IRF 529,285 108, 814 39, 806 92,896 143,313
43.00 |04300| NURSERY 137,692 46,991 24,472 0
44.00 (04400 SKILLED NURSING FACILITY 504 760 131,936 86,663 163,408
ANCLLEARY SERVIGE COST CENTERS o ; o T
50.00 (05000 OPERATING ROOM 3, 800 59? 759,407 181,199 439,900 0
52.00 |05200[DELIVERY ROOM & LABOR ROOM 469, 305 71,524 22,858 97,039 0
53.00 |05300{ ANESTHESIOLOGY 164,845 22,188 0 0 ]
54.00 |05400| RADIOLOGY-DIAGNOSTIC 2,648,615 629,968 107,644 181,010 0
60.00 |06000| LABORATORY 1,749,928 212,413 2,017 66,015 )
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 327,743 6,541 0 1,062 1}
65.00 |06500| RESPIRATORY THERAPY 682,405 68, 364 897 72,886 0
66.00 |06600| PHYSICAL THERAPY 486,504 126,976 29 57,551 0
67 .00 |06700| OCCUPATIONAL THERAPY 176,019 27,896 0 0 0
68.00 |06800|SPEECH PATHOLOGY B0, 885 9,446 ¢ 0 0
69.00 |06900| ELECTROCARDTQLOGY 828,829 218,529 24,158 27,766 0
70.00 |07000 ELECTROENCEPHALQGRAPHY 94,753 37,138 8,135 13,281 0
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 1,895,969 145,273 7,243 24,047 Q
72.00 (07200{IMPL. DEV. CHARGED TO PATIENTS 2,742,801 253,849 12,656 42,039 0
73.00 |07300(DRUGS CHARGED TO PATIENTS 3,562,682 77,843 0f 32,264 0
74.00 [07400| RENAL DIALYSIS - 150, 802 0 0
OUTPATIENT: SERVIGE ‘COST  CEl i
88.00 |08B00[RURAL HEALTH CLINIC 247,208 0 0
90.00 09000 CLINIC 52,360 0 0
91.00 (09100 EMERGENCY 1,514,426 568, 315 0
92.00 |09200| OBSERVATION BEDS (NON- ~DISTINCT PART)

OTHER - REIMBURSAHLE 08

101-00!9100[HOME HEALTH AGENCY

5 PECTAL, BURPOSE - CO5T CENTERS:

1,627,893

113.00{11300) INTEREST EXPENSE
116. 00| 11600, HOSPICE
118. 0

SUBTOTALS (SUM OF LINES 1~11?)

661,923

63,097

1,960

22,94

9 0

INGNREIMBURSABLE [ €05T ‘CENTEKS:

40,925, 400

1920.00/12000( GIFT, FLOWER, COFFEE SHOP & CANTEEN '

192. 00119200 PHYSICIANS' PRIVATE OFFICES
192, 01119201 FASTCARE

193.00[ 19300 NONPATD WORKERS
193.02|19302( DENMAN SERVEICES
193.03|19303|MEALS ON WHEELS
193.04{19304| UNUSED SPACE

193.05/19305 HEALTH EDUCATION
193.06|19306| RENTED SPACE

193.07|19307| AUGUSTA PHARMACY

200.00 Cross Foot Adjustments
201.00 Negative Cosil Centers
202.00 TOTAL ¢sum Tines 118-201)

2,205
1,183,336
180,297

0

2,391

0

5,489
4,720
31,052
224,935

0

42,559,825

95;5991‘~

342,973
0
0
49,268
0
298,496
0
443,203
0

0
8,773,375

4,626
53

oo oo oo

0
1,353,371

22,09

106,63

3,657,85

[ TN e R o o e ]

0
7
0

OO O OO0 Ok

0 0
6 1,708,568

O N W PP bk et el el el
(o]
w1
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Health Financial systems BLESSIMNG HOSPITAL Ih Lieu of Form CMS-2552-10
COST ALLOCATION - GEMERAL SERVICE COSTS Provider CCN: 140015 | Period: worksheet B

From 10/01/2012| Part I

To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

00 |00100; cAP COSTS-BLDG & FIXT

01 [00101{caP COSTS-BUTLER BUILDING

02 |00102| cap COSTS-0LD BUILDING & FIXT
03 |00103|car COSTS-NEW BUILDING & FIXT
04 |00104|cap COSTS-14TH STREET

CAP COSTS-MOB PHASE T

00 |00200{ capP COSTS-MVBLE EQUIP

00 |00400| EMPLOYEE BENEFITS DEPARTMENT

00 [00500|ADMINLISTRATIVE & GENERAL

00 [00600|MAINTENANCE & REPAIRS

00 [00B0O0| LAUNDRY & LINEN SERVICE

.00 009004 HOUSEKEEPING

[N T T N S Ty
o
w
[=]
(=]
=
S
w1
e R &y g
=
vl

DIETARY 10.00
CAFETERIA 3,946,694 11.00
NURSING ADMINISTRATION 292,096 10,817,557 13.00
MEDICAL RECORDS & LIBRARY 152,323 0 4,873,574 16.00
NURSING SCHOOL 195,743 0 0 20.00
I&R SERVICES-SALARY & FRENGES APPRVD 0 0 0 1,677,167 21.00
I&R SERVICES-OTHER PRGM COSTS APPRVD 55,028 0 0 0f 22.00
PARAMED ED PRGM-(SPECIFY) 0 0 0 0f 23.00
PARAMED ED PRGM-RADIOLOGY 11,381 0 0 0| 23.01
PARAMED ED PRGM-LABORATORY 0] 0 0] 23.02

R 3,564
OUTINE  SERVICE €O5T CENTERS, Gt S
DULTS & PEDIATRICS 770,877 3,700,038 2,668,601

1,139,127] 30.00

30.

31. INTENSTVE CARE UNIT 161,918 777,152 322,573 48,365| 31.00
40. SUBPROVIDER - IPF 225,433 1,082,046 405,395 81,819 40.00
41. SUBRPROYIDER - IRF 76,447 366,927 979,821 52,073| 41.00
A3 NURSERY 15,752 11,629 29,745| 43.00
44 89,823 456,546 0 44.00

J SKILLED NURSING FACILITY

157,494 ~97,966| 50.00

50, 383,524 1,840,808 0

52.00 |05200[ DELIVERY ROOM & LABOR ROOM 53,97¢ 259,079 0 186,290 0] 52.00
53,00 |05300| ANESTHESIOLOGY 12, 587 60,433 0 0 3,708| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 240,052 0 0 0 3,708| 54.00
60.00 [06G00| LABORATORY 198, 761 0 0o 0 18,620! 60.00
62.00 [06200|WHOLE BLOGD & PACKED RED RLOOD CELLS 6,756 0 0o 0 0 62.00
65.00 |06500| RESPIRATORY THERAPY 104, 850 0 O 0 0| 65.00
66.00 06600 PHYSICAL THERAPY 55,145 0 0 0 0| 66.00
67.00 |06700{ OCCUPATIONAL THERAPY 24,603 0 a 0f 01 67.00
68.00 |06800|SPEECH PATHOLOGY 9,331 0 0 0f 0| 68.00
6%.00 |06900| ELECTROCARDIOLOGY 71,398 0 0 8,213 64,435] 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 17,221 0 0 0f 0| 70.00
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 24,140 0 0 0 0] 71.00
72.00 |07200/IMPL. DEV. CHARGED TO PATIENTS 42,187 0; 0 0 o 72.00
73.00 [07300| DRUGS CHARGED TO PATIENTS 130,060 0f 0 0 0f 73.00
74.00 |074C AL DIALYSIS ] 0 0) 0 0 0| 74.00
88.00 [0880D|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
90.00 |09000} CLINIC 6,656 0 0 0 0| 90.00
91,00 |09100[ EMERGENCY 209,155 1,003,905 29,009 100, 340 137,601| 91.00

92.00 09_290 OESERVATION BEDS (NON DISTINCT PART) 92.00

SPECTAL ? TLEENT) i ; : S Lt
113. 00| T1300] INTEREST EXPENSE 113.00
116. 00(11600{ HOSPICE 87,284 418,927 0 13,415 0{116.00

118.00{ SUBTOTALS (SUM OF LINES 1-117) 3,885,446 10,766, 646 4,873,574 4,462, 854 1,677,167 (118.00
£ j_{MBuRﬁABL;E CQST CENTE“S N ICT T Ak i i i

, CANTEEN o 0

190. 001 GIFT, FLOWER, COFFEE SHOP 0 0 0]190.00
192.00/19200| PHYSICIANS' PRIVATE OFFIGES 60, 396 0 0 v 0]192.00
192.01|19201 FASTCARE O 50,911 0 0 0[192.01
193.00|19300| NONPAID WORKERS 0] 0 0 0 0[193.00
193.02|19302| DENMAN SERVICES 0 0 0 0 0{193.02
193.03|19303|MEALS OM WHEELS 0 0 0 0 0i193.03
193.04{19304| UNUSED SPACE 0 0 0 0 0[193.04
193.05{19305/ HEALTH EDUCATION 852 0 0 0 0[193.05
193.06|19306|RENTED SPACE 0 0 0 0 0]193.06
193.07(19307) AUGUSTA PHARMACY 4] 0 0 0 0|193.07
200,00 cross Foot Adjustments 0 0[200.00
201.00 Negative Cost Centers 0 0] 0 [ 0|201.00

MCRIF32 ~ 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL In Lieu of Form CM$-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS provider CCN: 140015 |Period: worksheet B

Erom 10/01/2012 | Part I
To  09/30/2013 | pate/Time Prepared:

2/28/2014 2:15
“INTERNS &

ob

RY \
i 1) £00; 200 !
3,946,694 10,817,557 4,873,574 4,462

202.00] [TOTAL (sum Tines 118-201) 854 1,677,167 202.00

MCRIF3Z2 - 4.8,152.0



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

COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 140015 |Period: worksheet B

From 10/01/2012 | Part I

To  09/30/2013 | pate/Time Pregared:
| 2/28/2014 2. pm_

| PARRNED

1.00 '00100 CAP RE.I; COSTS-BLDG & FIXT

1.00
1.01 |00101 CAP REL COSTS-BUTLER BUTLDING 1.01
1.02 |00L02|CAP REL COSTS-OLD BUILDING & FIXT 1.02
1.03 (00103|CAP REL COSTS-NEW BUILDING & FIXT 1.03
1.04 [00104|CAP REL COSTS-14TH STREET 1.04
1.05 [00105|CAP REL COSTS-MOB PHASE I 1.05
2.00 [00200| CAP REL COSTS-MVBLE EQUIP 2.00
4,00 |00400| EMPLOYEE BENEFITS DEPARTMENT 4.00
5.00 [00500| ADMINISTRATIVE & GENERAL 5.00
6.00 [00600| MAINTENANCE & REPAIRS 6.00
8.00 |00BOQO0|LAUNDRY & LIMEN SERVICE 8.00
9.00 |00900| HOUSEKEEPING 9.00
10.00 {01000| DIETARY 10.00
11.00 [01100| CAFETERTA 11.00
13.00 [01300{NURSING ADMINISTRATION 13.00
16.00 [01600|MEDICAL RECORDS & LIBRARY 16.00
20.00 (02000 NURSING SCHOOL 20.00
21.00 (02100|1&R SERVICES-SALARY & FRINGES APPRVD 21.00
22.00 (02200 I& SERVICES-OTHER PRGM COSTS APPRVD 2,636,479 22.00
23.00 |02300| PARAMED ED PRGM-(SPECIFY) 0 0 23.00
23.01 (02301 PARAMED ED PRGM-RADIOLOGY 0 0 300,406 23.01
23.02 |02302| PARAMED ED PRGM-LABORATORY 0 0 0] 23.02

ENPATTENT HOUTINE SERVICE COST. CENTERS . S T 3 o
30.00 |03000| ADULTS & PEDIATRICS 1,790,686 0 0 0 40,288,252 30.00
31.00 |03100; INTENSIVE CARE UNIT 76,029 0 0] 0 7,674,512| 31.00
40,00 |04000| SUEPROVIDER - IPF 128,618 0 0 0 9,286,523 40.00
41.00 |04100| SUBPROVIDER - IRF 81,859 0 0 0 4,487,980| 41.00
43.00 |04300] NURSERY 46,759 0 0 0 982,262| 43.00
0 0f 0

44,00 |04400| SKILLED NURSING FACILITY 0

TY 4,003,079| 44.00
IANCELLARY. SERVICE, COST. CENTERG

22,291,338] 50.00

50.00 |05000(OPERATING ROOM 0 0 0

52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 0 2,948,967| 52.00
53.00 |05300) ANESTHESIOLOGY 0 ] 0 897,702| 53.00
54.00 {05400 RADIOLOGY-DIAGNQSTTC 0 300, 406 0 14,209,270| 54.00
60.00 |06000| LABORATORY 0 1] 120, 681 9,066,470| 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 1,590,903| 62.00
65.00 |06500| RESPIRATORY THERAPY 0 0 0 0 3,529,574| 65.00
66.00 (06600 PHYSICAL THERAPY 0 0) 0 0 2,579,935| 66.00
67.00 |06700{ OCCUPATIONAL THERAPY 0 0 0 0 899,204| 67.00
68,00 |06800{SPEECH PATHOLOGY 0 0 0 0 407,858| 68.00
69.00 |06900| ELECTROCARDIOLOGY 101,291 0 0 0 4,502,710| 69.00
70.00 |07000 ELECTROENCEPHALOGRAPHY 0 0 0 0 531,565] 70.00
71.00 (07100 MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 9,320,899 71.00
72.00 [07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 ] 0 13,544,449 72.00
73.00 [07300|DRUGS CHARGED TG PATIENTS 0 0 0 0 17,377,765( 73.00
74.00 |07400| RENAL DIALYSIS 0 0f 0 0 725 404 74.00

(CUTPATIENT SERVICE COST CENTERS 7 1.0 T ¥ :

88.00 |08800[ RURAL HEALTH CLINIC 0 0 0 0 1,189,783 88.00
90.00 |09000| CLINXC 0 0f 0 0 258,525| 90.00
91.00 |09100| EMERGENCY 216, 306 0f 0 0 10,049,434( 91.00

92.00 (09200| OBSERVATION BEDS (NON-DISTINCT PART)
OTHER RETMBURSABEE 'COST CENTERS e
101.00 10100[T-|0ME HEALTH AGENCY

5PES URPOSE COST CENTERS "
113.00|11300| INTEREST EXPENSE
116.00/11600| HOSPICE 0
118.00 SUBTOTALS ( OF L%NES 1- 117) 2,636,479

8,951,711

0 0f 3,791,685(116.00
300, 406 120,681 195,387,759|118.00

f)

NONREIMBURSA i :
190.00{19000GIFT, FLOWER, COFFEE SHOP & CANTEEN

111, 8321190.00

192.00:19200| PHYSICIANS' PRIVATE OFFICES 6,095,633(192.00
192.01]19201| FASTCARE 918,196/192.01
193. 00(19300| NONPAID WORKERS 0(193.00
193.02(19302| DENMAMN SERVICES 82,867|193.02
193.03[19303|MEALS ON WHEELS 0{193.03

193.04{19304| UNUSED SPACE

193, 05(19305|HEALTH EDUCATION
193.06[19306} RENTED SPACE
193.07(19307| AUGUSTA PHARMACY

200. 00 Cross Foot Adjustments
201.00 Negative Cost Centers

324,899(193.04
23,557|193.05
699,301({193.06
1,082,006|193.07

[ v e Y e Y e J e J e [ e e e e R e ]

cocooooooooaali
cCocoocooooooo ol

0
0[201.00

[E=R=R~E+E+EeEwlewlelw]e]"

MCRIF3Z2 - 4.8.152.0



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

COST ALLOCATION - GEMERAL SERVICE COSTS Provider CCN: 140015 |Period: worksheet B

From 10/01/2012 | Part T

To 09/30/2013 | pate/Time Prepared:
1 2/28/2014 2:15 pm _

202. 00| 0 300, 406 120,681  204,726,050(202.00

[TOTAL (sum lines 118-201) 2,636,479

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In tieu of Form CMS-2552-10
COST ALLOCATION - GENERAL SERVICE COSTS Provider CCN: 140015 |Period: wWorksheet B

From 10/01/2012 | Part I

To 09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

1.00 |00100| CAP REL COSTS BLDG & FIXT

1.
1.01 |00101| CAP REL COSTS-BUTLER RUILDING 1.01
1.02 |00102|CAP REL COSTS-OLD BUILDING & FIXT 1.02
1.03 |00103|CAP REL COSTS-NEW BUILDING & FIXT 1.03
1.04 |00104|CAP REL COST5-14TH STREET 1.04
1.05 [00105|CAP REL COSTS-MOR PHASE I 1.05
2.00 [00200{ CAP REL COSTS-MYBL.E EQUIP 2.00
4.00 ]00400{ EMPLOYEE BENEFITS DEPARTMENT 4.00
5.00 {00500{ ADMINISTRATIVE & GENERAL 5.00
6.00 [00600[MAINTENANCE & REPAIRS 6.00
8.00 [00800[ LAUNDRY & LINEN SERVICE 8.00
9.00 |00900| HOUSEKEEPING 9.00
10.00 |01000| DIETARY 10.00
11.00 |01100| CAFETERIA 11.00
13.00 |0L300|NURSING ADMINISTRATION 13.00
16.00 {01600 MEDICAL RECORDS & LIBRARY 16.00
20.00 [02000| NURSING SCHOGL 20.00
21.00 |02100|I&R SERVICES-SALARY & FRINGES APPRVD 21.00
22.00 [02200( I&R SERVICES-OTHER PRGM COSTS APPRVD 22.00

23.00 02300 PARAMED ED PRGM-(SPECIFY)

23.01 (02301| PARAMED ED PRGM-RADIOLOGY

23.02 |02302 PARAMED ED PRGM-LABORAFORY
[INPATIENT ROUTINE SERVICE COST CENTERS ... z e o i

30.00 (03000| ADULTS & PERTATRICS -2,929,813 37,358,439 30.00

31.00 |03100| INTENSIVE CARE UNIT -124,394 7,550,118 31.00
40.00 |04000| SUBPROVIDER - IPF -210,437 9,076,086 40.00
41.00 |04100(SUBPROVIDER - IRF -133,932 4,354,048 4100
43,00 |04300| NURSERY -76,504 905,758 43.00
44,00 104400 LED NURSENG FACILITY 0 4,003,079 ] 44,00

[ ENTERS™ 4 : e
50.00 05000 OPERATING ROOM -251,967 22,039,371 530.00
52,00 05200/ DEL.IVERY ROOM & LABOR ROOM 0 2,948,967 52.00
53.00 [05300| ANESTHESIOLOGY ~-9,538 888, 164 53.00
54.00 |05400{ RADIOLOGY-DIAGNOSTIC -9,538 14,199,732 54.00
60.00 |0G000| LABORATORY ~47,890 9,018,580 60.00
62.00 |06200(WHOLE BLOOD & PACKED RED BLOOD CELLS 0 1,590,903 62.00
65.00 |06500| RESPIRATORY THERAPY 0 3,529,574 65.00
66.00 |06600 PHYSICAL THERAPY 0 2,579,935 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 809,204 67.00
68.00 [06800| SPEECH PATHOLDGY 0 407,858 68.00
69.00 [06900| ELECTROCARDIOLOGY -165,726 4,336,984 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY 0 531,565 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 9,320,899 71.00
72.00 07200|IMPL. DEV. CHARGED TO PATIENTS 0 13,544,449 72.00
73.00 [07300(DRUGS CHARGED TO PATTENTS 0 17,377,765 73.00
74,00 (07 | RENAL DIALYSIS 0 725,404 74.00

foli; W SERVICE : COST CENTERS S : e i : &

88.00 |08800] RURAL HEALTH CLINTC 0j 1,189,783 88.00
90.00 |0900)( CLINIC 0f 258,525 90.00
91.00 |09100{ EMERGENCY -353,907 9,695,527 91.00
92.00 |03200| 0BSERVATION BEDS (NON-DISTENCT PART) 0 92.00

OTHER REEMBURSARLE ¢COXT
|HOME HEALTH AGENCY

8 POSE COST CENTERS
113,00{11300] INTEREST EXPENSE .
116. 00|11600| HOSPICE 3] 3,791,685 116.00
118.00 SUBTOTALS (SUM OF LINES 1 117 -4,313,646 191,074,113 118.00
NONRE TMBURSARLE COST. CENTERS & B : :

ENTERS

8,951,711

111,832 ) ' 190.00

150.00/19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0

192.00/19200( PHYSICIANS' PRIVATE OFFICES 0 6,095,633 192.00
192.0119201| FASTCARE 0 918,196 192.01
193.00/19300! NONPAID WORKERS 0 0 193.00
193.02|19302| DENMAN SERVICES 0 82,867 193.02
193.03|19303 MEALS ON WHEELS 0f 0 193.03
193.04{19304] UNUSED SPACE 0] 324,899 193.04
193.05|19305 HEALTH EDUCATION 0 23,557 193.05
193.06{19306{ RENTED SPACE 0 699, 301 193.06
193.07|19307} AUGUSTA PHARMACY 0 1,082,006 193.07
200.00 Cross Foot Adjustients 0 0 200.00
201,00 Negative Cost Centers 0 0 201.00

MCRIF3Z - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
COST ALLOCATION ~ GENERAL SERVICE COSTS Provider CcN: 140015 |Period: worksheet B
From 10/01/2012 | Part T
To 09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pn

202.00  |TOTAL Csum linas 118-201) ’ -4,313, 646

202.00

MCRTF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM$-2552-10
COST ALLOCATION STATISTICS Provider CCN: 140015 |Period: wWorksheet Non-CMS W
From 10/01/2012
To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

1.00 |CAP REL COS SQUARE FEET 1.00
1.01 |CAP REL COSTS-BUTLER BUILDING SQUARE FEET 1.01
1.02 |CAP REL COSTS-OLD BUILDING & FIXT SQUARE FEET 1.02
1.03 |CAP REL COSTS-NEW BUILDING & FIXT SQUARE FEET 1.03
1.04 |CAP REL COSTS-14TH STREET SQUARE FEET 1.04
1.05 |CAP REL COSTS-MOB PHASE I SQUARE FEET 1.05
2.00 |CAP REL COSTS-MVBLE EQUIP DOLLAR VALUE 2.00
4.00 |EMPLOYEE BENEFITS DEPARTMENT GROSS SALARIES 4.00
5.00 |[ADMINISTRATIVE & GENERAL IACCUM, COST 5.00
6.00 |MAINTENANCE & REPAIRS SQUARE FEET 6.00
8.00 |LAUNDRY & LINEN SERVICE POUNDS OF LAUNDRY 8.00
9.00 [HOUSEKEEPING HOURS OF SERVICE 9.00
10.00 |DIETARY MEALS SERVED 10.00
11.00 |CAFETERIA MEALS SERVED 11.00
13.00 |NURSING ADMINISTRATION DIRECT NURS. HRS. 13.00
16.00 |MEDICAL RECORDS & LIBRARY TIME SPENT 16.00
20.00 [NURSING SCHOOL ASSIGNED TIME 20.00
21.00 |T&R SERVICES-SALARY & FRINGES APPRVD ASSIGNED TIME 21.00
22.00 |I&R SERVICES-OTHER PRGM COSTS APPRVD IASSTGNED TIME 22.00
23.00 |PARAMED ED PRGM-{SPECIFY) IWSSIGNED TIME 23.00

MCRTF32 - 4.8.,152.0



Health Fipancial Systems BLESSING HOSPITAL In Lieu of Form €M5-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 140015 |Period: worksheet B

From 10/01/2012 | Part II

To  09/30/2013 | pate/Time Prepared:

2/28/2014 115 pm
1.00 [00100/CaP REL COSTS-BLDG & FIXT 1.00
1.01 |00101 CAP REL COSTS-BUTLER BUILDING 1.01
1.02 [00102|CcAP REL COSTS~OLD BUILDING & FIXT 1.02
1.03 {00103|CAP REL COSTS-NEW BUILDING & FIXT 1.03
1.04 [00104|CAP REL COSTS-14TH STREET 1.04
1.05 [00105/CAP REL COSTS-MOB PHASE T 1.05
2.00 [00200{CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400| EMPLOYEE BENEFITS DEPARTMENT 0 0 0 11,625 157,071 4.00
5.00 |00500{ ADMINISTRATIVE & GENERAL 4,466 0 63,677 559,074 5.00
6.00 |00600|MAINTENANCE & REPAIRS 88,470 0 5,858 35,703 388,849 6.00
8.00 |00800|LAUNDRY & LINEN SERVICE 934 0 0 3,522 0| 8.00
9.00 |00900| HOUSEKEEPING 0 0 0 7,615 2,498 9.00
16.00 |01000| DIETARY 1,156 0 0 0 77,877 10,00
11.00 [01100|CAFETERTIA 0 0 0 0 23,296| 11.00
13.00 [01300/NURSING ADMINISTRATION 2,950 0 0 5,829 0} 13.00
16.00 [01600|MEDICAL RECORDS & LIBRARY 2,336 0 0 084 48,024| 16.00
20.00 102000{ NURSING SCHOOL 3,646 0 21,952 0 144,663 20.00
21.00 02100 I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0] 0| 21.00
22.00 [02200| T&R SERVICES-OTHER PRGM COSTS APPRVD 0 Of 0 0f 22.00
23.00 [02300| PARAMED ED PRGM-(SPECIFY) 0 0 0 0f 23.00
23.01 (02301 PARAMED ED PRGM-RADIOLOGY 536 0 0 3,503 23.01
23.02 (02302 PARAMED ED PRGM-LABORATORY 0] 0 0 0| 23.02
INPATIENT ROUTINE:SERVICE "COST CENTERS ; I =
03000 ADULTS & PEDIATRICS 93,812 0 0 15,600 551,120( 30.00
03100| INTENSIVE CARE UNTT 20,248 0 0 20,760 83,844| 31.00
04000| SUBPROVIDER ~ TIPF 1,806 0 0 0 0| 40.00
04100| SUBPROVIDER - TRF 1,036 0 0 1,725 37,564| 41.00
04300 NURSERY 0 0 0 0 18,775| 43.00
04400 SKILLED NURSING FACILITY 31,574 0 0 0 52,715| 44.00
TLEARY. SHRVICE COST CEMTERS. oow o G AR =
OPERATING RQOM 883,164 0 0 21,764 172,480 50.00
DELIVERY ROOM & LABOR ROOM 0 0 0 8,336 0 52.00
ANESTHESTIOLOGY 10,786 0 0 1,243 4,602( 53.00
RADIOLOGY—-DIAGNOSTIC 471,134 0 0 0, 228,798| 54.00
LABORATORY 140,598 ¢ 0 0f 82,588] 60.00
WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0] ¢! 762 0| 62.00
RESPIRATORY THERAPY 79,407 v 0 7,968 0} 65.00
PHYSICAL THERAPY 0 0f 0f 4,269 36,098| 66.00
OCCUPATIONAL THERAPY 0 0 0 3,251 0| 67.00
SPEECH PATHOLOGY 498 0 0f 1,101 0] 68.00
ELECTROCARDIOLOGY 167,745 0f 0 14,401 37,9441 69.00
ELLECTROENCEPHAL OGRAPHY 33,554 0 0 4,328 0 70.00
MEDICAL SUPPLIES CHARGED TO PATIENTS 45,047 0 0 0 24,789 71.00
IMPL. DEV. CHARGED TO PATIENTS 80,280 0 0 0 43,313| 72.00
DRUGS CHARGED TO PATIENTS 0 0 0 638 26,697| 73.00
RENAL DIALYSTS 0] 0 0 0 0] 74.00
OUTPATIENT: SERVICE COST. CENIERS
88.00 [08B00|RURAL HEALTH CLINIC 32,716 0 0 0 0| 88.00
90.00 [09000|CLINIC 39,712 0 0 0 0| 90.00
91.00 [09100| EMERGENCY 2,153 0 0 15,036 120,763| 91.00
92.00 [09200| OBSERVATION BEDS (NON-DISTINCT PART) 92,00
OTER R FIMBURSABLE "COST GENTERS. B ;
101.00j10100| HOME HEALTH AGENCY 101.00
SPECTIAL: PURPOSE: COST CENTERS - 3 : . : : :
113.00/11300| INTEREST EXPENSE 113.00
116.00(11600{ HOSPICE 125,398 0 0 0 0]116.00
118.00 SUBTOTALS (SUM OF LINES 1-117) 2,368,243 0 27,810 251,159 2,026,945[118.00
ONREIMBURSABLE COST GENTERS .. ; T
190.00{19000| GTFT, FLOWER, COFFEE SHOP & CANT EN 0 5,039 190.00
192.00{19200{ PHYSICIANS' PRIVATE OFFICES 44,925 0 0 0 0[{192.00
192.0119201| FASTCARE 70,979 0 0 0 0[192.01
193.00|19300| NONPAID WORKERS 0 0 0 0 0(193.00
193.02|19302| DENMAN SERVICES 0 0 O 0 G,788(193.02
193.03|19303|MEALS ON WHEELS 0 0 0 0 0{193.03
193.04{19304| UNUSED SPACE 0 0 0 1,798 1,514|193.04
193.05|19305 HEALTH EDUCATTON 0 0 G 0 0[193.05
193.06|19306| RENTED SPACE 0 v, 0 840 106, 848(193.06
193.07{19307| AUGUSTA PHARMACY 0 Of 0 0 0[193.07
200.00 cross Foot Adjustments 200.00

MCRIF32 - 4.8.152.0



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

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

From 10/01/2012 | part 1i

Toe  09/30/2013 | pate/Time Prepared:
| 2/28/2014 2:15 pn_

301, 00)

Megative Cost Centers
202,00

TOTAL (sum Tines 118-201) 2,484,147

201.00
27,810 258,836 3,042,095|202.00

[ ]
=]
=]
[=]

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form €MS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140015

pPeriod:
From 10/01/2012
To  09/30/2013

worksheet B
Part IT
pate/Time Pre
2/28/2014

pared:
S pm

OO U N R R g
o

101.
113.

118.

0 |00100|CAP REL COSTS-BLDG & FIXT 1.00
1 [00101| CAP REL COSTS-BUTLER BUILDING 1.01
2 [00102|CAP REL COSTS-OLD BUILDING & FIXT 1.02
3 |00103{CAP REL COSTS-NEW BUILDING & FIXT 1.03
4 [00104|CAP REL COSTS-14TH STREET 1.04
S5 |00105{CAP REL COSTS-MOB PHASE I 1.05
0 [00200|CAP REL COSTS-MVBLE EQUIP 2,00
0 |[00400| EMPLOYEE BENEFITS DEPARTMENT 483 0 153,370 322,549 322,549 4.00
0 [0OS500|ADMINISTRATIVE & GENERAL 71,615 0 3,597,461 4,296,293 34,561 5.00
0 [00600|MAINTENANCE & REPAIRS 65,183 0 182,198 766, 261 8,539] 6.00
0 [00800|LAUNDRY & LINEN SERVICE 403 0 4,005 8,864 217; 8.00
0 [00900|HOUSEKEEPING 2,817 0 97,761 110, 691 7,351 9.00
00 [01000| DIETARY 4,263 0 84,030 167, 326| 2,105| 10.00
00 (01100 CAFETERIA 5,481 Of 0, 28,777 5,612 11.00
00 }01300|NURSING ADMINISTRATION 3,330 0 847,277 859, 386 18,944 13.00
00 [01600| MEDTCAL RECORDS & LIBRARY 1,213 0 291,098 343,655 6,674| 16.00
00 |02000|NURSING SCHOOL 8,100 0 51,989 230, 350 12,640| 20.00
00 |02100|I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 0 3,790] 21.00
00 |02200|I&R SERVICES-OTHER PRGM COSTS APPRVD 0 0 18 18 0] 22.00
.00 |02300! PARAMED ED PRGM-(SPECIFY) 0f 0 0 0 0 23.00
.01 {02301 PARAMED ED PRGM-RADIOLOGY 0 0] 0] 4,039 830] 23.01
.02 (02302} PARAMED ED PRGM-LABORATORY 0] 0 0] 1,022 300| 23.02
INPATIENT ROUTINE SERVICE [COST CENTERS G Gy i
00 [03000| ADULTS & PEDIATRICS 0 0 229,884 890,416 30,00
00 [03100| INTENSIVE CARE UNIT 0 0 87,416 212,268 31.00
00 [04000| SUBPROVIDER - IPF 25,746 0 16, 840 44,392 40,00
00 |04100| SUBPROVIDER - IRF 0 0 26,250 66,575 41.00
00 |04300] NURSERY 0 0 10,418] 29,193 43.00
00 [04400) SKILLED NURSING FACILITY 0 0 2,669 86,958 44,00
ANCILEARY SERVICE ‘COST CENTERS R Gt o el L e
00 |05000{ OPERATING RQOOM 0 42,661 1,577,888 2,697,957 50.00
00 |05200 DELTVERY ROOM & LABOR ROOM Q 0 31,138 39,474 52.00
00 |05300) ANESTHESTOLOGY 0 0 177,206 193, 837 53.00
00 |054001 RADIOLOGY-DIAGNOSTIC 0 17,346 1,890,357 2,607,635 54,00
00 |06000 LABORATORY 360 0 282,185 505,731 60,00
00 [06200{WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 762 62.00
00 |06500{ RESPIRATORY THERAPY 1] 0 Of 87,375 65.00
Q0 06600 PHYSICAE THERAPY 0 ] 8,239 48, 606 66. 00
00 [06700{ OCCUPATIONAL THERAPY 0 0 2,924 6,175 67.00
00 |0G800{ SPEECH PATHOLOGY 0 0 1,817 3,416 68.00
00 |06900f ELECTROCARDIOLOGY 0 0 575,696 795,786 69.00
00 |07000{ ELECTROENCEPHALOGRAPHY 0 0 21,493 59,375 70.00
00 071001 MEDICAL SUPPLIES CHARGED TG PATIENTS 5,246 0 38,639 114,621 71.00
00 |072004 IMPL. DEV. CHARGED TO PATIENTS 9,167 0 46,825 179,585 72.00
00 |07300{ DRUGS CHARGED TO PATIENTS 350 0 267,144 294, 829 73,00
00 |07400; RENAL DIALYSIS 0 0 0 0 74.00
QUTPATIENT SERY o8 T T
00 |08800 RURAL HEALTH CLINIC 0 0 0 32,716 88,00
00 |02000{ CLINIC 0 0 0 39,712 90.00
00 |09100] EMERGENCY 8,638 0 84,902 231,492 91.00
00 09200 ORSERVATION BEDS ({NON- DISTINCT PART) 0 92.00
OTHER REIMBURSAHLE COST CENTERS 7 - S
00{ 10100/ HOME HEALTH AGENCY 5,274 0| 17,223 24,678 13,555[101.00
SPECTAL PURPOSE. COST CENTERS S iR o
0011300 TNTEREST EXPENSE .
00{11600| HOSPICE 3,977 0 8,633 138,008 5,568|116. 00
00| |SUBTOTALS (SUM OF LINES 1-117) 221,646 60, 007 10,714,993 16,570, 803 308,102|118.00
NONRETMBURSABLE COST  CENTERG - i : S =
00[19000| GIFT, FLOWER, COFFFE SHOP & CANTEEN 3,363 0 0 8,402 0[190.00
00(19200| PHYSICIANS " PRIVATE OFFICES 21,617 0 351 66,893 12,182]192.00
0119201 FASTCARE 0 0 7,085 78,064 1,622(192.01
00{19300| NONPATID WORKERS 0 0 O 0 0[193.00
.02|19302| DENMAN SERVICES 2,034 0 287 9,109 0[193.02
.03|19303| MEALS ON WHEELS 0 0 0 0 0[193.03
04{19304 UNUSED SPACE 17,602 0 0 20,914 0[193.04
.05/19305 HEALTH EDUCATION 0 0 0 0 51]193.05
.06(19306| RENTED SPACE 10,631 0 0 118,319 0[193.06
. 0719307 AUGUSTA PHARMACY 0 0 237 237 5921193.07
ool Cross Foot Adjustments 0 200.00
[elt] Negative Cost Centers 0 0 0 0 0{201.00

MCRIF3Z -~ 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140015

Period:
From 10/01/2012
09/30/2013

To

worksheet B
Part II
Date/Time Prepared:

2/28/2014 2:15 pm

04 e

A

202.00

202,00 [ToTAL (sum Tines 118-201)

276,893

60,007

16,872, 741]

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140015

Period:
From 10/01/2012
To 09/30/2013

worksheet B
Part TI

pate/Time Prepared:
2/28/2014 23 1

pm

GENERAL: SERVICE

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

.01 [00101| CAP REL COSTS-BUTLER BUILDING
.02 [00102{ CAP REL COSTS-OLD BUILDING & FIXT
.03 J00T03| CAP REL COSTS-NEW BUILDING & FIXT

D4 [00104| CAP REL COSTS-14TH STREET
00105/ CAP REL COSTS-MOB PHASE I
.00 [0D200| CAP REL COSTS-MVELE EQUIP
.00 [00400{ EMPLLOYEE BENEFITS DEPARTMENT
.00 |00500| ADMINISTRATIVE & GENERAL
.00 |00600( MAINTENANCE & REPAIRS

.00 |00B00| LAUNDRY & LINEN SERVICE
.00 |00900| HOUSEKEEPING

10.00 |01000|{ DIETARY

11.00 |01100| CAFETERIA

13.00 |01300[NURSING ADMIMISTRATION
1.6.00 |01600/MEDICAL RECORDS & LIBRARY
20.00 |02000] NURSING SCHOOL

ISRl T R N R Y
o
wi

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

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

4,330,854
185,593
27,855
74,850
29,345
78,058
219,353
95,910
72,527
35,479
54,608

WO UVTR NP R R R
o
W

230,618 10.00

NPATIENT. ROUTINE SERVICE COST CENTERS

loocooooooo
M
™
o
S

30.00 [03000/ADULTS & PEDIATRICS
31.00 (03100 INTENSIVE CARE UNIT
40.00 |04000{ SUBPROVIDER - IPF
41.00 |04100( SUBPROVIDER - IRF
43,00 |04300| NURSERY

485,453
112,417
126,900

53,859

960, 393
4,008 40,944
12,730) 98 205,720
28,740 242 2,860
15,903 0 6,268
11,259 0 3,000
16,189 0 2,221
80,335 0 5,892
0 0 0
0 0 0
0 0 0
960 0 122
960 0 0
165, 644 18, 350 51, 969
42,471 1,958 14,947
44,717 1,421 13,463
11,912 1,204 5,225

127,341] 30,00
15,352] 31.00
46,755 40.00
19,344| 41.00

44,00 04400 SKILLED NURSING FACILITY
ANCILLARY. SERVICE (COST CENTERS

50.00 {05000 opéﬁATING ROOM

386,741

0| 50.00
52.00 |05200(DELIVERY ROOM & LABOR ROOM 47,756 692 5,458 0| 52.00
53.00 |05300| ANESTHESIOLOGY 16,774 0 0 0| 53.00
54.00 |05400| RADICLOGY-DIAGNOSTIC 269,518 3,257 10,180 0| 54.00
60.00 |06000| LABORATORY 178,069 [l 3,713 0| 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 33,350 D 60 0| 62.00
65.00 |06500| RESPIRATORY THERAPY 69, 440 27 4,099 0| 85.00
66.00 |D6600| PHYSICAL THERAPY 49,506 1, 3,237 Q| 66.00
67.00 |06700| OCCUPATICNAL THERAPY 0 0 0| 67.00
68.00 |06800|SPEECH PATHOLOGY , 0 0 0| 68.00
69.00 (06900 ELECTROCARDIOLOGY 23,922 731 1,562 G| 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 4,065 246 747 o 70.00
71.00 |07100| MEDICAL SUPPLYES CHARGED TQ PATIENTS 15,903 219 1,352 4 71.00
72.00 [07200|IMPL. DBEV. CHARGED TO PATIENTS 27,788 383 2, 364 0| 72.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 8,521 0 1,815 0| 73.00
74.00 [07400|RENAL DIALYSIS 0 0f ) Q] 74.00

U PATIENT  SERVICE '€OST CENTERS = . el

88,00 {08800|RURAL HEALTH CLINIC 25,155 0 0f 36 0| 88.00
90.00 {09000; CLENIC 5,328 0 0f 0 0| 90.00
91.00 |091.00| EMERGENCY 154,105 62,212 5,296 18,273 0| 91.00
92.00 |09200| OBSERVATIOM BEDS (NON-DISTINCT PART 92.00

|OTHER.: REIMBURSABLE "COST CENTER

101, 00{101L00] HOME HEALTH AGENCY

SPECIAL: PURPOSE :COST . CENTERS

113. 0011300 INTEREST EXPENSE
116, 00/ 11600{ HOSPICE

118. 00| SUBTOTALS (SUM OF LINES 1 117)

67,356

59 1,291,

NONREIMBURSABLE COST CENTERS

190.00/19000| GIFT, FLOWER, COFFEE SH{)P & CANTEEN

192.00|19200| PHYSICIANS " PRIVATE OFFICES
192.01|19201| FASTCARE

1.93.00|19300| NONPAID WORKERS
193.02|19302| DENMAN SERVICES
193.03{19303| MEALS ON WHEELS
193.04{19304| UNUSED SPACE

193.05/19305% HEALTH EDUCATION
193.06/19306| RENTED SPACE

193.07|19307| AUGUSTA PHARMACY

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

120,414
18,347
0
243
0
559
430
3,160
22,889

0
4,320,854

224

140
37,544 2
0 0
0 0
5,393 0 1,24
0f 0
32,675 0
0f 0
48,526 0 5,997
0 0 0
0 0 0
960,393 40,944 205,720

cowooo ol

coooooooo ool
=
[Te)
(5% ]
=
[¥5)

230,618(202.00

MCRIF3Z - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL in Lieu of Form CMS-2552-10
ALLOCATION OF CAPETAL RELATED COSTS Provider CCN: 140015 |Period: worksheet B

From 10/01/2012 | part II

To 09/30/2013 | pate/Time Prepared:
2/28/2014 2 15 pm

GENERAL: (
.00 |00100[CAP REL COSTS-BLDG & FIXT

1 1.00
1.01 |00101)CAP REL COSTS-BUTLER BUILDING 1.01
1.02 |00102|CAP REL COSTS-OLD BUILDING & FIXT 1.02
1.03 |[00103}CAP REE COSTS-NEW BUILDING & FIXT 1.03
1.04 [00104] CAP REL COSTS-14TH STREET 1.04
1.05 |[00105| CAP REL COSTS-MOB PHASE I 1.05
2.00 [00200| CAP REL COSTS-MVBLE EQUIP 2.00
4.00 |00400: EMPLOYEE BENEFITS DEPARTMENT 4.00
5.00 [00500{ ADMINISTRATIVE & GENERAL 5.00
6.00 [00600{ MAINTENANCE & REPAIRS 6.00
8.00 [DO800{ LAUNDRY & LINEN SERVICE 8.00
9,00 |00900 HOUSEKEEPING 9.00
10.00 {01000{ DIETARY 10.00
11..00 [01100| CAFETERIA 134,618 11.00
13.00 [01300[NURSING ADMINISTRATION 9,963 1,121,905 13.00
16,00 |01600| MEDICAL RECORDS & LIBRARY 5,198 0 469,845 16,00
20.00 (02000 NURSING SCHOOL 6,677 0 0 408,421 20.00
21.00 (02100| I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 39,269| 21.00
22.00 |02200| I&R SERVICES-OTHER PRGM COSTS APPRVD 1,877 0 0 22.00
23.00 {02300| PARAMED ED PRGM-{SPECIFY) 0 0 0 23.00
23.01 |02301 PARAMED ED PRGM-RADIOLOGY 388 0 0 23.01
23,02 |02302 PARAMED ED PRGM LABORATORY 122 0 0 23.02
30.00 |03000[{ ADULTS & PEDIATRICS 26,295 383,738 257,271 30.00
31.00 |031Q0| INTENSIVE CARE UNIT 5,523 80,599 31,008 31.00
40.00 |04000| SUBPROVIDER - IPF 7,689 112,220 39,083 40.00
41.00 |04100| SUBPROVIDER - IRF 2,608 38,055 94,461 41.00
43.00 04300 NURSERY 537 7,844 1,121 43.00
44.00 |04400| SKILLED NURSTNG FACTLITY 3,064 44,715 44,014 44.00
I 1Y SERVICE: COST CENTERS
50.00 |[05000{OPERATING ROOM 13,082 190,913 0 50.00
52.00 {05200|DELIVERY ROOM & LABOR ROOM 1,841 26,869 0l 52.00
53.00 [05300| ANESTHESIOLOGY 429 6,268 0 53.00
54.00 [05400| RADIOLOGY-DIAGNOSTIC 8,188 0 0 54.00
60.00 (06000 LABORATORY 6,814 0 0 60.00
62.00 [06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 230 0 0 G2.00
65.00 [06500|RESPIRATORY THERAPY 3,576 0 0 65.00
66.00 [06600| PHYSICAL THERAPY 1,881 0 0 66.00
67 .00 [06700| OCCUPATIONAE. THERAPY 839 0 0 67.00
68.00 |06800|SPEECH PATHOLOGY 318 0 0 68.00
69.00 |06900| ELECTROCARDIOLOGY 2,435 0 0 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY 587 0 0 70.00
71.00 {07100/ MEDICAL SUPPLIES CHARGED TO PATIENTS 823 0 0 71.00
72.00 107200 IMPL, DEV. CHARGED TO PATIENTS 0 0 72.00
73.00 [07300(DRUGS CHARGED TO PATIENTS 0 0 73.00
74.00 [07400| RENAL DIALYSIS 0 0] 74.00

QUTPATIENT SERV

; 5

88.00 |08800|RURAL HEALTH 4CLINIC
90.00 |09000(CLINIC 0
91.00 |09100| EMERGENCY 104,116

92.00 {09200|OBSERVATION BEDS (NON- DISTINCT PART)
OTHER RETMBURSABLE:. LOST CENTERS
101. 00 10100[ HOME HEALTH AGENCY

77,8417 T o

CPURBOSE [COS ENTE ] BT S 3 R R TR s S
113.00{11300] INTEREST EXPENSE 113.00
116. 00]11600| HOSPICE 2,977 , 0 116.00
118. 00 SUBTOTALS (SUM OF LINES 1- 117) 132,529 469, 845 0) 0{11.8.00
190.00/12000 GIFT FLOWER, COFFEE SHOP & CANTEEN 0 0 0 190.00
192.00/19200| PHYSICIANS' PRIVATE OFFICES 2,060 0 0 192.00
192.01)1920L1| FASTCARE 0 5,280 0 192.01
193.00/19300{ NONPAXLD WORKERS 0 0 0 193.00
193.02|19302| DENMAN SERVICES 0 4] 0 193.02
193.03{19303] MEALS ON WHEELS 0 0 0 193.03
193.04{19304| UNUSED SPACE 0 0 0 193.04
193.05{19305| HEALTH EDUCATION 29 0 0 193.05
193.06/19306| RENTED SPACE 0 0 0 193,06
193.07|19307| AUGUSTA PHARMACY 0 0 0 193.07
200.00 Cross Foot Adjustinents 408,421 39,269|200.00
201.00 Negative Cost Centers 0 [ 0 0 ¢|201.00

MCRIF32? - 4.8.152.0



Health Financial Systems

BLESSTING HOSPITAL In Lieu of Foirm CM$-2552-10
ALLOCATION OF CAPITAL RELATED COSTS Provider CCN: 140015 |[Period: worksheet B
From 10/01/2012 | Part II
To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:1
T

;15 pm

202.00 |TOTAL (Sum Tines 118-201)

B ; i R E
134,618 1,121,905 469, 845 408,421

“39,268[202.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

provider CCN: 140015

Period:
From 10/01/2012
To  09/30/2013

worksheet B
Part II

pate/Time Prepared:

2/28/2014 2:15 pm

1.00
1.01 00101 CAP REL COSTS-BUTLER BUILDING
1.02 |00102|CAP REL COSTS-OLD BUILDING & FIXT
1.03 |00103|CAP REL COSTS-NEW BUILDING & FIXT
1.04 [00104; CAP REL COSTS-14TH STREET
1.05 [00105{ CAP REL COSTS-MUBE PHASE I
2.00 |00200{CAP REL COSTS-MVBLE EQUIP
4.00 |00400| EMPLOYEE BENEFLITS DEPARTMENT
5.00 [00500{ ADMINISTRATIVE & GENERAL
6.00 [00600{MAINTENANCE & REPAILRS
8.00 |00800| LAUNDRY & LINEN SERVICE
9.00 |00900| HOUSEKEEPING
10.00 |01000| DIETARY
11.00 |01100| CAFETERIA
13.00 {01300 NURSING ADMINISTRATION
16.00 |01600| MEDICAL RECORDS & LIBRARY
20.00 |02000| NURSING SCHOOL
21.00 |02100| T&R SERVICES-SALARY & FRINGES APPRVD
22.00 |02200| I&R SERVICES-OTHER PRGM COSTS APPRVD 56,503
23.00 |02300| PARAMED ED PRGM-{SPECIFY) 0
23.01 |02301| PARAMED ED PRGM-RADIOLOGY 12,222
23.02 |02302| PARAMED ED PRGM-LABORATORY 4, 696
INPATIENT ROUTINE: SERVICE COST - CENTERS: vy
30.00 |03000|ADULTS & PEDIATRICS 2,452,657
31.00 |03100| INTENSIVE CARE UNIT 527,974
40.00 |04000|SUBPROVIDER - IPF 449,787
41.00 |04100|SUBPROVIDER - IRF 208,130
43.00 |04300|NURSERY 60,677
44.00 |04400|SKILLED NURSING FACILITY 277,133
ANCILLARY SERVICE COST-CENTER:
50.00 [05000{ OPERATING ROOM 3,426,055
52.00 [05Z200{DELIVERY ROOM & LABOR ROOM 133,749
53.00 [05300| ANESTHESIOLOGY 220,315
54.00 [05400| RADIOLOGY-DTAGNOSTIC 2,984,622
60.00 |06000| LABORATORY 728,175
62.00 |06200(WHOLE BLOOD & PACKED RED BLOOD CELLS 35,533
65.00 |06500|RESPIRATORY THERAPY 178,743
66.00 |06600| PHYSICAL THERAPY 121,940
67.00 |06700|0OCCUPATIONAL THERAPY 29,865
68.00 |06800|SPEECH PATHOLOGY 13,862
69.00 |06200| ELECTROCARDIOLOGY 913,909
70.00 107000| ELECTROENCE PHALOGRAPHY 75,544
71.00 {07100 MEDICAL SUPPLIES CHARGED TQ PATIENTS 326,713
72.00 107200| IMPL. DEY. CHARGED TO PATIENTS 492,172
73.00 107300|DRUGS CHARGED TO PATIENTS 683,264
74.00 107400 RENAL DIALYSIS 15,345
OUTBATIENT {SERVICE €05 e
88.00 [08800[RURAL HEALTH CLINIC 59,387
90.00 |09000| CLINIC 45,717
91.00 |09100| EMERGENCY 599,031
92.00 |09200| OBSERVATION B DS (NON -DIST
OTHER :-REIMBURSABLE: = CENTE : 5
101.00{10100] HOME HEALTH AGENCY 303,554
SPECTAL PURPOSE “COST: CENTERS - =
113.00/11300| INTEREST EXPENSE
116.00/11600| HOSPICE 265,613
118.00] SUBTUTALS (SUM OF LINES 1—117) 0 0] 0 0 15,719,466
ONREVEDEEKTLE COE T CENTERE STRaE — e s
190. 0019000 GIFT, FLOWER, COFFEE SHOP & CANTEEN 19,340
192.00/19200, PHYSTCIANS" PRIVATE OFFICES 239,095
192.01|19201] FASTCARE 103,313
193.00/19300| NONPAID WORKERS 0
193.02|19302| DENMAN SERVICES 15,988
193.03|19303|MEALS ON WHEELS a
193.04/19304| UNUSED SPACE 54,148
193.05/19305/ HEALTH EDUCATION 560
193.06{19306/ RENTED SPACE 176,002
193.07)19307( AUGUSTA PHARMACY 23,718
200.00 Cross Foot Adjustments 56,503 0 12,222 4,696 521,111
201.00 Negative Cost Centers 0 0 0 0 0

CAP REL COSTS-BLDG & FIXT

N e e
=== ===k
ISR=R=R=R=R RS R =9

w
el
o

10.00

P el o]
o=
=E=k=]
SSS

N -
o w
oo o]
oo o

MCRIF32 - 4.8.152.0



Health Financial Systems
ALLOCATION OF CAPITAL RELATED COSTS

BLESSING HOSPITAL

In Lieu of Forth Cms-2552-10

Provider CCM: 140015 |Period:

od:
From 10/01/2012
To  09/30/2013

worksheet B
Part II

Date/Time Prepared:

202.00| [ToTAL (sum Tines 118-201)

2/28/2014 2:15 pm__

LA
16,872,741[202.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSTNG HOSPITAEL

Ih Lie

u of Form CM5-2552-10

ALLOCATION OF CAPITAL RELATED COSTS

Provider CCN: 140015

Perio
From 10/01/2012
To  09/30/2013

worksheet B
Part II

pate/Time Prepared:

2/28/2014 2:1

2om

GENERAL

.00 (00500
.00 (00600
.00 (00800
.00 00900
01000
01100
01300
01600
02000
02100
02200
02300
02301

1.00 00100
1.01 [00101
1.02 00102
1.03 {00103
1.04 |00104
1.05 |00105
2,00 |00200
4,00 (00400
5
6
8
9

[INPATIENT ROUTINE

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

EMPLOYEE BENEFITS DEPARTMENT

ADMINISTRATIVE & GEMERAL

MAINTENANCE & REPAIRS

LAUNDRY & LINEN SERVICE

HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION

MEDICAL RECORDS & LIBRARY

NURSING SCHOOL

I&R SERVICES-S5ALARY & FRINGES APPRVD

I&R SERVICES-OTHER PRGM COSTS APFRVD

PARAMED ED PRGM-{SPECIFY)

PARAMED ED PRGM-RADIOLOGY

PARAMED ED PRGM-LABORATORY
SERVICE COST CENTERS

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

0
0
0
0
0
0

2,452,657
527,974
449,787
298,130

60,677
277,133

DELIVERY ROOM & LABROR ROOM
ANESTHESTOLOGY

RADTOLOGY-DIAGNOSTIC

LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLTES CHARGED TO PATTIENTS
IMPL. DEV. CHARGED TQ PATIENTS

DRUGS CHARGED TO PATIENTS

RENAL DIALYSIS

09000
09100
09200

RURAL HEALTH CLINIC
CLINIC

EMERGENCY
OBSERVATION BEDS (NON-DISTINCT PART)

oo o of

OFHER

KETMBURSABLE Co5T. CENTERS

00

303,554

HOME_HEALTH AGENCY
THEOSE- COsT

113.00[11300

INTEREST EXPENSE 7

OO VN R e
=
w

116.00|11600| HOSPICE 0 265,613
118.00 SUBTOTALS (SUM OF LINES 1-117) 0] 15,719, 466 118.00
INONRETIMBURSABLE . COS NTERS: i DnenEEE

190.00|19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 19,340 190.00
192.00{19200| PHYSICIANS' PRIVATE OFFICES 0 239,095 192.00
192.01j19201] FASTCARE 0 103,313 192.01
193.00{19300| NONPAID WORKERS O 0 193.00
193.02(19302| DENMAN SERVICES 0 15,988 193.02
193.03(19303|MEALS ON WHEELS 0f 0 193.03
193.04{19304| UNUSED SPACE 0 54,148 193.04
193.05(19305 HEALTH EDUCATION 0 560 1923.05
193.06(19306| RENTED SPACE 0 176,002 193.06
193.07(19307| AUGUSTA PHARMACY 0 23,718 193.07
200.00 Cross Foot adjustments 0 521,111 200,00
201,00 Negative Cost Centers 0 0 201.00

MCRTF32 - 4.8.152.0



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

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

From 10/01/2012| pPart II

To  09/30/2013 | pate/Time Prepared:
8/2014 2:15 pm

: 00 2600,
202.00| [ TOTAL (sum Tines 118-201) 0 16,872,741 202.00

MCRIF32 - 4,8.152.0



Health Financial Systems BLESSIMG HOSPITAL In Lieu of Form CM$--2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCM: 140015 |Period: worksheat B-1

From 10/01/2012
To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

1.00 [00100[CAP REL COSTS-BLDG & FIXT 0 1.00
1.01 (00101 CAP REL COSTS-BUTLER BUILDING 0 18,141 1.01
1.02 (00102 CAP REL COSTS-OLD BUTLDING & FIXT 0 0 130,725 1.02
1.03 (00103 CAP REL COSTS-NEW BUILDING & FIXT 0 0 0 448,167 1.03
1.04 (00104 CAP REL. COSTS-14TH STREET 0 0 0 0 258,594 1.04
1.05 (00105 CAP REL COSTS-MOB PHASE I 0 0 0 0 0| 1.05
2.00 |00200(CAP REl. COSTS-MVBLE EQUIP . 2.00
4.00 |00400| EMPLOYEE BENEFTTS DEPARTMENT 0 0 5,871 23,140 451 4.00
5.00 (00500 ADMINISTRATIVE & GENERAL 0 0 32,160 82,364 66,883 5.00
6.00 |00GOQIMAINTENANCE & REPAIRS 0 3,821 18,032 57,286 60,875 6.00
8.00 |0080Q|LAUNDRY & LINEN SERVICE 0 0 1,779 0 376| 8.00
9.00 |00900| HOUSEKEEPTING 0 0 3,846 368 2,631 9.00
10.00 |01000| DIETARY 0 0 0 11,473 3,981| 10.00
11.00 |01100| CAFETERTA 0 0 0 3,432 5,119| 11.00
13.00 |01300|NURSING ADMINISTRATION 0 0 2,944 0 3,110| 13.00
16.00 |01600| MEDICAL RECORDS & LIBRARY 0 0 497 7,075 1,133| 16.00
20.00 |02000|NURSING SCHOOL 0 14,320 0 21,312 7,565| 20.00
21.00 |02100| I&R SERVICES-SALARY & FRINGES APPRVD 0 0 0 0 0| 21.00
22.00 |02200(I&R SERVICES-OTHER PRGM COSTS APPRVD 0 0 0 0 0| 22.00
23,00 |02300| PARAMED ED PRGM-(SPECLFY) 0 0 0 0 0| 23.00
23.01 |02301| PARAMED ED PRGM-RADIOLOGY 0 & 0 516 0| 23.01
23.02 |02302) PARAMED ED PRGM-LABORATORY 0 0 51§ 0 0] 23.02
INPATIENTROUTINE: SERVICE COST, CEN i :
30.00 (03000(ADULTS & PEDIATRICS 0 0 7,879 81,192 0| 30.00
31.00 |03100| INTENSIVE CARE UNIT 0 0 10, 485 12,352 0| 31.00
40.00 (04000| SUBPROVIDER - IPF 0 0 0 0 24,045 40.00
41.00 (04100|SUBPROVIDER - IRF 0 0 871 5,534 0| 41.00
43.00 (04300| NURSERY : 0 0 0 2,766 0| 43.00
44.00 |04400; SKILLED NURSING FACILITY _ 0 0

50.00 [05000 OPERATING ROOM

0 0f 10,992 25,410 0| 50.00
52.00 (05200 DELIVERY ROOM & LABOR ROOM 0 0 4,210 0 0| 52.00
53.00 (05300  ANESTHESIOLOGY 0 0 b28 678 0 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 0 0f 0 33,707 0] 54.00
60.00 (06000 LABORATORY 0 0 0 12,167, 336| 60.00
62.00 |06200|WHOLE RLOOD & PACKED RED BLOOD CELLS 0 0f 385 0 0{ 62.00
65.00 |06500) RESPIRATORY THERAPY 0 0f 4,024 0; 0] 65.00
66.00 (06600 PHYSICAL THERAPY 0 0 2,156 5,318 0| 66.00
67.00 (06700 OCCUPATIONAL THERAPRY 0 0f 1,642 0 0] 67.00
68.00 (06800 SPEECH PATHOLOGY 0 0 556 0 0| 68.00
69.00 |06200| EL ECTROCARDIOLOGY 0 0 7,273 5,590 0| 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 0 0 2,186 0 0| 70.00
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0, 3,652 4,899 71.00
72.00 107200/ IMPL. DEV. CHARGED TQ PATIENTS 0 0 0 6,381 8,561| 72.00
73.00 07300 DRUGS CHARGED TOQ PATIENTS 0 0 322 3,933 327| 73.00
74.00 07400] RENAL DIALYSIS 0 0 0 0] 0| 74.00

TEATIENT SHRVICE €0

88.00 [08800|RURAL HEALTH CLINTC

90.00 |09000| CLINIC

91.00 09100 EMERGENCY

) OBSERVATION' BEDS (NON DISTINCT PART)

abk:
113.00‘11300 TNTEREST EXPENSE
116. 00111600 HOSPICE

118.00 SUBTOTALS

oo

OF LINES 1-117) 18,141]

NONREIMBURSAE ERS: R
190, 00{19000 GLFT, FLOWER, COFFEE SHOP & CANTEEN 0 0f 2,545 0 3,141(190,00
192.00{19200] PHYSICTANS' PRIVATE OFFICES 0 0 0! o 20,188(192.00
192.01119201 FASTCARE 0 0f 0 0 (192,01
193.00{19300] NONPALD WORKERS 0 0 ¢ 0 0[193.00
193.02:19302| DENMAN SERVICES 0 0 0 1,000 1,900(193.02
193.03:19303|MEALS ON WHEELS 0 0 0 0 0(193.03
193, 0419304 UNUSED SPACE 0 0 908] 223 16,439(193.04
193.05;19305| HEALTH EDUCATION 0 0 0 0[193.05
193.06;19306( RENTED SPACE 0 0 424 15,741 9,928/193.06
193.07:19307| AUGUSTA PHARMACY 0 0 0 0 0[193.07
200.00 Cross Foot Adjustments 200.00
201. 00 Negative Cost Centers 201.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

of Form CM5-2552-10

COST ALLOCATION - STATISTICAL BASTIS

Provider CCN: 140015

Perio
From
TO

d:
10/01/2012
09/30/2013

worksheet B-1

bate/Time Pre
2/28/2014 2:1]

parad:

115 pm

= L L i : AL it s 4 R

202.00 Cost to be allocated (per wkst. 8, 0 27,810 258,836 276,893(202.00
Part I)

203, 00| unit cost multiplier (wkst. B, Part I) 0.000000 1.532992 1.580004 6. 787860 1.070763]203.00

204 .00 Cost to be allocated (per wkst. B, 204.00
Part IT)

205.00 Unit cost multiplier (wkst. B, Part 205.00

I1)

MCRIF32 - 4.8.152.0



Hea'lth Financial Systenms BLESSING HOSPLITAL In Lieu of Form CM5-2552-10
COST ALLOCATEON - STATISTICAL BASIS Provider CCN; 140015 |Perdo worksheet B-1

From 10/01/2012 .
To  09/30/2013 | pate/Time Prepared:
2/28/2D14 2:15 pn_

cantd T ation

1.00 [00100(caP REL COSTS-ELDG & FIXT 1.00
1.01 00101/ CAP REL COSTS-BUTLER BUILDING 1.01
1.02 {00102|CAP REL COSTS-OLD BUILDING & FIXT 1.02
1.03 |00103|CAP REL COSTS-NEW BUILDING & FIXT 1.03
1.04 |00104|CAP REL COSTS-14TH STREET 1.04
1.05 |00105|CAP REL COSTS-MOB PHASE I 11,672 1.05
2.00 |00200|CAP REL COSTS-MVBLE EQUIP 10, 740,926 2.00
4.00 |00400| EMPLOYEE BENEFITS DEPARTMENT 0 153, 627 91,367,443 4.00
5.00 |00500| ADMINISTRATIVE & GENERAL 0 3,603,495 9,790,632 -42,559, 825 162,166,225 5.00
6.00 |00600| MATNTENANCE & REPAIRS 0 182,503 2,419,069 0 6,949,505 6.00
8.00 |00OB00|LAUNDRY & LINEN SERVICE 0 -4,012 61,611 0 1,043,023 8.00
9.00 |00900| HOUSEKEEPING 0 97,925 2,082,453 0 2,802,750 9.00
10.00 |01000| DIETARY 0 84,171 596,297 0 1,098,799| 10.00
11.00Q |01100|CAFETERIA 0 0] 1,589,705 0 2,922,871 11.00
13.00 |01300|NURSING ADMINISTRATION 0 848,697 5,366,669 0 8,213,638| 13.00
16,00 |01600! MEDICAL RECORDS & LIBRARY 0 291, 586 1,890,567 0 3,591,340| 16.00
20.00 |02000|NURSING SCHOOL 0 52,076 3,580,803 0 2,715,743| 20.00
21,00 |02100| I&R SERVICES-SALARY & FRINGES APPRVD 0 0] 1,073,548 0 1,328,506 21.00
22,00 |02200| I&R SERVICES-OTHER PRGM COSTS APPRVD 0 18| 0 0 2,044 801 22.00
23.00 |02300| PARAMED ED PRGM-(SPECIFY) 0 0 0 0 0} 23.00
23.01 [02301) PARAMED ED PRGM-RADIOLOGY 0 0 235,081 0 220,286| 23.01

0 85 23.02

92 26

15175936 30.00

230,269 13,075,544

30.00 |03000|ADULTS & PEDTATRICS 0 0
31.00 |03100| INTENSIVE CARE UNTT 0 87,562 3,201,479 0 4,209,423 31.00
40.00 |04000{ SUBPROVIDER - TPF 0 16,868 3,724,272 0 4,751,724| 40.00
41.00 |04100{SUBPROVIDER - IRF 0 26,294 1,384,280 0 2,016,739 41.00
43.00 |04300(MURSERY 0y 10,435 367,982 0 524,650 43.00
44,00 |04400| SKILLED NURSING FACILITY 0 2,673 1,414,469 0

1,923,292} 44.00

[ANCTELARY, SERVICE LOST-CENTERS.. o
50.00 [05000[0PERATING ROOM 8,298 1,580,532 6,801,647

14,481, 442| 50.00

0
52,00 |05200|DELIVERY ROOM & LABOR ROOM 0 31,190 1,085,062 0 1,788,196 52.00
53.00 [05300|ANESTHESIOLOGY 0 177,503 163,733 0 628,111] 53.00
54.00 [05400| RADIOLOGY-DIAGNOSTIC 3,374 1, 893,525 4,782,740 0 10,092,037| 54.00
60.00 [06000( LABORATORY 0 282,658 2,984,357 Q 6,667,765 60.00
62.00 [06200/WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 117,612 0 1,248,801| 62.00
65.00 |06500|RESPIRATORY THERAPY 0 0l 1,909,998 0 2,600,172 65.00
66.00 (06600 PHYSICAL THERAPY 0 8,253 1,362,333 0 1,853,730| 66.00
67.00 [06700|0CCUPATIONAL THERAPY 0 2,929 534,182 O 670,686| 67.00
68.00 [06GBOO[SPEECH PATHOLOGY 0 1,820 244,531 Y 308,196( 68.00
69.00 [06900|ELECTROCARDIOLOGY 0 576,661 1,454,179 0 3,158,093| 69.00
70.00 |07000| ELECTRCENCEPHALOGRAPHY 0 21,529 249,934 0 361,037 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 38,704 244,973 0 7,224,227 71.00
72.00 [07200|IMPL. DEV. CHARGED TO PATIENTS 0 46,903 428,029 0 10,450,917| 72.00
73.00 [07300[DRUGS CHARGED TO PATIENTS 0 267,592 3,153,313 v 13,574,916( 73.00
74.00 [07400[RENAL DIALYSIS 0 i _ 574,602| 74.00

9 -

BITPATIENT SERVICE. €051 CENTERS:

0 419,334 941,938| 88.00

88.00 |08800|RURAL HEALTH CLINIC 0' 0f
90.00 |09000| CLINIC 0 0 127,593 0 199,509| 90.00
91..00 |09100| EMERGENCY 0 85,044 3,854,451 0 5,770,430] 91.00
92.00 092_0_(_) OBSERVATION BEDS (NON-DISTINCT PART) ] ] ] _ _ ] 92,00
3,839,939
INTEREST EXPENSE T ' ' - B 113 00
HOSPICE 8,647 1,577,437 0 2,522,130(|116.00
SUBTOTALS (SUM OF LINES 1 117) 10,732,953 87 -42,559,825 155,938,562|118.00

NONREIMAURSABLE COST CENIERG .

0 0 8,402 190,00

199, 00{19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN 0 0f
192,00{19200 ansxcmms PRIVATE OFFICES 0 352 3,451,052 0 4,508,875(192.00
192, 01{19201| FASTCARE 0 7,097 459,574 0 686,088(192.01
193.,00[{19300| NONPATD WORKERS 0 0 0 0l ({193.00
193.02/19302| DENMAN SERVICES 0 287 0 0 9,109|193.02
193.03]{19303|MEALS ON WHEELS 0 0 0 0] 0[193.03
193.04{19304{ UNUSER SPACE 0 0 0 0f 20,914(193.04
193.05/19305|HEALTH EDUCATION 0 0 14,499 0f 17,985(193.05
193.06/19306| RENTED SPACE 0 0 0 0 118,319(193.06
0 237 167,588 0] 857,071(193,07

193.07|19307|AUGUSTA PHARMACY

MCRIF32 - 4.8.152.0



Health Financial Systes

BLESSING HOSPITAL

In Lieu of Form €mMs-2552-10

COST ALLOCATION -~ STATISTICAL BASIS

Provider CCN: 140015 |P

F
T

eriod:
rom 10/01/2012
o 09/30/2013

worksheet B-1

pate/Time Pre
2/28/2014 2:1

pared:
2

m

202.00

203.00
204.00

205,00

Cost
part
Unit
Cost
part
unit
I1)

Cross Foot Adjustments
Negative Cost Centers

to be allocated (per wkst. B,

I)

cost multiptier (wkst. B, Part I)
to he allocated (per wkst. B,

II)

cost multipiier (wkst. B, Part

60,007

5.141107

10,722,953

0.998327

21,698,957

0.237491
322,549

0.003530

42,559,825

0.262446
4,330,854

0.026706

200.00
201.00
202.00

203.00
204.00

205.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form ¢Ms-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 140015

Period:
From 10/01/2012
To 09/30/2013

Worksheet B-1

Date/Time Prepared:

2/28/2014 2:1

5

in

00 COSTS BLOG & FIXT
01 |00L0O1)CAP REL COSTS-BUTLER BUILDING
02 |00102|CAP REL COSTS-OLD BUILDING & FIXT

COSTS-14TH STREET

00105/ CAP REL COSTS-MOB PHASE I
00 |00200|CAP REL COSTS-MVBLE EQUIP
00 [00400| EMPLOYEE BENEFITS DEPARTMENT

00500 ADMINISTRATIVE & GENERAL
Q0600 MAINTENANCE & REPAIRS
00800| LAUNDRY & LINEN SERVICE
.00 00900| HOUSEKEEPING

01000| DIETARY

01100| CAFETERTA

01300] NURSING ADMTNISTRATION
01.600| MEDICAL RECORDS & LIBRARY
02000| NURSTNG SCHOOL

CHOMUN AN RRR R
=
o

02300[ PARAMED ED PRGM-{SPECIFY)
02301/ PARAMED ED PRGM-RADIOLOGY
PARAMED ED_PRGM-LABORATORY

COSTS-NEW BUILDING & FIXT

02100|I&R SERVICES-SALARY & FRINGES APPRVD
02200| T&R SERVICES-OTHER PRGM COSTS APPRVD

435,210
32,210
16,797
21,585

D
6,068
0
1,255
393

INPATIENT: ROUTEINE SERVI
03000 ADULTS & PEDIATRICS
03100 INTENSIVE CARE UNIT
04000{ SUBPROVIDER - IPF
04100{ SUBPROVIDER - IRF
04300 NURSERY

516,416

2,155 1,565,893
6,845 3,756 103,28
15, 454 9,244 1,43
8,551 0 3,14
6,054 0 1,50
8,705 0 1,11
43,197 0 2,95

O 0

0 0

0 0
516 0 6

516 0
89,071 701,865 26,09
22,837 74,877 7,50
24,045 54,332 6,75
6,405 46,057 2,62

5,805

3
6 171,282
7 0
6 0
5 0
8 0
0 0
0 0
0 0
1 0
0 0
3 94,577
4 11,432
9 34,725
3 14,367

e Y R g =gy
o
b

104400

35,308

05000, OPERATING ROOM

05200| DELTVERY ROOM & LABOR ROOM
05300| ANESTHESIOLOGY

05400 RADIOLOGY-DIAGNOSTIC

60.00 (06000 LABORATORY

06500| RESPIRATORY THERAPY
06600| PHYSICAL THERAPY

06700| OCCUPATIONAL THERAPY
06800| SPEECH PATHOLOGY
06900 ELECTROCARDIOLOGY
07000| ELECTROENCEPHALOGRAPHY

07300| DRUGS CHARGED TO PATIENTS
07400| RENAL DIALYSIS

06200| WHOLE BLOOD & PACKED RED BLOOD CELLS

07100 MEDICAL SUPPLIES CHARGED TO PATTENTS
07200{IMPL. DEV. CHARGED TO PATIENTS

209,653

44,700 12,42
4,210 26,447 2,74
1,306 0

37,081 124,547 5,11

12,503 2,334 1,86

385 0 3
4,024 1,038 2,05
7,474 33 1,62
1,642 0

556 0

12,863 27,951 78
2,186 9,412 37
8,551 8,380 67

1
0

1
4

8
5

4

[l o e R o R oo [ o I o [ o R oo R e oo [ e oo [ o i oo i o}

OUTPATIENT SERVIGE

COSTICENTERS -5 i

08800| RURAL HEALTH CLINIC
09000| CLINIC
091.00| EMERGENCY

09200| OBSERVATION BEDS (NON- DISTINCT PART)

202,529 9,17

4

e R e

OTHER RETMBURSABLE COST CENTERS

101. 00{10100:

SPECTAL PURPOSE

113. 00{11300| INTEREST EXPENSE |
116. 00)11600| HOSPICE
118. 00 SUBTOTALS (SUM OF LINES 1

64
99,64

8

NONREIMBURSABLE GOST. CENTERS

190
192. 00| 19200 PHYSTCTIANS' PRIVATE OFFICES
192.01}19201| FASTCARE

193, 00| 19300 NONPAID WORKERS
193.02|19302|DENMAN SERVICES
193.03|19303|MEALS ON WHEELS
193.04|19304| UNUSED SPACE
193.05/19305/HEALTH EDUCATION
193.06|19306| RENTED SPACE

193.07|19307| AUGUSTA PHARMALY

200.00 Cross Foot Adjustments
201.00 Negative Cost Centers

.00{19000| GIFT, FLOWER, COFFEE SHOP & CANTEEN

(=21
I~ B
jom i R oo R e - o o I e I e RSN

3,01

COoOOCoOoOoOo OO

MCRYF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 140015

Period:
From 10/01/2012
To  09/30/2013

L2/2

worksheet B-1

pate/Time Prepared:
8/201

F

5 AR RNt gy $00 000 L0
to be allocated (per wkst. B, 8,773,375 3,657,856 1,708,568 3,946,694|202.00
Part I)
203.00 unit cost multiplier (wkst. B, Part I) 16.988968| 0.864281 35.415857| 9.975175 9.068482(203.00
204.00 Cost to be allocated (per wkst. B, 960,393 40,944 205,720 230, 618 134,618(204.00
Part II)
205.00 Unit cost multiplier (wkst. B, Part 1.859727 0.026147 1.991809 1.346423 0.309317(205.00
II)

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

COST ALLOCATION - STATISTICAL

BASTS

Provider CCN: 140015

period:
Erom 10/01/2012
To  09/30/2013

worksheet B-1

Date/Time Prepared:
/2014

CEOMBRBPERRRRR
=
(¥, }

01300
01600
02000
02100
02200
02300
02301
02302

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

CAP REL COSTS-MOB PHASE I

CAP REL COSTS-MVBLE EQUIP
EMPLOYEE BENEFITS DEPARTMENT
ADMINISTRATIVE & GENERAL
MAINTENANCE & REPAIRS

LAUNDRY & LINEN SERVICE
HOUSEKEEPING

DIETARY

CAFETERIA

NURSING ADMINISTRATION

MEDICAL RECORDS & LIBRARY

NURSING SCHOOL

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

PARAMED ED PRGM-RADIOLOGY

PARAMED ED PRGM LABORATORY _

CAP
CAP
CAP
CAP
CAP

REL
REL
REL
REL
REL

1,649,488

[en i en i en J on I o J e I =

32,602

21,708

21,708

03004Q).
031004
04000
04100
04300
04400

IINPATLED

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

SKILLED NURSING FACTLITY

564,191
118,502
164,993
55,950
11,532
65,742

ANCTL

LARY SERVICE COST CENTERS .

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

OPERATING ROOM

DELIVERY ROOM & LAROR ROOM
ANESTHESTOLOGY

RADIOLOGY-DXAGNOSTIC

LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

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

RENAL DIALYSIS

280, 691
39,505
9,215

2]

AELENT S5 ERVIC

fi=g=gol—lololelolololololo]

RURAL HEALTH CLINIC
CLINIC

EMERGENCY

0 SERVA

0f
0f
153,078

; HOME HEALTH AGENCY

CTAL " PURPOSE :COST “CENTERS

INTEREST EXPENSE
HOSPICE
SUBTOTALS (SUM OF LINES 1- 11?)

193.07/19307

REIMBURSABLE . COST CENTH

21,708

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

NONPAID WORKERS

DENMAN SERVICES

MEALS ON WHEELS

UNUSED SPACE

HEALTH EDUCATION

RENTED SPACE

AUGUSTA PHARMACY

MCRIF3Z2 - 4,

8.152.0

pem o J o R on Qo Qe e e I e I o=

DO OO D

DOoOCoOoCC oo ool

CoOCOoOOo OO O O]

o R R Y el s
e
w

0101.00

113,00

116,00
118.00

190.00
192.00
192.01
193.00
193.02
193.03
193.04
193.05
193.06
193.07




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

COST ALLOCATION - STATISTICAL BASIS provider CON: 140015 |Period: worksheet B-1

From 10/01/2012

To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm

ESTDENT sl

600 2120

200. 00) Cross Foot Adjustments 200.00

201.00 Negative Cost Centers 201.00

202.00 Cost to be allocated (per wkst. B, 10,817,557 4,873,574 4,462,854 1,677,167 2,636,479(202,00
part I}

203, 00f Unit cost multiplier (wkst. B, Part I) 6.558130 42,912512 136.888964 77.260319 121.451953(203.00

204,00 cost to be allocated (per wkst. B, 1,121,905 469,845 408,421 39,269 56,503(204.00
Part II)

205 00 Unit cost multiplier (wkst. B, Part 0.680153 4.137052 12.527483 1. 808964 2.602865(205.00
IT)

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL

In Lie

y of Form CmMS-2552-10

COST ALLOCATION - STATISTICAL BASIS Provider CCN: 140015

Period:
From 10/01/2012
To 09/30/2013

wWorksheet B-1

pate/Time Prepared
2/28/2014 2:1

.00 [00100{CAP COSTS-BLDG & FIXT

WO YU BN b e ek
=
vl

1.
.01 COSTS-BUTLER BUTLDING 1.01
.02 COSTS-OLD BUILDING & FIXT 1.02
03 COSTS~NEW BUILDING & FIXT 1.03
.04 COSTS~14TH STREET 1.04
COSTS-MOR PHASE I 1.05
.00 |00200{ CAP REL COSTS-MVBLE EQUIP 2.00
.00  |00400{ EMPLOYEE BENEFITS DEPARTMENT 4.00
.00 |00500{ ADMINISTRATIVE & GEMERAL 5.00
.00 |00600[ MAINTENANCE & REPAIRS 6.00
.00 |00B00[ LAUNDRY & LINEN SERVICE 8.00
.00 [00900| HOUSEKEEPING 9.00
10.00 |01000{ DIETARY 10.00
11.00 [01100| CAFETERIA 11.00
13.00 [01300| NURSING ADMINISTRATION 13.00
16.00 (01600|MEDICAL RECORDS & LIBRARY 16.00
20.00 (02000 NURSING SCHOOL 20.00
21.00 (02100 &R SERVICES-SALARY & FRINGES APPRVD 21.00
22.00 [02200| I&R SERVICES-OTHER PRGM COSTS APPRVD 22.00
23.00 |02300; PARAMED ED PRGM-(SPECIFY) 0 23.00
23.01 |02301) PARAMED ED PRGM-RADIOLOGY 0 100 23.01
23.02 |02302| PARAMED ED PRGM-LABORATORY 0 0 100 23.02
[INPATIENT. ROUTINE ‘SERVICE COST CENTERS b S
30.00 |03000[ADULTS & PEDIATRICS 0 0 0 30.00
31.00 |03100{ INTENSIVE CARE UNIT 0 0 0 31.00
40.00 |04000| SUBPROVIDER - IPF 0 0 0 40,00
41.00 (04100| SUBPROVIDER - IRF 0 0 0 41,00
43,00 (04300| NURSERY 0 0 0 43.00
44.00 |04400| SKILLED MURSING FAGCILTTY 0 o 0 44,00
ANCILLBRY. SERVICE €08 o TR
50.00 [G5000| OPERATING ROOM 0 0 0 50.00
52.00 [05200|DELIVERY ROOM & LABOR ROOM 0 0 0 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 53.00
54.00 |05400| RADIQLOGY-DTAGNOSTIC 0 100 O 54.00
60.00 |06000{ LABORATORY o] 0 100 £0.00
62.00 |06200|WHOLE BLQOD & PACKED RED BLOOD CELLS ) 0 O 62.00
65.00 [06500|RESPIRATORY THERARY 0 0 0f 65.00
66.00 [06600(PHYSICAL THERAPY 0] 0 0f 66.00
67.00 [06700{ OCCUPATIONAL THERAPY 0 0 0f 67.00
68.00 (068001 SPEECH PATHOLOGY 0 0 0f 68.00
69.00 (06200 EL.ECTROCARDIOLOGY 0 0 0 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 70.00
71.00 (07100 MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 71.00
72.00 |07200{ IMPL. DEV. CHARGED TO PATIENTS 0 0 0 72.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 0 0 0 73.00
74.00 |07400{ RENAL DIALYSIS 0 0 0 74,00
OUTPATIENT ‘SERVICE COST. CENTE o i Ghe
88.00 |08800{ RURAL HEALTH CLINIC 0 88,00
90.00 |09000( CLINLC 0 90.00
91.00 |09100| EMERGENCY 0 91,00
92.00 |09200) OBSERVATION BEDS (NON-DISTINCT PART) 92,00

OTHER REIMBURSABLE €051 CENTERS:

101.00{ L0100 HOME HEALTH AGENCY

SEECTAL. PURPOSE €057 CENTERS i

113,00

113.00{11300| INTEREST EXPENSE

1.16.00[{11600| HOSPICE 0 0 0 116,00
118.00 SUBTOTALS (SUM OF LINES 1- 117) 0 100 100 118,00

NONREXMEURE T CENTER it S

190.00(19000| GIFT, FLOWER COFFEE SHOP & CANT EN 0 0 0 190.00
192.00|19200| PHYSICIANS' PRIVATE OFFICES 0 0y 0 192.00
192.01{19201| FASTCARE 0 0 0 192.01
193.00{19300| NONPATD WORKERS 0 0 0 193.00
193.02!19302| DENMAN SERVICES 0 0 0 193.02
193.03(19303|MEALS ON WHEELS 0 0 0 193.03
193.04{19304 UNUSED SPACE ¢] O 0 193.04
193, 05(19305/HEALTH EDUCATION 0 0 0 193.05
193.06/19306|RENTED SPACE 0 0 0f 193.06
193, 0719307 AUGUSTA PHARMACY 0 0 0 193.07
200. 00 cross Foot Adjustments 200.00
201. 00 nNegative Cost Centers 201.00

MCRIF3Z2 - 4.8.152.0



Health Financial Systems

BLESSING HOSPTTAL

In Lie

| of Form CMS-2552-10

COST ALLOCATION - STATISTICAL BASIS

Provider CCN: 140015

From
To

Period:
10/01/2012
09/30/2013

worksheet B-1

Date/Time Prepared:

2/28/2014 2:1

73.0

pm

202.00

Cost
Part
203.00 unit
20400 Cost
Part
205.00 unit

II)

to be allocated (per wkst. B
1)

cost multiptier (wkst. B, Part ID
to he allocated (per wkst. E,

II)

cost multiplier (wkst. B, Part

0.000000
0

0.000000

"300,406

3,004, 060000
12,222

122.220000

120,681

1,206.810000
4,696

46. 960000

202.00

203.00
204.00

205.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BEESSING HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 140015

Period:
From 10/01/2012

worksheet C
part I

To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Hospital PPS

Title XVIIT

ERVICE: €C

INPA
03000

37,358,439

ADULTS & PEDIATRICS 37,358,439 37,366,326

. 03100{ INTENSIVE CARE UNIT 7,550,118 7,550,118 7,550,118
40.00 |04000| SUBPROVIDER - IPF 9,076,086 9,076,086 9,076,086
41.00 |04100| SUBPROVIDER - IRF 4,354,048 4,354,048 4,368,163
43.00 |04300; NURSERY 905,758 905,758 905,758
SKILLED NMURSING FACILITY 4,003,079 4,003,079 4,003,834

[LLARY SERVECE €OST €E T T N ST

. OPERATING ROOM 22,039,371 22,039,371 22,101,558
52.00 |05200|DELIVERY ROOM & LABOR ROOM 2,948,967 2,948,967 2,948,967
53.00 [05300| ANESTHESIOLOGY 888,164 B85, 164 888,164
54.00 {05400 RADTOLOGY-DTAGNOSTIC 14,199,732 14,199,732 14,199,732
60.00 [06000| LABORATORY 9,018,580 9,018, 580 9,018,580
62.00 [06200|WHOLE ELOOD & PACKED RED BLQOD CELLS 1,590,903 1,590,203 1,590,903
65.00 |06500| RESPIRATORY THERAPY 3,529,574 0 3,529,574 3,539,232
66.00 |06600) PHYSICAL. THERAPY 2,579,935 0 2,579,935 2,579,935
67.00 |06700| OCCUPATIONAL THERAPY 899,204 0 899,204 899,204
68.00 |068004 SPEECH PATHOLOGY 407,858 0 407,858 407,858
69.00 |06900| ELECTROCARDIOLOGY 4,336,984 4,336,984 4,348,588
70.00 |07000| ELLECTROENCEPHALOGRAPHY 531,565 531,565 538,405
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 9,320,899 9,320,899 o 9,320,899
72.00 (07200| IMPL. DEV. CHARGED TO PATIENTS 13,544,449 13,544,449 0 13,544,449
73.00 (07300 DRUGS CHARGED TO PATIENTS 17,377,765 17,377,765 0 17,377,765
74,00 [07400| RENAL DIALYSIS 725,404 0 725,404

OUTPATIE

725,404

1,189,783

88.00 08800 RUR INX 1,139,783

90.00 (09000 CLINIC 258,525 1,301 259,826

91.00 [091.00| EMERGENCY 9,695,527 192,622 9,888,149
7,419,638

THER REIMBURSAR

09200/ OBSERVATION BEDS (NONM-DISTINCT PART})

7,419,638

| 951,711

SPEC S PURPOSE COST. CENTERS 30
113.00/11300) TNTEREST EXPENSE

116.00| 11600 HOSPICE 3,791,685 3,791,685 3,791,685

200.00 subtotal (see instructions) 198,493,751 0] 198,493,751 306,969 198,300,720

201.00 Less Observation Beds 7,419,638 7,419,638 7,419,638

202.00 Total (see instructions) 191,074,113 of 191,074,113 306,969 191,381,082

101.

113.
116.
200.
201.
202.

MCRIF32 - 4.8.152.0




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

From 10/01/2012 | part I

To  09/30/2012 | bate/Time Prepared:
2/28/2014 2:15 pm
Hospital ] PPS

30.00 [03000[ADULTS & PEDIATRICS ‘ 51,967,727 51,967,727 1 30.00

31.00 [03100| INTENSIVE CARE UNIT 24,488,100 24,488,100 31.00
40.00 [04000(SUBPROVIDER - IPF 21,891,667 21,891,667 40,00
41.00 :04100| SUBPROVIDER - IRF 5,084,512 5,084,512 41.00
43,00 [04300| NURSERY 2,783,131 2,783,131 43,00
44,00 (04400| SKILLED NURSING FACILITY 4 616 254 4,616,254 _ 44,00
ANGTELARY, SERVICE /COST GENTERS ©iiti iy i i b B T
50.00 |05000{0PERATING ROOM 23 505 52? 48,815,801 72,321,328 0.304742 0.000000( 50.00
52.00 |05200! DELIVERY ROOM & LABOR ROOM 4,961, 4204 570,306 5,531,732 0.533100 0.000000{ 52.00
53.00 |05300| ANESTHESIOLOGY 6,102,245 9,078,765 15,181,010 0.058505 0.000000| 53.00
54,00 |05400] RADIOLOGY-DIAGNOSTIC 27,496,796 77,147,695 104, 644, 491 0.135695 0.000000( 54.00
60.00 |06000] LABORATORY 31,021,131 44,276,351 75,297,482 0.119773 0.000000( 60.00
62.00 [06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 2,756,843 1,131,845 3,888,688 0.409110), 0.000000| 62.00
65.00 |06500| RESPIRATORY THERAPY 8,142,058 2,736,926 10,878,984, 0.324440 0. 000000| 65.00
66.00 [06600( PHYSICAL THERAPY 3,613,019 354,537 3,967,556 0.650258 0. 000000| 66.00
67.00 |06700( OCCUPATIONAL THERAPY 2,272,786 65,475 2,338,261 0.384561 0.000000| 67.00
68.00 |06800| SPEECH PATHOLOGY 916,633 411,542 1,328,175 0.307082 0.000000| 68.00
69.00 |06900| ELECTROCARDEOLOGY 27,314,031 31,826,705 59,140,736 0.073333 0.000000; 69.00
70.00 |07000] ELECTROENCEPHALOGRAPHY 200,290 1,826,812 2,027,102 0.262229 0.000000| 70.00
71.00 |07100|{MEDICAL SUPPLIES CHARGED TO PATIENTS 24,872,657 21,752,801 46,625,458 0.1922910 0.000000| 71.00
72.00Q |07200| IMPL. DEV. CHARGED TO PATLENTS 21,553,929 12,606,904 34,160,833 0.3926491 0,000000) 72.00
73.00 |07300| DRUGS CHARGED TO PATLENTS 57,027,282 31,719,450 88,746,732 0.195813 0.000000] 73.00
74.00 |07400 RENAL DIALYSIS 1,2 269,650, 1,488,506 0.487337 000000 74.00
OUTPATEENT . SERVICE COST CENTERS: S TR S e
88.00 [08800|RURAL HEALTH CLINIC 0 747,908 747,908 88.00
90.00 [09000|CLINIC 440 104,677 105,117 2.459402 0.000000( 90.-00
91.00 [09100| EMERGENCY 8,660,717 24,727,155 33,387,872 0.290351| 0.000000( 91.00
92.00 [09200| OBSERVATION BEDS (NON -DISTINCT PART) 1,993,314 17,148,742 19,142,058 0.387609 0.000000] 92.00

OTHER *REIMBURSABL

10100

101.00 10100| HOME HEALTH AGENCY

113.00/11300 INTEREST EXPENSE 113.00
116.00/11600| HOSPICE 4,563 4,096,345 4,100,908 116.00
200.00 subtotal (see instructions) 364,465,934 338,806,118 703,272,052 200.00
201.00 Less Observation Beds 201.00
202.00 Total (see instructions) 364,465,934 338,806,118 703,272,052 202.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form ¢M5-2552-10
COMPUTATION OF RATIO OF COSTS TO CHARGES pProvider CCN: 140015 |Period: worksheet C

From 10/01/2012 [ part I

To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
PPS

Title XVIII Hospital

|ENPATIENT -ROUTINE SERVICE: COST. CENTER e fi e o
30.00 [03000|ADULTS & PEDIATRICS 30.00
31.00 [03100| INTENSIVE CARE UNIT 31.00
40,00 (04000! SUBPROVIDER -~ IPF 40.00
41,00 (04100 SUBPROVIDER - IRF 41.00
43,00 [04300| NURSERY 43.00

44,00 |04400| SKILLED NURSTING FACTLITY ] . _ _ __| 44.00

[ANCELLARY  SERVICR COST CENTERS - oite o

_3ﬁ5602.. R 5 : i Coe S 50.00

50.00 [05000| OPERATING ROOM ¢

52.00 [05200| DELIVERY ROOM & LABOR ROOM 0.533100
53.00 [05300| ANESTHESTOLOGY 0.058505
54.00 [05400| RADIOLOGY-DIAGNOSTIC 0.135695
60.00 [06000| LABORATORY 0.119773
62.00 (06200 WHOLE BLOOD & PACKED RED BLOOD CELLS 0.409110
65.00 [06500| RESPIRATORY THERAPY 0.325327
66.00 [06600| PHYSICAL THERAPY 0.650258
67.00 |06700| OCCUPATIONAL THERAPY 0.384561
68.00 {06800| SPEECH PATHOLOGY 0.307082
69.00 |06900| ELECTROCARDIOLOGY 0.073529
70.00 |07000| ELECTROENCEPHALOGRAPHY 0.265603
71.00 |07100| MEDICAL SUPPLIES CHARGED TOQ PATIENTS 0.199910
72.00 |07200| IMPL. DEY. CHARGED TO PATIENTS 0.396491
73.00 |07300| DRUGS CHARGED TO PATIENTS 0.195813
74.00 |07400| RENAL DIALYSIS 0.487337

BUTPATIENT SERVICE €OST CENTERS =i v

88.00 |08800[ RURAL HEALTH CLINIC

90.00 |09000| CLINIC 2.471779
91.00 |09100| EMERGENCY 0.296160

92.00 |09200| CBSERVATION BEDS {NON-DISTINCT PART)
OTHER REIMBURSABLE: COST :CENTERS
101.00[ 10100 HOME_HEALTH AGENCY

387609

“l1o1.00

SPECEAL PURPOSE COST CENTERS ; H
113, 00|11300| INTEREST EXPENSE 113.00
116, 00| 11600} HOSPICE 116.00
200.00 subtotal (see instructions) 200.00
201.00 Less Observation Beds 201.00
£ 202,00 Total (see instructions) 202.00

MCRIF32 - 4.8.152.0



HeaTth Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

pProvider CCN: 140015

Period:
From 10/01/2012
To  09/30/2013

worksheet C
Part T

Date/Time Prepared:
2/28/2014 2:15 pm

Title XIX

Cost

30,00 |03000] ADULTS & PEDIATRICS

37,358,439 37,358,439 7,887 37,366,326

31.00 {03100| INTENSIVE CARE UNIT 7,550,118 7,550,118 0 7,550,118
40,00 {04000, SUBPROVIDER - IPF 9,076,086 9,076,086 O 9,076,086
41,00 |04100| SUBPROVIDER - IRF 4,354,048 4,354,048 14,115 4,368,163
43,00 {04300] NURSERY 905,758 905,758 0 905,758
44,00 |04400{ SKILLED NURSING FACILITY 4,003, 079 4,003,079 755 4,003,834
ANCTILLARY BERVICE (COST . CENTERS el i

50,00 [05000| OPERATING ROOM 22,039,371 22,039,371 62,187 22,101,558
52.00 (05200 DELIVERY ROOM & LABOR ROOM 2,948,967 2,948,967 0 2,948,967
53,00 |05300) ANESTHESIOLOGY 888,164 888, 164| 0 888,164
54,00 |05400] RADTOLOGY-DIAGNOSTIC 14,199,732 14,199,732 0 14,199,732
60,00 [06000! LABORATORY 9,018, 580/ 9,018,580 0 9,018,580
62.00 |06200!WHOLE BLOOD & PACKED RED BLOOD CELLS 1,590,903 1,590,903 0 1,590,903
65.00 (06500 RESPIRATORY THERAPY 3,529,574 0 3,529,574 9,658 3,539,232
66.00 (06600 PHYSICAL THERAPY 2,579,935 0 2,579,935 0 2,579,935
67.00 [06700] OCCUPATIONAL THERAPY 899,204 0 899,204 0 899,204
68,00 |06800| SPEECH PATHOLOGY 407,858 0 407, 858 0 407,858
69.00 (06200 ELECTROCARDIOLOGY 4,336,984 4,336,984 11, 604 4,348,588
70.00 [07000| ELECTROENCEPHALOGRAPHY 531,565 531,565 6, 840 538,405
71.00 (07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 9,320,899 9,320,899 0 9,320,899
72.00 |07200| TMPL. DEV. CHARGED TO PATIENTS 13,544,449 13,544,449 0 13,544,449
73.00 (07300 DRUGS CHARGED TO. PATIENTS 17,377,765 17,377,765 0 17,377,765
74.00 (07400 RENAL DIALVSTS 725,404 725,404 0 25,404

OUTPATIENT SERVIL e s G i

88.00 |08800( RURAL HEALTH CLINIC 1,189,783 1,189,783 0 1,189,783
90.00 {09000| CLINIC 258,525 258,525 1,301 259,826
91,00 {09100 EMERGENCY 9,695,527 9,695,527 192,622 9,888,149
92,00 |09200/ OBSERVATION BEDS (NON- RISTINCT PART) 7,419,638 7,419,638

QTHER RE

7,419,638

SE ; 3
113.00/11300 INTEREST EXPENSE
116. 00|11600| HOSPICE

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

3,791,685
198,493,751
7,419,638
191,074,113

3,791,685
198,493,751
7,419,638
191,074,113

306,969

306,968

3,791,685
198,800,720
7,419,638

191,381,082

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In tiew of Form CmM5-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES Provider CCN: 140015 |Period: worksheet C

From 10/01/2012 | Part I

To  09/30/2013 | pate/Time Prepared:

2/28/2014 2:15 pm
Cost

8 _XIX Hospi

T NT; ROUTINE SERVICE: COST: CENTERS

30.00 (03000 ADULTS & PEDIATRICS 51,967,727 51,967,727 30.00
31.00 |03100{ INTENSIVE CARE UNIT 24,488,100 24,488,100 31.00
40.00 [04000| SUBPROVIDER - IPF 21,881,667 21,891,667 40,00
41.00 [04100| SUBPROVIDER - IRF 5,084,512 5,084,512 41.00
43.00 (04300 NURSERY 2,783,131 2,783,131 43.00
44,00 [04400|SKILLED NURSING FACELITY 4,616,254 4,616,254 44 .00
ANCIL_ARY‘JSERVIQEQ- COBT CENTERS e o DR e e T o e : ERRTE RPE R R R

50.00 05000 OPERATING ROOM 23,505,527 48,815,801 72,321,328 0.304743  0.000000| 50.00

0

52.00 [05200| DELIVERY ROOM & LABOR ROOM 4,961,426 570, 308 5,531,732 0.533100 0.000000| 52.00
53.00 |05300|ANESTHESIOLOGY 6,102,245 9,078,765 15,181,010 0.058505 0. 000000| 53.00
54,00 [05400| RADIOLOGY~DIAGNOSTIC 27,496,796 77,147,695 104,644,491 0.135695 0.000000| 54.00
60.00 |06000( LABORATORY 31,021,131 44,276,351 75,297,482 0.119773 0.000000| 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 2,756,843 1,131,845 3,888,688 0.409110 0.000000| 62.00
65.00 |O6500|RESPIRATORY THERAPY 8,142,058 2,736,920 10,878,984 0.324440 0. 000000 65.00
66.00 |06600; PHYSICAL THERAPY 3,613,019 354,537 3,967,556 0.650258 0.000000| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 2,272,786 65,475 2,338,261 0.384561 0.000000| 67.00
68.00 [06800| SPEECH PATHOLOGY 916,633 411,542 1,328,175 0.307082 0.000000| 68.00
69.00 |06900: ELECTROCARDIOLOGY 27,314,031 31,826,705 59,140,736 0.073333 0.000000| 69.00
70.00 |07000{ ELECTROENCEPHALOGRAPHY 200,290 1,826,812 2,027,102 0.262229 0.000000| 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 24,872,657 21,752,801 46,625,458 0.199910 0.000000( 71.00
72.00 |07200[ IMPL. DEV. CHARGED TO PATIENTS 21,553,929 12,606,904 34,160,833 0.396491 0.000000( 72.00
73.00 |07300[DRUGS CHARGED TO PATIENTS 57,027,282 31,719,450 88,746,732 0.195813 0.000000| 73,00
74.00 |07400[ RENAL DIALYSIS 1,488,506 0.487337 0

269,650

-000000| 74.00

OUTPATIENT: SERVICE €OST CENTERS .

747,908 747,008 .000000| 88.00

88.00 |08800[ RURAL HEALTH CLINIC 1.590815 0

90,00 |09000( CLINIC 104,677 105,117, 2.459402 0.000000| 90.00

91.00 |09100| EMERGENCY 8,660,717 24,727,155 33,387,872 0.290391 0.000000( 91.00
0.387609 0

92.00 (09200 OBSERVATION BEDS (NON-DISTINCT PART) 1,993, 314 17,148,742 19,142,056
OTHER REIMBURSABLE 'COST GENTERS 2 e :

101, 00[ L0100 HOME HEALTH AGENCY
SPECTAL PURPOSE -COST CENTERS o = 0
113.00|11300| INTEREST EXPENSE

.000000| 92.00

116.00|11600( HOSPICE 4,563 4,096,345 4,100,908 116.00
200.00 subtotal (see instructions) 364,465,934 338,806,118 703,272,052 200.00
201..00 Less Ohservation Beds 201.00
202.00 Total (see instructions) 364,465,934] 338,806,118 703,272,052 202.00

MCRIF3Z - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In tieu of Form CMS-2552-10

COMPUTATION OF RATIO OF COSTS TO CHARGES

Provider CCN: 140015

Period:
From 10/01/2012
To 09/30/2013

worksheet C

part I

Date/Time Prepared:
2/28/2014 2:15 pm

Title XIX

__Hospital

_Lost

ADULTS & PEDIATRICS B

30.00 |03000
31.00 |03100| INTENSIVE CARE UNIT
40.00 |04000| SUBPROVIDER - TIPF
41.00 |04100 SUBPROVIDER - TRF
43.00 |04300( NURSERY
44.00 04400 SKTLLED NURSING FACTLITY
ANCTLLARY, SERVICE COST CENTERS (i v i B i
50.00 |05000{ OPERATING ROOM 0. 000000
52.00 |05200|PELIVERY ROOM & LABOR ROOM (. 000000
53.00 (05300 ANESTHESIOLOGY 0. 000000
54.00 (05400| RADTOLOGY-DITAGNOSTIC 0. 000000
60.00 |06000| LABORATORY 0. 000000
62.00 [06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0. 000000
65.00 |06500| RESPIRATORY THERAPY 0. 000000
66.00 (06600 PHYSICAL THERAPY 0. 000000
67.00 |06700{ OCCUPATIONAL THERAPY 0. 000000
68.00 |06800| SPEECH PATHOLOGY 0.000000
69.00 |06900| ELECTROCARDIOLOGY 0. 000000
70.00 |07000| ELLECTRGENCEPHALOGRAPHY 0. 000000
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 0. 000000
72.00 |07200| IMPL. DEV. CHARGED TO PATIENTS 0.000000
73.00 |07300!DRUGS CHARGED TO PATIENTS 0.000000
74.00 [07400 RENAL DIALYSIS 0.000000
OUTPATIENT ‘SERVICE COST "CENTERS ST
88.00 |08800| RURAL HEALTH CLINIC 0.000000
90.00 |090004 CLINIC 0.000000
91,00 |09100{ EMERGENCY 0.000000
92.00 |09200[ OBSERVATION BEDS (NON-DISTINCT PART) 0.000000
[OTHER "REIMBURSABLE "€05T CENTERS i
101.00

101.00

[ HOME HE
]

113.00
116.00
200.00
201.00

11600

202.00

HOSPICE
subtotal (see instructions)
Less Ohservation Beds

Total (see instructions)

113.00
116.00
200.00
201,00
202.00

MCRIF32 - 4.8.152.0



Health Financjal Systems BLESSING HOSPETAL In Lieu of Form €M5-2552-10

APPORTIONMENT OF INPATIENT ROUTINE SERVICE CAPITAL COSTS Provider CCN: 140015 |Period: worksheet D

From 10/01/2012 | Part I

To 09/30/2013 | Date/Time Prepared:

2/28/2014 2:15 pm
PPS

CPerDiem: (Coli

Title XVIIT
diiced

30.00 |ADULTS & PEDIATRICS ,657 2,452,657 40,430

31.00 | INTENSIVE CARE UNXIT 527,974 527,974 3,951 .

40,00 | SUBPROVIDER - IPF : 449,787 0 449 787 12,068 37.27| 40,00

41.00 | SUBPROVIDER - IRF 298,130 0 298,130 4,912 60.69| 41,00

43.00 |NURSERY 60,677 60,677 2,410 25.18| 43.00

44,00 | SKILLED NURSING FACILITY 277,133 277,133 5,652 49.03| 44.00
4,066,358 4,066,358

TENT. ROUTINE. SERVICE COST CENTERS. .

53

30.00 |ADULTS & PEDIATRICS 1,228,426 30.00
31.00 |INTENSIVE CARE UNIT 2,625 350,779 31.00
40.00 |SUBPROVIDER - EIPF 2,378 88,628 40,00
A1_00 |SUBPROVIDER - IRF 3,599 218,241 41,00
43.00 |NURSERY 0 0 43.00
44.00 |SKILLED NURSING FACILITY 4,752 232,991 44,00
200.00|Total (lines 30-199) 33,602 2,119,065 200.00

MCRIF32 - 4.8.152.0



Health Financial systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS

Provider CCN: 140015 |Period:
From 10/01/2012

To  09/30/2013

worksheet D
Part IT

pate/Time Prepared:
2/28/2014 2:15 pm

COS] i

50.00 |05000[ OPERATING ROOM 72,321,328 0.047373
52.00 05200/ DELIVERY ROOM & LABOR ROOM 5,531,732 0.024179
53.00 [05300| ANESTHESIOLOGY 15,181,010 0.024513
54.00 [05400| RADIOLOGY-DIAGNOSTIC 2,984,622 104,644,491 0.028522 15,348,404
60.00 [06000| LARORATORY 728,175 75,207,482 0.009671 16,855,210
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 35,533 3,888,688 0.009138 1,731,478
65.00 |06500] RESPIRATORY THERAPY 178,743 10,878,984 0.016430 6,597,745
66.00 |06600 PHYSICAL THERAPY 121, 9240] 3,967,556 0.030734 1,010,225
67.00 |06700| OCCUPATIONAL THERAPY 29, 865 2,338,261 0.012772 447,517
68.00 |06800(SPEECH PATHOLOGY 13,862 1,328,175 0.010437 285,927
69.00 |06900| ELECTROCARDIOLOGY 913,909 59,140,736 0.015453 16,067,159
70.00 |07000| ELECTROENCEPHALOGRAPHY 75,544 2,027,102 0.037267 117,947
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 326,713 46,625,458 ¢.007007 11,683,131
72.00 |07200| IMPL. DEV. CHARGED TO PATLENTS 492,172 34,160,833 0.014407 12,858, 441
73.00 |07300{DRUGS CHARGED TO PATIENTS 88,746,732 0.007699 29,936,134
74.00 |07400| RENAL DIALYSIS 1,488,506 0.010309 854,211

OUTPATIENT: SERVICE: COST LENTERS L s
88.00 [08800|RURAL HEALTH CLINIC 747,908 0.079404
90.00 (09000| CLINIC 105,117 0.434915 440
91.00 |09100| EMERGENCY 33,387,872 0.017942 4,412,541
92.00 |09200| OBSERVATION BEDS (MON-DISTINCT PART) 487,010 19,142,056 0.025442 1,456,430
200.00 Total (lines 50-199) 11,570,953 580,950,027 135,405,607 2,277,443

MCRIF3Z - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

APPORTLIONMENT OF INPATIENT ROUTINE SERVICE OTHER PASS THROUGH COSTS

Provider CCN: 140015 |[Period:
From 10/01/2012 | Part IIT
09/30/2013 | Date/Time Prepared:

To

worksheet D

2/28/2014_2:15 pm

_Title XvIII

PPS

O AR TrORC?

INPATIENT R

30.00 |03000{ ADULTS & PEDIATRICS 3,285,473 0 0 0 3,285,473 30.00
31,00 [03100| INTENSIVE CARE UNIT 141,817 0 0 141,817 31.00
40.00 [04000| SUBPROVIDER - IPF 323,195 0 0 0 323,195| 40.00
41.00 |04100( SUBPROVIDER - IRF 0 0 0 0 0| 41.00
43.00 04300 NURSERY 63,927 o 0 63,927 43.00
44,00 |04400| SKILLED MURSING FACILITY 186,990 0] 0 186,990| 44.00

Total (lines 30-199) 4, 0011 02l 0 0 4,021,402 200.00

TNPATIENT ROUTINE. S i : e R R
30.00 [03000[ADULTS & PEDIATRICS 40,430 81. 26| 20,251 1,645,596 30.00
31.00 03100\ INTENSIVE CARE UNIT 3,951 35.89 2,625 94,211 0| 31.00
40,00 |04000(SUBPROVIDER - IPF 12,068 26.78 2,378 63,683 0| 40.00
41,00 |04100 SUBPROVIDER - IRF 4,912 0.00 3, 596 0 of 41.00
43,00 [04300) NURSERY 2,410 26.53 0 0 0| 43.00
44,00 |04400 SKILLED NURSING FACILITY 5,652 23.08 4,752 157,196 of 44.00
200. 00, Total (lines 30-199) 29,423 33,602 1,960, 686 0[200.00

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

41.00 |04100| SUBPROVIDER - IRF

43.00 |04300| NURSERY

44.00 |04400(SKILLED NURSING FACILITY
200.00 Total (lines 30-199)

o000 0O0

COoOOoO OO O

MCRIF3Z2 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lie

of Form CMs-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 |Period: worksheet D
THROWUGH COSTS From 13/01/2012 | Part Iv
To.  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm
Title XVIII Hospital PPS

S¢h Tied:Health | ATT athe ost:
é ;
P b 300

ANCIELARY: SERVICE: COST, CENTER 5 o e
50.00 |05000: OPERATING ROOM 0 152,494 0 0 152,494
52.00 |05200( DELIVERY ROOM & LABOR ROOM 0 186,290 0 0 186,990
53.00 [05300| ANESTHESIOLOGY 0 0 .0 0 0
54,00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 300, 406 0 300,406
60.00 |06000| LARORATORY 0 0 120,681 0 120,681
62.00 |06200WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0
65.00 |06500( RESPIRATORY THERAPY 0 0 0 0 0
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0
67.00 |06700{ OCCUPATIONAL THERAPY 0 0 0 0 0
68.00 |06800| SPEECH PATHOLOGY 0 0 0 0 0
69.00 |06900 ELECTROCARDIOLOGY o) 8,213 0 0 8,213
70.00 |07000 ELECTROENCEPHALOGRAPHY 0 0 0 0 0
71.00 |D7100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0f 0 0
72.00 |07200{IMPL. DEV. CHARGED TO PATIENTS 0 0 0l 0 0
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 0 0f 0 0
74,00 |07400| RENAL DIALYSIS 0 0 0] 0 0

DUTPATIENT SERVICE COST CENTERS = "0 - T o ]
88.00 (08800|RURAL HEALTH CLINIC 0 0 0 0 0
90.00 (09000] CLINIC 0 0 0 0 0
91.00 [09100| EMERGENCY 0 100, 340 0 0 100,340
92.00 [09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 652,379 0 0 652,379
200.00 Total (1ines 50-199) 0 1,100,416 421,087 0f 1,521,503|200.

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL Ih Lieuw of Form CM$S-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS provider CCN: 140015 |Period: worksheet D

THROUGH COSTS From 10/01/2012 | Part Iv

To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm

Title XVIIT

Total es [Ratio o
i
(. SERVICE::COST : o R g ST e
OPERATING ROOM 152,494 72,321,328 . 0.002109 12,434,149 .
52.00 |05200| DELTVERY ROOM & LABOR ROOM 186,990 5,531,732 0.033803 0.033803 14,635 52.00
53.00 |05300| ANESTHESIOLOGY 0 15,181,010 0.000000 (., 000000 3,293,883| 53.00
54,00 05400} RARTOLOGY-DIAGNOSTIC 300,406 104,644,491 0.002871 0.002871 15,348,404| 54.00
60.00 |06000( LABORATORY 120,681 75,297,482 0.001603 0.001603 16,855,210| 60.00
62.00 {06200/ WHOLE BLOOD & PACKED RED BLOOD CELLS 0 3,888,688 0.000000 0. 000000 1,731,478| 62.00
65.00 |06500| RESPTRATORY THERAPY 0 10,878,984 0.000000 0. 000000 6,597,745( 65.00
66.00 |06600( PHYSICAL THERAPY 0 3,967,556 0.000000 0.000000) 1,010,225 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 2,338,261 0. 000000 0. 000000 447,517) 67.00
68.00 |0680(f SPEECH PATHOLOGY 0 1,328,175 0.000000 0.000000] 285,927| 68.00
69.00 |06200| EL.LECTROCARDIOLOGY 8,213 59,140,736 0.000139 0.000139 16,067,159] 69.00
70.00 [07000| EL.ECTROENCEPHALOGRAPHY 0 2,027,102 0.000000 0.000000; 117,947 70.00
71.00 (07100| MEDICAL SUPPLIES CHARGED TOQ PATIENTS 0 46,625,458 0.000000 0.000000 11,683,131| 71.00
72.00 (07200 IMPL. DEV. CHARGED TO PATIENTS 0 34,160,833 .000000 0.000000 12,858,441 72.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 0 88,746,732 0.000000 0.000000 29,936,134| 73.00
74.00 |07400| RENAL DIALYSIS - 0 1,488,506 0.000000 0,000000 854,211 74.00
OUTPATTENT SERVICE COST CENTERS _ . e TR B
88.00 [OBBOO|RURAL HEALTH CLINIC 0f 747,908 0.000000 0.000000 0| 88.00
90.00 |09000| CLINIC 0 105,117 0.000000 0.000000 440] 90.00
91.00 |09100| EMERGENCY 100, 340 33,387,872 0.003005 0.003005 4,412,541| 91.00
92,00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 652,379 19,142,056 0.034081 0.034081] 1,456,430( 92.00
200. 00 Total (lines 50-199) 1,521,503 580,950,027 135,405, 607|200, 00

MCRIF32 -~ 4.8,152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCTILLARY SERVICE OTHER PASS Provider CCN: 140015 [Period: worksheet D

THROUGH COSTS From 10/01/2012 | Part Iv

To  09/30/2013 | Date/Time Preparad:
2/28/2014 2:15 pm
__PPS
ady

itle XVITT _
011} d

G,

RVICE COST. CENTE
50.00 [05000]OPERATING ROOM

,224] 21,563,646

0| 50.00
52.00 |05200| DELTVERY ROOM & LABOR ROCM 495 5,139 174 0 0| 52.00
53.00 |05300] ANESTHESIOLOGY 0 3,284,319 0 0 0| 53.00
54,00 |05400| RADTOLOGY-DIAGNOSTIC 44,065 27,239,701 78,205 0 0| 54.00
60,00 (06000 LABORATORY 27,019 1,507,017 2,416 0 0| 60.00
62,00 (06200 WHOLE BLOOD & PACKED RED BLOOD CELLS 0 556,728 0] 0 0| 62.00
65,00 [06500| RESPIRATORY THERAPY 0 1,142,183 0 0 0| 65.00
66,00 (06600 PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |06800{ SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69,00 |06900| EL.ECTROCARDIOLOGY 2,233 12,152,121 1,689 0 0| 69.00
70.00 |07000( ELECTROENCEPHALOGRAPHY 0 573,273 0 0 0] 70.00
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATYENTS 0 8,746,358 0 0 0 71.00
72.00 |07200|IMPL. DEV. CHARGED TO PATIENTS 0 6,580,971 0 0 0| 72.00
73.00 |07300{DRUGS CHARGED TO PATIENTS 0 11,645,376 0 0 Q| 73.00
74.00 |07400| RENAL DIALYSIS 0 235,325 0 0) 0| 74.00

OUTPATIENT SERVICE "COST: CENTERS °

88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0| 88.00
20,00 [09000| CLINIC 0 14,774 0 0| 90.00
91.00 |09100| EMERGENCY 13,260 5,798,146 17,423 0 0| 91,00
92.00 |09200| OBSERVATION BEDS {NOM-DISTINCT PART) 49,637 8,289,013 282,498 0] 0| 92.00
200.00 Total (lines 50-199) 162,933 109,334,090 427,883 0 0[200.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Pirovider CCN: 140015

Worksheet D

Part Iv

Date/Time Prepared:
2/28/2014 2:15 pm

Period:
From 10/01/2012
To 09/30/2013

Hospital PPS

ANCILLARY. ‘SERVICE. COST CENTER,
50.00 |05000{ OPERATING ROOM 0 0f 50.00
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0 0 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 53.00
54,00 |05400| RADIOLOGY~DTAGNOSTIC 0 0 54.00
60.00 |06000( LABCRATORY 0 0 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0, 0 62.00
65.00 [06500| RESPIRATORY THERAPY 0 0 65.00
66.00 |06600; PHYSICAL THERAPY 0f 0 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0f 0 67.00
68.00 |06800) SPEECH PATHOLOGY 0 0 68.00
69.00 06900 ELECTROCARDIOLOGY 0 0 69.00
70.00 [07000| ELECTROENCEPHALOGRAPHY 0 0 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 71.00
72.00 [07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 72.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0 0 73.00
74 00 [07400) RENAL DTALYSTS 0 0, 74.00
OUTPATIENT . SERVICE COST CENTERS. . e T
88.00 |08800( RURAL HEALTH CLINIC 0 0f 88.00
90.00 |09000( CLINIC 0 0f 90.00
91.00 |09100| EMERGENCY 0 0 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 92.00
200.00 Total (Tines 50-199) 0 0| 200.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST pProvider CCN: 140015 |Period: worksheet D

From 10/01/2012 | Part v

Te  09/30/2013 | pate/Time Prepared:
272872014 2:15 pm
Hospital PPS

Title XVIIT
Char

ANCILLARY SERVICE COST CENTERS..

50.00 |05000| OPERATING ROOM 0.304742 21,563,646 0 0 6,571,349 50.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 0.533100 5,139 0 0 2,740| 52.00
53.00 |05300| ANESTHESIOLOGY 0.058505 3,284,319 0 0 192,1458| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0.135695 27,239,701 0 0 3,696,291 54.00
60.00 |06000( LABORATORY 0.119773 1,507,017 582 0 180,500; 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0.409110 556,728 0 0 227,763] 62.00
65.00 |06500| RESPIRATORY THERAPY 0.324440 1,142,183 0 0 370,570; 65.00
66.00 |06600| PHYSICAL THERAPY 0.650258 0 0 0 0| 66.00
67.00 |06700| OCCUFPATIONAL THERAPY 0.384561 0 0 0 01 67.00
68.00 |06800|SPEECH PATHOLOGY 0.307082 0 0 0 0| 68.00
69.00 [06900| ELECTROCARDIOLOGY 0.073333 12,152,121 ¢ 0 891,151] 69.00
70.00 (07000, ELECTROENCEPHALOGRAPHY 0.262229 573,273 0 0 150,329] 70.00
71.00 107100[MEDICAL SUPPLIES CHARGED TQ PATIENTS 0.199910 8,746,358 0 0 1,748,484 71.00
72.00 [07200{IMPL.. DEV. CHARGED TO PATIENTS 0.396491 6,580,971 0f 0 2,609,296 72.00
73.00 07300/ DRUGS CHARGED TO PATIENTS 0.195813 11,645,376 0f 0 2,280,316| 73.00
74.00 07400/ RENAL DIALYSIS 0.487337 235,325 0j 0 114,683 74.00
OUTPATIENT SERVICE COST CENTERS o ] L SET L
88,00 [08800] RURAL HEALTH CLINIC 0. 000000 0| 88.00
90.0C (02000 CLINIC 2.459402 14,774 0f 0 36,335 90.00
91.00 (09100) EMERGENCY 0.290391 5,798,146 0f 0 1,683,729] 91.00
92.00 |09200| OBSERVATION BEDS (NOM-DISTINCT PART) 0.387609 8,289,013 0f 0 3,212,896| 92.00
200.00 Subtotal (see instructions) 109,334,090 582 0 23,968,581|200.00
201.00 Less PBP Clinic Lab. Services-Program o 0 201.00
only Charges
202 .00 Net Charges (1ine 200 +/- Tine 201) 109,334,090 582 0 23,968,581|202.00

MCRIF32 - 4.8.152.0



Hea'lth Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF MEDICAL, OTHER HEALTH SERVICES AND VACCINE COST Provider CCN: 140015 |Period: worksheet D

From 10/01/2012 | part v

To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pin

Title XVIIT Hospital PPS
50.00 [05000{ OPERATING ROOM 0 0 50.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 0 0 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 0 0 54.00
60.00 |06000| LABORATORY 70 0 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 62.00
65.00 |06500| RESPIRATORY THERAPY 0 0 65,00
66.00 |06600| PHYSICAL THERAPY 0 0 66,00
67.00 |06700| OCCUPATIONAL THERAPY 0 ¢ 67.00
68.00 |06B00|SPEECH PATHOLOGY 0 0 68,00
69.00 {06900| ELECTROCARDIOLOGY 0 0] 69,00
70.00 (07000 EL.LECTROENCEPHALOGRAPHY 0 0] 70.00
71.00 [07100] MEDICAL SUPPLIES CHARGED TO PATLENTS 0 0 71,00
72.00 [07200| IMPL. DEV. CHARGED TO PATIENTS 0 0 72.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0 0 73.00
74,00 [07400| RENAL DIALYSIS 0 0 74.00
EﬁngTv SERVICE “COST CENTERS: 5 oo o : i I 5
88.00 |08800| RURAL HEALTH CLINIC 0 0 88.00
90.00 [09000| CLINTC 0 0 90.00
91.00 [09100| EMERGENCY 0 0 91.00
92.00 09200/ OBSERVATION BEDS (NON-DISTINCT PART) 0 0 92.00
200.00 subtotal (see instructions) 70 Q 200.00
201.00 Less PBP Clinic Lab. Services-Program 0 201.00
only cCharges
202.00 Net charges (1ine 200 +/- Tine 201) 70 0 202.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form ¢ms-2552-10
APPORTIONMENT OF INPATIENT ANCILLARY SERVICE CAPITAL COSTS Provider CCN: 140015 |Period: worksheet D
From 10/01/2012 | Part II
component CCN: 145015 [To 09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Title XvIII subprovider - PPS
IPF
ANCTLLARY. SERVICE. COST CENTERS e T :
50,00 [05000| OPERATING ROOM 72,321,328 . 0 0| 50.00
52.00 [05200| DELIVERY ROOM & LABOR ROOM 5,531,732 0. 0 0| 52.00
53.00 |05300{ ANESTHESIOLOGY 15,181,010 0. 0 0| 53.00
54,00 {05400| RADIOLOGY-DIAGNOSTIC 104,644,491 0. 75,687 2,159| 54.00
60.00 |06000; LABORATORY 728,175 75,297,482 0.009671 480, 442 4,646| 60.00
62,00 |06200{ WHOLE BLOOD & PACKED RED BLOOD CELLS 35,533 3,888,688 0.009138 643 6| 62.00
65,00 |06500{ RESPIRATORY THERAPY 178,743 10,878,984 0.016430 21,030 346( 65.00
66,00 06600 PHYSICAL THERAPY 121,940 3,967,556 0.030734 3,394 104| 66.00
67.00 06700/ OCCCUPATIONAL THERAPY 29,865 2,338, 261 0.012772 650 8] 67.00
68.00 06800 SPEECH PATHOLOGY 13,862 1,328,175 0.010437 0 0| 68.00
69,00 |06300| ELECTROCARDIOLOGY 913,909 59,140,736 (.015453 63,289 978( 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 75,544 2,027,102 0.037267 2,973 111| 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 326,713 46,625,458 0.007007 7,718 54| 71.00
72.00 |07200{IMPL. DEV. CHARGED TQ PATIENTS 492,172 34,160,833 0.014407, 0 0| 72.00
73.00 |07300|DRUGS CHARGED TQ PATIENTS 683,264 88,746,732 0.007699 340,595 2,622| 73.00
74.00 |07400| RENAL DIALYSIS 15,345 1,488, 506 0.010309 0 0] 74.00
OO PATIENT .BERVICE COBT CENTERS . i oo S e S A

88.00 (08800| RURAL HEALTH CLINIC 59,387 747,908 0.079404 0 0| 88.00
90.00 (09000[CLINIC 45,717 105,117 0.434915 0 0| 90.00
91.00 |09100| EMERGENCY 599,031 33,387,872 0.017942 165,124 2,963] 91.00
92.00 (09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 19,142,056 0.000000 0 01 92.00
200.00 Total (lines 50-19%) 11,083,94% 580,950,027 1,161,545 13,997|200.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 |pPeriod: worksheet D

THROUGH COSTS From 10/01/2012 | Part 1v

Component CCN:145015 |To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

Title XVIII subprovider - PPS
IPF
TE T T't : T B
ANCILLARY SSERVICE COST . CENTERS: --
50.00 [05000{ OPERATING ROOM 0 152,494 0 0 152,494 50.00
52.00 05200 DELTVERY ROOM & LABOR ROOM 0 186,990 0 0 186,990| 52.00
53.00 [05300{ ANESTHESIOLOGY 0 0 0 0 0; 53.00
54.00 [05400| RADIOLOGY-DIAGNOSTIC 0 0 300, 406 0 300,406| 54.00
BO. 00 06000 LARORATORY 0 ] 120,681, 0 120,681| 60.00
62.00 [06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0f 0| 62.00
65.00 (06500 RESPIRATORY THERAPY 0 0 0 0 0! 65.00
66.00 [06600| PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 (06700 OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 [06800|SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 {06900| ELECTROCARDIOLOGY 0 8,213 0 0 8,213] 69.00
70.00 |07000( ELECTROENCEPHALDGRAPHY 0 0 0 0 ol 70.00
71.00 |07100| MEDECAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0] 71.00
72.00 [07200{IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 ol 72.00
73.00 j07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0 73.00
74.00 07400 RENAL DIALYSIS 0 0 0 0 0| 74.00
QUTPATIENT :SERVICE COST:CENTERS i i o
88.00 |08800|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
90.00 |09000{ CLINIC 0 0 0f 0 0| 90.00
91.00 |09100{ EMERGENCY 0 100,340 0f 0 100,340( 91.00
92.00 |09200{ OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0| 32.00
200.00 Total (lines 50-199) 0 448,037 421,087 0 869,124|200.00

MCRIF32 - 4.8,152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT QF INPATIENT/QUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Provider CCN: 140015
Component CCN:14s015

period:
From 10/01/2012
To  09/30/2013

Worksheet D

Part Iv

pDate/Time Prepared:
2/28/2014 2:15 pm

Title XVIII

Subprovider -

PPS

ANCILLARY. SERVICE €0ST CENTERS .. T T T T
50.00 |05000| OPERATING ROOM 152,494 72,321,328 0.002109 }.002109 o[ 50.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 186, 990 5,531,732 0.033803 0.033803 0} 52,00
53.00 105300 ANESTHESIOLOGY 0 15,181,010 0.000000 0.000000 0| 53.00
54.00 |05400| RADIOLOGY~DIAGNOSTIC 300, 406 104,644,491 0.002871 0.002871] 75,687 54.00
60.00 |06000| LABORATORY 120,681 75,287,482 0.001603 0.001603 480,442 60,00
62.00 |06200| WHOLE BLOOD & PACKED RED BLOOD CELLS 0 3,888,688 0.000000 0.000000 643| 62.00
65.00 |06500| RESPIRATORY THERAPY 0 10,878,984 0. 000000 0.000000 21,030| 65,00
66.00 |06600| PHYSICAL THERAPY 0 3,967,550 0. 000000 0.0000060 3,394 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 2,338,261 0. 000000 0.000000 650( 67.00
68.00 |06800| SPEECH PATHOLOGY 0 1,328,175 0. 000000 0. 000000 0| 68.00
69.00 |06900| ELECTROCARDIOLOGY 8,213 59,140,736| 0.000139 0.000139 63,289| 60.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 2,027,102 0. 000000 0.000000 2,873| 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 46,625,458 0. 000000 0.000000 7,718| 71.00
72.00 [07200| IMPL. DEV. CHARGED TO PATIENTS 0 34,160,833 0. 000000 0.000000 0| 72.00
73.00 [07300|DRUGS CHARGED TFO PATIENTS 0 88,746,732 0. 000000 0.000000 340,595| 73.00
74.00 [07400) RENAL DIALYSIS 0l 1,488,506 0. 000000 0. 000000 0| 74.00
OUTPATIENT SERVICE €OST CENTERS oo om0 P i B b
88.00 [08800|RURAL HEALTH CLINIC 0 747,908 0. 000000 0.000000 0| 88.00
90.00 [09000| CLINIC 0f 105,117 0.000000 0.000000 0| 90.00
91.00 |09100| EMERGENCY 100, 340 33,387,872 0.003005 0.003005 165,124| 91,00
92.00 |09200|OBSERVATION BEDS (NON-DISTINCT PART) 0 19,142,054 0.000000 0.000000 0| 92.00
200.00 Total (Tines 50-199) 869,124 580,950,027 1,161,545 (200,00

MCRIF3Z - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL Inh Lieu of Form ¢M5-2552-10
APPORTIONMENT OF ENPATIENT/OUTPATIENT ANCELLARY SERVICE OTHER PASS Provider CCN: 140015 |Period: worksheet ©
THROUGH COSTS From 10/01/2012 | Part 1Iv
Component CCN: 145015 |To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm
Title XVILI Subprovider - PPS

IPF
‘YA ALY

IANCTLLARY, SERVICE COST CENTERS' e
50.00 |05000| OPERATING ROOM 0 0 0 0| 50.00
52.00 05200/ DELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 {05300 ANESTHESIOLOGY 0 0 0 0 0| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 217 0 0 0 0| 54.00
60.00 |06000| LABORATORY 7701 0 0 0 0| 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
65.00 |06500{ RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0| 66.00
67 .00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |06800| SPEECH PATHOLOGY 0 0 0 0 0| 68.00
69.00 |06200| ELECTROCARDIOLOGY 9 0 0 0 0| 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY a 0 0 0 0| 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TC PATIENTS 0 0 0 0 0| 71.00
72.00 |07200| IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0| 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0| 73.00
74.00 |07400 RENAL DIALYSIS Q 0 ) 0 0| 74.00
OUTPATTENT (SERVICE €05T i i g
88.00 |08800| RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
90.00 |09000| CLLINIC 0 0 0 0 0| 90.00
91.00 |09100) EMERGENCY 496 0 0 0 0| 91.00
92.00 |09200Q{ OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0 0 0| 92.00
200. 00 Total (lines 50-199) 1,492 0 0 0 0|200.00

MCRTF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL

In Lie

) of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

Provider CCN: 140015
Component CCN: 145015

Period:
From 10/01/2012
To  09/30/2013

Worksheet D
Part 1Iv

pate/Time Prepared:

2/28/2014 2:15 pm

Title XVIII

subprovider -

IPF

PPS

50.00 05000 OPERATING ROOM

52.00 |05200/DELIVERY ROOM & LABOR ROOM

53.00 |05300| ANESTHESIOLOGY

54,00 |05400| RADIOLOGY-DIAGNOSTIC

60.00 06000 LABORATORY

62.00 06200/ WHOLE BLOCD & PACKED RED BLOOD CELLS
65.00 |06500| RESPIRATORY THERAPY

66.00 |06600| PHYSICAL THERAPY

67.00 |06700| OCCUPATIONAL THERAPY

68.00 |06800| SPEECH PATHOLOGY

692.00 |06900| ELECTROCARDIOLOGY

70.00 |07000| ELECTROENCEPHALOGRAPHY

71.00 |67100| MEDICAL SUPPLIES CHARGED TO PATIENTS
72.00 |07200| IMPL.. DEV. CHARGED TO PATIENTS
73.00 |07300| PRUGS GHARGED TO PATIENTS

74.00 |07400|RENAL DIALYSIS

COODDOOOOoD DO OO OO

COCOoC OO OO oO0O

[OUTPATIENT SERVICE ‘€051 CENTERS

88.00 |08800| RURAL HEALTH CLINIC

90.00 |09000| CLINIC

91.00 |09100| EMERGENCY

92.00 |09200| OBSERVATION BEDS {NON-DISTINCT PART)
200.00 Total (lines 50-199)

o0 0o ok

[elel=RoN=11

MCRTIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT ANCILEARY SERVICE CAPITAL COSTS

Provider CCN: 140015

Cotponent CCN: 141015

Period:
From 10/01/2012
To  09/30/2013

worksheet D

Part IT

Date/Time Prepared:
2/28/2014 2:15 pm

Title XVIIT

subprovider -

PPS

FLLARY SERVIGE COST CENTERS:

07300
07400

OPERATING ROOM

DELIVERY ROOM & LAROR ROOM
ANESTHESIOLOGY
RADIOLOGY-DIAGNOSTIC
LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

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

121,940

683,264

727321, 328

047373

08800
09000
09100
09200

OUTPATIENT SERVICE COST CENTERS ;i

RURAL HEALTH CLINIC

CLINIC

EMERGENCY

OBSERVATION BEDS (MNON-DISTINCT PART)

Total (lines 50-199)

59,387

45,717
599,031
0

11,083,941

0 27,930

5,531,732 0.024179 0
15,181,010 0.014513 2,344
104,644,491 0.028522 284,597
75,297,482 0.009671, 656,774
3,888,688 0.009138 26,163
10,878,984 0.016430 181,863
3,967,556 0.030734 1,039,311
2,338,261 0.012772 764,088
1,328,175 0.010437 317,107
59,140,736 0.015453 47,755
2,027,102 0.037267 2, 230
46,625,458 0.007007 87,589
34,160,833 0.014407 18,802
88,746,732 0.007692 820,261
1,488,506] 0.010309 30,064
747,908 0.079404 O
105,117 0.434915 0]
33,387,872 0.017942 9,333
19,142,056 0. 000000 0
580,950,027 4,316,211

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPETAL

In Lieu of Form CMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATLIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 140015
Component CCN: 1471015

Period:
From 10/01/2012
To 09/30/2013

worksheet b

Part IV

Date/Time Prepared:
2/28/2014 2:15 pm

Title XvIILI

Subprovider -

PPS

ANCILLARY ‘SERVIEE-COST CENTERS:
50.00 [05000| OPERATING ROOM 0 152,494 0 0 152,494 50.00
52.00 [05200(DELIVERY ROOM & [ABOR ROOM 0Of 186,990 & 0 186,990 52.00
53.00 |05300[ ANESTHESIOLOGY 0f 0 & 0 0| 53.00
54.00 |05400( RADIOLOGY~DIAGNOSTIC 0 0 300, 406 0 300,406| 54.00
60.00 (06000 LABORATORY 0f 0 120, 681 0 120,681 60.00
62.00 |06200{ WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
65.00 |06500| RESPIRATORY THERAPY 0 0 0 0 0| 65.00
66.00 |06600| PHYSICAL THERAPY 0 0 0 0 0| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 0 0 0| 67.00
68.00 |06800| SPEECH PATHOLOGY 0 0 0 0 0| 68.00
©69.00 |06900| ELECTROCARDTOLOGY 0 8,213 0 0 8,213| 69.00
70.00 |07000| ELECTROENCEFPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0 0 0 0 0| 71.00
72.00 [07200|IMPL. DEV. CHARGED TO PATIENTS 0 0 0 0 0| 72.00
73.00 [07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0 73.00
74.00 [07400|RENAL DIALYSIS 0 0 0 0, 0| 74.00
OUTPATIENT - SERVECE "COST CENTERS o n i i s R
88.00 |OBEOO|RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
90,00 [09000] CLLINTC 0 0 0 0 0] 90.00
91.00 |09100| EMERGENCY 0, 100, 340 0 ¢ 100,340| 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0| 0 0 0| 0] 92.00
200.00] Total (1ines 50-199) 0f 448,037 421,087 0 869,124{200.00

MCRIF32 - 4.8.152.,0



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

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 |Period: worksheet D
THROUGH COSTS From 10/01/2012 [ rart Iv

Component CCN: 1471015 [To  09/30/2013% Date/Time Prepared:
2/28/2014 2:15 pm

Titla XVIII subprovider - PP5
IRF
otat: Chal Ratio: 6T Cost
kit W
ANCILLARY: SERVICE COST CENTERS. .. Sl e BT
50.00 |05000{ OPERATING ROOM 152,494 72,321,328 0.002109 0.002109 27,930 50.00
52.00 |05200 DELIVERY ROOM & LABOR ROOM 186,990 5,531,732 0.033803 0.033803 0| 52.00
53.00 |05300{ ANESTHESLOLOGY 0 15,181,010 0. 000000 0.000000 2,344 53.00
54,00 |05400{ RADIOLOGY-DIAGNOSTIC 300,406/ 104,644,491 0.002871 0.002871 284,597| 54.00
60.00 |06000| LABORATORY 120,681 75,297,482 0.001603 0.001603 656,774| 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 3,888,688 0. 000000 0.000000 26,163| 62.00
65.00 |06500| RESPIRATORY THERAPY 0 10,878,984 0. 000000 0.000000 181,863| 65.00
66.00 |06600| PHYSICAL THERAPY 0 3,967,556 0. 000000 0.000000 1,039,311| 66.00
67.00 |06700( GCCCUPATIONAL THERAPY 0 2,338,261 0. 000000 G.000000 764,088| 67.00
68.00 |06800| SPEECH PATHOLOGY 0 1,328,175 0. 000000 0.000000 317,107| 68.00
69.00 |06900( ELECTROCARDIOLOGY 8,213 59,140,736 0.000139 0.000139 47,755| 69.00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 2,027,102 0. 000000 0.000000 2,230| 70.00
71.00 |07100{ MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 46,625,458 0.000000 0.000000 87,589| 71.00
72.00 {07200| IMPL. DEV. CHARGED TO PATIENTS 0 34,160,833 0.000000 0.000000 18,802| 72.00
73,00 {07300/ DRUGS CHARGED TO PATIENTS 0 88,746,732 0.000000 0.000000 820,261| 73.00
74.00 {07400| RENAL DIALYSIS 0 1,488,506 0.000000 0.000000) 30,064| 74.00
OUFPATIENT SERVICE: €0ST CENTERS
88,00 |08800| RURAL HEALTH CEINIC 0 747,908 0.000000 0.000000 0| 88.00
90,00 |09000| CLINIC 0 105,117 0.000000 0.000000 0] 90.00
91,00 |091.00| EMERGENCY 100,340 33,387,872 0.003005 0.003005 9,333) 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 19,142,056 0.000000 0.000000 G 92.00
20000 Total (lines 50-199) 869,124 580,950,027 4,316,211|200.00

MCRTF32 - 4.8.152.0



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

THROUGH COSTS From 10/01/2012 | Part IV

Component CCN:14TOLl5 |To  09/30/2013 | pate/Time Prepared:
272872014 2:15 pm

Title XVIII subprovider - PPS .

50.060 [05000| OPERATING ROOM 59 0 0 0f 0| 50.00
52.00 05200 DPELIVERY ROOM & LABOR ROOM 0 0 0 0 0| 52.00
53.00 |05300| ANESTHESIOLOGY 0 0 0 0f 0| 53.00
54.00 |05400| RADIOLOGY-DIAGNOSTIC 817 0 0 0 0| 54.00
60.00 |06000] LABORATORY 1,053 0 0 0 0| 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0 0 0 0 0| 62.00
65.00 |06500| RESPIRATORY THERAPY 0 0 0l 0 0| 65.00
66.00 [06600| PHYSICAL THERAPY 0 0 0f 0 0| 66.00
67.00 (06700| OCCUPATIONAL THERAPY 0 0 0] 0 0| 67.00
68.00 [06800|SPEECH PATHOLOGY 0 0 0| 0 0| 68.00
69.00 [06900| ELECTROCARDIOLOGY 71 0 0 0 0] 69.00
70.00 [07000] ELECTROENCEPHALOGRAPHY 0 0 0 0 0| 70.00
71.00 [07100| MEDICAL SUPPLIES CHARGED TG PATIENTS 0f 0 0 0 0| 71.00
72.00 |072004 IMPL. DEV. CHARGED TO PATIENTS 0 0 0| 0 0| 72.00
73.00 |07300{ DRUGS CHARGED TO PATIENTS 0 0 0 0 0| 73.00
74.00 |07400| RENAL DIALYSIS o 0 0 0 __0f 74.00
OUTPATIENT [SERVICE €651 CENTERS - oo - . o T
88.00 [0B800( RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
90.00 [092000( CLINIC 0 0 0 0 0} 90.00
91.00 [09100] EMERGENCY 28 0 0 0 0| 91.00
92.00 |09200| OBSERVATION BEDS (NON-DTSTINCT PART) 0 0 0 0 0| 92.00
200,00 Total (lines 50-199) 1,964 0 0 0 01200.00

MCRIF3Z - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

in Eieu of Form cMS-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS

THROUGH COSTS

Provider CCN: 140015
Component CCN: 14T0L15

Period:
From 10/01/2012
To  09/30/2013

wWorksheet D

part 1v

pDate/Time Prepared:
2/28/2014 2:15 pm

Title XvIII Subprovider - PPS
IRF
i AT
ANCTLLA GE. G
50.00 (05000| OPERATING ROOM 0 0f 50.00
52.00 [05200|DELIVERY ROOM & LABOR ROOM 0 o 52.00
53.00 |05300| ANESTHESIOLOGY 0f 0 53.00
54.00 (05400 RADIOLOGY-DIAGNOSTIC 0f 0y 54,00
60.00 |06000] LABCRATORY 0 [ 60.00
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0f 0 62.00
65.00 |06500{ RESPIRATORY THERAPY 0 0 65.00
66.00 (06600 PHYSICAL THERAPY 0 0 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0 0 67.00
68.00 |06800|SPEECH PATHOLOGY 0 0 68.00
69.00 |06900| ELECTROCARDIOLOGY 0 0 69,00
70.00 [07000| ELECTROENCEPHALOGRAPHY 0 0 70.00
71.00 (07100 MEDICAL SUPPLIES CHARGED TOG PATIENTS 0 0 71.00
72.00 [07200/IMPL. DEV. CHARGED TO PATIENTS 0 0 72.00
73.00 [07300| DRUGS CHARGED TO PATIENTS 0 0 73.00
0 0 74.00
TIENT. SE COST. . CENTERS AR =

RURAL HEALTH CLINIC 0 0 88.00

90.00 |09000[ CLINIC 0 0 90.00
91.00 |09100{ EMERGENCY 0 0 91.00
92.00 |09200{ OBSERVATION BEDS (NON-DISTINCT PART) 0 0 92.00
200,00 Total (lines 50-199) 0 0 200.00

MCRIF3Z2 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM5-2552-10

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS
THROUGH COSTS

pProvider CCN: 140015
Component CCN: 145643 [ To

Period:

From 10/01/2012
09/30/2013

worksheet D
Part Iv

Date/Time Prepared:

2/28/2014 2:15 pm

Title XvVIII skilled Nursing PPS
Facility
hog] AT her

ANGT Y. SERVICE CENTERS i :
50.00 |05000| DPERATING ROOM 0] 152,494 0 0
52.00 |05200| DELIVERY ROOM & LABOR ROOM 0 186,990 0 0 186,920
53.00 |05300| ANESTHESIOLOGY 0 0 0 0 0
54,00 |05400 RADTOLOGY~DIAGNOSTIC 0 0 300, 406 0 300,406
60.00 [06000| LABORATORY 0 0 120,681 0 120,681
62,00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0f 0 0 0 0
65.00 |06500| RESPIRATORY THERAPY 0f 0 0 0 0
66,00 |06600| PHYSICAL THERAPY 0 0 0 0 0
67,00 [06700| OCCUPATIONAL THERAPY 0 0 0 0 0
68,00 |0G800| SPEECH PATHOLOGY 0 0 0 0 0
69,00 (06900 ELECTROCARDIOLOGY 0 8,213 0 0 8,213
70,00 |07000| ELECTROENCEPHALOGRAPHY 0 0 0 0 0
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATTENTS 0 0 0 0 0
72.00 |07200{ IMPL. DEV. CHARGED TO PATIENTS 0 0 0f 0 0
73.00 |07300|DRUGS CHARGED TO PATIENTS 0 0 0 0 0
74.00 |07400| RENAL DIALYSTS 0 0 0 0 0

[OUTEATIENT: SERVICE. COST CENTERS i : Lo S
88.00 (08800| RURAL HEALTH CLINIC 0 0 0
90,00 |09000( CLINIC 0 0 0 0 0
91.00 |09100| EMERGENCY 0 100, 340 0f 0 100,340
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART) 0 0 0f 0 0
200,00 Total (lines 50-199) 0 448,037 421,087 0 869,124

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Liey of Form CM5-2552-10
APPORTIONMENT OF INPATLIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 | period: worksheet D

THROUGH COSTS From 10/01/2012 | part IV

Component CCN: 145643 |To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm
Title XVIIT skilled Nursing PPS

AR RY SERVICE COST. CENTERS . . o oo T
50.00 |05000| OPERATING ROOM 152,494 72,321,328 0.002109 0.002109 20,356{ 50.00
52.00 |05200(DELIVERY ROOM & LABOR ROOM 186,990 5,531,732 0.033803 0.033803 0| 52.00
53.00 |05300| ANESTHESTOLOGY 0 15,181,010 0. 000000 0. 000000 676| 53.00
54,00 |05400| RADIOLOGY-DIAGNOSTIC 300, 406 104,644,491 0.002871] 0.002871 164,793 54.00
60.00 |06000| LABORATORY 120,681 75,297,482 0.001603 0.001603 934,308 60.00
62.00 |06200|wHOLE BLOOD & PACKED RED BLOOD CELLS 0 3,888,688 0.000000 0.000000 86,379 62.00
65.00 [06500| RESPIRATORY THERAPY 0 10,878,984 0.000000 0.000000 635,980| 65.00
66.00 (06600 PHYSICAL THERAPY 0 3,967,556 0.000000 0.000000 707,511] 66.00
67.00 [06700| OCCUPATIONAL THERAPY 0 2,338,261 0.000000 0.000000 505,262| 67.00
68.00 [06800|SPEECH PATHOLOGY 0 1,328,175 0.000000 0.000000 54,800 68.00
69.00 |06900| ELECTROCARDIOLOGY 8,213 59,140,736 0.000139 0.000139 53,818 69.00
70.00 {07000 ELECTROENCEPHALQGRAPHY 0 2,027,102 0. 000000 0.000000 3,717 70.00
71.00 |07100| MEDICAL SUPPLIES CHARGED TO PATIENTS 0 46,625,458 0. 000000 0. 000000 165,022| 71.00
72.00 |07200[IMPL. DEV. CHARGED TQ PATIENTS 0, 34,160,833 0. 000000 0. 000000 0| 72.00
73.00 |07300|DRUGS CHARGED TO PATIENTS & 88,746,732 0. 600000 0. 000000 2,947,164| 73.00
74.00 |07400| RENAL DIAL YSTS 0 1,488,506 0. 000000 0. 000000 58,181 74.00

[GUTPATIENT SERVICE COST CENTERS. S :
38.00 |08800| RURAL HEALTH CLINIC 0f 747,908 0. 000000 0. 000000 0] 88.00
90.00 |09000{ CLINIC 0f 105,117 0. 000000 0.000000 0| 90.00
91.00 |09100) EMERGENCY 100, 340 33,387,872 0.003005 0.003005 0] 91.00
92.00 |09200{ OBSERVATION BEDS (NON-DISTINCT PART) 0f 19,142,056 0.000000 0.000000 0] 92.00
200.900 Total (lines 50-192) 869,124 580,950,027 6,337,967(200.00

MCRIF32 - 4.8.152.0



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

APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS Provider CCN: 140015 |reriod: worksheet D

THROUGH COSTS From 10/Q1/2012 | Part Iv

Component CCN:145643 [To  09/30/2013 | Date/Time Prepared:

2/28/2014 2:15 pm

Title XVIIT skilled Nursing PPS

Facility

a5 Ii - Nop
1

ANCTLLARY SERVICE -COST..CENTERS e i LR
50.00 [05000| OPERATING ROOM 43

50.00
52.00 |05200| DELIVERY ROOM & LABOR ROOM 0 52.00
53.00 |05300|ANESTHES I0L.OGY 0 53.00
54.00 [05400! RADIOLOGY-DIAGNOSTIC 473 54,00
60.00 |06000) LABORATORY 1,498 60,00

62.00 {06200; WHOLE BLOOD & PACKED RED BLOOD CELLS 0
65.00 |06500{ RESPIRATORY THERAPY 0
66.00 |06600| PHYSICAL THERAPY 0
67.00 |06700( OCCUPATIONAL THERAPY 0
68.00 |06800| SPEECH PATHOLOGY 0
69.00 |06900) ELECTROCARPIOLOGY 7
70.00 |07000| ELECTROENCEPHALOGRAPHY 0
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0
72.00 07200/ IMPL. DEV. CHARGED TO PATLENTS 0
73.00 (07300|DRUGS CHARGED TC PATIENTS 0
74.00 |07400| RENAL._DIALYSIS ] ] ] 0
OUTPATIENT. SERVICE COST CENTERS. <

OO0 COoODOODODOOODS ol

P00 DDD OO0 O
o
~
2
<

oo oo ocooococc oo O

88.00 08800 RURAL HEALTH CLINIC 0 0 0 0 0| 88.00
90.00 (09000 CLINIC 0 0 0 0 0f 90.00
91.00 |09100| EMERGENCY 0 0 0 0 0| 91.00
92.00 [09200| OBSERVATION BEDS {NON-DISTINCT PART) 0, 0] 0 0 0| 92.00
200.00 Total (Tines 50-199) 2,021 0f 0 0 0)200.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
APPORTIONMENT OF INPATIENT/OUTPATIENT ANCILLARY SERVICE OTHER PASS pProvider CCN: 140015 |Period: worksheet D

THROUGH COSTS From 10/01/2012 [ Part 1v

Component CCN: 145643 |To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

Title XVIII skilled Nursing PPS
Facility
TTTTRSA AN
AL1T8d Healt,
50.00 |05000| OPERATING ROOM 0 0 50.00
52.00 |05200( DELIVERY ROOM & LABOR ROOM 0 0 52.00
53.00 |05300[ ANESTHESIOLOGY 0 0 53.00
54.00 |05400( RADTOLOGY-DIAGNOSTIC 0 0 54,00
60.00 |06000| LABORATORY 0 0 60,00
62.00 (06200 WHOLE BLOOD & PACKED RED BELOOD CELLS 0 0 62.00
65.00 |06500{ RESPTRATORY THERAPY 0 0| 65,00
66.00 |06600( PHYSICAL THERAPY 0 0 66,00
67.00 {06700 OCCUPATIONAL THERAPY 0 0 67,00
68.00 |06800{ SPEECH PATHOLOGY 0 0O 68,00
69.00 |06900| ELECTROCARDTOLOGY 0 O 69,00
70.00 |07000| ELECTROENCEPHALOGRAPHY 0 Of 70,00
71.00 |07100{MEDICAL SUPPLIES CHARGED TQ PATIENTS 0 0 71.00
72.00 |07200|IMPL. DEV. CHARGED TQ PATIENTS 0f 0 72.00
73.00 (07300 DRUGS CHARGED TO PATIENTS 0 0 73.00
74.00 |Q7400{RENAL DIALYSIS 0] 0 74.00
OO PATIENT SERVECE "COST CENTERS L
88.00 (08B00|RURAL HMEALTH CLINIC 0 0 88.00
90.00 [09000| CLINEC 0 0 90.00
91.00 (09100 EMERGENCY 0 0 91.00
92.00 (092200{OBSERVATION BEDS. (NON-DISTINCT PART) 0 0 92.00
200. 00f Total (lines 50-199) 0 0 200.00

MCRLF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form ¢€M5-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140015 |Period: worksheet D-1
From 10/01/2012
To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Title XVIIXI Hospital PP5S

(SN Wl A

o

10.
11.
12.
13.
14.
16.
17.
18.
19.
20.

21.
22.

23.

.00
.00
.00

.00
.00

.00
.00
.00

.00

00
oo
[t
00
00
00
00
00
00
00

00
00

00

Inpat1ent days (1nc1ud1ng pr1vate room days and sw1ng bed days exc?ud1ng newborn)
Inpatient days (including private room days, excluding swing-bed and newborn days)

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

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

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

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

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

Total swing-bed NF type inpatient days (including private room days) after December 31 of the cost
reparting period (if calendar year, enter 0 on this Tine)

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

swing-hed SNF type inpatient days applicable to title
through pecember 31 of the cost reporting period (see
swing-bed SNF type inpatient days applicable to title
pacember 31 of the cost reporting period {if calendar
swing-bed NF type inpatient days applicable to titles
through pecember 31 of the cost reporting period
swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)
Madically necessary private room days applicable to the Program (excluding swing-bed days)

Total nursery days (title v or XIX only)
Nursery days (title Vv or XIX only)

XVIII only (including private room days)
instructions)

xvIIL onhly (including private room days) after
year, enter O on this 1ine)

Vv or XIX only (including private room days)

(=T -]

20,251

[=]

(=~ T =]

8 (= =]

SWING:BED ADIUSTMENT.

Medicare rate for swing- “bed SNF services app11cab1e to services through December 31 of the cost
reporting period

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

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

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

Total general inpatient routine service cost (see instructions)

swing-bed cost applicable to SNF type services through becember 31 of the cost reporting period (line
5 x Tine 17)
swing-bed cost
¥ line 18)
swing-bed cost
7 X Tine 19)
swing-bed cost
x line 20)
Total swing-bed cost (see instructions)

General inpatient routine service cost net of swing-bed cost (line 21 m1nus 11ne 26)

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

applicable to NF type services through Decembar 31 of the cost reporting period (line

applicable to MF type services after December 31 of the cost reporting period (line 8

0.00
0.00
0.00
0.00

37,366,326
0

0
0
0

0
37,366,326

PREVATE ROOM DIFEERENIIALAADJUSTMENTAW

General dinpatient routine service charges (exclu 1ng swing- -bed and observat10n bed charges)
pPrivate room charges (excluding swing-bed charges)
Semi-private room charges (excluding swing-bed charges)

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

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

Average semi-private room per diem charge (line 30 + Tine 4)

Average per diem private room charge differential {1ine 32 minus Tine 33)(see instructions)

per diem private room cost differential (1ine 34 x Tine 31)
Private room cost differential adjustment {line 3 x Tine 35)
General dnpatient routine service cost net of swing-bed cost and private room cost differential (Tine

Average

37,366,326

27 m1nus 11ne 36)

iohs)

Adjusted general inpatient routine service cost per diem (see instr
Program general finpatient routine service cost (line 9 x Tine 38)
mMedically necessary private room cost applicable to the program (line 14 x Tine 35)

Total Program general -inpatient routine service cost (line 39 + line 40)

924.22
18,716,379
0
18,716,379

.00
.00
.00

.00
.00

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

MCRIF3Z - 4.8.152.0



Health Financial Systems BLESSING HOSPETAL In Lieu of Form (MS-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140015 |Period:

From 10/01/2012
To  09/30/2013

worksheet b-1

pate/Time Prepared:
2/28/2014 2:15 pm

Title XVIII _ Hosp1ta1

_PPS

.00

INURSERY (title V & XIX ohly)

intensive Care Type Inpatiéht Jiospital Units

INTENSIVE CARE UNIT 7,550,118 3,951 1,910.94 2,625
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)

5,016,218| 43.00

1,00

64.

65.
66.

o0

00
00

Program inpatient anc111ary service cosf (Wkst D-3, col. 3, Tine 2005

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

28,670, 675 48;6b
52,403,272] 49.00

PASS THROUGH “COST. ADTUSTMENTS -

rass through costs applicable to Program 1npat1ent rout1ne services (from wkst D sum of Parts I and
IIT}

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

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

Total pProgram inpatient operating cost excluding capital related, non-physician anesthetist, and
medical education costs (1ine 49 minus Tine 52)

3,319,012| 50,00
2,440,376| 51.00

5,759,388| 52.00
46,643,884| 53.00

[TARGET. - AMOUNT. AND . CIMLT 'COMPUTATION ;-

program discharges

Target amount per discharge
Target amount (1ine 54 x Tine 55)
Difference between adjusted ‘inpatient operating cost and target amount {lihe 56 minus Tine 53)

Bonus payment (see tinstructions)

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

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

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

Re'lief payment (see instructions)

Allowable Inpatient cost E1us incentive payment (see instructions)

0.00{ 60.00

PROGRAN . INP [:ROUTINE ‘SWING:BED: COS

Medicare swing- —bed SNE inpatient routine costs through December 31 of the cost report1ng per1od {See
instructions) (title XvIII only)

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

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

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

Title v or XIx swing-hed NF inpatient routine costs after Decembar 31 of the cost reporting period
(Tine 13 x Tine 20)

TotaT title qur XIX swing-bed NF 1npat1ent rout1ne Costs (11ne_67 + 1ine 68)

skilled nurs1ng Fac111ty/0ther nurs1ng fac111tyfICF/MR rout1ne service cost (11ne 37)

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

Program routine service cost (line 9 x Tine 71)

mMedically necessary private room cost appiicable to Program (line 14 x Tine 35)

Total Program general dnpatient routine service costs (line 72 + 1ine 73)

Capital-related cost allocated to inpatient routine service costs (from worksheet 8, Part II, coluin
26, Tine 45)

pei diem capital-related costs (Fine 75 + Tine 2)

Program capital-related costs (1ine 9 x Tine 76)

Inpatient routine service cost (line 74 minus tine 77)

Aggregate charges to beneficiaries for excess costs (from provider records)

Total Program routine service costs for comparison to the cost timitation (line 78 minus Tine 79)
Inpatient routine service cost per diem Timitation

Inpatient routine service cost Timitation (line 9 x Tine 81)

Reasonable inpatient routine service costs (see instructions)

pProgram inpatient ancillary services (see instructions)

utilization review - physician compensation {see instructions)

Total Program inpatient 0perat1ng costs (sum of Tines 83 through 85)

PART IV 5 COMPUTATION: OF {OBSERVATION BED. PASS. THROUGH (COST.

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

observation bed cost (line 87 x 1ine 88) (see instructions)

8,028| 87.00
924.22| 88.00
7,419,638| 89.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu _of Form CMS-2552-10

COMPUTATEION OF INPATIENT OPERATING COST Provider CCN: 140015 | Period: worksheet D-1
From 10/01/2012
To  09/30/2013 | bate/Time Prepared:
2/28/2014 2:15 pm
Tit1e XVITT Hospital PPS
. L 'l’u'mfi’a"—l' =

ot ing: Cost

R e 00 45
COMPUTATTON BSERVATION BED PASS THROUGH ‘COST [0 it oo i, i 2
90.00 |capital-related cost 2,452,657 7,366,326 0.065638 7,419,638 487,010 90.00
91.00 |Nursing school cost 3,285,473 37,366,326 0.087926) 7,419,638 652,379| 91.00
92.00 |AlTied health cost 0 37,366,326 0.000000 7,419,638 0| 92.00
93.00 |AT1 other Medical Education 0 37,366,326 0.000000 7,419,638 0| 93.00

MCRIF32 - 4.8.152.0



Health Finanhcial Systems

BLESSING HOSPITAL In Lie

of Forin CM5-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140015 |Period: worksheet p-1
From 10/01/2012
component CCN:14s5015 (Te  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm
Title XVIIT subprovider - PPS

IPE

.00
.00
.00

W=

i

.00

10.00
11.00
12.00
13.00

14.00
15.00
16.00

17.00
18.00
19.00
20.00

21.00
22.00

23.00
24.00
25.00

26.00
27.00

28.00
29.00
30.00
31.00
32.00
33.00
34.00
35.00
36.00
37.00

38.00
32.00
40.00
41.00

Inpat1ent days (1nc1ud1ng pr1vate room days and sw1ng bed days, exc1ud1ng newborn)

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

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

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

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

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

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

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

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

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

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

swing-bed NF type inpatient days app’licable to titles v or XIX only (1nc1ud1ng private room days)
through December 31 of the cost reporting period

swing-bed NF type inpatient days applicable to titles v or XIX only (including private room days)
after December 31 of the cost reporting peried (if calendar year, enter 0 on this line)

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

Total nursery days (title v or XIX only)

Nursery days (title vV or XIX on1y)

12,068
12,068
0

12,068

SWEING BED ADJUSTMENT,

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

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

Medicaid rate for swing-bed WF services applicable to services through pecember 31 of the cost
reporting period

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

Total general inpatient routine service cost (see instructions)

swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line
5 x Tine 17

5wing—bed)cost applicable to SNF type services after December 31 of the cost reporting period (line 6
x Tine 18

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

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

Total swing-bed cost (see instructions)

General inpatient routine service cost net of swing-bed cost (line 21 minus line 26)

s

(=3}

10.
11.

12.

[V I o

.00

.00

.00
.00

0o
00

0o

0.00

0.00
0.00

9,076,086
s}

0
0
0

0
9,076,086

PRIVATE ROOM: DIFFERENTIAL: ADJUSTMENT

427 minus 11ne 36)

General inpatient routine service charges (exc1ud1ng sw1ng bed and observation bed c arges)
Frivate room charges (excluding swing-bed charges)
Semi-private room charges (excluding swing-bed charges)

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

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

Average semi-private room per diem charge (line 30 + Tine 4)

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

per diem private room cost differential (line 34 x line 31)
room cost differential adjustment (line 3 x Tine 35)
inpatient routine service cost net of swing-bed cost and private room cost differential (line

Average
Private
General

0
U]
(0]

0.000000
0.00

0.00

0.00

0.00

0
9,076,086

Adjusted general inpatient routine service cost per diem {see instructions)
Program general -inpatient routine service cost (line 2 x Tine 38)
Medically necessary private room cost applicable to the pProgram (line 14 x Tine 35)

Total Program general inpatient routine service cost (Tine 39 + Tine 40)

752.08
1,788,446
0
1,788,446

20.

21,
22.

23.

24,

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form ¢Ms-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140015 |Period: worksheet D-1
From 10/01/2012
Component CCN: 145015 [ To  08/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Title XVIIL Subprovider - PPS
IPF

oAl

LPIOgram: Days P

43.00

NURSERY (title V & XIX on1y)

Tritensive Care Tvpe Inpatient ROspTtal.uUnits.

INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT

QTHER SPECIAL CARE (SPECIFY)

Program inpatient anc111ary service cost (wkst, p-3, col.

3, Tine 200)
Total Program 1npat1ent Costs (sum of 11nes 41 through 48)(5ee 1nstruct1ons)

199,959
1,988,405

PASS - THROUGH JCOST - ADIUSTMENTS v

IIT)
Fass through costs applicable to Program inpatient ancillary services (from wkst. D,
and V)

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

Total Program inpatient operating cost excluding capital related,

sum of Parts IT

non-physician anesthetist, and

Pass through costs applicable to Program inpatient rout1ne services (from wkst. D, sum of Parts I and|

152,311
15,489

167, 800
1,820,605

medical education costs (Iine 49 minus 11ne 52)
TARGET -AMOUNT. AND: LIMET COMPUTATION T

Program discharges
Target amount per discharge

(line 13 x 1ine 20)
Total title V or XIX swing-bed NF inpatient routine costs (line 67 + line 68)

Target amount (1ine 54 x 1ine 55)

pifference between adjusted inpatient operating cost and target amount (line 56 minus l1ine 53) 0
Bonus paytwent (see instructions) 0
Lesser of Tines 53/54 or 55 from the cost reporting period ending 1996, updated and compounded by the 0.00
market basket

Lesser of Tines 53/54 or 55 from prior year cost report, updated by the market basket 0.00
If Tine 53/54 is less than the lower of Tines 55, 59 or 60 enter the lesser of 50% of the amount by 0
which operating costs (1ine 53) are less than expected costs {lines 54 x 60), or 1% of the target

amount (line 56), otherwise enter zero (see instructions)

Relief payment (see instructions) 0
Allowable Inpatient cost plus incentive payment (see 1nstruct1ons) 1]
PROGRAM  INPATIENT ROUTINE: SWENG' BED COST. . e
Medicare swing-bed SNF inpatient routine costs through December 31 of the cost report1ng per|od (See 1]
instructions) (title XVIII only)

Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 0
instructions) (title XvIIT only)

Total Medicare swing-bed SNF finpatient routine costs (Tine 64 plus line 65)(title XVIII only). For Q
CAH (see instructions)

Title v or XIX swing~bed NF inpatient routine costs through December 31 of the cost reporting period 0
(line 12 x 1ina 19)

Title V or XIx swing-bed NF inpatient routine costs after December 31 of the cost reporting period 0

PART -TET 25 SKELLED  NURSTNG: TSACILITY, OTHER NURSING FACILITY ; AND. ACH/MRONLY

Skilled nursing facility/other nursing fac1]1ty/ICF/MR routine service cost (line 37)

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

Program routine service cost (line 9 x 1ine 71)

Medically necessary private room cost applicable to Program {line 14 x Tine 35)

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

capital-related cost allocated to inpatient routine service costs (from Workshest B, Part II, column
26, Tine 45)

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

Program capital-related costs (line 9 x line 76)

Inpatient routine service cost (line 74 minus line 77)

Aggregate charges to beneficiaries for excess costs (from provider records)

Total Program routine service costs for comparison to the cost limitation (1ine 78 minus Tine 79)
Inpatient routine service cost per diem Timitation

Inpatient routine service cost Timitation ¢line 9 x Tine 81)

Reasonable inhpatient routine service costs (see instructions)

Program inpatient ancillary services (see +instructions)

vtilization review - physician compensation (see dinstructions)

Total Program 1npat1ent 0perat1ng costs (sum of 11nes 83 thrnugh 85)
BART ALV 5. e

Total observat1on hed days (see 1nstruct1ons)
Adjusted general inpatient routine cost per diem (line 27 = line 2}

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

MCRTF32 - 4.8.152.0



Health Financial Systeins

BLESSING HOSPITAL

In Lie

y of Form cms5-2552-10

COMPUTATION OF INPATIENT OPERATING COST

Provider CCN: 140015
Component CCN: 145015

Period:
From 10/01/2012
To  09/30/2013

worksheet D-1

pate/Time Prepared:
2/28/2014 2:15 pm

Title XVIII

Subprovider -

PPS

CGNPUTATION OF OBCERVATION BED PAsS THROUGH Cos

capital-related cost
Nursing school cost

Allied health cost

A1l other Medical Education

90.00
91.00
92.00
93.00

8,787

323,195
0
0

9,076, 086

9,076,036 0.035610
9,076,086 0.000000
9,076,086 0.000000

0.049557

coocof

90.00
91.00
92.00
93.00

o oo ol

MCRIF32 - 4.8,152.0



Health Financial Systems

BLESSING HOSPITAL In Lie

U of Form CMS-2552-10

pm

COMPUTATION OF INMPATIENT OPERATING COST Provider CCN: 140015 |Perio worksheet D-1
From 10/01/2012
Component CCN: 141015 {To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15
Title XVIIT subprovider - PPS
IRF

9.00

10.00
11.00
.00
.00
.00
.00
17.00
18.00
19.00
20.00

21.00
22.00

23.00

24.00

25.00

38.
39.
40.
41.

Inpat1ent days (1nc1ud1ng pr1vate room days and swing- bed days, echud1ng newborn)
Inpatient days {including private room days, excluding swing-bed and newborn days)
Private room days (excluding swing-bed and observation bed days). If you have only private room days,
do not complete this Tine.

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

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

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

Total swing-bed NF type inpatient days {including private room days) through December 31 of the cost
reparting period

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

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

swing-bed SNF type inpatient days applicable to title XvIIT only (including private room days)
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
pDecember 31 of the cost reporting period (if calendar year, enter 0 on this line)

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

swing-bad NF type inpatient days applicable to titles v or XX only (including private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 on this Tine)

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

Total nursery days (title v or XIX only)
Nursery days (title v or XIX on1y)

EWING: BEG ADIUSTMENT

Medicare rate for swing- bed SNF services app11cab1e to services through December 31 of the cost
reporting period

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

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

Medicaid rate for swing-bed NF services applicabhle to services after pecember 31 of the cost
reporting period

Total general inpatient routine service cost (see +instructions)

swing-bed cost applicable to SNF type services through pecember 31 of the cost reporting period (Tine
5 x Tline 17)

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

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

swing-bed cost applicable to NF type services after pecember 31 of the cost reporting period (line &
X Tine 20)

Total swing-bed cost (see instructions)

Cenera1 inpatient rout1ne service costrnet of sw1ng bhed cost (11ne 21 m1nus Tine 26)

0.00
0.00
0.00

4,368,163
0

0

PRIVAIE ROOM :DTFEEREN

General inpatient routine service charges (exc1ud1ng sw1ng bed and 0bservat1on hed charges)

Private room charges (excluding swing-bed charges)

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

General inpatient routine service cost/charge ratio (line 27 = 1ine 28)

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

Average semi-private room per diem charge (line 30 + Tine 4)

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

Average per diem private room cost differential (line 34 x 1ine 31)

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

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

4,368,163

27 m1nus 11ne 36)

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

Total Program general inpatient routine service cost (line 39 + Tine 40)

889.28
3,187,851
0
3,197,851

.00

7.00

10.00

11.00

1z.

MCRTF32 - 4,8,152.0



Health Financial Systems BLESSING HOSPLITAL In Lie

) _of Form €M5-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider GCN: 140015 | Period:

From 10/01/2012
Component CCN:14T015|To  09/30/2013

Worksheet D-1

Date/Time Prepared:
2/28/2014 2:15 pm

Title XVIII subprovider -
IRF

PR3

.00
.00
.00
.00
00

NURSERY (t1t1e V & XIX on1y)

THEERS Ve Care, Type Trpatiant. HOSpital, Undts

INTENSIVE CARE UNIT
CORONARY CARE UNIT
BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
(OTHER_ SPECIAL _CARE (SPECIFY)

G0

62.
63.

64.

65.

00
.00

.00

.00

00
00

00

00

Program npatient ancillary service cost (wkst. p-3, col. 3, Tine 200

1,469,960| 48.00

Total Program 1npat'ent Costs of 11n 41 thro gh 48)(see 1nstruct1on5)
PASS THROUGH COST. ADIUSTMENTS L

4 667 811 49.00

III)
pPass through costs appTicable to Program inpatient ancillary services (from wkst. D, sum of Parts IT
and 1v)

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

Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and
medical education costs (Tine 49 m1nus 11ne 52)

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

218 241 50.00
74,526 51.00

292,767| 52.00
4,375,044| 53.00

FARGET SAMOUNT AND. CIMIT COMPUTATION

program discharges

Target amount per discharge
Target amount (Tine 54 x Tine 55)
Difference between adjusted inpatient operating cost and target amount (line 56 minus line 53)

Bonus payment (see instructions)

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

Lesser of 1ines 53/54 or 55 from prior year cost report, updated by the market basket

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

Relief payment (see instructions)

Allowable Inpatient cost plus incentive payment (see 1nstruct1on5)

0.00| 60.00

PROGRAM INPATIENT. RQUIINE: SWING BED COST:

instructions) (title XVIIT only)

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

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

Title vV or XIX swing-bed NF inpatient routine costs through bDecember 31 of the cost reporting period
(Tine 12 x 1ine 19)

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

Total title ¥V or XEX swing-bed NF inpatient routine costs (line 57 + 11n

Medicare swing-hed SNF inpatient routine costs through December 31 of the cost reporting period (See

PARTEET = SKIELED: NURSING EACTLETY; "OTHER NURSING IFACILITY,

sikilled nursing facility/other nursing Fac111ty/ICF/MR routine service cost (11ne 37)
Adjusted general inpatient routine service cost per diem (line 70 + Tine 2)

Program routine service cost (line 9 x lina 71)

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

Total Program general inpatient routine service costs (line 72 + Tine 73)
capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, column
26, Tine 45)

Per diem capital-related costs (line 75 + line 2)

Program capital-related costs {line 9 x line 76)

Inpatient routine service cost (line 74 minus line 77)

Aggregate charges to beneficiaries for excess costs (from provider records)

Total Program routine service costs for comparison to the cost lTimitation (line 78 minus Tine 79)
Inpatient routine service cost per diem lTimitation

Inpatient routine service cost Timitation (line 9 x line 81)
Reasonable inpatient routine service costs (see instructions)
Program inpatient ancillary services (see instructions)
utilization review — physician compensation (see instructions)

Total Pregram inpatient operating costs (sum of lines 83 through 853 _
AR LOMPUTATION OF OFSERVATTON  BED; PASS THROUGH - COST i

ervation bed days (see instructions)
Adjusted general inpatient routine cost per diem (line 27 <+ Tine 2)
Observation bed cost (Tine 87 x Tline 88) (see instructions)

MCRIF32 - 4.8.152.0



Health Financia] Systems BLESSING HOSPITAL In Lieu of Form CMS5-2552-10
COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140015 | Period: worlisheet D-1

From 106/01/2012
Component CCN: 147015 | To 09/30/2013 | bate/Time Prepared:
2/28/2014 2:15 pm
Title XVIII Subprovider - PPS

; ATEON. OF : OB : ED_PASS. THROUGH .COST 7 i L ;
90.00 |Capital-related cost 208,130 4,368,163 0.068251] 0 0| 90.00
91.00 |Nursing school cost 0 4,368,163 G. 000000 0 0] 91.00
92.00 |Allied health cost 0 4,368,163 0.000000 0 0] 92.00
93.00 |ATT other Medical Education 0 4,368,163 0. 000000 0 0] 93.00

MCREF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL

In Lieu of Form CmMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140015 |Period:

From 10/01/2012
Component CCN: 145643 |To  09/30/2013

worksheet D-1

Date/Time Prepared:

2/28/2014 2:15 pm

Title XVIII skilled Nursing
Facility

PPS

10.
11.

12.

.00
.00
.00
.00

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

.00

.00
.00
.00

Inpat1ent days (1nc1ud1ng pr1vate rooit days and sw1ng bed days, echud1ng newborn)

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

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

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

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

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

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

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

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

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

swing-bed SNF type inpatient days applicable to title XVIII only (including private reom days) after
December 31 of the cost reporting period (if calendar year, enter 0 on this 1ine)

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

swing-bed NF type inpatient days applicable to titles v or XX enly (including private room days)
after December 31 of the cost reporting period (if calendar year, enter 0 oh this line)

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

Total nursery days (title v or XIX only)

Nursery days (title V¥ or XIX on1y)

=

(= e

SWING: BED “ADIUSTMENT.:

Medicare rate for swing- ed SNF services app11cab1e to services through December 31 of the cost
reporting period

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

Mmadicaid rate for swing-bed NF services appTicable to services through bDecember 31 of the cost
reporting period

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

Total general inpatient routine service cost {see instructions)

swing-bed cost applicable to SNF type services through December 31 of the cost reporting period (line
5 x Tine 17

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

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

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

Total swing-bed cost (see dinstructions)

General inpatient routine service cost net of swing-bed cost (line 21 minus line ?26)

-.U.Od
0.00
0.00
6.00

4,003,834
0

0
0

0

0
4,003,834

PRIVATERBOM: DIFFERENTEBk,ADJUSTmenﬁ

General inpatient routine service charges (exc1ud1ng swing-bed and observat1on bed charges)
Private room charges (excluding swing-bed charges)

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

Ganeral inpatient routine service cost/charge ratio (line 27 + 1ine 28)

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

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

Average per diem private room charge differential (1ine 32 minus Tine 33)(see ‘instructions)

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

Private room cost differential adjustment (1ine 3 x line 35)

General inpatient routine service cost net of swing-bed cost and private room cost differential (line
27 mihus line 36)

4,003,834

V".KfiENT DPERATING ‘COST- BEFORE-PAS

Adjusted general inpatient routine service cost per diem (see instructions)
Program general inpatient routine service cost (Tine 9 x Tine 38)
Medically necessary private room cost applicable to the Program (line 14 x line 35)

Total Program general inpatient routine service cost (line 39 + line 40)

10.
11.

12,

.00
.00

.00
.00

MCRIF3Z - 4.8.152.0



Health Financial Systes BLESSTING HOSPITAL In Lie

u of Form CMS-2552-10

COMPUTATION OF INPATIENT OPERATING COST Provider CCN: 140015 |Period:

From 10/01/2012
Comtponent CCN: 145643 [ To  09/30/2013

worksheat D-1

pate/Time Prepared:
2/28/2014 2:15 pm

Title XVIII skilled Mursing
‘>Fac111ty

PPS

NURSERY (title V & XIX only)

ihtensive Care Type Inpatiert Hospital Units 0

]

INTENSIVE CARE UNIT
CORONARY CARE UNIT

BURN INTENSIVE CARE UNIT
SURGICAL INTENSIVE CARE UNIT
OTHER SPECIAL CARE (SPECIFY)

SEDEE thter basc

64.
65.
66.
67.

68.

00

00

00

00

00

Program 1npat1ent anc111ary service cost (wkst. D-3, col. 3, Tine 200)

48.00
Total Program inpatient costs (sum of 11nes 41 through 48)(see 1nstruct1ons) 49.00
PASS THAOUGH COST ADIUSTMENTS L
pass through costs applicable to Program inpatient rout1ne services (from wkst D, sum of Parts I and 50.00
IID)
Pass through costs applicable to Program inpatient ancillary services (from wkst. D, sum of Parts IX 51.00
and Iv)
Total Program excludable cost (sum of Tlines 50 and 51) 52.00
Total Program inpatient operating cost excluding capital related, non-physician anesthetist, and 53.00
medical education costs (1ine 49 m1nus 11ne 52)
TARGET  AMOUNT - AND. LIMIT COMPUTATION :
Program discharges 54.00
Target amount per discharge 55.00
Target amount (line 54 x line 55) 56.00
Difference between adjusted inpatient operating cost and target amount (Iine 56 minus Tine 53) 57.00
Bonus payment (see +dnstructions) 58.00
Lesser of Tines 53/54 or 55 from the cost reporting pericd ending 1996, updated and compounded by the 56.00
market basket
Lesser of lines 53/54 or 55 from prior year cost report, updated by the market basket 60.00
If line 53/54 is less than the lower of Tines 55, 59 or 60 enter the lesser of 50% of the amount by 61.00
which operating costs (Tine 53) are less than expected costs (lines 54 x 60), or 1% of the target
amount (line 56), otherwise enter zero (see instructions)
Relief payment (see instructions) 62.00
Allowable Inpatient cast plus incentive payment (see instructions) 63.00
IPROGRAM  INPATIENT - ROUTINE: SWING BED. €05 s y : o ot i
Medicare swing-bed SMF inpatient routine costs through December 31 of the cost report1ng per1od (See 64.00
instructions) (title XVIIXI only)
Medicare swing-bed SNF inpatient routine costs after December 31 of the cost reporting period (See 65.00
instructions)(title XVIIT only)
Total Medicare swing-bed SNF inpatient routine costs (line 64 plus Tine 63)(title XvIIT only). For 66.00
CAH {(see instructions)
Title v or XIX swing-bed NF inpatient routine costs through December 31 of the cost reporting period 67.00
(Tine 12 x 1ine 19}
Title v or XIX swing-bed NF inpatient routine costs after bDecember 31 of the cost reporting period 68.00
(Tine 13 x Tine 20)
Total title v or XIX swing-bed NF inpatient routine costs (line 67 + Tine 68) 69.00

(PART LIT = SKILLED NURSING FACTTITY, OTHER NURSING FACILITY AND TCF/MRONLY:

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

Adjusted general inpatient routine service cost per diem (line 70 = Tine 2)

Program routine service cost (line 9 x line 71}

Medically necessary private room cost applicable to Program (line 14 x 1ine 35}

Total Program general inpatient routine service costs (1ine 72 + Tine 73)

Capital-related cost allocated to inpatient routine service costs (from worksheet B, Part II, coluin
26, T1ine 45)

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

Program capital-related costs (line 9 x Tine 76)

Inpatient routine service cost (line 74 minus 1ine 77)

Aggregate charges to beneficiaries for excess costs (from provider records)

Total Program routine service costs for comparison to the cost Timitation (1ine 78 winus line 79)
Inpatient routine service cost per diem Timitation

Inpatient routine service cost Timitation (line 9 x Tine 81)

Reasonable inpatient routine service costs (see instructions)

Program inpatient ancillary services (see instructions)

utilization review - physician compensation (see instructions)

Total Program inpatient operat1ng_costs m of lines 83 through 85)

4,003,834| 70.00
708.39| 71,00
3,366,269| 72.00
0| 73.00
3,366,269| 74.00
0| 75.00

0.00| 76.00

0| 77.00

0 78.00

0| 79.00

0| 80.00

0.00( 81.00

0| 82.00
3,366,269| 83.00
1,696,742| 84.00

PART. - COMPUTATION .OF OBSERVATION B 85 THROUGH GOST. ..

5,063,0

Total observation bed days (see 1nstruct1ons)
Adjusted general inpatient routine cost per diem {line 27 + Tine 2)

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

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

COMPUTATION OF IMPATIENT OPERATING COST

Provider CCN: 140015 |Period:

From 10/01/2012

Component CCN: 145643 |To  09/30/2013

worksheet D-1

Date/Time Prepared:
2/28/2014 2:15 pm

Title XVIII Skilled Nursing

Facility

PPS

MPUTATIO OBSERY

90.00 [capital-related cost
91.00 |Nursing School cost
92.00 |Al1Tied health cost
93.00 {A11 other Medical education

COOD

0.000000
0. 000000
0. 000000,
0. 000000,

o oo ol

Sooo

90.00
91.00
92.00
93.00

oo oOo

MCRIF3Z - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM$-2552-10

INPATIENT AN

CILLARY SERVICE COST APPORTIONMENT

Provider CCN: 140015

Period:
From 10/01/2012
To  09/30/2013

worksheet D-3

Date/Time Preparad:
2/28/2014 2:15 pm

Title XVIIT _

INPATIENT "ROUTINE SERVIC

30.00 |03000]
31.00 |03100
40.00 04000
41.00 |04100
43.00 |04300

ADULTS & PEDIATRICS
INTENSIVE CARE UNIT

SUBPROVIDER - IPF
SUBPROVIDER - IRF
NURSERY

34,497,945

ANCILLARY:SERVICE COST CENTERS::

50.00 05000
52.00 [05200
53.00 {05300
54.00 |05400
60.00 (06000
62.00 (06200
65.00 (06500
66.00 |06600,
67.00 (06700
68.00 |06800,
69.00 |06900]
70.00 |07000
71.00 107100
72.00 (07200
73.00 |07300
74.00 07400

OPERATING ROOM

DELIVERY ROOM & LABOR RODM
ANESTHESIOLOGY

RADIOLOGY-DIAGNOSTIC

LABORATORY

WHOLE BLOOD & PACKED RED BLOOD CELLS
RESPIRATORY THERAPY

PHYSICAL THERAPY

OCCUPATIONAL THERAPY

SPEECH PATHOLOGY

ELECTROCARDIOLOGY
ELECTROENCEPHALOGRAPHY

MEDICAL SUPPLIES CHARGED TQ PATIENTS
IMPL. DEY. CHARGED TQ PATIENTS

DRUGS CHARGED TO PATIENTS

RENAL DIALYSIS

487337

15,343,861
0
0
0,305602 12,434,149
0.533100 14,635
0.058505 3,293,883
0.135695 15,348,404
0.119773 16,855,210
0.409110 1,731,478
0.325327 6,597,745
0.650258 1,010,225
0.384561 447,517
0.307082 285,927
0.073529 16,067,159
0.265603 117,947
(4.199910 11,683,131
0.396491 12,858,441
0.195813 29,936,134
0

3,799,901
7,802
192,709
2,082,702
2,018,799
708,365
2,146,425
656,907
172,098
87,803
1,181,402
31,327
2,335,575

OUTFATIENT: SERVICE COST CENTERS ©

854, 211

88.00 08800
90.00 (09000
91.00 [09100
92.00 (09200

RURAL HEALTH CLINIC

CLINIC

EMERGENCY

OBSERVATION BEDS (NON-DISTINCT PART)
Total (sum of lines 50-94 and 96-98)

Less PBP Clinic Laboratory Services-Program on'lty charges (line 61)

Net cCharges (line 200 minus Tine 201)

0.000000

2.471779 440

0.296160 4,412,541

0.387609 1,456,430
135,405,607,

0

135,405,607,

28,670,675

MCRIF3Z - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form {mMs-2552-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provider CCN: 140015 |Period: worksheet D-3

From 10/01/2012 .
Component CCN:14s015|To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

Title XVIII subprovider - PPS

INPATIENT ROUTINE: SERVIGE ‘COST CENTERS
. 03000 ADULTS & PEDIATRICS
31.00 |03100| INTENSIVE CARE UNTT
40,00 |04000|SUBPROVIDER - IPF
41.00 |04100| SUBPROVIDER - IRF
43,00 [04300| NURSERY
ANCILEARY SERVICE COST CENTERS ot sy T o e o i T

305602 o “0] 50.00

50.00 |05000| OPERATING ROOM 0

52.00 |05200| DELIVERY ROOM & LABOR ROOM 0.533100 0 0| 52.00
53.00 (05300 ANESTHESTOLOGY 0.058505 0 0 53.00
54,00 |05400! RADIOLOGY-DIAGNOSTIC 0.135695 75,687 10,270| 54.00
60.00 [06000] LABORATORY 0.119773 480, 442 57,544| 60.00
62,00 [06200|wHOLE BLOOD & PACKED RED BLOOD CELLS 0.409110 643 263| 62.00
65.00 |06500 RESPIRATORY THERAPY 0.325327 21,030 6,842| 65.00
66.00 (06600 PHYSICAL THERAPY 0.650253 3,394 2,207| 66.00
67.00 |06700| OCCUPATIONAL THERAPY 0.384561 650 250| 67.00
68.00 |0GB00| SPEECH PATHOLOGY 0.307082 0 0| 68.00
69.00 |06900| ELECTROCARDIQLOGY 0.073529 63,289 4,654| 69.00
70.00 |[07000] ELECTROENCEPHALOGRAPHY 0.265603 2,973 790| 70.00
71.00 |07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.199910 7,718 1,543| 71.00
72.00 (07200 IMPL.. DEV, CHARGED TO PATIENTS 0.396491) 0 0| 72.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 0.195813 340,595 66,6%23| 73.00
74.00 |07400| RENAL DIALYSIS 0.

487337 _ 0 0| 74.00

QUTPATIENT SERVICE COST. CENTERS

~000000

88.00 (08800| RURAL HEALTH CLINIC 1]

90.00 |09000| CLLINIC 2.471779 0 6| 90.00
91.00 |09100| EMERGENCY 0.296160 165,124 48,903( 91.00
92.00 |09200| OBSERVATION BEDS (NON-DISTINCT PART} 0. 387609 0f 0| 92.00
200.00 Total (sum of 1ines 50-94 and 96-98) 1,161, 545 199,959(200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
202.00 Met charges (Tine 200 minus Tine 201) 1,161, 545 202.00

MCRIF32 - 4.8.152.0



Health_Financial Systeins BLESSING HOSPITAL in Lieu of Form CMs-25352-10
INPATIENT ANCILLARY SERVICE COST APPORTIONMENT Provicer CCN: 140015 |Period: wWorksheet D-3

From 10/01/2012 .
Component CCN:14T015 |To  09/307/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

Title XvIII Subprovider - PPS
; CROUTINE SERVICE COST. CENTER!
30.00 |03000{ ADULTS & PEDIATRICS 0o 30.00
31.00 |03100( INTENSIVE CARE UNIT 0 31.00
40.00 |04000| SUBPROVIDER - IPF 0 40,00
41.00 |04100| SUBPROVIDER - IRF 3,657,045 41.00
43.00 |04300| NURSERY 43.00
ANCTLIARY  SERVICE: COST CENTERS R S e
50.00 |05000| OPERATING ROOM 0.305602 27,930 8,535| 50.00
52.00 (05200|DELIVERY ROOM & LABOR ROOM 0.533100 0 D 52.00
53.00 (05300| ANESTHESIOLOGY 0.058505 2,344 137| 53.00
54.00 [05400| RADIOLOGY-DIAGNOSTIC 0.135695 284,597 38,618| 54.00
60.00 [06000| LABORATORY 0.119773 656,774 78,664| 60.00
62.00 [06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0.409110 26,163 10,704| 62.00
65.00 [06500| RESPIRATORY THERAPRY 0.325327 181,863 59,165| 65.00
66,00 |06600( PHYSICAL THERAPY 0.650258] 1,039,311 675,820( 66.00
67.00 [06700| OCCUPATIONAL THERAPY 0.384561] 764,088 293,838| 67.00
68,00 (06800|SPEECH PATHOLOGY 0.307082 317,107 97,378| 68.00
69.00 (06900 ELECTROCARDIOLOGY 0.073529 47,755 3,511| 69.00
70.00 (07000 ELECTROENCEPHALOGRAPHY 0.265603 2,230 592 70.00
71.00 [07100|MEDICAL SUPPLIES CHARGED TO PATIENTS 0.199910 87,589 - 17,510 71.00
72.00 |07200| IMPL. DEV. CHARGED TO PATIENTS 0.396491 18,802 7,455| 72.00
73.00 |07300| DRUGS CHARGED TO PATIENTS 0.195813 820,261 160,618| 73.00
74,00 07400/ RENAL DIALYSIS 0. 487337 30,064 14,651 74.00
QUTPATIENT SERVICE COST. CENTERS. RS
88.00 [OBBOO|RURAL HEALTH CLINIC 0.000000 0| 88.00
90.00 [09000| CLINIC 2.471779 0 0| 90.00
91.00 [09100| EMERGENCY 0.296160 9,333 2,764| 91.00
92.00 [09200{OBSERVATION BEDS (NON-DISTINCT PART) 0.387609 0 0| 92.00
20000 Total (sum of 1ines 50-94 and 96-98) 4,318,211 1,469,960|200.00
201.00 Less PBP Clinic Laboratory Services-Program only charges (line 61) 0 201.00
20200 Net Charges (Tine 200 minus line 201) 4,316,211 202.00

MCREF3Z - 4.8.152.0



Health Finan

cial Systems BLESSING HOSPITAL

In Ljeu of Form cms-2552-10

INPATIENT ANCILLARY SERVICE COST APPORTIONMENT

From 10/01/2012

Provider CCN: 140015 | Period: worksheet D-3

Component CCM:145643 [To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

TitTe XVIII

skilled Nursing

FPPS

X L NE: SERVICE - €OST
30.00 |03000|AD PEDIATRICS 0
31.00 03100\ INTENSIVE CARE UNIT 0
40.00 |04000| SUBPROVIDER - IPF 0
41.00 |04100| SUBPROVIDER - IRF 0
43.00 |04300| NURSERY

ANCTLLARY ‘SERWICE. COST €ENTERS. - il - - LT S e RS
50.00 (05000| OPERATING ROOM 0.304742 20,356 6,203
52.00 |05200|DELIVERY ROOM & LABOR ROOM 0.533100 0 0
53.00 |05300| ANESTHESIOLOGY 0.058505 676 40
54.00 |05400 RADIOLOGY-DIAGNOSTIC 0.135695 164,793 22,362
60.00 |06000| LABORATORY 0.119773 934,308 111,905
62.00 |06200|WHOLE BLOOD & PACKED RED BLOOD CELLS 0.409110 86,379 35,339
65.00 |06500|RESPIRATORY THERAPY 0.324440 635,980 206,337
66.00 |06600{ PHYSICAL THERAPY 0.650258 707,511 460,065
67.00 |06700| OCCUPATIONAL THERAPY 0.384561 505,262 194,304
68.00 |06800| SPEECH PATHOLOGY 0.307082 54,800 16,828
69.00 |06900| ELECTROCARDIOLOGY 0.073333 53,818 3,947
70.00 |07000| ELECTROENCEPHALOGRAPHY 0.262229 3,717 975
71.00 |07100{MEDICAL SUPPLIES CHARGED TO PATIENTS 0.199910 165,022 32,990
72.00 [07200] IMPL. DEV. CHARGED TO PATIENTS 0.396491 0 0
73.00 [07300|DRUGS CHARGED TO PATIENTS 0,195813 2,947,164 577,093
74.00 [07400| RENAL DIALYSIS 0.487337 58,181 28,354

[OUTPATIENT SERVICE COST CENTERS: e R
88.00 [08800| RURAL HEALTH CLINIC 0.000000] 0
90.00 [09000[CLINIC 2.459402 0 0
91.00 (09100| EMERGENCY 0.290391 0 0
92.00 [09200| OBSERVATION BEDS (NON-DISTINCT PART) 0.387609 0 0
200.00 Total (sum of Tines 50-24 and 96-98) 6,337,967 1,696,742
201,00 L.ess PBP Clinic Laboratory Services-Program only charges (line 61) 0
202.00 Met charges (1ine 200 minus 1ine 201D 6,337,967

| 30.00

31.00
40.00
41.00
43,00

| 50.00

52.00
53.00
54.00
60.00
62.00
65.00
66.00
67.00
68.00
69.00
70.00
71.00
72.00
73.00
74.00

88.00
90.00
91.00
92.00
200.00
201.00
202.00

MCRIF3Z2 - 4.

8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

Provider CCN: 140015

workshaet E
Part A

Period:
From 10/01/2012
To 09/30/2013

Title XVIIT

PPS

Date/Time Prepared:
2/28/2014 2:15 pm

_Hospital

ST T 0

E-SEFFR E RN
(=]
[t

9.00
10,00

11.00
12.00
13.00
14.00

“IPART A

< INPATIENT HOSPITAL SERVICES UNDER PPS.

DRG Amounts Other than outlier Payments

outlier payments for discharges. (see finstructions)
outTlier reconciliation amount

Managed care Simulated Paywents

Bed days available divided by number of days in the cost
reporting period {see instructions)

37,704,921
1,431,845
0
1,624,494
167.01

Indiredt Medical Educarisn Adjistment =

FTE count for allopathic and osteopath1c programs for the
most recent cost reporting period ending on or hefore
1273171996, (see Tnstructions)

FTE count for allepathic and osteopathic programs which
meet the criteria for an add-on to the cap for new
programs in accordance with 42 CFrR 413.79(e)

MMA Section 422 reduction amount to the IME cap as
specified under 42 CFR §412.105(F) (1) (v) (BY (1D

ACA Section 5503 reduction amount to the IME cap as
specified under 42 CFR §412.205(F) (L) (iv)(BY(2) If the
cost report straddles July 1, 2011 then see ‘instructions.
Adjustment (increase or decrease) to the FTE count for
allopathic and osteopathic programs for affiliated
programs ih accordance with 42 CFR 413.75(h),
413.79(c) 2y (iv) and vol. 64 Federal Register, May 12,
1998, page 26340 and vol. 67 Federal Register, page 50069,
August 1, 2002.

The amount of increase 1f the hospital was awarded FTE cap
slots under section 5503 of the ACA. I the cost report
straddles July 1, 2011, see instructions.

The amount of increase if the hospital was awarded FTE cap
slots from a closed teaching hospital under section 5506
of ACA. (see instructions)

sum of Tines 5 plus 6 minus Tines (7 and 7.01) plus/minus
Tines (8, 8,01 and 8,02) (see instructions)

FTE count for allopathic and osteopathic programs in the
current year from your records

FTE count for residents in dental and podiatric programs.
current year allowable FTE (see instructions)

Total allowable FTE count for the prior year.

Total allowable FTE count for the penultimate year if that
year ended on or after September 30, 1997, otherwise enter
zero.

sum of Tines 12 through 14 divided by 3.

adjustment for residents in initial vears of the program
Adjusment for residents displaced by program or hospital
closure

adjusted rolling average FTE count

current year resident to bed ratie (line 18 divided by
Tine 4).

Prior year resident to bed ratio (see instructions)

Enter the lesser of 1ines 19 or 20 (see instructions)

THE payment adjustment (see 1nstruc ons)

19.50
0.00

0.00
0.090

0.00

0.00
0. 00|

19.50
17.01

0.00
17.01
16.71
14.45

16.04
0.00
0.00

16.06
0.096162

0.088274
0.088274
1,850,567

i : Medfcd T Education Adjustn
Number of additional allopathic and osteopath1c IME FTE
resident cap slots under 42 Sec. 412.105% (YL EHW(C ).
IME FTE Resident Count Over Cap (see instructions)

if the amount on line 24 is greater than -0-, then enter
the Tower of Tine 23 or line 24 (see instructions)
Resident to bed ratioc (divide Tine 25 by Tine 4)

IME payments adjustment. (see jnstructions)

IME Adjustment (see instructions)

Total IME payment { sum of lines 22 and 28)

0. 00|

0.00
0.00

0. 000000
0. 600000
0
1,850,567

Disproporiionate” shgre KdJustiment

Percentage of SSI recipient patient days to Med1care Part

A patient days (see instructions)

percentage of Medicaid patient days (see <instructions)
sum of Tines 30 and 31

Atlowable disproportionate share percentage (see
instructions)

bisproportionate share adjustment (see instructions)

4.29
13.92
18.21

4.59

1,730,656

additional pavian

for fiigh percentage 67 ESRD. benefitiary discharges

Total Medicare discharges on worksheet s-3, Part I
excluding discharges for MS-DRGs 652, 682, 683, 684 and
685 (see instructions)

Total ESRD Medicare discharges excluding MS-DRGs 652,

682, 683, 684 an 685. (see instructions)

.00

.00

.01

.00

.01

.02

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form €Ms-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT

Provider CCN: 140015

Period:
From 10/01/2012
To 09/30/2013

worksheet E
Part A

Date/Time Prepared:

2/28/2014 2:15 pm

Title XVIYI Hospital
o 1before 174 ] oh/afte

42.00 [Divide Tine 41 by Tine 40 (iT less than 10%, you do not 0.00) 42.00
qualify for adjustment)

43,00 |Total Medicare ESRD inpatient days excluding MS-DRGs 652, 0 43,00
682, 683, 684 an 685. (see instructions)

44,00 |Ratio of average length of stay to one week (line 43 0.000000 44,00
divided by 1ine 41 divided by 7 days)

45.00 |Average weekly cost for dialysis treatments (see 0.00 0.00| 45.00
instructions)

46.00 |Total additional payment (Tine 45 times Tine 44 times 1ine 0 46.00
413

47.00 |subtotal (see instructions) 42,717,989 47.00

48.00 |Hospital specific payments (to be completed by SCH and 45,449,963 48.00
MDH, small rural hospitals only. (see instructions)

49,00 [Total payment for inpatient operating costs SCH and MDH 45,449,963 49,00
only {see instructions)

50.00 | Payment for inpatient program capital (from Worksheet t, 3,239,179 50.00
Parts I, II, as applicable)

51.00 |Exception payment for inpatient program capital {(worksheet 0 51.00
L, Part III, see instructions)

52.00 |pirect graduate medical education payment (from Werksheet 567,182 52.00
E-4, Tine 49 see +instructions).

53.00 |Nursing and Allied Health Managed Care payment 49,468 53.00

54.00 |Special add-on payments for new technologies 0 54.00

55.00 |Net organ acquisition cost (Worksheet D-4 Part III, col. 0 55.00
1, Tine 69)

56.00 |Cost of teaching physicians (worksheet D-5, Part II, col. 0 56.00
3, line 20)

57.00 |Routine service other pass through costs (from wkst D, 1,739,807 57.00
Part IILI, column 9, Tines 30-35).

58.00 |ancillary service other pass through costs worksheet D, 162,933 58.00
Part v, col. 11 Tine 200)

59,00 |Total (sum of amounts oh lines 4% through 58) 51,208,532 59.00

60.00 |Priwary payer payments 25,605 60.00

61.00 {Total amount payable for program beneficiaries (line 59 51,182,927 61.00
minus Tine 60)

62.00 |peductibles billed to program beneficiaries 4,266,556 62.00

63.00 [Coinsurance billed to program beneficiaries 93,882 63.00

64.00 [Allowable bad debts (see instructions) 761,470 64.00

65.00 [Adjusted reimbursable bad debts (see instructions) 494 , 956 65.00

66.00 [Allowable bad debis for dual eligible beneficiaries (see 761,470 66.00
instructions)

67.00 [subtotal {line 61 plus Tine 65 winus Tines 62 and 63) 47,317,445 67.00

68.00 Credits received from manufacturers for replaced devices 0 68.00
applicable to MS-DRG (see instructions)

69.00 |outTlier payments reconciliation (Sum of Tines 93, 95 and 0 69.00
06) . (For SCH see instructions)

70.00 |OTHER ADJUSTMENTS {SEE INSTRUCTIONS) (SPECIFY) 0 70.00

70.92 |Bundled Model 1 discount amount 0 70,92

70.93 |HVBP incentive payment (see instructions) -36,077 70,93

70.94 |Hospital readmissions reduction adjustment (see -33,933 70.94
instructions)

70.95 |Recovery of Accelerated Depreciation 0f 70.95

70.96 |Low volume Payment-1 (Enter in column O the corresponding 0 0 70.96
federal year for the period prior to 10/1)

70.97 |Low volume Paywent-2 (eEnter in column O the corresponding 0 0 70.97
federal year for the period ending on or after 10/1)

70.98 |Low volume payment-3 0 70.98

71.00 |Amount due provider (line &7 minus lines 68 plus/minus 47,247,435 71.00
Tines 69 & 70)

71.01 |Sequestration adjustment (see instructions) 472,474 71.01

72.00 [Interim payments 46,949, 866 72.00

73.00 |Tentative settlement (for contractor use only) 0 73.00

74.00 |Balance due provider (Program) line 71 minus lines 71.01, -174,905 74.00
72 and 73

75.00 |Protested amounts (nonallowable cost report items) ‘in 0 75.00
accordance MS Pub. 15-2, section 115 2
T0 BE COMPLETED BY. CONTRAGTOR. . =

90.00 |operating outlier amount from WOrksheet E, Part A Tline 2 0 90.00
(see instructions)

91.00 [capital outlier from worksheet L, Part T, line 2 0 91.00

92.00 |operating cutlier reconciliation adjustment amount (see 0 02.00
instructions)

93.00 |capital outiier reconciliation adjustment amount (see 0 93.00
instructions)

94.00 [The rate wsed to calculate the Time value of Money 0.00) 94.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL

In Lie

of Form CM5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 140015 | Period: worksheet E
From 10/01/2012 | part A
To 09/30/2013 | bate/Time Prepared:
2/28/2014 2:15 pm
Title XVIIZ Hospital
§ i Saiinchatore 1/ ;
i ARk i I B e LSl BN H R
95,00 |Time value of Money for operating expenses(sece 0 95.00
instructions)
96.00 |Time value of Money for capital related expenses {see 0 96.00

instructions)

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSTNG HOSPITAL

In Lie

) of Form_CMS-2552-10

CALCULATION OF DSH PAYMENT PERCENTAGE

Provider CCN: 140015

Period;
From 10/01/2012
To  09/30/2013

worksheet DSH

Date/Time Prepared:
2/28/2014 2:15 pm

__Hospit

10.
11.

12,

13,

14.

15.
16.
17.
18.

18.
19.

20,
21.
22.
23.
24,

25.

26.

27.

.00

.00
.00
.00

.00

.00
.00

.00
.00

00
00

00

0c

00

00
00
00
00

01
00

00
00
00
0o
00

00

G0

00

€l ; OF;THE DS S

Percentage of SSI patient days to Medicare
Part A days (Previous from E, pPart A, Tine-
30 - Revised from CMS)

Parcentage of Medicaid patient days to total
days (From Tine 27)

sum of Tines 1 and 2, if less than 15% DSH
Payment Percentage = 0

Provider Type * (urban, rural,SCH, RRC,
pickle - If pickle worksheet NA)

Bed days available divided by number of days
in the cost reporting period (worksheet E,
Part A, Line 4)

Disproportianate Share Payment Percentage
(transfer to worksheet E, Part A, line 33)
qualify for Operating DSH EligibiTlity (ppp
15% or more)?

5-2, Line 22

Qualify for capital DSH Eligibility (Urban
with 100 or more beds)?

5-2, Line 45

Is the provider reimbursed under the fully
prospective method? (Worksheet L, Part I,
Tine 1 geater than -0-)

Percentage of SSI patient days to Medicare
Part A days (Previous from L, part I, Tine 7
~ Revised from cMms)

Is this an IRF provider or a provider with
an IRF excluded unit (worksheat 5-2, Tine
75, column 1 = ™v™)

Medicare SSI ratio (Previous from E-3, Part
III, Tine 2

13.92
18.21
RRC

167.01

Yas

Yes
N

No

Yes

0.00

Yes

1.97

0.00
0.00

0.00

.00

0.00

0.00

0.00

0.00
0.00 0.00
0.00 0.00

13.92

13.92

RRC

167.01

0.00
No

Yes
No

No
Yes

0.00

Yes

ICALEULATION -0F 'TH

AYS TG TOTAL DAYS

In-State Medicaid p
Tine 24, column 1)
In-State Medicaid eligible unpaid paid days
(Worksheet s$-2, Tine 24, column 2)
out-of-State Medicaid paid days {(worksheet
5-2, Tine 24, column 3)

out-of-state Medicaid eligible unpaid days
(Worksheet, 5-2, Tine 24, column 4)

N/A

Medicaid HMO days (Worksheet 5-2, Tine 24,
column 5)

other Medicaid days (Worksheet S-2, line 24,
column )

Total Medicaid patient days for the DSH
calculation (sum of Tines 15-20)

Total patient days (worksheet s-3, part I,
column &, Line 14)

Plus total Tlabor room days (worksheet s-3,
Part I, Column &, Line 32)

Plus total employee discount days (Worksheet
5-3, Part I, Column &, Line 30)

Less total Swing-bed SNF and NF patient days
(worksheet s-3, Part I, Column &, Lines §
and 6)

Total Medicaid patient days for the DSH
calculation (sum of Tines 22-24, Tess Tine
25)

Percentage of Medicaid patient days to total

days (Line 21 divided by Tine 286)

4,655

39,584

13.92

0.00

39,584

13.92

1.00

2.00
3.00
4.00

5.00

6.00
7.00

8.00
9.00

10.00

11.060

12.00

13.00

14.00

15.00
16.00
17.00
18.00

18.01
19.00

26.00
21.00
22.00
23.00
24.00

25.00

26.00

27.00

MCRIF32 -~ 4,8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form €M5-2552-10
CALCULATION OF DSH PAYMENT PERCENTAGE Provider CCN: 140015 |Period: worksheet DSH

From 10/01/2012
To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Title XVIIT S _Hospital PPS

28.00 [T 1ine 3 15 greater than 20.2% - 5.88% plus
82.5% of the difference between 20.2% and

Tine 3
29.00 |If 1ine 3 1is less than 20.2% - 2.5% plus 65% True 4. 59 0.00 True 2900
of the difference between 15% and line 3
30.00 |Line 28 or 29 as applicable 4,59 0.00 30.00
31.00 | zf Urban and fewer than 100 beds, Rural and 0. 00| 0.00 31.00

fewer than 500 beds, or an SCH the lower of
Tine 30 or .1200, iFf RRC, MDH or otherwise
enter Tine 30.

DETERMINATION OF  PROVIDER, TYPE:- S T i
32.00 [Does the hospital qualify under the Pickle False False 32.00
ammendment? (worksheet $-2, Part I, Line 22,
column 2 = "y™)

33.00 |1s This a Rural Referral Center? (Worksheet True True 33.00
5-2, Part I, Tine 116, column 1 = "v™)

34.00 |Is this a Medicare Dependant Hospital? False rFalse 34.00
(Worksheet S-2, Part I, Line 37 greater than
-0-)

35.00 |Is this a Sole Cummunity hospital? True True 35.00
(wWorksheet 5-2, Part I, Line 35 greater than
~0-)

36.00 |Is this an Urban or Rural hospital? rRural Rural 36.00

(Worksheet $-2, Part I, Line 26, column 1,
Urban=1, Rural=2)

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPTITAL

In Lieu of Form CMS-2552-10

CALCULATION OF DSH PAYMENT PERCENTAGE

Provider CCN: 140015

Period:
From 10/01/2012
To  09/30/2013

worksheet DSH

Date/Time Prepared:
2/28/2014 2:15 pm

_Title XVIIT

Hospital

PPS

CALCULATION OF MAXIMUM DSE. PAYMENT. PERCENTAGE

28.00 |If T1ine 3 is greater than 20.2% - 5.88% plus
82.5% of the difference between 20.2% and
Tine 3

29.00 |If Tine 3 is less than 20.2% - 2.5% plus 65%
of the difference between 15% and Tine 3
30.00 {Line 28 or 29 as applicable

31.00 {If urban and fewer than 100 beds, Rural and
fewer than 500 beds, or an SCH the lower of
Tine 30 or .1200, if RRC, MDH or otherwise
enter line 30.

28.00

29.00

30.00
31.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Forim (M$-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 140015 [Period: worksheet E

From 10/01/2012 | Part B

To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm
Title XVIII Hospital PPS

.00 MedmaT ar‘l'r.l other services (é.ee 1nstr'uct1ons) ‘ o 70

1 1.00
2.00 |Medical and other services reimbursed under OPPS (see instructions) 23,540,608 2.00
3.00 |PPS payments 21,413,498 3.00
4.00 |outlier payment (see instructions) 178,200 4.00
5.00 |Enter the hospital specific payment to cost ratio (see instructions) 0,897 5.00
6.00 |Line 2 times Tine 5 21,116,006| 6.00
7.00 |sum of 1ine 3 plus Tine 4 divided by Tine 6 0.00( 7.00
8.00 |Transitional corridor payment (see instructions) of 8.00
9.00 |ancillary service other pass through costs from wWorksheet p, Part Iv, column 13, Tine 200 427,883 9.00
10.00 |0organ acquisitions 0f 10.00
11.00 Tota‘l _Lost (sum of 11nes 1 and 10) (see instructions) 707 11.00
12.00 Ancﬂ'lary ser\nce charges 582| 12.00
13.00 [organ acquisition charges {from worksheet D-4, Part III, Tine 69, col. 4) 0| 13.00
14.00 [Total reascnable char‘ges (sum of 11nes 12 and 13) 582| 14.00
s tonaty. charges. . . =
15.00 |Aggregate amount actua'l'ly co'l'lected 'Fr'om patients 11alﬂe for' payment for services on a char'ge bas1s 0| 15.00
16.00 |Amounts that would have been realized from patients liable for payment for services on a chargebasis 0| 16.00
had such payment been made in accordance with 42 CFR 413.13(e)
17.00 Ratio of Tine 15 to line 16 (not to exceed 1.000000) 0.000000| 17.00
18.00 |Total customary charges (see instructions) 582| 18.00
19.00 |Excess of customary charges over reasonable cost (comp'lete only if 1ine 18 exceeds Tine 11) (see 512| 19.00
instructions)
20.00 |Excess of reasonable cost over customary charges (complete only if 1ine 11 exceeds Tine 18) (see 0| 20.00
instructions)
21.00 [Lesser of cost or charges (Tine 11 minus Tine 20) (for CAH see instructions) 70| 21.00
22.00 |Interns and residents (see instructions) 0| 22.00
23.00 |cost of teaching physicians (see instructions, 42 CFR 415.160 and ¢Ms pub. 15-1, section 2148) 0| 23.00
24.00 Tota1 rospective payment (sum of Tines 3, 4, 8 and 9) 22,019,581 24.00

PUTA =T, i
25.00 Deduct1b1es and coinsurance (for CAH, see instructions) 0| 25.00
26,00 |peductibles and Coinsurance relating to amount on 1ine 24 (for CAH, see instructions) 4,918,603( 26.00
27.00 [subtotal {{1ines 21 and 24 - the sum of Tines 25 and 26) plus the sum of lines 22 and 23} (for CAH, 17,101,048( 27.00
see instructions)
28.00 |pirect graduate medical education payments (from worksheet E-4, line 50) 213,241 28.00
29.00 |ESRD direct medical education costs (from worksheet E-4, Tine 36) 0| 28.00
30.00 |Subtotal (sum of Tines 27 through 29) 17,314,289| 30.00
31.00 |Primary payer payments 3,190| 31.00
32.00 |Subtotal (Iine 30 minus Tine 31) 17,311,099 32.00
IACTOWABLE -BAD-ERTE - EXCLUDE. BADDEBTS. FOR . PROFESSIONAL  SERVICESY i ; L i =
33.00 |Composite rate ESRD (from worksheet I-5, Tine 11) 0| 33.00
34,00 |Allowable bad debts (see instructions) 719,877( 34.00
35.00 |Adjusted reimbursable bad debts (see instructions) 467,920| 35.00
36.00 |Allowable bad debts for dual eligible beneficiaries (see instructions) 719,877! 36.00
37.00 |subtotal {see instructions) 17,779,019 37.00
38.00 |MSP-LCC reconciltiation ameunt from PS&R -203[ 38.00
39.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 39.00
39.99 |RECOVERY OF ACCELERATED DEPRECIATION 0| 39.99
40.00 |Subtotal (see instructions) 17,779,222| 40.00
40.01 |Sequestration adjustment (see +instructions) 177,792| 40.01
41.00 |Interim payments 17,759,227 41,00
42.00 |Tentative settlement (for contractors use only) 0] 42.00
43.00 |Balance due provider/program (see instructions) ~-157,7971 43.00

44.00 |Protested amounts {nonallowable cost repert 1tems) 1n accordanre with CMS Pub 15-11, section 115.2
0. RE; COMPLETED - BY. .CONTRACTO . S : : s
90.00 |original outldier amount (see instructions)

91.00 |outlier reconciliation adjustment amount (see instructions)

92.00 |The rate used to calculate the Time value of Money

93.00 |Time value of Money (see instructions)

94.00 |Total (sum of Tines 91 and 93)

112.00|override of Ancﬂ1ary service charges (1ine 12) 0[112.00

MCRIF3Z2 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form cMS-2552-10
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED provider CCN: 140015 |Period: worksheet E-1

From 10/01/20121 Part T

To  09/30/2013{ pate/Time Prepared:
2/28/2014 2:15 pm

Hospital PPS
. Total tinterim payments paid to provider
2.00 |Interim payments payable on individual bills, either 0 0| 2.00
submitted or to be submitted to the coentractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |List separately each retroactive Tump sum adjustment 3.00
amount based on subseguent revision of the interim rate
for the cost reporting period. Also show date of each
payment., If none, write "NONE" or enter a zero. (1)
ProgPal B0 Brovider L e e e e e
3.01 |ADJUSTMENTS TO PROVIDER 0| 04/18/2013 135,893| 3.01
3.02 4] 0| 3.02
3.03 0 0| 3.03
3.04 0 0| 3.04
3.05 _ 0 o] 3.05
PEOVTHE B0 PROGFam - oy s e i e T T e T S i
3.50 |ADJUSTMENTS TO PROGRAM 04/18/2013 478,671 0| 3.50
3.51 09/26/2013 781,899 0| 3.51
3.52 0 0| 3.52
3.53 0 0| 3.53
3.54 0 0| 3.54
3.99 [subtotal ¢sum of Tines 3.0L-3.49 minus sum of Tines -1,260,570 135,893 3.99
3.50-3.98)
4.00 |Total -dinterim payments (sum of Tines 1, 2, and 3.99) 46,949, 866 17,759,227 4.00
(transfer to wkst. E or wkst. E-3, Tine and column as
appropriate)
E COMPLETED BY. CONTRAGTOR v fo i e e T
5.00 |List separately each tentative settlement payment after 5.00
desk review. Also show date of each payment. If none,
write "NONE" or enter a zero. (1)
Brogramn t6. Provider:
5.01 |TENTATIVE TO PROVIDER 5.01
5.02 5.02
5.03 5.03
Pravider o Program. ;-
5.50 |TENTATIVE TO PROGRAM 0 Q] 5.50
5.51 0 0] 5.51
5.52 0 0l 5.52
5.99 |subtotal (sum of Tines 5.01-5.49 minus sum of Tines 0 0} 5.99
5.50-5.98)
6.00 |petermined nhet settlement amount (baTance due) based on 6.00
the cost report. (1)
6.01 |SETTLEMENT TO PROVIDER 0 0| 6.01
65.02 |[SETTLEMENT TO PROGRAM 174,905 157,797 6.02
Total Medicare program 1iabi1ity“(see instructions)

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Liey of Form Cms-2552-10
ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED Provider CCN: 140015 |Periocd: worksheet E-1

From 10/01/2012 | Part I

component CCN; 14s015 |To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm
Title XVIII subprovider - PPS

IPF

i/l Yy
1.00 |Total interim payments paid to provider 1,637,443 o 1.00
2.00 |[Interim payments payable on individual bills, either 0 ol 2.00
submitted or to be submitted to the contractor for
services rendered in the cost reporting period. If none,
write "NONE" or enter a zero
3.00 |List separately each retroactive lump sum adjustment 3.00
amount based on subsequent revision of the interim rate
for the cost reporting per10d Also show date of each
payment. If none, write "NONE" or enter & zero. (1)
3.01 0 0| 3.01
3.02 0 0| 3.02
3.03 0 0 3.03
3.04 0 0o 3.04
3.05 0 0] 3.05
Provider. to Proorm ; i
3.50 |[ADJUSTMENTS TO PROGRAM 0 0| 3.50
3.51 0 0| 3.51
3.52 0 0| 3.52
3.53 0 0| 3.53
3.54 0 0| 3.54
3.99 |subtotal (sum of Tines 3.01-3.49 minus sum of lines 0 al 3.99
3.50-3.98)
4.00 |Total +interim payments {sum of T1ines 1, 2, and 3.99) 1,637,443 0| 4.00
(transfer to wkst. E or wkst. E-3, Tine and column as
5.00 [List separate1y each tentative sett1ement payment after 5.00
desk rev1ew Also show date of each payment. IF none,
write "NONE" or ent r (1) _
Progran, to. Providar
5.01 |TENTATIVE TO PROVIDER 0 0] 5.01
5.02 0 0 5.02
5.03 0 gl 5.03
5.50 |TENTATIVE TO PROGRAM 0 0f 5.50
5.51 0 0] 5.51
5.52 0f 0| 5.52
5.99 |[subtotal (sum of Tines 5.01-5.49 winus sum of Tines 0 0| 5.99
5.50-5.98)
6.00 |petermined net settlement amount (balance due) based on 6.00
the cost report. (1)
SETTLEMENT TO PROVIDER 159,452
SETTLEMENT T0O PROGRAM it
Total Medicare program liability (see jnstructi 1,796,895

8.00 [Name of contractor

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSTNG HOSPITAL

In tieu of Form CMS-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

Provider CCN: 140015
Component CCN:14T015

Period:
From 10/01/2012
To 09/30/2013

worksheet E-1
part I

Date/Time Prepared:

2/28/2014 2:15 pm

Title XVIII

Subprovider -

PPS

7.00
2.00

[FER S ST SV SY)
(=
o

[EURFE T SR SR FF)
w
w

4.00

5 144,467

(transfer to wkst. £ or wkst. E-3, Tine and column as
appropriate)

Total interim payments paid to provider

Interim payments payable on ‘individual bills, either 0 0

submitted or to be submitted to the contractor for

services rendered in the cost reporting period. If none,

write "NONE™ or enter a zero

List separately each retroactive Tump sum adjustment

amount based on subseguent revision of the interim rate

for the cost reporting pariod. Also show date of each

ayment. If none, wri e "NO " or enter a zero. (1)

Program. o providar: : CEae i

ADJUSTMENTS TO PROVIDER | 0 1}
0 0
0 0
0 0
0 0

pravidar to Frogram. R i &

ADJUSTMENTS TO PROGRAM 04/18/2013 34,837 0
0 0
0 0
0 0
0 0

subtotal (sum of T1ines 3.01-3.49 minus sum of Tines -34,837 0

3.50-3.98)

Total interim payments (sum of Tlipes 1, 2, and 3.99) 5,109,630 0

TO BE COMPLETED BY CONTRAGTOR.

List separately each tentative settlement payment after
desk rev1ew Also show date of each payment. If none,
wr1te NONE or enter a zero., (1)

: = S

TENTATIVE TO PROVIDER

oo

o o ofl

erovider o Progran

TENTATIVE TO PROGRAM

subtotal (sum of 1ines 5.01-5.49 minus sum of lines
5.50-5.98)

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

SETTLEMENT T¢ PROVIDER

SETTLEMENT TO PROGRAM

Total Medicare program liability (see instructions)

[ P e R e I )

oo O Ol

o oo

W W W

3.
3.
3.
3.
3.
3.

.00

.00
.00

.00

| Mame Cohtractor

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM5-2552-10

ANALYSIS OF PAYMENTS TO PROVIDERS FOR SERVICES RENDERED

Provider CCN: 140015
Component CCN: 145643

period:
From 10/01/2012
To 09/30/2013

worksheet E-1

Part I

Date/Time Prepared:
2/28/2014 2:15 pm

Title XVIII

Skilled Nursing
Facility,

PPS

L
<
w

W Lo
(%]
ol

w
o
(%

(NS T R
(%21
N

6.00

Total interim payments paid to provider
Interim payments payable on individual bills, either
submitted or to be submitted to the contractor for
servicas randered in the cost reporting period. If none,
write "NONE" or enter a zero

List separately each retroactive lump sum adjustment
amount based on subsequent revision of the interim rate
for the cost reporting period Also show date of each

1'_'611:,.5.3'5 e L)

0

payment. If none, wr1te NUNE or enter a zer (})
P rogram. Lo ?rov1der SR

SETTLEMENT 1O PROGRAM
otal

1,770,594

0

ADJUSTMENTS TO PROVIDER 0 0| 3.01
0 0] 3.02
0 ol 3.03
0 ol 3.04
0 o] 3.05

provider Lo Program s n e i i

ADJUSTMENTS TO PROGRAM 0 0] 3.50
0 ol 3.51
0 o[ 3.52
0 0l 3.53
0 o 3.54

subtotal (sum of 1ines 3.01-3.49 minus sum of Tlines 0 o 3.99

3.50-3.98)

Total interim payments (sum of lines 1, 2, and 3.99) 1,611,539 o[ 4.00

(transfer to wkst. E or wkst. E-3, line and column as

appropriate)

List separate]y each tentative sett1ement payment after 5.00

desk review. Also show date of each payment. If none,

write "NONE" ar enter a zero [¢H)]

|Programn: 4

TENTATIVE TO PROVIDER 5.01

5.02
5.03

Provider: to Program : i

TENTATIVE TO PROGRAM 0 0 5.50
0 0] 5,51
0 0| 5.52

subtotal (sum of 1ines 5.01-5.49 minus sum of Tines 0 0| 5.99

5.50-5.98)

petermined net settlement amount (balance due) based on 65.00

the cost report. (1)

SETTLEMENT TO PROVIDER 159,055

[Name of Contractor

MCRIF3Z - 4.8.152.0



Health

Financial Systems BLESSING HOSPITAL

In Lieu of Form (MS-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT FOR HIT Provider CCN: 140015 ([Perio

From 10/01/2012
To  09/30/2013

worksheet E-1

Part II

pate/Time Prepared:

2/28/2014 2:15 pm

Title XVITT [

1 INFO \ 1 ;. i
Total hospital d1scharges as def1ned in AARA §4102 from Wkst S- 3 part I column 15 Tine 14
Medicare days from wkst -3, Part I, column 6 sum of lines 1, 8- 12
Medicare HMO days from wkst $-3, Part T, column 6, Tline 2
Total inpatient days from s-3, Part I columh 8 sum of Tines 1, 8-12
Total hospital charges from wkst C, Part I, column 8 Tline 200
Total hospital charity care charges from wkst $-10, column 3 line 20
CAH only - The reasonable cost incurred for the purchase of certified HIT technology Worksheet s-2,
part I line 168
calculation of the HIT incentive payment (see instructions)

Ssequestration adjustment amount (see instructions)

9,708
22,876

753

36,353
703,272,052
63,003,882
0

1,325,113
26,502

Calculation of the HIT incentive payment after sequestrat1on (see 1nstruct1ons)
TMPATLIENT, HOSPITAL -SERVICES UNDER PPS. & CAIT : -

1,208,611

Balance due provider (Iine 8 (or 1ine 10} minus line 30 and line 31) (see finstructions)

Imitial/interim HIT payment adjustment (see 1nstruct1ons)
oOther Adjustment (specify)

0
1, 298 611

30.
31.
32.

~Ch UV

[ar Y=g~

108.00

CONTRACTOR O

override of HIT payment

108.

00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieuw of Form €mM5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider CCN: 140015 |Period:

From 10/01/2012
Component CCN: 145015 |To  09/30/2013

worksheet E-3

Part II

Date/Time Prepared:
2/28/2014 2:15 pm

Title XVIII subprovider -
IPF

PPS

.00
.00
.00
.00

Y N

.01

(%3]
o
(=]

D T A SERVICES O TPF PPS |

Net Federal IPF PPS Payments (excluding ocutlier, ECT, and medical education payments)

Net IPF PPS Outlier Payments

Net IPF PP5S ECT Payments

Unweighted intern and resident FTE count in the most recent cost repert filed on or before November
15, 2004. (see instructiohs)

cap increases for the unweighted -intern and resident FTE count for residents that were displaced by
program or hospital closure, that would not be counted without a temporary cap adjustment under
§412.424() (DI E Q) or (2) (see instructions)

New Teaching program adjustment. (see instructions)

Current year's unweighted FTE count of I&R excluding FTEs in the new program growth period of a "new
teaching program™. (see inst.)

current year's unweighted I&R FTE count for residents within the new program growth period of a "hew
teaching program”. (see inst.)

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

Average Daily Census (see instructions)

Indirect medical Education Adjustment Factor {((1 + (line 8/1ine 9)) raised to the power of .5150
-1%.

Indirect Medical Education Adjustment (Tine 1 multiplied by 1ine 10).

Adjusted Net IPF PPS Payments (sum of lines 1, 2, 3 and 11)

Nursing and Allied Health Managed Care payment (see instruction)

organ acquisition (DO NOT USE THIS LINE)

Cost of teaching physicians (from worksheet D-5, Part II, column 3, Tine 20) (see instructions)
subtotal (see instructions)

Primary payer payments

subtotal (line 16 less line 17).

peductibles

subtotal (line 18 minus Tine 19)

Cceinsurance

subtotal (line 20 minus Tline 21)

Allowable had debts (exclude bad debts for professional services) (see instructions)

Adjusted reimbursable bad debts (see instructions)

Allowable bad debts for dual eligible beneficiaries {see instructions)

subtotal (sum of Tines 22 and 24)

Direct graduate medical education payments (From worksheet E-4, line 49)

other pass through costs {see instructions)

outlier payments reconciliation

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

rRecovery of Accelerated pDepreciation

Total amount payable to the provider (see instructions)

sequestration adjustment (see instructions)

Interim payments

Tentative settlement (for contractor use only)

Balance cdue provider/program Tine 31 minus Tines 31.01, 32 and 33

section 115.2

1,943,355

1.00

2,249 2.00
0] 3.00
0.00| 4.00
0.00[ 4.01
0.00| 5.00
0.00| 6.00
0.00| 7.00
¢.00| 8.00

33.063014| 9.00
¢.000000| 10.00

0{ 11.00
1,945,604 12.00
0] 13.00

0] 15.00
1,945,604| 16.00
0] 17.00
1,945,604| 18.00
267,368 19.00
1,678,236| 20.00
21,016] 21.00
1,657,220( 22.00
142,539 23.00
92,650( 24.00
142,539} 25.00
1,749,870] 26.00
01 27.00

65,175| 28.00

0} 29.00

0| 30.00

0| 30.99
1,815,045 31.00
18,150| 31.01
1,637,443 32.00
0| 33.00

159,452] 34.00

Praotested amounts (nohallowable cost report -items) in accordance with cMs Pub, 15-2
[FOBE. COMPLET ED  BY. . CONTRACTOR.. :

original outlier amount from Worksheet E-3, Part 11, line 2
autlier reconciliation adjustment amount (see instructions)
The rate used to calculate the Time value of Money

Time value of Money (see instructions)

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMs-2552-10
CALCULATION OF REIMBURSEMENT SETTLEMENT pProvider CCN: 140015 |Period: workshoet E-3

From 10/01/2012 | Part IIIX

Component CCN: 147015 [To  09/30/2013 | bate/Time Prepared:
2/28/2014 2:15 pm

Title XVIII subprovider - PPS
IRF
2 MEDECARE  PAR] BETAAN PR AT B RER

1.00 [Net Federal PPS Pa.yment (see 1nstruct10n5) 5,007,190 1.00
2.00 |Medicare SSI ratio (IRF PPS only) (see instructions) 0.0197( 2.00
3.00 |Inpatient Rehabilitation LIP Payments (see instructions) 202,791 3.00
4.00 |outlier Payments 40,479 4.00
5.00 |uUnweighted intern and resident FTE count in the most recent cost reporting period ending on or prior 0.00| 5.00

to Movember 15, 2004 (see instructions)
5.01 |cap increases for the unweighted intern and resident FTE count for residents that were displaced by 0.007 5.01

program or hospital closure, that would not be counted without a temporary cap adjustment under

§412.424CD CL G L) or (22 (see instructions)
6.00 [New Teaching program adjustment. (see instructions) 0.00| 6.00
7.00 |current year's unweighted FTE count of I&R excluding FTEs in the new program growth peried of a "new 0.00| 7.00

teaching program”. (see inst.)
8.00 |cCurrent year's unweighted I&R FTE count for residents within the new program growth period of a "new 0.00] 8.00

teaching program"”. (see inst.)
2.00 ([Intern and resident count for IRF PPS medical education adjustment (see instructions) 0.00; 9.00
10,00 [Average Daily Census (see instructions) 13.457534] 10.00
11.00 |Indirect Medical Education Adjustment Factor {{{1 + (line 9/1ine 10)) raised to the power of .6876 0.000000( 11.00

-1}.
12.00 |Indirect Medical Education adjustment (line 1 multiplied by Tine 11). 0f 12.00
13.00 |Total pPS Payment (sum of Tines 1, 3, 4 and 12) 5,250,460] 13.00
14.00 |Nursing and ATiied Health managed care payments (see instruction) 0 14.00
15.00 [organ acquisition (DO NOT USE THIS LINE) 15.00
16.00 [cost of teaching physicians (from Worlksheet D-5, Part II, column 3, Tine 20) (see instructions) 0 16.00
17.00 |subtotal (see instructions) 5,250,460] 17.00
18.00 |[Primary payer payments 2,311 18.00
19.00 [subtotal (line 17 Tess line 18). 5,248,149| 19,00
20.00 [peductibles 38,820| 20.00
21.00 |subtotal (Tine 19 minus line 20) 5,209,329] 21.00
22.00 |coinsurance 21,109f 22.00
23.00 |subtotal (Tine 21 minus Tine 22) 5,188,220} 23.00
24.00 |AlTowable bad debts {exclude bad debts for professional services) (see instructions) 0f 24.00
25.00 |Adjusted reimbursable bad debts {see instructions) 0| 25.00
26.00 |Allowable bad debts for dual eligible beneficiaries (see instructions) 0| 26.00
27.00 |subtotal Csum of Tines 23 and 25) 5,188,220| 27.00
28.00 |Direct graduate medical education payments {(from worksheet E-4, Tine 49) 0| 28.00
29.00 |other pass through costs (see instructions) 1,964| 29.00
30.00 |outlier payments reconciliation 0| 30.00
31.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 31.00
31.99 |Recovery of Accelerated Depreciation 0| 31.99
32.00 |Tetal amount payable to the provider (see instructions) 5,190,184| 32.00
32.01 |Sequestration adjustment (see instructions) 51,902| 32.01
33.00 |Interim payments 5,109,630| 33.00
34.00 |Tentative settlement (for contractor use only) 0| 34.00
35.00 |Balance due provider/program Jine 32 minus Tines 32.01, 33 and 34 28,652| 35.00
36.00 |Protested amounts (nona'l'lowab'le cost_report items) in accordance with cMs Pub. 15-2, sectjon 115 2 J¢]

T BECOMPLETE CONTRACTOR: £
50.00 |original outlier amount from WDrksheet E-3, Part III, line 4
51.00 |outlier reconciliation adjustment amount (see instructions)
52.00 |The rate used to calculate the Time value of Money
53.00 |Time value of Money (see instructions)

MCRIF32 - 4.8.152.0



4

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

CALCULATION OF REIMBURSEMENT SETTLEMENT Provider ccn: 140015 |Period:

From 10/01/2012
Compohent CCN:145643 (To  09/30/2013

worksheet E-3

Part viI

Date/Time Prepared:
2/28/2014 2:15 pm

Title XvIIL Skilled Nur‘s1ng PPS

Resource Utﬂ'lzat'lon Group Payment (RUGS) 1,718,536| 1.00
Routine service other pass through costs 157,196 2.00
Ancillary service other pass through costs 2,021 3.00
Subtotal {sum of Tines 1 through 3) 1,877,753 4.00
COMPUTATION: OF . NET . COST:0 OVERED SERVICES R : L LT L L

Medical and other services (Do not use this '|'|ne as vaccine costs are 1nc1uded in 11ne l of w/S E, 5.00
pPart B. This Tine is now shaded.)

pDeductibie 0 6.00
coinsurance 90,178 7.00
Allowable bad debts (see instructions) 1,027 8.00
Reimbursable bad debts for dual eligible beneficiaries (see instructions) 1,027! 9.00
Adjusted reimbursable bad debts (see instructions) 9041 10.00
utilization review 0| 11.00
subtotal (sum of Tlines 4, 5 minus 6 & 7 plus 10 and 11){see Instructions) 1,788,479| 12.00
Inpatient primary payer payments 0| 13.00
OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0| 14.00
Recovery of Accelerated Depreciation 0| 14.99
subtotal (line 12 minus 13 = Tines 14 1,788,479| 15.00
Sequestration adjustment (see instructions) 17,885 15.01
Interim payments 1,61%,539| 16.00
Tentative settlement (for contractor use ohly) a| 17.00
Balance due provider/program line 15 minus 15.01, 16 and 17 159,055| 18.00
Protested amounts (nonallowable cost report items) in accordance with ¢ms 19 pub. 15-2, section 115.2 d| 19.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPTTAL

In Lieu of Form CMS-2552-10
DIRECT GRADUATE MEDICAL EDUCATIOMN {GME) & ESRD OUTPATIENT DERECT Provider CCN: 140015 | Period: worksheet E-4
MEDTCAL EDUCATION COSTS From 10/01/2012

To  09/30/2013 | pate/Time Prepared:

2/28/2014 2:15 pm

Title XVIIT Hospital _PPS_

COMPUTATION. OF. TOTAL DIRECT GME AMOUNT

1.00 |unweighted resident FTE count for allopathic and osteopath1c programs for cost reperting per1ods 950 1.00

ending on or hefore December 31, 1996.

2.00 |unweighted FTE resident cap addwon for new programs per 42 CFR 413.79(e) (1) (see instructions) 0.00| 2.00

3.00 |Amount of reduction to Direct GME cap under section 422 of MMa 0.00| 3.00

3.01 |pirect GME cap reduction amount under ACA §5503 1in accordance with 42 CFR §413,79 (m). (see 0.00| 3.01
instructions for cost reporting periods straddling 7/172011)

4,00 {Adjustment (plus or minus) to the FTE cap for allopathic and osteopathic programs due to a Medicare 0.00| 4.00
GME affiliation agreement (42 CFR §413.75(b) and § 413.79 (f))

4.01 |ACA Section 5503 increase to the Direct GME FTE Cap (see instructions for cost reporting periods 0.00| 4.01
straddling 7/1/2011)

4.02 |ACA section 5506 number of additional direct GME FTE cap slots (see instructions for cost reporting 0.00| 4.02
periods straddling 7/1/2011)

5.00 [FTE adjusted cap (line 1 plus line 2 minus Tine 3 and 3.01 plus ar minus Tine 4 plus Tines 4.01 and 19.50] 5.00
4.02 plus applicable subscripts

6.00 !Unweighted resident FTE count for allopathic and osteopathic programs for the current year from your 18.09| 6.00

records (see instructions)
7.00 |Enter the lesser of 1ine 5 or line 6

7.00

8.00 weighted FTE count for physicians in an allopathic and osteopathic ' © 18.09

0.00 “*T18.00] 8.00

program for the current year.
9.00 |If Tine 6 is less than 5 enter the amount from line 8, otherwise 18.09 0.00 18.09; 9.00
multiply Tine 8 times the result of Tine 5 divided by the amount on line
6.
10.00 |weighted dental and podiatric resident FTE count for the current year 0.00) 10.00
11.00 |Total weighted FTE count 18.09 0. 00| 11.00
12.00 |Total weighted resident FTE count Tor the prior cost reporting year (see . 16.71 0. 00| 12.00
instructions)
13.00 |Total weighted resident FTE count for the penultimate cost reporting 18.26 0.00 13.00
year (see instructions)
14.00 |Rolling average FTE count (sum of Tines 11 through 13 divided by 3). 17.69 0.00 14.00
15.00 |Adjustment for residents in initial years of new programs 0.00 0.00 15.00
16.Q0 |Adjustment for residents displaced by program or hospital closure 0.00 0.00 16.00
17.00 [Adjusted rolling average FTE count 17.69 0.00 17.00
18.00 [Per resident amount 79,767.53 0.00 15.00
19.00 [Approved amount for resident costs 1,411,088 0 19.00
20,00 |Additional unweighted allopathic and osteopathic direct GME FTE resident cap slots received under 42 0.00| 20.00
sec. 413.79(Cc Y4
21.00 |pirect GME FTE unweighted resident count over cap {see instructions) 0.00| 21.00
22.00 |Allowable additional direct GME FTE Resident Count {see instructions) 0.00| 22.00
23.00 |Enter the locally adjustment national average per resident amount (see instructions) 0.00| 23.00
24.00 [MuTtiply Tine 22 time line 23 0| 24.00

25.00 [Total direct GME (sum of Tines 19 and 24)

1,411,088| 25.00

COMPLUTATEON: -OF - PROGRAM PATIEN

26.00 [Inpatient Days 28,850
27.00 |Total Inpatient Days (see instructions) 53,333
28.00 |Ratio of inpatient days to tetal ‘inpatient days 0.540941
29.00 {Program direct GME amount 763,315

30.00 |Reduction for direct GME payments for Medicare managed care
31.00 |Net Program direct GME amount

753 26.00
53,333 27.00
0.014119 28.00
19,923 29.00
2,815 30.00

780,423 31.00

MCRIF3Z - 4.3.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
DIRECT GRADUATE MEDICAEL EDUCATION (GME) & ESRD OUTPATIENT DIRECT Provider CCN: 140015 |[Period: Worksheet E-4

MEDICAL EDUCATION COSTS From 10/01/2012 .
To 09/30/2013 | bate/Time Prepared:

2/28/2014 2:15 pm
Title XVIIT Hospital PPS

32.00 |Renal d1a1ysts “direct med1ca'| education costs (from Worksheet B Part I sum of columns 20 and 23, B 0 32.00

Tinas 74 and 94)
33.00 |Renal dialysis and home dialysis total charges (Worksheet ¢, Part I, column 8, sum of lines 74 and 1,488,506 33,00
94)
34.00 |Ratio of direct medical education costs to total charges (line 32 = Tine 33) 0.000000( 34.00
35.00 |Medicare outpatient ESRD charges (see instructions) 0| 35.00
36.00 [Medicare outpatient ESRD direct medical educat1on costs ('I1ne 34 X “hne 35) i 0| 36.00

APPORTIONMENT, BA

Part. A Reasonabla Cost : T
37.00 |Reasonable cost (see 1nstruct10ns) 64,303,510( 37.00

SED BN [VIEDICARE 'REASONA

38.00 |organ acquisition costs (Worksheet D-4, Part III, column 1, line 69) 0! 38.00
39,00 |Cost of teaching physicians (Worksheet D-5, Part II, column 3, 1ine 20) 0 39.00
40.00 [Primary payer payments (see instructions) 27,916| 40.00
41.00 [Total Part A reaschable cost (sum of 11ne5 37 thr'ough 39 m1nus Tline 40) 64, 275 594 41.00
PArt B-Reasofiahla Cost. ' T o G LT S :
42.00 |Reasonable cost (see 1nstruct1ons) 24,1?0.77? 42.00
43.00 |Primary payer payments {see instructions) 5,292| 43.00
44,00 |Total Part B reaschable cost (Tine 42 minus Tine 43) 24,165,485| 44.00
45.00 |Total reasonable cost (sum of linas 41 and 44) 88,441,079| 45.00
46.00 |Rratio of Part A reasonable cost to total reascnable cost (line 41 + Tine 45) 0.726762| 46.00
47.00 |Ratio of Part B reasonable cost to total reasonable cost {line 44 + line 45) 0 273238 47.00
ALLOCATION OF MEDICARE :DIRECT GME COSTS:BETWEEN, PART.A. AND:PART (B LR e
48.00 |Total program GME payment (line 31) 780 423| 48.00
49.00 |Part A Medicare GME payment (line 46 x 48)(Title XVIII only)(see instructions) 567,182 49.00
50.00 |Part B Medicare GME payment (line 47 x 48) (title XvIII only) (see instructions) 213,241} 50.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL

In Lie

u of Form CMS-2552-10

BALANCE SHEET (If vou are nonproprietary and do not maintain Provider CCN: 140015

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

period:
From 10/01/2012
To  09/30/2013

worksheet G

Date/Time Prepared:

2/28/2014 2:15 pn

TEndowment Find]-
CURRENT ASSETS. T g B o i A
1.00 |cash on hand in banks 75,644,457 0 0 0
2.00 |Temporary investments 85,025,871 0 0 0
3.00 |Notes receivable 0 0 0 1]
4.00 |Accounts receivable 131,232,605 0 0 4]
5.00 |other receivable 7,607,215 0 0 1]
6.00 |Allowances for uncollectible notes and accounts receivable -79,115,288 0 0 1]
7.00 |Inventory 5,947,158 0 It o]
8.00 |Prepaid expenses 5,189,318 0 0 1]
9.00 |other current assets 155,106 0 0] 1]
10.00 [pue from other funds 6,153,971 0 0] 1]
11.00 |[Total current assets (sum DF 11ne5 1-10) 237 840 413 0 0 0
FIXEDCASSETS — oo L o
12,00 (Land 12 869 734 0 0 0
13.00 [Land improvements 6,558,946 0 O 0
14.00 |Accumulated depreciation -4,640,555 0 0 0
15.00 [Buildings 161,417,937 0 0 0
16.00 |Accumulated depreciation -60,198,232 0 0| 0
17.00 | Leasehold improvements 4,415,584 0 0 0
18.00 [Accumulated depreciation 0 0 0 0
19.00 [Fixed equipment 0 0 0 0
20.00 (Accumulated depreciation ~29,920,488 0 0 0
21.00 [Automobiles and trucks 0 0 0 0
22.00 [Accumulated depreciation 0 0 0 0
23.00 (Major movable equipment 150,390,480 0 0 0
24.00 (Accumulated depreciation -108,541,458 0 0 0
25.00 |Minor eguipment depreciable 0 0 0 0
26.00 [Accumulated depreciation 0 0 0 0
27.00 |HIT designated Assets 0 0 0 0
28.00 |accumulated depreciation 0 0 0 0
29.00 |Minor equipment-nondepreciable 0 0 0 0
30.00 |Total fixed assets (sum nf Tines 12-29) 131,351,948 0 0 0
OTHER “ASSETS - G s s T e
3100 |Tnvestments 14,743,744 o] 0 0
3200 |Deposits on Teases 0 0 0 0
33.00 |pue from owners/officers O 0 0 0
34.00 |Other assets 9,896,787 0 0 0
35.00 |Total other assets (sum of Tines 31-34) 24,640,531 8] 0 0
36.00 {Total assets (sum of 11 11, 30, and 35) 393,832,892 0 0 0
CURRENY ETABRTEITIES S e it i L TR : el
37.00 |Accounts payable 18,681,671 0 0 0
38.00 |salaries, wages, and fees payable 16,903,776 0 0 0
39.00 |Payroll taxes payable 582,377 0 0 0
40.00 [Notes and Toans payable (short term) 3,610, 508] O 0 0
41.00 [peferred income 1,224,183 0 0 0
42.00 |Accelerated payments 0
43.00 |pue to other funds 0 0 0 0
44.00 [other current Tiabilities 8,981,021 v 0 0
45 .00 |Total current 1iabilities (sum of 11nes 37 thru 44) 49,983,536 0 0 0
LONGTERM ‘LEABTLLTEES.. T Z
46.00 |Mortgage payable 73,644,991 0 0 0
47.00 |Notes payable 0f 0 0 0
48.00 |unsecured loans 0 0 0 0
49,00 |other long term Tiabilities 57,500,073 ¢ 0 0
50.00 [Total long term liabilities (sum of lines 46 thru 49 131,145,064 0 0 0
51.00 11ab111tes {sum of 11ne5 45 and 50) 181,128, 600 0 0 0
= i — = OLs Ll L -
52.00 Genera1 fund ba1ance 212,704,292
53.00 {specific purpose fund 0
54.00 |ponor created - endowment fund balance - rastricted 0
55.00 |ponor created - endowment fund balance - unrestricted 0
56.00 |Governing body created - endowment fund balance 0
57.00 {Plant fund balance - invested in plant 0
58.00 !Plant fund balance - reserve for plant improvement, 0
replacement, and expansion
58.00 |Total fund balances (sum of Tines 52 thru 58) 212,704,292 [, 0 0
60.00 | Total 1iabkilities and fund baltances (sum of Tines 51 and 303,832,892 [, 0 0
593

H oW~ v &~ wh
(=
(=]

[ar

MCRIF3Z2 - 4.8,152.0



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

STATEMENT OF CHANGES IN FUND BALANCES Provider CCN: 140015 | Period: worksheet G-1

From 10/01/2012

To  09/30/2013| pate/Time Prepared:

2/28/2014 2:15 pm
et

Tendew

S S0 ] 00 e 0 1 e

Fund balances at beginning of pericd 148,624,681 0 1.00

2.00 |Net income (loss) (from wkst. G-3, Tine 29) 31,508,840 2.00
3.00 |Total (sum of Tine 1 and line 2) 180,133,521 0 3.00
4,00 PENSION LIABILITY ADJUSTMENT 33,736,516 0O 4] 4.00
5.00 CONTRIBUTIONS 6,575,801 0O 0 5.00
6.00 0 0f 0| 6.00
7.00 0 0O 0| 7.00
B.00 0 0f 0| 8.00
9.00 0 0 0| 9.00
10.00 |Total additions (sum of lina 4-9) 40,312,317 0 10.00
11.00 |subtota® (1ine 3 plus Tine 10) 220,445,838 0 11.00
12.00 [NET ASSETS RELEASED 7,696,308 0 0| 12.00
13.00 |OTHER 45,238 0f 0| 13.00
14.00 0 0 0| 14.00
15.00 0 0 0| 15.00
16.00 0 0y 0| 16.00
17.00 0 0 0| 17.00
18.00 [Total deductions {sum of Tines 12-17) 7,741,546 0 18.00
18.00 [Fund balance at end of period per balance 212,704,292 0 19.00

sheet (Tine 11 minus Tine 18)

.00 |Fund balances at beginning of period ' 0 0

1 1.00
2,00 ([Net income (loss) (from wkst. G6-3, Tine 29) 2.00
3.00 [Total (sum of Tine 1 and Tine 2) 0 0 3.00
4.00 PENSTION LIABILITY ADRJUSTMENT 0 4.00
5.00 CONTRIBUTIONS 0 5.00
6.00 0 6.00
7.00 0 7.00
8.00 0 8.00
9.00 0 9.00
10.00 | Total additions (sum of Tine 4-9} ¢ 0] 10.00
11.00 |subtotal (Fine 3 plus Tine 10) ¢ ] 11.00
12.00 |NET ASSETS RELEASED 0 12.00
13.00 |OTHER 0 13.00
14,00 0 14.00
15,00 0 15.00
16.00 0f 16.00
17.00 0 17.00
18,00 |Total deductions (sum of Tines 12-17) 0 0 18.00
192.00 |Fund balance at end of period per balance 0 0 19.00

sheet (Tine 11 minus Tine 18)

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL

In Lieu of Form CmMs-2552-10

STATEMENT OF PATIENT REVENUES AND OPERATING EXPENSES Provider CCN: 140015

Period:
From 10/01/2012
To  09/30/2013

worksheet, G-2
Parts I & II

Date/Time Prepared:

0,11

thatian

2/28/2014 2:15

E R"

GanaFal LNpALjent Routine Sef

[
<
[=

Hospital

SUBPROVIDER - IPF

SUBPROVIDER - IRF

SUBPROVIDER

swing bed - SNF

swing bed - NF

SKILLED NURSING FACILITY

NURSING FACILITY

OTHER LONG TERM CARE

Total general inpatient care services (sum of 11nes 1ﬁ9)

HUO®e~douv b whi
=
<

55,090,257
22,080,369
5,210,173

4,632,873

0
0

55,000, 257
27,080,369
5,210,173

0
0
4,632,873

ThEansive caré Type inpatient Hospital Services

87,013,672

87,013,672

INTENSIVE CARE UNTT

CORONARY CARE UNIT

BURN INTENSIVE CARE UNTIT

SURGICAL INTENSIVE CARE UNIT

OTHER SPECIAL CARE (SPECIFY)

Total intensive care type inpatient hospital services (sum of Tines
11-15)

Total inpatient routine care services (sum of Tines 10 and 16)
ancillary services

outpatient services

RURAL HEALTH CLINIC

FEDERALLY QUALIFIED HEALTH CENTER

HOME HEALTH AGENCY

AMBULANCE SERVICES

CMHC

AMBULLATORY SURGICAL CENTER (D.P.)

HOSPICE

NURSERY

Total pa11ent revenues (sum of lines 17-27)(transfer columnh 3 to wkst.

24,905, 850

24,905,859

111,919,531
273,492,971

4,563
3,003,183 0
388,420,248

376,880,063
0 0
0 747,908
0 0
7,389,726

4,096,345

389,114,042

24,805,859

24,905, 859

111,919,531
650,373,034
0

747,908

0

7,389,726

4,100,908
3,003,183
777,534,280

bbérat1ngnexpen5es"(per Wkst A, coTumn 3, Tine 200)
ADD (SPECIFY)

Total additiens (sum of Tines 30-35)
DEDUCT (SPECIFY)

Total deductions (sum of lines 37-41)
Total operating expenses (sum of Tines 29 and 36 minus Tline 42)(transfer
to wkst. G-3, line 4)

277,426,816

COoOSoo0oo

SCOoOO0Oo O

0
277,426,816

LR =R - RN I e R 0 - MR ST
QO OO
oo oo oo OO0

43 00

MCRIF3Z - 4.8.152.0



Health Fimancial Systems BLESSING HOSPITAL

In Lie

) of Form CMS-2552-10"°

STATEMENT OF REVENUES AND EXPENSES

Provider CCN: 140015

Period:
From 10/01/2012
To  09/30/2013

worksheet G-3

pate/Time Prepared:

272872

4 2:15 pm

Total patient revenues (from wkst. -2, Part I, column 3, Tine 28)
iess contractual allowances and discounts on patients' accounts
Net patient revenues (line 1 minus Tine 2)

Less total operating expenses (from wkst. G-2, Part II, Tine 43)

777,534,290
497,394,668
280,139,622
277,426,816

Net income from service to patients (line 3 minus Tine 4)
OTHER -ENCOME &7 s i

2,712,806

Contributicns, donations, bequests, etc
Income from investments

Revenutes from telephone and other miscellaneous communication services
Revenue from television and radiq service

Purchase discounts

Rebates and refunds of expenses

parking lot receipts

Revehue from laundry and linen service

Revenue from meals sold to employees and guests

Revenue from rental of living quarters

Revenue from sale of medical and surgical supplies to other than patients
rRevenhue from sale of drugs to other than patients

Revenue from sale of medical records and abstracts

Tuition (fees, sale of textbooks, uniforms, etc.)

Revenue from gifts, flowers, coffee shops, and canteen

Rental of vending machines

Rental of hospital space
Governmental appropriations
TRANSFERS

TRANSFERS

MISCELLANEOUS INCOME

OTHER

Total other income (sum of lines 6-24)
Total {1ine 5 plus Tine 25)

Total other expenses (sum of Tline 27 and subscripts)
Net income (or loss) for the period (Tine 26 minus Tine 28)

0
7,340,166
0

0

378,659

0

0

0
1,479,741
0

0

0

33,194
3,126,291
0

0

895,305

0
2,821,808
335,289
12,376,398
9,183
28,796,034
31,508,840
0

0

31,508,840

6.00

10.00
11.00
12.00
13.00
14.00
15.00
16.00
17.00
18.00
19.00
20.00
21.00
22.00
23.00
24.00
24.01
24.02
24.03
25.00
26.00
27.00
28.00
29.00

MCREF3Z2 - 4.8,152.0



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

ANALYSTS OF PROVIDER-BASED HOME HEALTH AGENCY COSTS Provider CCN: 140015 | Period: worksheet H
From 10/01/2012
HHA CCN: 147031 |To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Home Health PPS
Agency I

cant’r‘a&tedfp ~Other Costs:

1.00 Cap'|ta1 Re'lated - B1dg & 0 0 1.00
Fixtures
2.00 |[capital Related - movable 0 0 o 2.00
Equipment
3.00 |plant operation & Maintenance 0 0 0 0 0] 3.00
4.00 [Transportation 0 0 0 0 0 4.00
5.00 |Administrative and General vl 0 86 0 452,156] 5.00
HHA RETMBURSABL B SERVECES D R R T B
6.00 |Skilled Nursing care 1,647,425 0 10,763 0 712,293 2,370,481 6.00
7.00 |Physical Therapy 917,912 0 4,140 0 273,969 1,196,021 7.00
8.00 |occupational Therapy 314,901 0 1,635 0 108, 200 424,736 8.00
9.00 |Speech Pathology 43,084 0 256 0 16,962 60,302 9.00
10.00 |Medical social Services 174,628 0 37 0 2,442 177,107 10.00
11.00 |Home Health Aide 279,037 0 2,586 0 171,164 452,789 11.00
12.00 |supplies (see instructions) 0f 0 & 0 0 0 12.00
13.00 |Drugs 0 0 0 0 0 0 13.00
14.00 |DME 0f 0 0 0 0 0f 14.00

HHA NONREXMBURSABLE SERVICES, © oo oo

15.00 |Home Dialysis Aide Services 0 0f 0f 0 15.00
16.00 |Respiratory Therapy 0 0 0 0 0 16.00
17.00 |Private Duty Nursing 0 0 0 0 0| 17.00
18.00 |Clindc 0 0f 0 0f 0} 18.00
19.00 [Health Promoticn Activities 0 0 0 0 0| 19.00
20.00 [pay care Program 0 0 0 0 0| 20.00
21.00 |Home Delivered Meals Program 0 0 0 0 0 21.00
22.00 |Homemaker Service 0 0 0 125,536 136,418
23.00 1A1T Others (spec1fy) 0 0 0 0 0

3) 0] 7 & 1,410,568 5,270,010

1.00 Cap1ta1 Related - Bldg. & 0 0 0 1.00
Fixtures
2.00 [capital Related - Movable 0 0 0 0 2.00
Equipment
3.00 |Plant Operation & Maintemance 0 0 3.00
4.00 |Transportation 0 0 4,00
5.00 |Administrative and General 0 452 156 5.00
HHA - REIMBUREARIE. SERVICES o i ; i
6.00 |Skilled Nursing Care -1,683 2 368 798 2,368,798 6.00
7.00 |pPhysical Therapy 0 1,196,021 1,196,021 7.00
8.00 |occupational Therapy 0 424,736 424,736 8.00
9.00 |speech pathology ¢] 60, 302 60, 302 9.00
10.00 |Medical social Services ¢] 177,107 177,107 10. 00
11..00 |Home Health Aide ¢] 452,789 452,789 11.00
12.00 |supplies (see instructions) ¢ 0 0 12.00
13.00 |Drugs 0 0 0 13.00
14.00 |DME ] 0 0 0 14.00
HHA NONREIMBURSABLE -SERVICES o ol o
15.00 |Home Dialysis Aide Services 0 4] 15.00
16.00 |Respiratory Therapy 0 0 0 0 16.00
17.00 |Private Duty Nursing 0 0 0 0 17.00
18.00 |Clinic 0f 0 0 0 18.00
19.00 |Health Promotion Activities O 0 0 0 19.00
20.00 |pay Care Program [y 0 0, 0 20.00
21.00 [Home pelivered Meals Program 0O 0 0 0 21.00
22,00 [Homemaker Service 0 136,418 0 136,418 22.00
23.00 |A11 others (specify) 0f 0 0f 0 23.00
24.00 |Total (suin of Tines 1-23) -1,683 5,268,327 0 5,268,327 24.00

column, 6 Tine 24 should agree with the wB'FiiE"HéEE"A, column 3, T1ine 101, or subscript as applicable.

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSTNG HOSPTTAL

In Lieu of Form CMS-2552-10

COST ALLOCATIOM - HHA GEMERAL SERVICE COST

pProvider CCN: 140015

HHA CCN:

147031

Period:
From 10/01/2012
To  09/30/2013

wWorksheet H-1

Part I

Date/Time Prepared:
2/28/2014 2:15 pm

Home Health
Agency T

PPS

GENERAL "SERVEICE -COST: CENTERS

capital Related - Eldg. &
Fixtures

capital Related - Movable 0 0 0l 2.00
Equipment
Plant Operation & Maintehance 0 0 0 0 3.00
Transportation 0 0 0 0] 4.00
Administrative and General 452,156 0 0 0] 452,156/ 5.00
HHA, REIMBURSA’B]_‘.E.:SE.RVICES R T T T SN sl SE;" " :": G
skilled Wursing care 2,368,798 0 0 0 0 2,368,798 6.00
physical Therapy 1,196,021 0 0 0 0y 1,196,021 7.00
occupational Therapy 424,736 0 0 0 0 424,736 B.00
Speech pPathology 60,302 0 0 0 0 60,302 9.00
Medical Social Services 177,107 0 0 0 0 177,107 10.00
Home Health Aide 452,789 0 0 0 ¢] 452,789 11.00
suppTlies (see instructions) 0 0 0 0 6] 0| 12.00
Drugs 0 0 0 0 0| 13.00
DME 0 0 0 0 0 0| 14.00
HHANONREIMBURS BERVECES 1 s
Home Dialysi services 0 0 0 0 0
Respiratory Therapy 0 0 0 0 0
Private Duty Nursing 0 0 0 0 0
CHinic 0 0 0 0 0
Health Promotion Activities 0 0 0 0 0
Day Care Program 0 0 0 0 0
Home Delivered Meals Program 0 0 0 0 0
Homemaker Service 0 0 0 0
ATl others (spacify) 0 0 0 0 0

0 0 0 0

Total (sum of 1ings_1723)

Capital Related - Bldg. &

supplies (see finstructions)
Drigs
DME

1.00
Fixtures
capital Related - Movable 2.00
Equipment
Plant Operation & Maintenance 3.00
Transportation 4,00
Administrative and General 452,156 5.00
HHA  REIMBURSABLE  SERVICES 1 i
skilled Nursing cCare ,591, 6.00
Physical Therapy 1,308,307 7.00
occupational Therapy 464,611 8.00
speach Pathology 65,963 9.00
medical Social Services 193,734 10.00
Home Health Aide 405,208 11.00

A NONREINRURGABLE. SERVECES

Home mialysis Aide Services
Respiratory Therapy

Private Duty Nursing

Clinic

Health Promotion Activities
Day Care Program

Home Delivered Meals Program
Homemaker Service

Al1 others (specify)

Total (sum of Tines 1-23)

12,80

oONOoOoOOoOoOoO o

OO OO o

149,225
0
5,268,327

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSTNG HOSPITAL

In Lie

| of Form CMS-2552-10

COST ALLOCATION - HHA STATISTICAL BASIS

Provider CCN: 140015

HHA CCN: 147031

Period:
From 1

0/01/2012
To  09/30/2013

worksheet H-1
Part IT

Date/Time Prepared:
2/28/2014 2:15 pm

Homa Health

Agancy I

PPS

2.00

3.00
4.00

5.00

GENERAL - SERVIGE COST. -EN%ERS;-:; g

Capital Relatad - Blidy. &
Fixtures

capital Related - movable
Equipment

Plant Operation & Maintenance
Transportation (see
instructions)

Administrative and General

f ]

oD o0 O

(=]

o

A REIMBURSABLE SSERVECES -+t s

-452, 156

slcilled Mursing Care
Physical Therapy
Occupational Therapy
speech Pathology

Medical Social Services
Home Health Aide

Supplies (see instructions)
Drugs

OO OoO0OO0 OO o)

cocoocooot

coooococoool:

oo 0o O

2,368,798
1,196,021
424,738
60,302
177,107
452,789

OO OO OO O

DME
HHA®

e Dialysis Aide Se
Respiratory Therapy

Private Duty Nursing

Clinic

Health Promotion Activities
pay Care Program

Home Delivered Meals Program
Homemaker Service

AlT others (specify)

Total (sum of lines 1-23)
Cost To Be Allocated (per
worksheet H-1, Part I

Hom

unit Cost Multiplier

0.000000

COCOCOOoCo OO O

0.000000

cocococococooo ool

SO0 OO

0.000000]

(wHeNeleleleleRelelolle]

0. 000000

OO OO OO Ol

-452,15

coocooooll

136,418
0
4,816,171

452,154

0.093883

MCRTF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL Ih Lieu of Form CMs-2552-10

ALLOCATION OF GENFRAL SERVICE COSTS TO HHA COST CENTERS Provider CCN: 140015 | Period: Worksheet H-2
From 10/01/2012 | Part I
HHA CCN: 147031 |To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Home Health PPS
Agency I

1.00 |Administrative and General 0 0 0 0 0 5,274/ 1.00
2.00 |[skilled Nursing care 2,591,189 0 0 0 0 0 2.00
3.00 |physical Therapy 1,308,307 0 0 0 0 o 3.00
4.00 |occupational Therapy 464,611 0 0 0 "0 0| 4.00
5.00 |speech Pathology 65,963 0 0 0] Q 0] 5.00
6.00 |Medical Social Services 193,734 0 0 0 0 0 6.00
7.00 |Home Health Aide 195,298 0 0 0 0 0 7.00
8.00 jsupplies (see instructions) 0 0 0 0 0 0| 8.00
9.00 [(Drugs 0 0 0 0] 0 0 9.00
10.00 |DME 0 0 0 0f ] 0| 10.00
11.00 |Home Dialysis Aide Servicas 0 0 0 0 0 0 11.00
12.00 |Respiratory Therapy 0 0 0 0] 0 0 12.00
13.00 i Private Duty Nursing ¢! 0 0 0] Q 0| 13.00
14.00 |[Clinic 0 0 0 0f 0 Q| 14.00
15.00 |Health Promotion Activities 0 0 0 0] 0 0 15.00
16.00 |pay Care Program 0| 0 Q 0l 0 0 16.00
17.00 |Home Delivered Meals Program 0 0 0 0| 0 al 17.00
18.00 |Homemaker Service 149,225 0 0 0] 0 0 18.00
19.00 |A171 Others (specify) 0 0 0 0| 0 0 19.00
20.00 |Total (sum of lines 1-19) (2) 5,268,327 0 0 0 0 5,274 20.00
21.00 |unit Cost Multiplier: column 21,00

26, Tine 1 divided by the sum

of column 26, Tine 20 minus

column 26, Tine 1, rounded to

6 decimal places.

1.00 [Administrative and General 0f 17,223 107,363 129, 860 34,081 83,671 1.00
2.00 |skilled Nursing care 0y 0f 391,248 2,982,437 782,728 0 2.00
3.00 |physical Therapy 0y 0f 217,996 1,526,303 400,572 0 3.00
4.00 |occupational Therapy 0 0 74,786 534, 197 141,563 0 4.00
5.00 |speech pathology 0 0 10,232 76,195 19,997 0 5.00
6.00 |Medical Social Services 0 0 41,473 235,207 61,729 0 6.00
7.00 |Home Health Aide 0 [t 66,269 561, 567 147,381 0 7.00
8.00 |supplies (see instructions) 0 0 0 0 0 0| 8.00
9.00 |Drugs [t 0 0 0 0 0 9.00
10.00 |oME U 0 0 ¢ 0 0| 10.00
11.00 [Home Dialysis Aide Services 0 0 0 0 0 0 11.00
12.00 [Respiratory Therapy 0 0 0 0 0 0 12.00
13.00 |private Duty Nursing 0 0 0 0 0 0 13.00
14.00 [Clinic : 0f 0 0 0 0 0| 14.00
15.00 |Health Promotion Activities 0 0 0 0 Q Q| 15.00
16.00 |pay Care Program 0 0 a 0 0 0| 16.00
17.00 |Home Delivered Meals Program 0 0 0 0 0 0 17.00
18.00 |Homemaker Service 0 0 2,584 151,809 39,842 0| 18.00
19.00 |A11 others (specify) 0 0 0 0 0 0 19.00
20.00 |Total (sum of Tlines 1-19) (2) 0 17,223 911,951 6,202,775 1,627,893 83,671 20.00
21.00 |umit cost Multiplier: column 0.000000 21.00

26, Tine 1 divided by the sum

of column 26, Tine 20 minus

column 26, Tine 1, rounded to

6 decimal places.

(1) column O, Tine 20 must agree with wkst. A, column 7, Tine 101.
(2) columns O through 26, Tine 20 must agree with the corresponding columns of wkst. B, Part I, Tine 101.

MCRIF32 - 4.8.152.0



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

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS Provider CCN: 140015 |Period: worksheet H-2
From 10/01/2012 | Part I
HHA CCN: 147031 |To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Home Health PPS

1.00 [Administrative ahd General 0 130,437 0 156,377 750,558 0 1.00
2.00 |skilled Nursing Care 0 0 0 0 0 0 2.00
3.00 |Physical Therapy 0 0 0 0 0 0 3.00
4.00 |occupational Therapy 0 0 0 0 o 0 4.00
5.00 |Speech pathology 0 0 0 0 0 0 5.00
6.00 |Medical social services 0 0 0 0 0 0 6.00
7.00 |Home Health Aide 0 0 0 0 0 0 7.00
8.00 |Supplies (see instructions) 0 0 0 0 0f 0 8.00
9.00 |Drugs 0 0 0 0 0f 0 9.00
10.00 | DME 0 0 0 0 0f 0 10.00
11.00 |Home Dia'lysis Aide Services 0 0 0 0 0o 0 11.00
12.00 |Respiratory Therapy 0 0 0 0 o 0 12.00
13.00 |Private Duty Nursing 0 0 0 0 0 0 13.00
14.00 (Clinic 0 0 0 0 0f 0] 14.00
15.00 |Health Promotion Activities 0 0 0 0 0 0 15.00
16.00 |pay Care Program 0 0 0 0 0 0| 16.00
17.00 |Home Delivered Meals Program 0 0 0 D o 0 17.00
18.00 |Homemaker Service 0 0 0 0 o 0 18.00
19,00 |All others (specify) 0 0 0 0 v 0 19.00
20,00 |Total (sum of lines 1-19) (2) 0 130,437 0 156,377 750,558 0] 20.00
21,00 |unit Cost Multiplier: column 21.00

26, Tine 1 divided by the sum

of column 26, Tine 20 minus

column 26, Tline 1, rounded to

6 decimal places.

1.00 ministrative and General 0 0 0 0 0 0 1.00
2.00 |Skitled Nursing Care 0 0 0 0 0 0 2.00
3.00 |physical Therapy 0 0 0 0 0 0 3.00
4,00 |occupational Therapy 0 0 0 0 0 0 4.00
5.00 |speech Pathology 0 ¢ 0 0 0 0 5.00
6.00 |Medical Social Services 0 0 0 0 0 o 6.00
7.00 |Home Health Aide 0 0 0 0 0 0 7.00
8.00 |supplies (see instructions) 0 0 0 0 0| ol 8.00
9.00 |Drugs 0 0 0 0 0 of 9.00
10.00 |DME 0 0 0 0 0 0| 10.00
11.00 |Home Dialysis Aide Services 0 0 0 0 0 ol 11.00
12.00 |Respiratory Therapy 0 0 0l 0 0 0l 12.00
13.00 |Private puty Nursing 0 0 0 0 0f 0 13.00
14.00 |Clinic 0 0 0 0 0 0| 14.00
15.00 |Health Promotion Activities 0 0 0 0 0 0 15.00
16.00 |pay Care Program 0 0 0 0 0o 0l 16.00
17.00 |Home Delivered Meals Program 0 0 0 0 0 ol 17.00
18.00 |Homemaker Service 0 0 0 0 0 0| 18.00
19.00 |AT1T1 others (specify) 0 0 0 0 0 0l 19.00
20.00 | Total (sum of Tines 1-19) (2) 0 0 0 0 0 ol 20.00
21.00 |unit cost Multiplier: column 21.00

26, 1ine 1 divided by the sum

of column 26, Tine 20 minus

column 26, 1ine 1, rounded to

& decimal places.

(1) column Q, Tine 20 must agree with wkst. A, column 7, Tine 101.
(2) columns O through 26, Tine 20 must agree with the corresponding columns of wkst. B, Part I, Tine 101.

MCRIF3Z - 4.8.152.0



Health Financial Systems BLESSTNG HOSPITAL In Lieu of Form Cms-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS Provider can: 140015 |Period: worlsheet H-2
From 10/01/2012 | Part T
HHA CCN: 147031 |To  09/30/2013 [ pate/Time Prepared:
2/28/2014 2:15 pm
Home Health PPS
Agency I
THTET: HHA

Lizisisin pgesery 99 i ® o . D - .
1. 0 1,284,984 1.
2.00 |skilled Nursing Care 3,765,165 0 3,765,165 631,063 4,396,228 2.00
3.00 [pPhysical Therapy 1,926,875 0 1,926,875 322,954 2,249,829 3.00
4.00 [occupational Therapy 680,960 0 680,960 114,132 795,092 4.00
5.00 |speech pathology 06,192 0, 96,192 16,122 112,314 5.00
6.00 [Medical Social Services 206,936 0 296,936 49,768 346,704 6.00
7.00 |Homne Health Aide 708,948 O 708,948 118,823 827,771 7.00
8.00 |supplies (see instructions) 0 0f 0 0 0 8.00
9.00 [Drugs 0 0O 0 0 0 9.00
10.00 | DME 0 0 0 0 0 10.00
11.06 [Home Diallysis Aide Services 0 0 0 0 0 11.00
12.00 [Respiratory Therapy 0 O 0 0 0 12.00
13.00 {Private Duty Nursing 0 0 0 0 0 13.00
14.00 (Clinic 0 0 0 0 0f 14.00
15.00 |Heallth Promotion Activities 0 0 0 ¢] 0f 15.00
16.00 |pay Care Program 0 0 0 0 0 16.00
17.00 |Home pelivered Meals Program 0 0 0 0 0 17.00
18.00 |Homemaker Service 191,651 0 191,651 32,122 223,773 . 18.00
19.00 |all others (specify) 0 0 0 0 0 19.00
20.00 |Total (sum of lines 1-19) (2 8,951,711 0 £,951,711 1,284,984 8,951,711 20.00
21.00 |unit Cost Multiplier: column 0.167605 21.00

26, Tine 1 divided by the sum

of column 26, Tine 20 minus

column 26, Tine 1, rounded to

6 decimal places.

(1) column 0, Tine 20 must agree with wkst. A, column 7, Tine 101.
(2) columns O through 26, Tine 20 must agree with the corresponding columns of wkst. B, Part I, line 101,

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMs5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL

BASIS

HHA CCM:

Provider CCN: 140015

period: worksheet H-2
From 10/01/2012 | Part II
147031 |To  09/30/2013 | pate/Time Prepared:

2/28/2014 2:15 pm

Home Health PPS
Agency I

P EOE oL ;b h R

| -
o N
o

and General
skilled Nursing Care
pPhysical Therapy
occupational Therapy
speech Pathology

Medical Social Services
Home Health Aide

supplies (see tinstructions)
Drugs

DME

Home Dialysis Aide Services
Respiratory Therapy

Private Duty MNursing

Clinic

Health Promotion Activities
pDay Care Program

Home Deliveraed Meals Program
Homemaker Service

A1l others (specify)

Total (sum of lines 1-19)
Total cost to be allocated
Unit cost multiplier

4,925 0 1.
0 0 2.00
0 0 3.00
0 ol 4.00
0 o 5.00
0 0 6.00
0 o 7.00
0 al 8.00
0 0 9.00
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
4,925 0
5,274 0
1.070863 0

)

W~ b b

eneral

Administrative
Skilled Nursing Care
physical Therapy
occupational Therapy
Speach Pathology

madical Social Services
Home Health Aide

suppTies (see instructions)
Drugs

DME

Home Dialysis Aide Services
Respiratory Therapy

Private Duty Nursing
Clinic

Health Promotion Activities
Day Care Program

Home Deliverad Meals Program
Homemaker Service

All others {specify)

Total (sum of Tines 1-19)
Total cost to be allocated
unit cost multiplier

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

17,252
17,223
0.998319

452,070
1,647,425
917,912
314,901
43,084
174,628
279,037

oo oo oo

10,882
0
3,839,939
911,951
0.237491

OO Do O]

129,860
2,082,437
1,526,303
539,397

76,195
235,207
561,567

oo OO O0

151,809
0
6,202,775
1,627,893

0.262446

4,925

[ o e o o o o R e I o e J e Y e e v o Y a0

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

0.00000

MCRTF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL

In Lieu of Form CMs-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HHA COST CENTERS STATISTICAL
BASIS

Provider CCN: 140015
HHA CCN: 147031

Period:
Frou 10/01/2012
To 09/30/2013

worksheet H-2

Part IT

Date/Time Prepared:
2/28/2014 2:15 pm

Home Health
Agency T

PPS

TRUSERER

CHOURS 08 - -[(MEALS " SERVED) | [MEALS ) SERVEDIA

EDTCAL

1.00 |Administrative and General 3,683
2.00 |skiTled Nursing Care

3.00 |pPhysical Therapy

4,00 |occupational Therapy

5.00 [speech pPathology

6.00 |Medical Social Services

7.00 |Home Health Aide

8.00 |supplies (see instructions)
9.00 |Drugs

10.00 (DME

11.00 [Home Dialysis Aide Services
12.00 |Respiratory Therapy

13.00 i Private DUty Nursing

14.00 [Clinic

15.00 [Health Promotion Activities
16.00 |pay Care Program

17.00 [Home Delivered Meals Program
18.00 [Homemaker Service

19.00 | A1l others (specify)

20.00 |Total (sum of lines 1-19) 3,683
21.00 |Total cost to be allocated 130,437
unit cost multiplier

CoOooOCOoOCoCCooooooo o

17,244 114,447

0 0

O 0f

0 0f

0 0f

0 0

0 O

0 0

0 0

0 0

0 0

0 0

0 0

0 0

0 0

0 0

0 0

0 0

0 0
17,244 114,447
156,377 750,558

N YU N
[wRwReleRelsNe Nl
CLLOoDOo00

[te]
<
f=]

10.00

jury
-
=
[=]

11.00
12.00
13.00
15.00
16.00
17.00
18.00

0]
0f
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

0.00000

eneral

. ministrative and 0
.00 |skilled Nursing Care 0
.00 |Physical Therapy 0
.00 |Occupational Therapy 0
.00 |Speech Pathology 0
.00 |Medical social services 0
.00 [Home Health Aide 0
00 [Supplies {see instructions) 0
.00 |Drugs 0
.00 |DME 0
.00 [Home Dialysis Aide Services 0
0

0

0

0

0

0

o]

o

0

0

0

00 [Private Duty Nursing
.00 (CTlindc
.00 [Health Promotion Activities
.00 [pay care Program
.00 [Home Delivered Meals Program
.00 {Homemaker Service
19.00 [ATT others (specify)
20.00 [Total (sum of Tines 1-19)
21.00 |Total cost to he allocated
22.00 |unit cost multiplier 0.00000

2
3
4
5
G
7
8
]
10
11
12.00 |Respiratory Therapy
13
14
15
16
17
18

0.00000

0
0
0
0
0
0
0
0
0
D)
0
0
0
0
0
0
0
0
0
0
0
0

0.00000

(. 00000

0 0
0 0
0 0
0 v
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0
0 0f
0 0f
0 0f

0.00000

00~ V1 AW
[l W I o ol R
SSoooaooo

MCRIF32 - 4.B.152.0



Health Financial Systems

BLESSING HOSPTTAL

Ih Lie

| of Form CM5-2552-10

APPORTIONMENT OF PATIENT SERVICE COSTS

Provider CCN: 140015

HHA CCN: 147031

Perio
From 10/01/2012
To  09/30/2013

worksheet H-3
Part I

pate/Time Prepared:

2/28/2014 2:15 pm

Title XVIII

Home Haalth

PPS

____Agency X

Sk111ed NS ny Care
Physical Therapy
occupaticnal Therapy
speech pathology
Medical social Services
Home Health Aide

IvNewv s wr R

4,396, 228

2,249,829
795,092
112,314
346,704
827,771

8,727,938

4,396,228

0 2,249,829 12,428
0 795,092 4,910
0 112,314 771
346,704 113
827,771 7,762

0 8 72? 938

136.08)
181.03
161.93
145.67
3,068.18
106.64

Total (sum of ]ines 1-6)

00 |skitled Nurs1ng Care
skilled Nursing Care
.00 |pPhysical Therapy
Physical Therapy
Occupational Therapy
Occupational Therapy
speech Pathology
speech Pathology
Medical social Services
Medical Social Services
Home Health Aide

Home Health Aide

Total (sum of 1inas 8-13)

99914
99926
99914
99926
99914
99926
99914
99926
99914
99926
99914
99926

10,510 11,857

970 843

4,709 4,445

399 175

1,922 1,650

238 124

208 309

54 15

26 43

4 5

1,542 3,927

266 696
20,846

cost of Dbrugs

3 1ress orl LOSE Loy
cost of Medical supplies

S Sk

0.199906
000000

1 ¢

.00 |skilled Nurs1ng care

.00 |Physical Therapy

00 |occupational Therapy
Speech Pathology

00 |Medical Ssocial Services
.00 |Home Health Aide

00 [Total (sum of Tines 1-&)

e B2 BT B -V N
=
[==]

11,480
5,108
2,158

262

1,808

20, 846

1,561,969 1,727,962
924,701 836,359
349,445 287,264
38,166 47,197
92,045 147,273
192, 805 492,997

3,159,131 3,539,052

O W R W N e

MCRIF32 - 4.8.152.0



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

APPORTIONMENT OF PATIENT SERVICE COSTS provider CCN: 140015 | Perjod: wWorksheet H-3
From 10/01/2012 | Part I
HHA CCN: 147031 | To 09/30/2013 | bate/Time Prepared:
2/28/2014 2:15 pm
Title XVIII Home Health PP5
Agency I

{ .a.onCostconp
skﬂ'led Nursing Care
8.01 |skiiled Nursing Care
9.00 [prhysical Therapy
9.01 [physical Therapy
10.00 |occupational Therapy
10.01 |occupational Therapy
11.00 [speech pPathology
11.01 [speech pathology
12.00 [medical Social Services
12.01 [medical Social Services
13.00 |Home Health Aide

13.01 |Home Health Aide

14.00 |Tota] (sum of lines §-13)

A
Bedietibles &

15.00 [cost of Med1ca1 Supp'hes“ R 15.00
16,00 {Cost of Drugs _ _ ¢ O 0 0| 16.00

1.00 Skﬂ'led Nur'smg care 3,289,931 1.00
2.00 jphysical Therapy 1,761,060 2.00
3.00 |occupational Therapy 636,709 3.00
4.00 |sSpeech pathology 4.00
5.00 |Mmedical social services 5.00
6.00 [Home Health Aide 6.00
7. 7

Total (sum of lines 1—6)__

1
8.00 |[skilled Nursing Care 8.00
8.01 |[skilled Nursing Care 8.01
9.00 |[rPhysical Therapy 9.00
9.01 |[pPhysical Therapy 9.01
10.00 (occupational Therapy ' 10.00
10.01 (occupational Therapy 10,01
11.00 |speech pathology 11.00
11.01 [speech pathology 11.01
12.00 [Medical social Services 12.00
12.01 [medical Social Services 12.01
13.00 |Home Health Aide 13.00
13.01 |Home Health Aide 13.01
1400 |Total (sum of lines 8-13) 14.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

APPORTTONMENT OF PATIENT SERVICE COSTS

Provider CCN: 140015

HHA CCN: 147031

Period:

worksheet H-3

From 10/01/2012 | part II
To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

Title XVIIX

Home Health

PPS

=100

PART L = APPORTIONMENT. DE . COST- ) ‘RVICES - FURNISHED
1.00 |prhysical Therapy 0.650258
2.00 |occupational Therapy 0,384561
3.00 [speech pathology 0.307082 . .
4.00 |cost of Medical Supplies 0.199910; 76,716 15,336/col 15.00 4.00
5.00 |cost of Drugs 0.195813 0 Olcol. 16.00 5.00

MCRIF3? - 4.8.152.0



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

CALCULATION OF HHA REIMBURSEMENT SETTLEMENT Provider CCN: 140015 |Period: Worksheet H-4
From 10/01/2012 | part 1-IT
HHA CCN: 147031 |To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Title XVIIT Home Health PPS
ACJEI'ICV I

BML‘JE Cost of Pa .A&P €65
1.00 |Reasonable cost of services (see 1nstruct1ons) 0 0 1.00
2.00 {Total charges 2,947,681, 3,247,527 2.00
(CUSTOMarY Charges: T T T G R R e
3.00 |Aamount actually co11ected rom patients 1iable for payment for services 0 3.00

on a charge hasis (from your records)
4.00 |Amount that would have been realized from patients 1iable for payment 0] 0 0 4.00
for sarvices on a charge basis had such payment been made in accordance
with 42 crFr 413.13(b)

5.00 |Ratio of T1ine 3 to line 4 (not to exceed 1.000000) 0. 000000 0. 000000 0.000000 5.00

6,00 |[Total customary charges {(see instructions) 2,947,681 3,247,527 0 .00

7.00 |Excess of total customary charges over total reasonable cost (complete 2,947,681 3,247,527 0| 7.00
only if Tina 6 exceeds line 1)

8.00 |Excess of reasonable cost over customary charges (complete only if Tine 0 0 0| 8.00
1 exceeds 1ine 6)

Primary payer amounts R 0

10.00 |Total reasonab“!e cost (see 1nstruct1ons) ) N 0f —2,102 10.00

11.00 |Total PPS Reimbursement - Full Episodes without outliers 2,876,455 2,583,585| 11.00
12.00 |Total PPS Reimbursement - Full Episodes with outliers 89,495 263,845 12.00
13.00 |Total PPS Reimbursement - LUPA Episodes 28,659 27,181( 13.00
14.00 |Total PPS Reimbursement - PEP Episodes 23,0184 18,107 ( 14.00
15.00 |Total PPS outlier Reimbursement - Full Episcdes with outliers 25,253 76,659( 15.00
16.00 | Total PPS outlier Reimbursement - PEP Episodes 0 400( 16.00
17.00 |Total Other Payments 0 0| 17.00
18.00 |DME Paywents 0 0| 18.00
19.00 |Oxygen Payments 0 0| 19.00
20,00 |Prosthetic and oOrthetic Payments 0 0| 20.00
21.00 |Part B deductibles billed to Medicare patients (exclude coinsurance) 0} 21.00
22.00 |Ssubtotal (sum of T1ines 10 thru 20 minus Tine 21) 3,042,878 2,967,675 22.00
23.00 |Excess reasonable cost (from Tine 8) 0 0| 23.00
24,00 |Subtotal (line 22 minus Tine 23) 3,042,878 2,967,675| 24.00
25.00 |Coinsurance billed to program patients {from your records) 0| 25.00
26.00 [Net cost (Tine 24 minus Tine 25) 3,042,878 2,967,675] 26.00
27.00 [Reimbursable bad debts (from your records) 27.00
28.00 |Reimbursable bad debts for dual eligible beneficiaries (see instructions) 28.00
29.00 |Total costs - current cost reporting period (line 26 plus line 27) 3,042,878 2,967,675 29.00
30.00 |OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY) 0 0| 30.00
31.00 [Subtotal (line 29 plus/minus line 30) 3,042,878 2,967,675| 31.00
31.01 [sequestration adjustment (see ‘instructions) 30,253 31,328 31.01
32.00 [Interim payments (see instructions) 3,012,625 2,936,347( 32.00
33.00 |Tentative settlement (for contractor use only) 0 0| 33.00
34.00 |Balance due provider/program Tine 31 minus lines 31.01, 32 and 33 0 0| 34.00
35.00 ipProtested amounts (nonallowable cost report jtets) in accordance with ¢Ms pub. 15-2, 0 0| 35.00

section 115.2

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In_Lieu of Form €M$-2552-10

ANALYSIS OF PAYMENTS TO PROVIDER-BASED HHAS FOR SERVICES RENDERED TO

PROGRAM BENEFICIARIES

Provider CCN: 140015

HHA CCN: 147031 | To

Period:
From 10/01/2012

09/30/2013

worksheet H-5

Date/Time Prepared:

2/28/2014 2:15 pm

Home Health

PPS

1.00

o) o
<
w

3.
3.
3.52
3.
3.
3.

Total interim payments paid to provider

Interim payments payable on individual bills, either
submitted or to be submitted to the contractor for
services rendered in the cost reporting period.
write "NONE" or enter a zero .
List separately each retroactive Tump sum adjustment
amount bhased on subsequent revision of the interim rate
for the cost reporting period. Also show date of each

If none,

3,012,625

0

2,936, 347
0

IF none, wr1 e "NONE" or enter a zero. (1)

(transfer to wkst. H-4, Part II, column as appropriate,
Tine 32)

0 0
0 0
0 0
0 0
0 0
Provider To Program =000 s S
0 0
0 0
0 0
0 0
0 0
Subtotal ¢(sum of Tines 3.01-3.49 minus sum of lines 0 0
3.50-3.98)
Total interim payments (sum of T1ines 1, 2, and 3.99) 3,012,625 2,936,347

[TO:BE-COMPLETED: BY - CONTRACTOR -

List separate]y each tentative settTement payment after
desk review. Also show date of each payment. Lf none,

write "NONE" or enter a zero. 1)
[PFogram te: Provider: e

Provider Lo Priar;

subtotal (sum of Tines 5.01-5.49 minus suwm of Tines
5.50-5.98)

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

SETTLEMENT TO PROVIDER

SETTLEMENT TO PROGRAM

al Medica

S0 o

30,253
O
3,042,878

o oo ol

31,328
0
2,967,675

B == N

R R

W0 oo

[ Y, V)

.00

.00

|wame of contractor

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form Cms-2552-10
ANALYSIS OF PROVIDER-BASED HOSPICE COSTS Provider CCN: 140015 |Period: worksheet K

From 10/01/2012
Hospice CCN: 141501 |To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

] Hospice T
Jealarias (From " Enployee: o Fs : Othar

1.00 cap1ta1 Re]ated Costs-Bldg and Fixt. 0 0 1.00
2.00 |capital Related Costs-Movable Equip. 0 0| 2.00
3.00 |Plant operation and Maintehance 0 0 0 0f 0| 3.00
4.00 |Transportation - staff 0 0 0 0 0| 4.00
5.00 |volunteer Service Coordination 0 0 0, 0 0| 5.00
6.00 |Administrative ahd General 406 22? 0 84,739 0] 195 478 6.00

INPATTENT. CARE SERVICE s iR " : LA i
7.00 |Inpatient - General Care 0 0 0 0 7.00
8.00 |Inpatient - Resp1te Care 0 0 0 0 0| 8.00

VESETING: SERVICES o SR e i R R Ty
9.00 |pPhysician Services 28,435 0 & 44, 500 0| 9.00
10.00 |Nursing care 907,231 0 0 0f 0| 10.00
11.00 |Nursing Care-Continuous Home Care 0 0 0 0 0| 11.00
12.00 |Physical Therapy 0 0 0 0 0| 12.00
13.00 |occupational Therapy 0 o] [ 0 0| 13.00
14.00 |Speech/ Language Pathology 0 0l 0 0 0| 14.00
15.00 [Medical Social Services 194,368 ¢ 0 0 0| 15.00
16.00 [spiritual cCounseling 0 0 0 0 0| 16.00
17.00 |pietary Counseling 0 0 0 0 0| 17.00
18.00 [Counseling - Other 0 0 0] 0 0| 18.00
19.00 [Home Health aide and Homemaker 69,128 0 0 62,804 0| 19.00
20.00 [HH Aide & Homemaker - Cont. Homa Care 0 0 0 0| 0| 20.00
21.00 |other 0] 0f 0f 0j 0] 21.00

[OTHER SHOSPICE  SERVECE T COSTS =" S i
22.00 1pDrugs, Biological and Infusion Ther‘apy 0 0 0 0 131,732 22.00
23.00 |Analgesics 0 0 0 0 0| 23.00
24.00 {sedatives / Hypnotics 0 0| 0 0 0| 24.00
25.00 |other - Specify 0 0 0 0 0| 25.00
26.00 |purable Medical Equipment/Oxygen 0f 0 0 0f 0| 26.00
27.00 | Patient Transportation v 0 0 0 0| 27.00
28.00 | mmaging Services 0 0 0 0 0| 28.00
29.00 |Labs and Diagnostics 0f 0 0 0 0| 29.00
30.00 |Medical supplies 0 0 0 0 38,462| 30.00
31.00 |outpatient Services (including E/R Dept.} 0 0 0 0 0| 31.00
32.00 |Radiation Therapy 0 0 0 0 0| 32.00
33.00 |Chemotherapy 0 0 0 0 0| 33.00
34,00 |Other [ 0 0 0 0| 34.00

HOSPICE NONRETMBURSARLE 'SERVICE T
35.00 |Berecavement Program Costs 0 0 0 0 0| 35.00
36.00 |volunteer Program Costs 0| 0 0 0 0| 36.00
37.00 |Fundraising 0 0 0 0 0| 37.00
38,00 |other program Costs 0 0 0 0 0| 38.00
39.00 |Total (sum of Tines 1 thruw 38) 1,605,389 0 84,739 107,304 365,672| 39.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
ANALYSIS OF PROVIDER-BASED HOSPICE COSTS Provider CCN: 140015 | Period: worksheet K

From 10/01/2012
Hospice CCN: 141501 (To  09/30/2013 | pate/Time Preparaed:
2/28/2014 2:15 pm

Hospice T
SiAdjustments

8

Total lco

TGENERAL SERVICE COST CENTERS

1.00 |capital Related Costs-Bldg and Fixt. 0
2.00 |capital Related Costs-Movable Equip. 0
3.00 |Plant oOperation and Maintenance 0
4.00 |Transportation - staff 0
5.00 |volunteer Service Coordinaticn 0
6.00 |Administrative and General 686,444

INPATEENT JGARE SERVIIGE - b o s s sy i e w i
7.00 |Inpatient - General Care 0 0 0 0
8.00 |Inpatient - Respite Care 0 0 0

VISTTING SERVICES AL AL e e e ,
9.00 |Physician Services ,935 0 72,935 -27,952
10.00 |Nursing Care 907,231 0 907,231 0
11.00 |Nursing Care-Continuous Home Care 0 0 0 0
12.00 |Physical Therapy 0 0 0 0
13.00 |0ccupational Therapy 0 0 0 Q
14.00 |speech/ Language Pathology 0 0 0 0
15.00 |Medical social Services 194,368 0 194,368 0
16.00 |spiritual cCounseling 0 0 0 0
17.00 |Djetary Counseling 0 0 0 0
18.00 (cCounseling - Other 0 0 0 Q
19.00 |Home Health Aide and Homemaler 131,932 0 131,932 0
20.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 0
21.00 |other 0 0

OTHER HOSPICE: SERVECE €0STS

22.00 |prugs, Biological and Infusion Therapy 0 131,732 0

23.00 [Analgesics 0 0 0 0 0 .
24,00 |Sedatives / Hypnatics 0 0 0 0 0] 24.00
25.00 |other - Specify ¢ & 0 0 0| 25.00
26.00 [purable Medical Eguipment/0xygen 0 0 0 0 Q| 26.00
27.00 [Patient Transportation 0 0] 0 0 0| 27.00
28.00 |Imaging Services ¢ 0] 0 0 0| 28.00
29.00 |Labs and Diagnostics 0 0 0 0 0] 29.00
30.00 |Medical Supplies 38,462 -259 38,203 0 38,203 30.00
31.00 |outpatient Services (including E/R Dept.) 0 0 0 0 0| 31.00
32.00 [radiation therapy 0 0 0 0 0 32.00
33.00 |Chemotherapy 0 0 0 0 0] 33.00
34.00 |other 0) 0j 0 0 0| 34.00

HOSPICE NONREIMBURSABLE S T G TR o

35.00 |Bereavement Program Costs Of 0 0 0 0 35.00
36.00 |volunteer Program Costs 0 0 0 0 0f 36.00
37.00 |Fundraising 0 0 0 0 0| 37.00
38.00 |other Program Costs 0l 0 0 0 0| 38.00
39.00 |Total (sum of lines 1 thru 38) 2,163,104 ~259 2,162,845 -27,952 2,134,893 39.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPTITAL

In Lie

) of Form CMS-2552-10

HOSPICE COMPENSATION ANALYSIS SALARIES AND WAGES

Hospice CCN:

Provider CCN: 140015

141501

Period:
From 10/01/2012
To  09/30/2013

Worksheet K-1

Date/Time Prepared:
2/28/72014 2:15 pm

Hospice I

.00 cap1ta1 Re]ated “Costs- B1dg and Fixt.
00 |capital Related Costs-Movable Equip.
Plant Operation and Maintenance

00 |Transportation - Staff

00 |volunteer Service Coordination

00 |Administrative and General

S bk
o
<

000

oo oo
oo oo

R

[INPATIENT CAREZSERVICE . = T o o oo

.00 |Inpatient - General Care

00~

clilcoooo

<o OF

.00 |Inpatient - Resp1te Care
VISTTING  SERVICES :

o]
o]

Physician Services

Nursing Care

Nursing Care-Continuous Home Care
Physical Therapy

occupational Therapy

speech/ Language Pathology
Medical Social Services

spiritual Counseling

Dietary Counseling

Counseling - Other

Home Health Aide and Homemaker

HH Aide & Homemaker - Cont. Home cCare
other

Hfoococooomoooaoaalils

194,36

coocoocoxooo ool

NNV V- E-R-R-R-R—R—N—1

.
907,231

OTHER - HOSPICE ' SERVICE COSTS

oo cssoooooliiloo

oo oo oo oo

Drugs,
analgesics

sedatives / Hypnotics

Other - specify

pDurable Medical Equipment/Oxygen

Patient Transportation

Imaging Services

Labs and Diagnostics

Medical supplies

outpatient Services (including E/R Dept.)
Radiation Therapy

Chemotherapy

other

Biological and Infus1on Therapy

CooCc o oo oo

COoOoOoOo OO

OO C oo oo o
cCooCo oo oo

OO OO OOOS

HOEPICE NONRETMBURSABLE SERVICE.

Baraavement Program Costs
volunteer Program Costs
Fundraising

other Program Costs

Total (sum of Tines 1 thru 38)

cCoOCoOo

OO O

194,36

0
0
0
o
it

oo oo ol

0
0
0
0
1

907,23

(=S - PV NI =
=
L=

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

HOSPICE COMPENSATION AMALYSIS SALARIES AND WAGES

Provider CCN: 140015 |Period:

Hospice CCN:

From 10/01/2012
141501 (To  09/30/2013

worksheet K-1

Date/Time Prepared:

2/28/2014 2:15 pm

Hospice I
=gtha ]

cap1ta1 Re'lated casts Bng and Fixt. 1.
capital Related Costs-Movable Equip. 2.
Plant Operation and Maintenance 3.
Transportation - staff 4.
volunteer Service Coordination 5.
Administrative and General 6.
ANPATLEN T CARE . BERVICE L

Inpatient - General Care 0 O 0 7.
Inpatient - Respite Care 0 0 0 8.
VISTIING: SERVICEE - G e e e

rhysician Services 0 28,435 28,435 9.
Nursing Care 0 0 907,231 10.
Nursing Care-Continuous Home Care 0 0 0 11.
physical Therapy 0 0 0 0 12
occupational Therapy 0 0 0 0 13
speech/ Language Pathology 0 0 0 0 14
Medical Social Services 0 0 194,368 15
spiritual Counseling 0 0 0 16
Dietary Counseling 0 0 0 17
Counseling - Other 0 0 0 18.
Home Health Aide and Homemaker 69,128 0 69,128 19.
HH Aide & Homemaker - Cont. Home Care 0 0 0 20.
Other‘ 0] 0 0] 21.
OTHER ‘HOSPIGE SERVICE COSTE P S

prugs, Biological and Infusion Therapy 22
Analgesics 23
sedatives / Hypnotics 24
other - specify 25.
purable Medical Equipment/Oxygen 26.
Patient Transportation 0f 0 0f 27.
Imaging Services 0 0 0f 28
Labs and Diaghostics 0 0 0f 29.
madical supplies 0 0 0f 30.
outpatient Services (including E/R Dept.) 0 0 0 31
rRadiation Therapy 0 0 0 32
Chemotharapy 0 0 0 33
Other 0 0 0 34
HOSPECE :NONRETMBURSABLE SERVICE = o0 o

Bereavement Prograwm Costs 0 0 0 35
volunteer Program Costs 0 0 0 36.
Fundraising 0 0 0 37.
other Program Costs 0 0 0 38.
Total (sum of Tines 1 thru 38) 0 69,128 434,662 1,605,389 39,

MCRIF32 - 4.8.152.0




Heaith Financial Systems BLESSING HOSPITAL

In Lieu of Form CM$-2552-10

HOSPICE COMPENSATION ANALYSIS CONTRACTED SERVICES/PURCHASED SERVICES | Provider CCN: 140015 Peﬁo%/m/zou worksheet K-3
From
Hospice CCN: 141501 |To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm
] Hosp1 ce T
pirecto ]

IGENERAL SERVICE ¢
1.00 |capital Related Costs- B1dg and Fixt. 1.00
2.00 {capital rRelated Costs-Movable Equip. 2.00
3.00 |[Plant operation and Maintenance 0 0 0 0 G| 3.00
4.00 |[Transportation - Staff 0 0 0 0f 0| 4.00
5.00 [volunteer $ervice Coordination 0 0 0 0 0| 5.00
6.00 |Administrative and Genera'l 0 0 0 o 0| 6.00

INPATEENT  CARE -SERVICE
.00 |Inpatient - General Care 0 0 0 0j 0l 7.00
8.00 |Inpatient - Respite Care 0 ) 0 0 0| 8.00

VISTTING: SERVICES it e i
9.00 |pPhysician Services 0 0 0 0 ol 9.00
10.00 |Nursing Care 0 0 0 0 0] 10.00
11.00 |Nursing Care-Continuous Home Care 0 0 0 0 0] 11.00
12.00 |Physical Therapy 0 0 0 0 0| 12.00
13.00 |occupational Therapy 0f 0 0 0 0] 13.00
14.00 |speech/ Language Pathology o 0 0 0 0! 14.00
15.00 |Medical social Services 0f 0 0l 0 0 15,00
16.00 |spiritual Counseling 0f 0 0 0 0] 16.00
17.00 |Dietary Counseling 0f 0 0] 0 0] 17.00
18.00 [Counseling - Other 0 0 0 0 0] 18.00
19.00 [Home Health Aide and Homemaker 0 0 0 0 0f 19.00
20,00 [HH Aide & Homemaker - Cont. Home Care 0 0 0 0 0 20.00
21.00 Other 0 0 0 0 0] 21.00
22.00 Dr'ugs, B10'Iog'|ca'| and Infusion Therapy 22.00
23.00 |Analgesics 23.00
24.00 |Sedatives / Hypnotics 24.00
25.00 |other - specify 25.00
26.00 |purable medical Equipment/Oxygen 26.00
27.00 [patient Transpertation 0 0 0 0 0f 27.00
28.00 [imaging Services 0 0 0 0 0| 28.00
29.00 [Labs and Diagnestics 0 0 0 0 0| 29.00
30.00 |medical supplies 0 0 0 0 0| 30.00
31.00 |outpatient Services (including E/R Dept.) 0 0 0 0 0| 31.00
32.00 |Radiation Therapy 0 0 0 0 0| 32.00
33.00 |Chemotherapy 0 0 0 0 0| 33.00
34.00 |other 0 0 0 0) 0| 34.00

HOSPICE NONREIMBURSABLE SERVICE. e i e e
35.00 |Bereavement Program Costs 0 0 0 0 0| 35.00
36.00 |volunteer Program Costs 0 0 0 0! 0| 36.00
37.00 |Fundraising 0 0 0 0 0| 37.00
38.00 |other Program Costs 0 0 0 0f 0| 38.00
39.00 |Total (sum of lines 1 thru 38) 0 0 0 0l 0] 39.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form €M5-2552-10
HOSPICE COMPENSATIOM ANALYSIS CONTRACTED SERVICES/PURCHASED SERVICES | Provider CCN: 140015 |(Period: Worksheet K-3

From 10/01/2012
Hospice CCN: 141501 (To  08/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

Hospice T
Aldas | j 1y
1.00 cap1ta1 Re1ated cnsts E1dg and Fixt, 1.00
2,00 |[capital Related Costs-Movable Equip. 2.00
3,00 |Plant Operation and Maintenance 0 0 0 3.00
4,00 |Transportation - staff 0 0 O 4,00
5.00 |[volunteer Service Coordination 0 0 0] 5.00
6.00 Adm1n1strat1ve and Genera'l o 0 0f 6.00
7.00 Inpat'lent - General care 4] 0 7.00
8.00 matmnt - Respite Care 0 0f 8.00
IS LTING SERVICES it e G
9.00 |Physician Services 0 44, 500 44,5001 9.00
10.00 [Nursing Care 0 0 0 10.00
11.00 [Nursing Care-Continuous Home Care 0 0 0 11.00
12.00 [Physical Therapy 0 4] ¥ 0 12.00
13.00 |occupaticnal Therapy 0 4] 0 0 13.00
14,00 [speech/ Language Pathology 0 ¢ 0 0 14.00
15.00 |Medical social Services 0 0 0 15.00
16.00 [spiritual Counseling 0 0f 0 16.00
17.00 [Dietary Counseling 0 0f 0 17.00
18.00 ICounseling - Other 0] 0f 0 18.00
19.00 [Home Health Aide and Homemaker 62,804 0 62,804 19.00
20.00 |HH Aide & Homemaker - Cont. Home Care 0f 0 0 20.00
21.00 {other 0f 0 0 21.00
OTHER HOSPTCE SERVICE €05TS i

22.00 [Drugs, Biological and Infusion Therapy 22.00
23.00 [Analgesics 23.00
24.00 [Sedatives / Hypnotics 24.00
25.00 [other - Specify 25.00
26.00 [purabTe Medical Equipment/Oxygen 26.00
27.00 [patient Transportation 0 0 0 27.00
28,00 [Imaging Services 0 al 0 28.00
29.00 |Labs and Diagnostics Of 0 0 29.00
30.00 |Medical Supplies 0f 0 0 30.00
31.00 |[outpatient Services (including E/R Dept.) O 0 0 31.00
32.00 |Radiation Therapy 0f 0 0 32.00
33.00 |chemotherapy 0f 0 0 33.00

9 9 0 34.00
35.00 |Bereavement Program Costs 0 0 0 35.00
36.00 [volunteer Program Costs 0 0 0 36.00
37.00 |[Fundraising 0 0 0 37.00
38.00 |ather Program Costs 0 0 0 38.00
39.00 |Total (sum of Tines 1 thru 38) 0 62,804 44,500 107,304 39.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form cMs-2552-10

COST ALLOCATION - HOSPICE GENFRAL SERVICE COST

Provider CCN: 140015

Hospice CCN:

141501

worksheet K-4

Part 1

pate/Time Prepared:
2/28/2014 2:15 pm

Period:
From 10/03/2012
To  09/30/2013

Hospice I

[ R, I NSV Y

LR El :
Cap1ta1 Re1ated COST.S B'Idg and Fixt.

Other

0 0f 1.00
capital Related Costs-Movable Equip. 0 0 2,00
Plant Operation and Maintenance 0 0 0 3.00
Transportation - staff 0f 0 0 4.00
volunteer Service coordination 0] 0 0 5.00
Adm1 istra ve and General 686 444 0 0 6.00
Inpat1ent - general Care D 0 0 7.00
Inpatient - Respite ¢ re_ 0 Q 0 8.00
VISTTING  SERVICES & e
Physician Services 44,983 0 0 0 0| 9.00
Nursing Care 907,231 0 0 0 0| 10.00
Nursing Care-Continuous Home Care 0 0 0 0; 0| 11.00
Physical Therapy 0 0 0 0 0| 12.00
occupational Therapy 0 0 0 0 0| 13.00
Speech/ Language pPathology 0 0 0 0 0| 14.00
Medical Social Sarvices 194, 368 0 0 0 0] 15.00
Sspiritual Counseling 0 0 0 0 {0 16.00
pietary Counseling 0 0 0 0 0| 17.00
Counseling - Other 0 0 0 0 | 18.00
Home Health Aide and Homemaker 131,932 0 0 0 4] 19.00
HH Aide & Homemaker - Cont. Home Care 0 0 0 0 0| 20.00

0 0 0 0

[OTHER HOSPICE (SERVICE COSTS.

Drugs, Biological and Infusion
Analgesics

sedatives / Hypnotics

other - specify

purable Medical Equipment/Oxygen

Patient Transportation

Imaging services

Labs and Diagnostics

Medical supplies

putpatient Services (including E/R Dept.)
Radiation Therapy

Chemotherapy

Other

38,20

WD OOOOOo

0
0
0
0
0
0
O
0f
Of
0f
0
0f

cCoooo o ocooooo

HOSPIGE NONREIMBURSARLE SERVIGE.

llccoococooooooof

HIO OO0 OO0 oOO Ok
I
«
o
[=]

Bereavement Program Costs
volunteer Program Costs
Fundraising

Other Program Costs

Total (sum of lines 1 thru 38)

2,134,89

0f
0f
0f
0
3

cCoooo

jom e J o e I ==
SO OO0
OO0 OO

w

~J

(=]

(=

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
COST ALLOCATION - HOSPICE GENERAL SERVICE COST Provider CCN: 140015 |Period: worksheet K-4

From 10/01/2012 | Part I

Hospice CCN: 141501 |To  09/30/2013 | bate/Time Prepared:
2/28/2014 2:15 pm

HOS pi ce I

UBTOTAL - | TADHE

—COORDINATOR
S __.GQ'

GENERAL..SERVICE COST. CENTERS:! o IR HOA FtEr oo i
.00 |capital Related Costs-Bldg and Fixt. 1.00

1

2.00 |capital Related Costs-movable Equip. 2.00
3.00 {Plant Operation and Maintenance 3.00
4.00 |Transportation - staff 4,00
5.00 |volunteer Service Coordination 0 5.00
6 6.00

.00 |Adwinistrative and Genera'l 0 686,444

INPATIENT CARE. SERVICE B T T R R T
.00 | Inpatient - General Care
Inpatient - Respite care
WISTTING SERVICES o

20~
<
o

44,983 TLae 6,301 T e.00

9.00 [Physician Services 0

10.00 INursing Care 0 907,231 479,952 1,337,183 10.00
11.00 [Nursing Care-Continuous Home Care 0 0 0 0 11,00
12.00 |Physical Therapy 0f 0 0 0 12.00
13.00 |occupational Therapy 0 0 0 0 13.00
14.00 |Speech/ Language Pathology 0f 0 0 0 14,00
15.00 [Medical social Services 0| 194,368 92,114 286,482 15.00
16.00 |spiritual Counseling 0| 0 0 0 16.00
17.00 |Dietary Counseling 0f 0 0 0 17.00
18.00 |Counseling - Other 0 0 0 0 18.00
19.00 [Home Health Aide and Homemaker ¢ 131,932 62,525 194,457 19.00
20.00 |HH Aide & Homemaker - Cont, Home Care 0l 0f 0 0 20.00
21.00 |other 0 0f 0 0 21.00

22.00 Drugs, B1o1og1ca‘| and&nfusmn Therapy

0 131,732 62,430 194,162 22.00
23.00 |Analgesics 0 0] 0 0 23.00
24.00 |sedatives / Hypnotics 0 0 0 0 24.00
25.00 |other - Specify 0 0 0 0 25.00
26.00 |purable Medical Equipment/Oxygen 0 0 0 0 26.00
27.00 {pPatient Transportation 0 0 0 0 27.00
28.00 |Imaging Services 0 0 0f 0 28.00
29.00 |Labs and piagnostics 0 0 0 0 29.00
30.00 |Medical Supplies 0 38,203 18,105 56,308 30.00
31.00 |outpatient Services (including E/R Dept.) 0 0 0 0 31.00
32.00 |Radiation Therapy 0 0 0 0 32.00
33.00 |chemotherapy 0 0 0 0 33.00
34.00 |other 0 0 0 0 34,00

[HOSPLEE  NONRETMBURSABLE SERVIEE

35.00 |Bereavement Program Costs 0 0 0 0 35.00
36.00 |volunteer Program Costs 0 0 0 0 36.00
37.00 |Fundraising 0 0 0 0 37.00
38.00 |other Program Costs 0 0 0 0 38.00
39.00 |Total (sum of lines 1 thru 38) 0| 2,134,893 2,134,893 39.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form €mMs-2552-10
COST ALLOCATION - STATISTICAL BASIS Provider CCN: 140015 | Period: worksheet K-4

From 10/01/2012 | part II

Hospice CCN: 141501 [To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

Hospice T

.00 Camtai Related Costs-Bldg and Fixt.

1 0f 1.00
2.00 lcapital Related Costs-Movable Equip. 0] 0 2.00
3.00 Iplant Operation and Maintenance 0] 0 0| 3.00
4.00 [Transportation - staff 0] 0 0 0 4.00
5.00 |volunteer Service Coordination 0 0 0 0 0| 5.00
6.00 |Administrative and General 0| 0 0j 0 o 6.00
TNPATEENT CARE SERVICE il oo s it
7.00 |Inpatient - General Care 0l 0 0 .00
8.00 |Inpatient - Respite Care 0l 0 0 8.00
VISTTING SERVECES: it a e Sy g e 2]
9.00 [Physician Sarvices 0 0 0 0 0| 9.00
10,00 [Nursing Care 0 0 0 0 0 10.00
11.00 [Nursing Care-Continuous Home Care 0 0 0 0 o[ 11.00
12.00 |Physical Therapy 0 0 0 0 0 12.00
13.00 [occupational Therapy 0 0 0 0 0 13.00
14.00 |speech/ Language Pathology 0 0 0 0 0! 14.00
15.00 |Medical Social services 0 0 0 0 0| 15.00
16.00 [spiritual Counseling 0 0 0 0 0| 16.00
17.00 |pietary Counseling 0 0 0 0f 0| 17.00
18.00 |Counseling ~ Othar 0 0 0 0 0} 18.00
19.00 |Home Health Aide and Homemaker 0 0 0 0f 0} 19.00
20.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 0f 0 20.00
21.00 |other 0 0 0 0f 0| 21.00
OTHERZHOSPICE SERVICE COSTS - S :
22.00 |Drugs, Biological and Thfusion Therapy 0 0 0 0 0| 22.00
23.00 [Analgesics 0 0o 0 0 0| 23.00
24.00 |Sedatives / Hypnotics 0 0 0 0 0| 24.00
25.00 |other - Specify 0 0 0 0 0| 25.00
26.00 |pDurable Medical Equipment/Oxygen 0 0 0 0 0| 26.00
27.00 |patient Transportation 0 0 0 0f 0 27.00
28.00 |Imaging Services 0 0 0 0 0| 28.00
29,00 |Labs and Diagnostics 0 0 0 0 0| 29.00
30.00 |Medical supplies 0 0 0 0 G| 30.00
31.00 |outpatient Services (including E/R Dept.) 0 0 0 0 0| 31.00
32.00 |Radiation Therapy 0 0] 0 0 0| 32.00
33.00 |Chemotherapy 0 0 0 0 0| 33.00
34.00 |other ’ 0 0l 0 0 0] 34.00
HOSPECE NONREIMBURSABLE SERMICE. ¢ i i =
35.00 |Bereavement Program Costs 0 0 0 0 0| 35.00
36.00 |volunteer Prograim Costs 0 0 0 0 0| 36.00
37.00 |Fundraising 0 0 0 0 0| 37.00
38.00 |Other Program Costs 0 0 0 0 0| 38.00
39.00 |cost to be Allocated (per wkst. K-4, Part I) 0 0 0 0 0| 39.00
40.00 |unit cost Multiplier 0.000000 (.000000, 0.000000) 0. 000000 0.000000| 40.00

MCRIF32? - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form cM$-2552-10

COST ALLOCATION - STATISTICAL BASIS

Hospice CCN:

Provider CCM: 140015

141501

Period:
From 10/01/2012
To  09/30/2013

worksheet K-4

Part II

Date/Time Prepared:
2/28/2014 2:15 pm

Hospice 1
GENERAL SERVICE NTERS: i
Capital Related Costs-Bldg and Fixt. 0 1.00
Capital Related Costs-Movable Equip. 0 2.00
Plant Operation and Maintenance 0 3.00
Transportation - Staff 0 4.00
voTunteer Service Coordination 5.00
Administrative and General 6.00
INPATIENT CARE SERVICE & - w7
Inpatient - General Care 7.00
Inpatient - Respite Care 8.00
VISTTING SERVICES . oo oo i
Physician Services 0 44,983 9.00
Nursing Care 0 907,231 10.00
Nursing Care-Continuous Home Care 0 0 11.00
Physical Therapy 0 0 12.00
occupational Therapy 0 0 13.00
spéech/ Language Pathology 0 0 14.00
Medical social Services 0 194,368 15.00
Spiritual Counseling 0 0 16.00
Dietary Counseling 0 0 17.00
counseling - Other 0 0 18.00
Home Health Aide and Homemaker 0 131,932 19.00
HH Aide & Homemaker - Cont. Home Care 0 0 20.00
othar 0 0 21.00
OTHER :HOSPICE SERVECE COST. i i
prugs, Biological and Infusion Therapy 0 131,732 22.00
Analgesics 0 0 23.00
Sedatives / Hypnotics 0 0 24,00
other - Specify 0 0 25.00
purable Medical Equipment/Oxygen 0 0 26.00
pPatient Transportation 0 0 27.00
Imaging Services 0 0 28.00
Labs and Diaghostics 0 0 29.00
Medical supplies 0 38,203 30.00
Outpatient Services (including E/R Dept.) 0 0 31.00
Radiation Therapy 0 0 32.00
Chemotherapy 0 0 33.00
other 0 0 34.00
HBSPECE  NONRETMEURSABLE. SERVICE
Bereavement Program Costs 0 0 35.00
Volunteer Program Costs 0 0 36.00
Fundraising 0 0 37.00
other Program Costs 0 0 38.00
Cost to be Allocated (per wkst. K-4, Part I) 686, 444 39.00
unit cost mMultiplier 0.473917 40.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS

Provider CCN: 140015

Hospice CCN:

141501

Period:
From 10/01/2012
To  09/30/2013

Worksheet K-5

Part I

Date/Time Prepared:
2/28/2014 2:15 pm

__Hospice I

WL SNSRI
=
<

Administrative and General
Inpatient - General Care
Inpatfent - Respite Care
Fhysician services
Nursing Care

Nursing Care-Continuous Home Care
Physical Therapy

Occupational Therapy

Speech/ Language pathology

Medical Social Services

Spiritual Counseling

Dietary Counseling

Counseling - Other

Home Health Aide and Homemaker

HH Aide & Homemaker - Cont. Home Care
other

orugs, Biclogical and Infusion Therapy
Analgesics

Sedatives / Hypnotics

Other - Specify

purable Medical Equipment/Oxygen
Patient Transportation

Imaging Services

tabs and Diagnostics

Medical supplies

outpatient Services (including E/R Dept.)}
Radiation Tharapy

Chamotherapy

Other

Bereavement Program Costs

volunteer Program Costs

Fundraising

other Program Costs

Total (sum of Tlines 1 thru 33) (2)
unit Cost Multiplier (see instructions)

286,482
0
0
0f
194,457

2,134,89

CoOeeCooOoDOD 00O OO0

e R=ReRe R "R R=R =R =R =R Rl oo R A =R =R =R =R =T =A== R =R~ R N = NN N =N =1 1

SO0 00D000D0D00DDCOCCCCCOCoCotoo o

CoOCOoOOOOO OO0 0DDODOODLLOOODOoOOOO

MCRIF3Z2 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
ALLOCATION OF GENERAL SERVICE CQSTS TO HOSPICE COST CENTERS Provider CCN: 140015 |Period: Worksheet K-5

. From 10/01/2012( part I
Hospice CCN: 141501 [To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

Hospice I
1.00 |Administrative and General 3,977 0 8,633 94,796 107,406| 1.0Q
2.00 |Inpatient - General Care 0 v 0 0 of 2.00
3.00 |Inpatient - Respite Care 0 0f 0 0 o 3.00
4,00 |Physician Services ¢] 0 ¢ 6,635 72,936 4.00
5.00 |Nursing Care 0 0 0 211,708 1,548,891 5.00
6.00 |Nursing Care-Continuous Home Care 0 [ 0 0 0y 6.00
7.00 |Physical Therapy 0 0| 0 0 Q| 7.00
8.00 |Occupational Therapy 0 0 Of 0 0 8.00
9.00 Ispeech/ Language Pathology 0o 0 0 0 0| 9.00
10.00 |Medical Social Services 0 0 0 45,357 331,839| 10.00
11.00 |spiritual Counseling 0 0 0 0 0| 11.00
12.00 |pietary Counsaling 0 0 0 0} 12.00
13.00 |Counseling - Other 0 0 0 0 0| 13.00
14.00 |Home Health Aide and Homemaker 0 0 ] 16,131 210,588| 14.00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 0 0| 15.00
16.00 |other 0 0 0 ¢ 0| 16.00
17.00 |prugs, Biological and Infusion Therapy 0 0 0 0 194,162| 17.00
18.00 |Analgesics 0 0 0 0 0| 18.00
19.00 |sedatives / Hypnhotics 0 0 0 0f 0| 19.00
20.00 |other - Specify 0 0 0 0f 0| 20.00
21.00 |purable Medical Equipment/Oxygen 0 0 0 0f 0| 21.00
22.00 |Patient Transportation & 0 0 0 0| 22.00
23.00 |Imaging Services 0 0 0f 0 0] 23.00
24.00 :Labs and Diagnostics 0 0 0| 0 0] 24.00
25.00 |Medical supplies 0f 0 0| 0 56,308| 25.00
26.00 [outpatient Services (including E/R Dept.) 0 1] 0 0 0| 26.00
27.00 |radiation Therapy 0 0 0 0 0| 27.00
28.00 |Chemotherapy 0 0 0 0 0| 28.00
29.00 |other 0 0 0 0 0| 29.00
30.00 |Rereavement Program Costs 0 0 0 0 0| 30.00
31.00 |volunteer Program Costs 0 0 0 0 0 31.00
32.00 |Fundraising Q 0 0 0 0} 32.00
33.00 |other Program Costs 0 0 0 0 0| 33.00
34.00 |Total (sum of Tines 1 thru 33) (2) 3,977 0 8,633 374,627 2,522,130| 34.00
35.00 {unit Cost Multiplier (see instructions) | 0.000000| 35.00

MCRIF32Z - 4.8.152.0



Health Financial Systeins BLESSING HOSPITAL In tieu of Form CM5-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 |Period: Worksheet K-§

. From 10/01/2012 | Part I

Hospice CCN: 141501 (To  08/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm

1.00 |Administrative and General o 1.00
2.00 |Inpatient - General Care 0 0 ol 2.00
3.00 |Inpatient - Respite Care 0 0 0 0 o 3.00
4.00 [Physician services 19,142 ¢ 0 0 0 4.00
5.00 |[Nursing Care 406,500 [t 0 0 0| 5.00
6.00 |Nursing Care-Continuous Home Care 0 0] 0 0 0| 6.00
7.00 |[Physical Therapy 0 0 0 0 0| 7.00
8.00 !occupaticnal Therapy 0 0 0 0 0| 8.00
9,00 |Speech/ Language pPathology 0 0 0 0 0| 9.00
10.00 |Medical social Services 87,090 0 0 0 0| 10.00
11.00 [spiritual counseling 0] 0 0 0 0| 11.00
12.00 [pietary counseling 0 0 0 0 0| 12.00
13.00 [Counseling - Other 0 0 0 0 0| 13.00
14.00 [Home Health Aide and Homemaker 55,268 0 0 0 0| 14.00
15.00 [HH Aide & Homemaker - Cont. Home Care 0 0 0 0 0| 15.00
16.00 |other 0 0 0 0 0| 16.00
17.00 |prugs, Biological and Infusion Therapy 50,957 0 0 0 ol 17.00
18.00 |Aanalgesics 0 0 0 0 G| 18.00
19.00 |Sedatives / Hypnotics 0 0 0 0 0| 19.00
20.00 |Other - Specify 0 0 0 0 0| 20.00
21.00 |purable Medical Equipment/Oxygen 0 0 0 0 0| 21.00
22.00 |Patient Transportaticn 0 0 0 0 0| 22.00
23.00 |Imaging services 0 0 0, 0 0| 23.00
24.00 |Labs and Diagnostics 0 0 0 0 0| 24.00
25.00 |Medical supplies 14,778 0 0 0] 0| 25.00
26.00 [outpatient Services (including E/R Dept.) 0 0 0 0 0| 26.00
27.00 [Radiation Therapy 0 0 0 0 0} 27.00
28.00 | Chemotherapy 0 0 0 0 0| 28.00
29.00 |other 0 0 0 0 0| 25.00
30.00 |Bereavement Program Costs 0 0 0 0] 0| 30.00
31.00 |volunteer Program Costs 0 0 0 0 0] 31.00
32.00 |Fundraising 0 0 0| 0 Q] 32.00
33.00 [other Program Costs 0 0 0 0 af 33.00
34.00 |Total (sum of Tines 1 thru 33) (2) 661,923 63,097 1,960 22,949 0| 34.00
35.00 |unit Cost Multiplier {see instructions) 35.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 |Period: worksheet K-5

From 10/01/2012 | Part X

Hospice CCN: 141501 |To  08/30/2013 | bate/Time Prepared:
2/28/2014 2:15 pm

Hospice I
TNTERNS: &
1.00 |Administrative and General 87,284 418,927 0 13,415 of 1.00
2.00 |Inpatient - General Care 0 0 0 ol 2.00
3.00 |EInpatient - Respite Care 0 0 0 0 ol 3.00
4,00 [pPhysician Services 0 0 0 0 0} 4.00
5.00 |Nursing cCare 0 0 0| 0 0l 5.00
6.00 |Nursing Care-Continuous Home Care 0] 0 0 0 0| 6.00
7.00 |prhysical Therapy 0 0 0 0 o 7.00
8.00 |occupational Therapy 0 0 0 0 0| 8.00
9.00 |Speech/ Language Pathology 0 0 0 0 0| 9.00
10.00 |Medical Secial Services 0 0 0 0 0| 10.00
11.00 |spiritual Counseling 0 0 0 0 0| 11.00
12.00 |pietary Counseling 0 0 0 0 0| 12.00
13.00 |Counseling - Other 0 0 0 0 0| 13.00
14.00 |Homa Health Aide and Homemaker 0 0 0 0 0| 14.00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 0 0| 15.00
16.00 |other 0 0 0 0 0| 16.00
17.00 |prugs, Biclogical and Infusion Therapy 0 0 0 0 0| 17.00
18.00 |Analgesics 0 0 0 0 0| 18.00
19.00 |Sedatives / Hypnotics 0 0 0 0 0| 19.00
20.00 |other - Specify 0 0 0 0 0| 20.00
21.00 |purable Medical Equipment/Oxygen 0 0 0 0 0| 21.00
22.00 ipatient Transportation 0 0 0 0 0| 22.00
23.00 |mmaging Services 0 0 0 0 G| 23.00
24.00 |Labs and Dpiagnostics 0 0 0 0 0| 24.00
25.00 |medical supplies 0 0 0 0 0| 25.00
26,00 |outpatient Services (including E/R Dept.) 0 0 0 0 0| 26.00
27.00 |Radiation Therapy 0 0 0 0 0| 27.00
28.00 | Chemotherapy 0 0] 0 0 0| 28.00
29.00 (other 0 0] 0 0 0| 29.00
30.00 |Bereavement Program Costs 0 0] 0 0 0| 30.00
31.00 |volunteer Program Costs 0 0 0 0 G| 31.00
32.00 | Fundraising 0 0 0 0 0f 32.00
33.00 |other Program Costs 0 0 0 0 0f 33.00
34.00 |Total (sum of Tines 1 thru 33) (2) 87,284 418,927 0 13,415 0| 34.00
35.00 |unit Cost Multiplier (see instructions) 35.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS provider Ccn: 140015 |period: worksheet K-5

From 10/01/2012 | Part I

Hospice CCN: 141501 (To  0%/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm

Hospice T

1.00 |administrative and General 743,226 1.00
2.00 |Inpatient - General Care ol 2.00
3.00 |[Inpatient - Respite Care of 3.00
4.00 |Physician services 92,078| 4.00
5.00 ([Nursing Care 1,955,391 5.00
6.00 |[Nursing Care-Continuous Home Care o 6.00
7.00 'Physical Therapy 0| 7.00
8.00 |occupational Therapy o 8.00
9.00 |speech/ Language Pathology o 9.00
10.00 [Medical Social Services 418,929 10.00
11.00 [spiritual Counseling 0f 11..00
12.00 |[pietary Counseling of 12.00
13.00 |Counseling ~ Other 0 13.00
14,00 |Home Health Aide and Homemaker 265,856 14.00
15.00 [HH Aide & Homemaker - Cont. Home Care 0] 15.00
16.00 |other 0) 16.00

17.00 [prugs, Biological and Infusion Therapy 245,119 17.00

[l oo I e Y o i o I o b e O e e e e e e i e i o i e J o e e e o R o i e o o [ o R e [ o N e I o I e B o 0
CoCOoOCOOOoO OO0 Do o OO oCoaedoodosod s
COoO0O0O0OOOODODOO0OCCCOLOLOoo oo o
SO0 ooO OO oo OO oo oo OO

18.00 |Analgesics 0] 18.00
19.00 |Sedatives /[ Hypnotics 0 15.00
20,00 |other - Specify 0} 20.00
21.00 |purable Medical Equipment/Oxygen 0} 21.00
22.00 |Patient Transportation 0} 22.00
23.00 |Imaging Services 0] 23.00
24.00 |Labs and Diagnostics 0| 24.00
25.00 |Medical supplies 71,086| 25.00
26.00 |outpatient Services (including E/R Dept.) 0| 26.00
27.00 |Radiation Therapy 0} 27.00
28.00 |chemotherapy 0] 28.00
29.00 |other Q] 29.00
30.00 |Bereavement Program Costs 0] 30.00
31.00 |vo'lunteer Program Costs 0| 31.00
32.00 |Fundraising 0} 32.00
33.00 |0ther Program Costs 0| 33.00
34.00 |Total {sum of 1tnes 1 thru 33} (22 3,791,685| 34.00
35.00 |unit Cost Multiplier (see instructions) 35.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 |Period: worksheet K-5
From 10/01/2012| Part T
Hospice CCN: 141501 [ To 09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pin
_Hospice I
“He

1.00 [Administrative and General 1.00
2.00 |Inpatient - General Care 0 0 0 0] 2.00
3.00 |Inpatient - Respite Care 0 0 0 0 3.00
4.00 |physician Sservices 0 92,078 22,449 114,527 4.00
5.00 |Nursing Care 0 1,955,391 476,731 2,432,122 5.00
6.00 |Nursing Care-Continuous Home Care 0 0 0 0 6.00
7.00 |Physical Therapy 0 0 0 0 7.00
8.00 |occupationral Therapy 0 0 0 0 8.00
9.00 |Speech/ rangudge Pathology 0 0 0 0 3.00
10.00 |Medical social services 0 418,929 102,137 521,066 10.00
11.00 |spiritual Counseling 0 0 0 0 11.00
12.00 |pietary Counseling 0 0 0 0 12.00
13.00 |counseling - Other 0 0 0 0 13.00
14.00 |Home HMealth Aide and Homemaker 0 265, 856 64,817 330,673 14.00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 15.00
16.00 |other 0 0f 0f 0f 16.00
17.00 |prugs, Biological and Infusion Therapy 0 245,119 59,761 304, B8O 17.00
18.00 [Aanalgesics 0 0 0 0 18.00
19.00 |sedatives / Hypnotics 0 0 0 0| 19.00
20.00 |other - specify 0 0f 0f 0 20.00
21.00 [purable Medical Equipment/Oxygen 0 0 0 0 21.00
22.00 [Patient Transportation 0 0 O 0 22.00
23.00 [Imaging Services 0 0 O 0 23.00
24.00 [Labs and Diagnostics 0 0 O 0 24.00
25.00 [Medical supplies 0 71,086 17,331 88,417 25.00
26.00 |outpatient Services (including E/R Dept.) o] 0 0 0 26.00
27.00 |rRadiation Therapy 0 0 0 0 27.00
28.00 | chemotherapy 0 0 0 0 28.00
29.00 [other 0 0 0 0 29.00
30.00 |Bereavement Program Costs 0 0 0 0 30.00
31.00 |volunteer Program Costs 0 0 0 0 31.00
32,00 | Fundraising 0 0 0 0 32.00
33.00 |other Program Costs 0 0 0 0 33.00
34.00 |Total (sum of Tines 1 thru 33) (2) 0 3,791,685 3,791,685 34,00
35,00 |umit Cost Multiplier (see instructions) 0. 243804 35.00

MCRTF32 - 4,8.152.0



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

ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 |Period: worksheet K-5
STATISTICAL BASIS From 10/01/2012 | Part II

Hospice CCN: 141501 |To  09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm

Hospice T
N ]
1.00 |Administrative and Genera 0 0 0 0 3,714| 1.00
2.00 |Inpatient - General Care 0 0 0 0 0| 2.00
3.00 |[Inpatient - Respite Care 0 0 0 0 0] 3.00
4.00 |Physician Services 0 0 0 0 o 4.00
5.00 INursing Care 0 0 0 0 ol 5.00
6.00 |Nursing Care-Continuous Hoime Care 0 0 0 0 0f 6.00
7.00 |Physical Therapy 0 0 0 0 ol 7.00
8.00 |occupational Therapy 0 0 0 0 o 8.00
9.00 |Speech/ Language Pathology 0 0 0 0 ol 9.00
10.00 |Medical Secial Services 0 0 0 0 0| 10.00
11.00 |spiritual Counseling 0 0 0 0 0| 11.00
12.00 |pietary Counseling 0 0 0 0 0| 12.00
13.00 |Counseling - Other 0 0 0 0 0 13.00
14.00 |Home Health Aide and Homemaker 0 0f 0 0 0 14.00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0f 0 0 0] 15.00
16.00 |other 0 v 0 0 0| 16.00
17.00 |prugs, Biological and Infusion Therapy 0 0 0 0 Q| 17.00
18.00 |analgesics 0| 0 0 0 0| 18.00
19.00 |sedatives / Hypnotics 0f 0f 0 0 0: 19.00
20.00 |other - Specify 0 0| 0 0 0| 20.00
21.00 |purable Medical Equipment/Oxygen 0 0 0 0 0| 21.00
22.00 {Patient Transportation 0o 0 0 0 0| 22.00
23.00 |Tmaging Services 0 0 0 0 0| 23.00
24,00 |Labs and Diagnestics 0 0 0 0 0| 24.00
25.00 |Medical supplies 0 0 ¢ 0 0| 25.00
26.00 |outpatient Services {including E/R Dept.) 0 ¢ 0 0 0] 26.00
27.00 |Radiation Therapy 0 0 0f 0 0] 27.00
28.00 | Chemotherapy & 0 0f 0 0| 28.00
29.00 |other 0 0 0 0f 0| 26.00
30.00 |Bereavement Program Costs 0f 0 o 0 0| 30.00
31.00 |volunteer Program Costs 0 0 0 0 0| 31.00
32.00 |Fundraising 0 0 0 0f 0| 32.00
33.00 |other Program Costs 0 0 0 0 0| 33.00
34.00 |Total (sum of Tlines 1 thru 33) (2) 0 0 0 0 3,714| 34.00
35.00 |Total cost to be allocated 0 0 0 0f 3,977 35.00
36.00 |unit cost multiplier (see instructions) 0000000 (. 000000 0. 000000 0000000 1.070813| 36.00

MCRIF3Z - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form cmMs-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TG HOSPICE COST CENTERS Provider CCN: 140015 |Period: worksheet K-5
STATISTICAL BASIS ] From 10/01/2012 | Part II

Hospice CCN: 141501 [To 09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm

Hospice I
1.00 |Administrative and General 4] 8,647 406,227 0 107,406] 1.00
2.00 |Inpatient - General Care 0 0] 0 0 ol 2.00
3.00 |Inpatient - Respite Care 0 0 0 0 Q| 3.00
4.00 |Physician Services 0 0 28,435 0 72,936 4.00
5.00 |Nursing Care 0 0f 907,231 0| 1,548,800 5.00
6.00 |Nursing Care-Continuous Home Care 0 0 0 0 af 6.00
7.00 |Physical Therapy 0 0f 0 0f ol 7.00
8.00 |occupational Therapy 0 1] 0 0 0| 8.00
9.00 |speech/ Language Pathology 0 0f 0 0 g} 9.00
10.00 |Medical social services 0 0 194,368 0 331,839| 10.00
11.00 |spiritual Counseling 0 0 0 0 Q| 11.00
12.00 |Dietary Counseling 0 0 0 0 0 12.00
13.00 |Counseling - Other 0 0 0 0 0| 13.00
14.00 |Home Health Aide and Homemaker 0 0 69,128 0 210,588| 14,00
15.00 |HH Aide & Homemaker - Cont. Home Care 0 0 0 0 0| 15.00
16.00 |other 0 0 0 0 Q| 16.00
17.00 [Drugs, Biological and Infusion Therapy 0 0 0 0 194,162| 17.00
18.00 (Analgesics 0 0 0 0 0| 18.00
19.00 [Sedatives / Hypnotics 0f 0 0 0 Q| 19.00
20.00 |other - Specify 0y 0 0 0 Q| 20.00
21.00 jpurable Medical Equipment/Oxygen 0] 0 0 0 0| 21.00
22.00 {Patient Transportation 0 0 0 0 Q| 22.00
23.00 |Imaging Services 0 0 0 0 0| 23.00
24.00 [Labs and Diagnostics 0 0 0 0 0| 24.00
25.00 [Medical supplies 0 0 0 0 56,308| 25.00
26.00 [outpatient Services (including E/R Dept.) 0 0 0 0 0| 26.00
27.00 [Radiation Therapy 0 0 0 0 0| 27.00
28.00 [chemotherapy 0O 0 0 0 0| 28.00
29.00 |other 0 0 0 0 0| 29.00
30.00 |Bereavement Program Costs 0 0 0 0 0| 30.00
31.00 [volunteer Program Costs 0 0 0 0 0f 31.00
32.00 [Fundraising 0 0 0 0 0| 32.00
33.00 |other Program Costs [y 0 0 0 0| 33,00
34.00 (Total (sum of Tines 1 thru 33) (2) 0 8,647 1,605,389 2,522,130| 34.00
35.00 |Total cost to be allocated 1] 8,633 374,627 661,923| 35.00
36.00 |unit Cost Multiplier (see instructions) 0.000000 0.998381 0.233356 0.262446| 36.00

MCRIF32 - 4.8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Fort CMs5-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS

STATISTICAL BASIS

Hospice CCN:

Provider CCN: 140015

Period:
From 10/01/2012
141501 |To  09/30/2013

worksheet K-5
Part IT

Date/Time Prepared:

2/28/2014 2:15 pm

Hospice I

W00 W T A

Administrative and General
Inpatient - General Care
Inpatient - Respite Care
Physician services
Nursing Care

Nursing Care-Continuous Home Care
Physical Therapy

occupational Therapy

speech/ Language Pathology

Medical Social Services

spiritual counseling

Dietary Counseling

Counseling - Other

Home Health Aide and Homemaker

HH Aide & Homemaker - Cont. Home Care
oOther

prugs, Biological and Infusion Therapy
Analgesics

sedatives / Hypnotics

other - Specify

Durable Medical Equipment/Oxygen
Patient Transportation

Imaging Services

Labs and Diagnostics

Medical Supplies

outpatient Services (including E/R Dept.)
Radiation Therapy

Chemotherapy

Other

Bareavement Program Costs

volunteer Program Costs

Fundraising

other Program Costs

Total (sum of lines 1 thru 33) (20
Total cost to be allocated

unit Cost Multiplier (see instructions)}

ejefvlelelelejofalalalslelofelelelelaleleleleleleloloeleloele]e]e]

648
22,949
35.415123]

0y
0f
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0]
0
0
0
0
0
0
0
0
0
0
0
0

0.00000

OO0 OoOO0O0OLOLDDOOOOo0DDOOO0

9,625
87,284
9.068468

WS RN

MCRYF32 - 4,8.152.0



Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CMS-2552-10

ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS
STATISTLICAL BASIS

Provider CCN: 140015

Hospice CCN:

141501

Period:
From 10/01/2012
To 09/30/2013

worksheet K-5
Part II

Dpate/Time Prepared:

2/28/2014 2:15 pm

Hospice T
INTER

‘& RESEIDENTS

OO N DY VT T RO R
. :
(=]

Administrative and General

Inpatient - General Care

Inpatient - Respite Care

physician Services

Nursing Care

Nursing Care-Continuous Home Care
physical Therapy

occupational Therapy

Speech/ Language Pathology

Medical social Services

spiritual Counseling

pietary Counseling

Counseling - Other

Home Health Aide and Homemaker

HH Aide & Homemaker - Cont. Home Care
other

prugs, Biological and Infusion Therapy
Analgesics

sedatives / Hypnotics

Other - specify

purable medical Equipment/Oxygen
Patient Transportation

Imaging Services

Labs and Diagnostics

Medical supplies

outpatient Services (including E/R Dept.)}
Radiation Tharapy

Chemotherapy

other

Bereavement Program Costs

vo'lunteer Program Costs

Fundraising

Other Program Costs

Total (sum of lines 1 thru 33) (2)
Total cost to be allocated

unit Cost Multiplier (see instructions)

OO0 ooDDO0OCOoO0O0 00O O000SDDDeSSS

63,879
418,927
6.558133

0
0
0
0
0
0
0
0
0
0
0
0
0
0i
0y
0f
0f
0f
0
0
0
0
0
0
O
0
0
0
0
0
0
0
0
0
0
0

0. 00000

13,415
136.887755

QOO OO0 DODDO000000C00000000COCo

0
0
0
0
0
0
0
0
0
0
0]
0]
0f
0]
0]
0]
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
93] 0
0
0

0.00000

0
t]
1]
1]
1]
1]
1]
o]
1]
1]
1]
1]
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

0. 00000

L R = B L ol 2

MCRIF3Z2 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
ALLOCATION OF GENERAL SERVICE COSTS TO HOSPICE COST CENTERS Provider CCN: 140015 |Period: worksheet K-5
STATISTICAL BASIS From 10/01/2012 | Part IT

Hospice CCN: 141501 | To 09/30/2013 | Date/Time Prepared:
2/28/2014 2:15 pm

Hospice I
1.00 [Administrative and General 0 0 0 1.00
2.00 |Inpatient - General Cara Q 0 0 2.00
3,00 |Inpatient - Respite Care 0 0 0 3.00
4,00 |Physician Services 0 0 0 4,00
5.00 |Nursing Care 0 0 0 5.00
6.00 [Nursing Care-Continuous Howme Care 0 0 0 6.00
7.00 |pPhysical Therapy 0 0 0 7.00
8.00 |oOccupational Therapy 0 0 0 8.00
9.00 |Speech/ Language Pathology 0 0 0 9.00
10.00 |Medical social services 0 0 0 10.00
11.00 |Spiritual Counsaeling 0 0 0 11.00
12,00 |Dietary Counseling 0 0 0 12.00
13.00 |Counseling - Other 0 0 0 13.00
14.00 |Home Health Aide and Homemaker 0 0 0 14.00
15.00 {HH Aide & Homemaker - Cont. Home Care 0 0 0 15.00
16.00 |other 0 0 0 16.00
17.00 |prugs, Biological and Infusion Therapy 0 0 0 17.00
18.00 |Analgesics 0 0 0 18.00
19,00 |Sedatives / Hypnotics 0 0 0 19.00
20.00 [other - Specify 0 0 0 20.00
21.00 |purable Medical Equipment/oxygen 0 0 0 21.00
22.00 !patient Transportation 0 v 0 22.00
23.00 |Imaging Services 0 0 0 23.00
24.00 |Labs and Diaghostics 0 0 0 24.00
25.00 {Medical supplies 0f 0f 0 25.00
26.00 [outpatient Services (including E/R Dept.)} 0 0 0] 26.00
27.00 |Radiation Therapy 0 0 0] 27.00
28.00 [Chemotherapy 0 0 0] 28.00
29.00 |other 0f 0f 0f 29.00
30.00 |Bereavement Program Costs 0f 0 0 30.00
31.00 |volunteer Program Costs 0 0 0 31.00
32.00 |Fundraising 0 0 0 32.00
33.00 |other Program Costs O 0 0 33.00
34,00 |Total (sum of Tines 1 thru 33) (2 0 0 1] 34.00
35.00 |Total cost to be allocated 0 0 0o 35.00
36.00 |unit Cost Multiplier (see instructions) 0. 000000 0. 000000 0. 000000 36.00

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL In Lieu of Form CMS-2552-10
COMPUTATION OF TOTAL HOSPICE SHARED COSTS Provider CCN: 140015 |Period: worksheet K-5

From 10/01/2012 | Part III

Hospice CCN: 141501 |To  09/30/2013 | bate/Time Prepared:
2/28/2014 2:15 pm

Hospice I
vtal Hospice Hoopi
; o

am

00 [PHYSICAL THERAPY T - 66.00 0.650258

1. 0 0] 1.00
2.00 |OCCUPATIONAL THERAPY 67.00 (.384561 0 0 2.00
3.00 |[SPEECH PATHOLOGY 68.00 0.307082 0 0 3.00
4.00 |DRUGS CHARGED TQ PATIENTS 73.00 0.195813 0 0| 4.00
5.00 |[DURABLE MEDICAL EQUIP-RENTED 96.00 5.00
6.00 |LABORATORY 60.00 0.119773 0; 0l 6.00
6.01 [BLOOD LABORATORY 60.01 6.01
7.00 |[MEDICAL SUPPLTES CHARGED TO PATIENTS 71.00 0.199910 0 0| 7.00
8.00 |[OTHER OUTRATIENT SERVICE COST CENTER 93.00 8.00
9.00 |RADIQLOGY-THERAPEUTIC 55.00 9.00
10.00 |OTHER ANCILLARY SERVICE COST CENTERS 76.00 10.00
11.00 |Totals (sum of lines 1-10) 0| 11.00
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Health Financial Systems

BLESSING HOSPITAL

In Lieu of Form CM5-2552-10

CALCULATION OF HOSPICE PER DIEM COST

Provider CCN: 140015

Period:
From 10/01/2012

worksheet K-6

Hospice CCN: 141501 1To  09/30/2013 ) Date/Time Prepared:
. 2/28/2014 2:15 pm
Hospice I
other
L 3000 00
1.00 [Total cost (see instructions) 791,685
2.00 [Total unduplicated bays (worksheet 5-9, column 6, Tine 5) 18,455 .
3.00 |average cost per diem (3ine 1 divided by 1ine 2) 205.46| 3.00
4,00 |Upduplicated Medicare Days (Worksheet 5-9, column 1, Tine 17,345 4.00
5)
5.00 |Aggregate Medicare cost (line 3 time Tine 4) 3,563,704 5.00
6.00 |undupificated Medicaid Days (worksheet 5-9, column 2, 1ine 198 6.00
5)

7.00 |Aggregate Medicaid cost (Tine 3 time Tine 60) 40,681 7.00
8.00 |upduplicated SNF Days (worksheet 5-9, column 3, line 5) 0 8.00
9.00 |Aggregate SNF cost (line 3 time Tine 8) 0 9.00
10.00 (UndupTicated NF Days (Worksheet 5-9, column 4, I1ine 5) 71 10.00
11.00 |Aggregate NE cost (line 3 times line 10) 14,588 11.00
12,00 |other Unduplicated days (worksheet 5-9, column 5, Tine 5) 912 12.00
13.00 |Aggregate cost for other days (line 3 times line 12) 187,380 13.00
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Health Financial Systems

BLESSTING HOSPTITAL

In Lieu of Form CM5-2552-10

CALCULATION OF CAPITAL PAYMENT Provider CcN: 140015 |Period: worksheet L
From 10/01/2012 | Parts I-III
To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
Title XVIII Hospital PPS

CAPTﬁAL EDﬁﬂéL AVOUNT:

3678 708

1.00 |capital DRG other than uut11er 1.00
2.00 [Capital DRG outlier payments 124,940 2.00
3,00 [Total inpatient days divided by number of days in the cost reporting period (see instructions) 101.85| 3,00
4,00 |Number of interns & residents (see instructions) 16.06| 4.00
5.00 [Indirect medical education percentage (see instructions) 4.55| 5.00
65.00 |TIndirect medical education adjustment (Tine 1 times line 5) 135,531 6.00
7.00 | Parcentage of SSI recipient patient days to Medicare part A patient days (Worksheet E, part A Tline 0.00{ 7.00
30} (see instructions)

8.00 |Percentage of Medicaid patient days to total days (see instructions) 0.00| 8.00
9.00 |sum of Tines 7 and 8 0.00| 9.00
10.00 |ATTowable disproportionate share percentage {see instructions) 0.00| 10.00
11.00 |pisproportionate share adjustment (line 1 times line 10) 0] 11.00
12.00 |Total prospective capital payments {sum of lines 1-2, 6, and 11) 3,239,179

L%, B N VI N P

Program 1npat1ent rout1ne cap1ta1 cost {see instructions)

Program inpatient ancillary capital cost (see instructions)
Total inpatient program capital cost (Tine 1 plus Tine 2O
Capital cost payment factor (see instructions)

Total inpatient prograim capital cost (Iine 3 x 1ine 4)

OO0 0

= e
~ oy R

P PO~ swhy
=)
<

o

2o
LSNP S

EXEEPT Lo

Program inpatient cap tal costs {see instruct ons)

Program inpatient capital costs for extraordinary circumstances (see instructions)

Net program inpatient capital costs (line 1 minus line 2)

Applicable exception percentage (see instructions)

capital cost for comparison to payments (Tine 3 x Tine 4)

Percentage adjustment for extraordinary circumstances (see instructions)

Adjustment to capital minimum payment level for extraordinary circumstances (line 2 x line B)
capital minimum payment Tevel (1ine 5 plus line 7)

Current year capital payments {from part I, Tine 12, as applicable)

current year comparison of capital minimum payment level to capital paywents (line 8 less line 9)
Carryover of accumulated capital minimum payment Tevel over capital payment (from prior year
worksheet L, Part IIXI, Tine 14)

Net comparison of capital minimum payment Tevel to capital payments (line 10 plus Tine 11)
Current year exception payment (if line 12 is positive, enter the amount on this 1ine)

carryover of accumulated capital minimum payment level over capital payment for the following period
(if Tine 12 is negative, enter the amount on this Tine)

Current year allowable operating and capital payment (see instructions)

current year operating and capital costs (see instructions)

Current year exception offset amount (see instructions)

o OO

o000

0o~ G W1 a N e
(o B N B Nol ===l
CcCOoOoCoO oo OO
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Health Financial Systems

BLESSING HOSPITAL In Lieu of Form CM5-2552-10

ANALYSIS OF PROVIDER-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED

HEALTH CENTER COSTS

Provider CCN: 140015 |period: worksheet m-1
From 10/01/2012
component CCN:143422 |To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

Rural Health cost
Clinic (RHC) I

Rec s Tassifie

FACELETY HEALTH CARE  STAEE.!

.00 |Physician
.00 |[Physician Assistant
00 |[Nurse Practiticner
00 |visiting Nurse
Other Nurse
00 |Clinical psychologist
00 |Clinical social worker
.00 |Laboratory Technician
.00 (other Facility Health care Staff Costs
10.00 [subtotal (sum of Tines 1-9)
11.00 [physician Services Under aAgreement
12.00 |Physician supervision Under Agreement
13.00 |other Costs Under Agraement
14,00 [subtotal (sum of Tines 11-13)
15.00 [Medical supplies
16.00 [Transportation (Health care staff)
17,00 |pepreciation-Medical Equipment
18.00 |Professional Liability Insurance
19.00 |other Health care Costs
20.00 |Allowable GME Costs
21.00 [subtotal (sum of Tlines 15-20)
22.00 |Total Cost of Health Care Services (sum of

[CR-- NN T RN N
[=)
[=]

0 O 1.00

0 0f 0 0 2.00

0 163,168 0 163,168, 3.00

0 0f 0 01 4.00

0 0f 0 0l 5.00

0 0f 0 0| 6.00

0 0f 0 0f 7.00

0f 0f 0 0| 8.00

0 169,968 0 169,968 9.00

0 333,135 0 333,136( 10.00
292,125 292,125 0 292,125( 11.00
0 0f 0 0l 12.00

276 274 0 276( 13.00

292, 401 292,401 0 292,401( 14.00
0 0f 0 0 15.00

0 0 0 0| 16.00

0 0 0 0| 17.00

0 0 0 0| 18.00
46,799 46,799 -1,171 45,628( 19.00
0 0 0 0| 20.00
46,799 46,799 -1,171 45,628 21.00
339,200 672,336 -1,171 671,165( 22.060

Tines 10, 14, andKZl)) o
COSTS JOTHER STHAN "RHC/FOHE 'SERVECS

23.00 [Pharmacy

24.00 |pental

25.00 |optometry

26.00 [A11 other nonreimbursable costs

27.00 |Nonallowable GME costs

28.00 |Total Nonreimbursable Costs (sum of Tines

oo o oo ol

oo o ool
[,%)
(%2}
=}
=)

coococol
SR-R-R-¥-¥-1
coococoo

¥ OVERIEAD .

. ity Costs

30.00 |Administrative Costs

31.00 |Total Facility overhead (sum of lines 29 and
30)

32,00 |Total facility costs (sum of lines 22, 28
and 31)

86,198
86,198

419,334

13,255 EEENYE 13.425| 29.00

0
112,189 198,387 0 198, 387| 30.00
125,614 211,812 0 211,812| 31.00
464,814 884,148 ~1,171 882,977| 32.00
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Health Financial Systems BLESSING HOSPITAL In Lieu of Form CM5-2552-10
ANALYSIS OF PROVIDER-BASED RURAL HEALTH CLINIC/FEDERALLY QUALIFIED Provider CCN: 140015 |Period: worksheet M-1
HEALTH CENTER COSTS From 10/01/2012 .
Component CCN:143422 (To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm
rRural Health Cost

Clinic (RHC) I

00 [Physi cian

i 0f 1.00
2.00 |pPhysician Assistant 1] 2.00
3.00 |Nurse practitioner 0 163,168 3.00
4.00 {visiting Nurse 0 0 4.00
5.00 |other Nurse 0 0 5.00
6.00 |Clinical psychologist 0 0 6.00
7.00 |Clinical social worker 0 0 7.00
8.00 |Laboratory Technician 0 0 8.00
9.00 |other Facility Health Care Staff Costs 0 169,968 9.00
10.00 |subtotal (sum of Tines 1-9) 0 333,136 10.00
11.00 |physician Services Under Agreement 0 292,125 11.00
12.00 |Physician Supervision under Agreement 0 0 12.00
13.00 |other Costs Under Agreement 0 276 13.00
14.00 |subtotal (sum of lines 11-13) 0 292,401 14.00
15.00 |Medical supplies 0 0 15.00
16.00 |Transportation (Health care staff) 0 0 16.00
17.00 |pepreciation-Medical Equipment 0 0 17.00
18.00 [Professional Liability Insurance 0 0 18.00
19.00 (other Health Care Costs 0 45,628 19.00
20.00 [Allowable GME Costs 0 0 20.00
21.00 subtotal (sum of Tines 15-20) 0 45,628 21.00
22.00 [Total cost of Health Care Services (sum of 0 671,165 22.00

Tlines 10, 14, and 21)
ICOETS DHER THAN RHE/FOHC SERVICS

23.00 |Pharmacy 0 0 23.00
24.00 (pental 0 0 24.00
25.00 |Optometry 0 0 25.00
26.00 |A11 other nonreimbursable costs 0 0 26.00
27.00 |Nonallowable GME costs 0 0 27.00
28.00 |{Total Nonreimbursable Costs (sum of Tines 0 0 28.00

7,

23

0 BHEAD :

. ity Costs -40, 627 -27,202 29.00
30.00 |Administrative Costs 0 198,387 30.00
31.00 |Total Facility overhead (sum of Tines 29 and -40, 627 171,185 31.00

30
32.00 |Total facility costs (sum of lines 22, 28 -40,627 842,350 32.00
and 31)
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Health Financial Systems BLESSING HOSPITAL

In Liew of Form ¢MS-2552-10

ALLOCATION OF OVERHEAD TO RHC/FQHC SERVICES Provider CCN: 140015

Component CCN: 143422

Period:
From 10/01/2012
To  09/30/2013

worksheet M-2

pate/Time Prepared:
2/28/2014 2:15 pm

Rural Health

Cost

Clinic (RHC) I

[ Broduted VATy Min mu ),

VISTTS AND

pasttigns - © R e S
1.00 [rPhysician 1.00] 4,616 4,200 4,200 1.00
2.00 |[Physician Assistant 0.00 0 2,100 0 2.00
3.00 |Nurse Practitioner 1.53 2,767 2,100 3,213 3.00
4.00 |subtotal (sum of Tines 1-3) 2.53 7,383 7,413 7,413 4.00
5.00 [visiting Nurse 0.00 0 0| 5.00
6.00 |Clinicat psychologist 0.00 0f 0| 6.00
7.00 |cClinical social worker 0.00 0 0| 7.00
7.01 |Medical Nutrition Therapist (FQHC only) 0.00 0f 0| 7.01
7.02 |Diabetes Self Marnagement Training (FQHC 0.00 0 07 7.02

only)
8.00 |[Total FTEs and visits (sum of Tines 4-7) 2.53 7,383 7,413| 8.00
9,00 [Physician Services Under Agreements 0 0 9.

i : & 0
IDETERMINATION: OF ALLON OST - APPLECABLE 10 RHC/EQHEC, SERVICES .
10.00 [Total costs of health care services {(from worksheet M-1, column 7, line 22) 671,165| 10.00
11.00 |Total nonreimbursable costs (from worksheet M-1, celumn 7, line 28) ol 11.00
12.00 |Cost of all services (excluding overhead) (sum of Tlines 10 and 11) 671,165| 12.00
13.00 [Ratio of RHC/FQHC services (line 10 divided by line 12) 1.000000| 13.00
14.00 |Total facility overhead - (from worksheet M-1, column 7, Tline 31) 171,185| 14.00
15.00 |Parent provider overhead allocated to facility (see instructions) 347,433| 15.00
16.00 |Total overhead (sum of Tlines 14 and 15) 518,618| 16,00
17.00 |Allowable GME overhead (see instructions) 0] 17.00
18.00 |Subtract T1ine 17 from Tine 16 518,618] 18,00
19.00 |overhead applicable to RHC/FQHC services (line 13 x Tine 18) 518,618] 19,00
20.00 |Total allowable cost of RHC/FQHC services (sum of Tines 10 and 19) 1,189,783 20.00
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Health Financial Systems

BLESSING HOSPITAL

In Lie

4 of Form (M5-2552-10

CALCULATION OF REIMBURSEMENT SETTLEMENT FOR RHC/FQHC SERVICES

Provider CCN: 140015
Component CCN: 143422

period:
From 10/01/2012
To 09/30/2013

Worksheet M-3

pate/Time Prepared:
2/28/2014 2:15 pm

Title XVITI

rural Health
Clinic (RHC) T

Cost

DETERMINATION OF. RATE: RHC/FOHC SERVICES

Jine 205
Tine 15)

Total Allowable Cost of RHC/FQHC Services (From Worksheet M- 2
Cost of vaccines and their administration (from worksheet M-4,
Total alTowable cost excluding vaccine (Iine 1 minus line 2)
Total visits (from worksheet mM-2, column 5, Tine 8)
Physicians visits under agreement {(from worksheet M-?, column 5, line 9)
Total adjusted visits (Tine 4 plus line 5)

1,189,783
15,170
1,174,613
7,413

b e I I PO I
[=]
=3

Adjusted cost per visit (1ine 3 divided by line 6)

T CATELAtien BT AT

par vfs1t payment Timit (from ¢ms Pub. 100-04, chapter 9, §20.6 or your contractor)
Rate for Program covered v151ts (see 1nstruct1ons)

(CALCULATION. OF - SETTLEMENT -

Program covered visits exc1ud1ng menta1 hea1th serv1ces (From contractor records)
Program cost excluding costs for mental health services (line 9 x Tline 10D
Program covered visits for mental health services (from contractor records)
Program covered cost from mental health services (line 9 x Tine 12)

Limit adjustment for mental health services {see instructions)

Graduate Medical Education Pass Through Cost (see instructions)

Total Program cost (sum of 1ines 11, 14, and 15, columns 1, 2 and 3) *

Total program charges (see instructions)(from contractor's records)

Total program preventive charges (see instructions)(from provider's records)
Total program preventive costs ((1ine 16.02/1ine 16.01) times Tline 16)

Total Program non-preventive costs ((Tine 16 minus Tines 16.03 and 18) times
(Titles v and XIX see tinstructions.)

Total program cost {see instructions)

Primary payer amounts

Less: Beneficiary deductible for RHC only (see instructions) (from contractor
records)

Benaficiary coinsurance for RHC/FQHC services (see instructions) (from contractor
records)

Net Medicare cost excluding vaccines (see instructions)

Program cost of vaccines and their administration (from wkst. M-4, Tine 16)

Total reimbursable Program cost (line 20 plus line 21)

Allowable bad debts (see +instructions)

Adjusted reimbursable bad debts (see instructions)

Allowable bad debts for dual eligible beneficiaries (see instructions)

OTHER ADJUSTMENTS (SEE INSTRUCTIONS) (SPECIFY)

Net reimbursable amount (see instructions)

Sequestration adjustment {(see instructions)

Interim paymants

Tentative settlement {(for contractor use only)

Balance due component/program 1ine 26 minus Tines 26.01, 27 and 28

Protested amounts (nonallowable cost report items) in accordance with cMS Pub. 15-TT,
chapter I, section 115.2

800

129,130
0| 17.
40,856

71,792

129,130

131

139,753
1,398
126,731
o 28.
11,624
0f 30.
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Health Financial Systems BLESSING HOSPITAL

in Lie

) of Form CMS-2552-10

COMPUTATION OF PNEUMOCOCCAL AND INFLUENZA VACCINE COST pProvider ¢CN: 140015

Compohent CCN: 143422

Period:
From 10/01/2012
To  09/30/2013

Worksheet M-4

Title XvIII

Rural Health
Clinic (RHC) I

Cost

Date/Time Prepared:
2/28/2014 2:15 pm

NG Bow N R
Pl :
=]

Health care staff cost (from workshaot QQI,'cdiuﬁh 7}711ne 10

Ratio of pneumococcal and influenza vaccine staff time to total health care staff time 0.000334

pneumococcal and influenza vaccine health care staff cost (line 1 x line 2)

Medical supplies cost - pneumococcal and influenza vaccine (from your records)
Direct cost of pneumococcal and influenza vaccine (line 3 plus Tine 4)

Total direct cost of the facility (from worksheet M-1, column 7, line 22)

Total overhead (from Worksheet M-2, Tine 16)

Ratio of pneumococcal and influenza vaccine direct cost to total direct cost (line §
divided by Tine 6)

overhead cost - pneumococcal and infTuenza vaccine (line 7 x 1ine 8)

Total pneumococcal and influenza vaccine cost and its (their) administration (sum of
Tines 5 and 2)

Total number of pneumococcal and influenza vaccine imjections (from your records)
Cost per pneumococcal and influenza vaccine injection (line 10/1ine 11D

Number of pheumoceccal and influenza vaccine injections administered to Program
beneficiaries

Program cost of pneumococcal and influenza vaccine and its (their) administration
(line 12 x Tine 13)

Total cost of pneumococcal and influenza vaccine and its (their) administration (sum
of coTumns 1 and 2, Tine 10) (transfer this amount to Worksheet M-3, Tline 2)

Total Program cost of pneumococcal and influenza vaccine and its (their)
administration (sum of columns 1 and 2, Tine 14) (transfer this amount to worksheet
mM-3, Tine 21)

518,618
0.004284
5,097

31
164.42
28

4,604

2,222

0.004587
1,528
4,154
5,682

671,165
518,618
0.008466

4,391
10,073

426
23.65
219
5,179
15,170

9,783

333,136]

NI T RSN K SRR oY

MCRIF32 - 4.8.152.0



Health Financial Systems BLESSING HOSPITAL

In Lieu of Form ¢MS-2552-10

ANALYSIS OF PAYMENTS TO HOSPLITAL-BASED RHC/FQMC PROVIDER FOR SERVICES | Provider CCN: 140015 |pPericd:
RENDERED TO PROGRAM BENEFICIARIES

From 10/01/2012
Component CCN: 143422 [To  09/30/2013 | pate/Time Prepared:
2/28/2014 2:15 pm

worksheet M-5

rRural Health

Cost

CTinic (RHC) I

1.00
2.00

3.
3.
3.03
3.
3.

RS N R AT FE R FERY P FS ]
(52
w

~OY Y G WA
(=
(=]

Total interim payments paid to provider

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

List separately each retroactive Jump sum adjustment amount based on subsequent
revision of the interim rate for the cost reporting period. Also show date of each

124 288
0

payment. If none, write "NONE" or enter a zero (1)
Program té; Provider S

04/18/2013

3,443

27)

0
¢}
0
0
PrOVIHEF €6, Pro o v
0
0
0
0
0
subtotal (sum of 1ines 3.01-3.49 minus sum of Tines 3.50-3.98) 2,443
Total interim payments (sum of Tines 1, 2, and 3.29) {transfer to Worksheet mM-3, Tine 126,731

List separate1y each tentative settlement payment after desk review, Also show date of

each payment_ If hone write "NONE" or enter a zero. (1)

Provider -£0 -Progran:

[Total Medicare program Tiabilq {see instructions)

Subtotal (sum of lines 5.01-5.49 minus sum of Tines 5,50-5.98)

Determined net settlement amount {balance due) based on the cost report. (1)
SETTLEMENT TO PROVIDER

SETTLEMENT TO PROGRAM

~No oo v W w
: =
o

1.00

LR LT )
[=]
%)

E SR SU RN SE R SEIR FUI ST
[E2]
(58]

Name O C()I'It ractor
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